[image: image2.png]



THE ROYAL AUSTRALIAN COLLEGE OF GENERAL PRACTITIONERS
AFTER HOURS PRIMARY MEDICAL CARE

HOSPITAL GENERAL PRACTICE

A report to the Department of Health and Ageing (Commonwealth of Australia) prepared by the RACGP – WA Research Unit

FINAL REPORT

JUNE 2002

Acknowledgments

Our thanks go to the Commonwealth Department of Health and Ageing who funded the project. Thanks are due also to the members of the Management Committee 

· Dr Sally Roach, State Coordinator, The Royal Australian College of General Practitioners (RACGP)

· Dr Trenna Turner, Director of Hospital General Practice (HGP)

· Dr Alan Wright, local General Practitioner (GP) and Hospital Liaison GP

· Dr Peter Bouhalis, Director, Health Information Technology

Dr Tony Robbins, GP, HGP, Ms Angela Davey, Practice Manager, HGP, Mr Lee Barclay, Research Officer, RACGP have all contributed to the project and we thank them most sincerely.

Members of the WA Research Unit project team all contributed to the project and made it possible to complete the project within the time line.

The members of the research team are: 

· Dr Sally Roach 
Project Manager

· Dr Tony Robins 
GP Consultant

· Ms Jan Taylor 
Research Officer

· Ms Jacqui Gilmour
Research Officer

· Dr Margaret Behrndt 
Research Officer

· Ms Linda Bailey
Research Officer

We also thank the GPs at Hospital General Practice who assisted with the selection of the case studies and who agreed to be interviewed. We also owe our thanks to the other GPs in the Fremantle area who made themselves available to be interviewed.

Lastly we would like to thank the patients who agreed to be interviewed and who shared their experiences and opinions with us.












Page

Acknowledgments
1
Table of contents
2
1.
Introduction
3

2.
Literature review
4

Usage of Emergency Departments versus General Practice 
4

Rates of Usage
5

Types of patients seen in the ED  
5

Reasons for use after hours 
6

Benefits to using GP versus ED for primary care
6

Existing models of after hours care
6

3.
Outcomes and objectives of the project
7
4. Project team
7

5.    Research Methodology
                                                                                       9

6.
Ethical Issues
9
7.
Consultation with stakeholders
10
8.
Time frame
11

9.
Results
11


Health professional interviews
11

Patient interviews
11

Findings from the patient interviews
13

Findings from the Health Professionals’ interviews
17


The after hours primary medical care needs of the people in the


Fremantle area.
17


After hours health care needs of the HCC holders & pensioners in


Fremantle
18


Barriers to the provision of after hours primary medical care services
19


Barriers specific to the Health Care Card Holders & Pensioners
22


Lowering the barriers
24


Provision of appropriate services
25

10.  Alternative Models After Hours Primary Health care Delivery
27

Mobile/multi-site model
28

Single site model
29

11.  Integrated Model
31
12.
References
35

13
Appendices
36

1. INTRODUCTION

The WA Research Unit of The Royal Australian College of General Practitioners conducted this project in collaboration with the Hospital General Practice, Fremantle Foundation. This collaboration has resulted from an increasing concern about the “after hours” use of the Fremantle Hospital Accident and Emergency (A & E) Department by The Hospital General Practice Fremantle Foundation 

Hospital General Practice, Fremantle Foundation (HGP) is an accredited practice situated in a separate building within the grounds of Fremantle Hospital in Western Australia. It was established in February 1992. It is believed to be a unique practice because of its situation within a large teaching hospital, because of the types of patients the General Practitioners (GPs) there serve, and because of the successful relationships the practice has with the hospital and the community.  HGP is registered as a charitable trust and is a solely bulk billing practice, with all GPs salaried.

Demographic characteristics of Hospital General Practice Patients 

The demographic characteristics of the HGP patients were determined using a self-administered collection sheet in four one-week collection periods between December 2001 and March 2002.  (See appendix 1 for Summary Tables).  Comparisons where given are based on variations between data recorded by HGP and the Health Insurance Commission (HIC) data available for Western Australia from July 2001 to December 2001.

Sixty four point six percent (64.6%) of patients were female and 35.4% were male.  The highest usage by age groups was within the 25-54 groups.  The majority of patients live with others (72.8%), with 1.3% reporting having no fixed address. Understandably, the highest usage of the HGP service is from the surrounding areas (See figure 1 below for suburb breakdown).

Figure 1
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The majority of patients (66%) have been using the service for longer than a year, with 11.7% reporting that the visit was their first. Thirty three point six percent (33.6%) of patients were HCC holders, 23.7% pensioners and 41% Medicare Card Holders.  Few of the patients attending reported that they arrived as referrals from other health services, for example only 2.6% reported coming from an emergency department. The majority of referrals from HGP to other services were to Pathology (11.6%), with the next most frequent being Radiology (3.9%).  

Length of consultation was determined by analysing the records of item numbers claimed by HGP for the survey participants. It was found that standard consultations (Item 23, less than 20 minutes) were most frequent (75.9%), with long consultations (Item 36, 20 – 40 minutes) being claimed in 21.8% of consultations.  This demonstrates that a higher rate of longer consultations occur at HGP compared with the HIC data for WA (see table 1 below). A possible reason for this may be the complexity of cases seen at HGP.

Table 1

Length of Consultations

	Item Number Claimed
	Frequency
	HGP 

Percent
	WA 

Percent
	P values

	Item 3
	6
	0.8%
	1.3%
	0.2060

	Item 23
	596
	75.9%
	87.3%
	0.0000

	Item 36
	171
	21.8%
	10.5%
	0.0000

	Item 44
	12
	1.5%
	0.9%
	0.0406

	Total
	785
	100.0%
	100.0%
	


Approval was obtained from five patients for a member of the research team to access their clinical records to compile the case studies that appear in appendix 2. These studies illustrate the complexity of the primary health care needs of the patients who attend HGP.

HGP staff

Staff at HGP includes eight GPs (just over 4 FTE), a practice manager, two part-time practice nurses and five part-time receptionists.  One of the GPs is a GP trainee and medical, nursing and counselling students all work at the practice at various times.

Location of HGP

HGP is on a direct bus route to suburbs such as Coolbellup, Medina and Rockingham which are all lower socioeconomic areas, and many patients come from these places.

HGP Links with other services

HGP has built strong links with staff and services at the hospital over time and there is a sense of dedicated teamwork. Referral, liaison and communication between HGP and the hospital work in both directions. The practice also has a strong link with the local Division of General Practice and with other general practices in the area.

Operating hours

HGP is currently open Monday to Friday from 8.30am to 6.30pm, and on Saturday morning till Midday.  In the past it has been open for longer hours, including Sundays and Public Holidays, but this service has been withdrawn for economic reasons.

GP practices within hospitals 

There are three other general practices within hospitals in the Perth metropolitan area. Two are situated within a St John of God Hospital; the third is situated within the Hollywood Private Hospital all are private practices that provide an after hours service. They are also situated in geographic areas that have more affluent populations than that of Fremantle and surrounds. 

2. LITERATURE REVIEW  

Usage of Emergency Departments versus General Practice 

There has been considerable research both within Australia and internationally on the subject of inappropriate attendance and use of Emergency Departments (EDs) by low acuity patients.  This has been primarily due to concern regarding the perception of inefficient use of resources, given the increasing number of patients presenting and the constraints on staff and resources [1].   There is, however, some debate over the way in which attenders are determined to be ‘General Practice’ type patients, and if in fact seeing a GP would have been a better choice.  Ieraci et al. [2] stated that low acuity patients use the minimum amount of time and resources of an ED, and that waiting times are related more directly to the high acuity patients seen there.  An example of this was cited from a study by the NSW Department of Health that showed that urban EDs had longer waiting times although their patient acuity levels were higher than the rural settings.    

There are significant variations in the reported rates of ED usage by those described as ‘GP’ type patients.  This variability relates not only to whether the area under study was urban or rural, whether the study involved ‘regular hours’ or ‘after hours’, but most importantly to the way in which the classification of primary care was made.  Murphy [3 p 28] states that all the studies in his review of 34 international studies relied “completely on implicit and subjective judgements to determine appropriateness” of attendance at an ED. Some studies classify patients retrospectively, after they have received care.  There are also significant differences in the way that primary health care is funded and perceived in international settings, thereby limiting comparisons made to the Australian setting.  

The National Triage Scale (NTS) is used in EDs across Australia although it has been suggested to be not consistent as a key performance indicator [4].  These authors recommended that caution be used in comparing data across departments.  Ieraci et al. [2] state that no NTS category equates to ‘GP substitutable’ care and that 10% of Category 5 patients are admitted.  The way in which studies defined their populations within the literature reviewed was either retrospectively through use of the NTS and in some cases chart review, or prospectively through varied means developed for the purpose of the study.  

Rates of Usage

While considering the limitations outlined above, the literature reviewed showed a broad range of ED use by ‘ambulatory’ and ‘low acuity patients’.  Bolton et al. [5] in their study of a general practice within an ED found that the extent of use of emergency departments by GP type patients varied, with ranges reported from 30% to 84% of patients attending EDs in triage categories 4 and 5.  They also stated that EDs provide care for 40-60% of the total population seeking care after 10pm for category 4 and 5 patients.   Ieraci et al. [2] stated that there were limitations to this study, and that the reported level of triage categorisation was skewed upward, with the majority of patients equivalent to category 5.  

A study by Forero et al. [6] looked at the rates of patients attending ED at Cambelltown Hospital in NSW for primary care reasons to identify trends in utilisation, reasons for attendance and social characteristics of the patients. After hours services were considered to be those occurring when the local GPs were closed. They determined that the proportion of primary care patients attending EDs was increasing, and was currently 35% of all attendances.  

Similarly, Keith et al. [7] in a large study involving thirteen hospitals in all six states found that just over half  (53.4%) of ambulatory patients presented to the EDs between 5pm and 9am.  Of the total ED encounters, 15% were considered to be definitely primary care, or GP type patients, with a further 15.4% of encounters representing an overlap between GP and ED type of management.  

Types of patients seen in the ED  

There have been several studies to determine the characteristics of patients that are attending EDs after hours. Forero et al. [6] found that they tended to be younger than regular hours patients, with the most common after hours age groups being the 1 to 5 year olds and the 16 to 25 year olds.   Most attendances occurred on the weekends, with an increase towards the approach of the weekend for primary care type patients.  They found no difference in the socioeconomic status of patients attending between regular hours and after hours, with the rate of attendance being similar to that of the rest of NSW.  

The general ED attendance group (i.e. not specifically after hours) were more likely to be young males and from lower socioeconomic classes who lived in rented accommodation [3, 7]. Keith et al. [7] found that 46.3% of their respondents (ED users) were Health Care Card holders (31% in the general population).   Twenty two percent of the population studied had an annual income of less than $12,000 per year, which in the general population is only 6.2%.  

Reasons for use after hours 

Murphy [3] found that one reason for the potential increase in ED usage is that there is little correlation shown between the patients’ perceptions and the physicians’ judgements about what constitutes an emergency.   His review of a ten year Swedish study found “that use of health services was very much a function of (patient) health perception… There was a very firm connection between perceived deterioration of health and visits to the A & E department”[ p 29].  Two UK studies identified 15% to 20% of ED attendees as not being registered with a GP, suggesting that they may represent a disadvantaged group for whom the ED may act as a ‘safety net’ [3].  

Keith et al. [7] found that the two primary reasons for patients choosing to use an ED were familiarity and lack of knowledge of other services.  Fifty percent of those in the lower income brackets felt that convenience was important.

Green and Dale [1] in their UK study found that factors influencing usage included distance from the hospital, social deprivation, the accessibility of GPs, the willingness of the GP to provide treatment for injuries, patient knowledge about what GPs could provide, how to contact the GP and how to use services appropriately.

Benefits to using GP versus ED for primary care

The literature reviewed highlighted aspects related to resource usage for low acuity patients in EDs. Several also identified areas where GP care versus ED delivered care were potentially beneficial to patient outcomes.  Forero et al. [6] highlighted the loss of continuity of care that occurs by primary care patients attending the ED and the potential duplication of services that may occur. While GPs are able to provide immediate care, they are also able to provide preventative and holistic care during visits for acute problems.  The study by Murphy et al. [8] found that care provided by GPs in an ED setting to category 4 and 5 patients varied in process when compared to that provided by regular staff.  They also investigated fewer patients, referred to other hospital services less often, admitted fewer patients, referred to GPs more often, and prescribed more often [8-10].  Patient satisfaction has been found to be the same or greater with services provided by a GP rather than ED staff once triaged to that level of care [5, 10]
Existing models of after hours care

There were several existing models of GP after hours care demonstrated within the literature.  A model that was self-sustaining, in that they did not require external funding, was not found.  This is not to suggest that they do not exist, but rather they may be the exception rather than the rule.

Different models of after hours care have been used in both urban and rural settings with varying success due to financial constraints and patient choice.  Authors such as Keith et al. [7] report that a high proportion of primary care delivery is in emergency departments, and that there is a need for delivery in this setting to continue.  Issues related to the quality and continuity of those services need to be identified.

If after hours services are provided, they are not always utilised by their intended consumer group. Those in the lower socioeconomic groups are known to be the higher users of both GP and ED services, but the provision of both services does not necessarily preclude the use of both.  Having a general practice in close proximity to a hospital has been shown to be effective in its use as an alternate to Accident and Emergency [11].  The mechanisms for successful interface between the hospital and GP services are not well established and have a significant bearing on the utilisation of after hours services.    

While there are several studies based in Australia evaluating the use of after hours GP services, there has been significant attention to overseas models of practice and the factors that both promote and create barriers to successful implementation. The availability of after hours GP services promotes continuity of care and has been shown to improve consumer satisfaction.  They do have to be present within a community for a period of time to allow that community to become aware of their presence and develop patterns of usage.   

It is argued that the services provided and the casemix of the patient population of general practice and EDs are distinctly different.  Ieraci et al. [2] state that health service planners should recognise the distinct but complementary roles of both general practice and emergency medicine.  

In the light of this literature review it would be naive to assume that merely having a general practitioner (GP) available during after hours would dramatically change the community use of the Fremantle Hospital Accident and Emergency Department. The aim; therefore, of this project is to suggest alternative models of after hours primary health care that meet the needs of the socially disadvantaged people (Pensioners and Health Care Card holders) in and around Fremantle, bearing in mind the current GP workforce issues

3. AIMS AND OBJECTIVES OF THE PROJECT

· To propose alternative models of after hours health care that meets the needs of the disadvantaged within the population served by Fremantle Hospital and Fremantle Hospital General Practice.

· To determine the after hours health care needs of the disadvantaged within the geographical area.

· To identify the determinants of interprofessional communication that occurs between the local primary health care service and the public hospital.

· To identify how patients are currently triaged to Fremantle Hospital General Practice

4. PROJECT TEAM

The project team of the WA Research Unit of The RACGP was predominantly tasked with all aspects of the research. The role of the Management Committee was to provide advice and to facilitate exchange of information between the hospital, the local community, and the RACGP.

Management Committee

Research into the After Hours Primary Health Care needs of the disadvantaged population of Fremantle is one of three concurrent projects involving HGP and the WA Research Unit of the RACGP.

The other two projects are State Health Department funded and involve the interface and interactions between the general practice and the hospital.  A management committee exists primarily for the initial State funded project and this committee has served to oversee and guide all three projects. It had been proposed to establish a separate committee specific to the after hours project but this was considered impractical as many of the same people were involved in all three projects and there was also overlap of use of the information gained from each of the projects.

Membership of the committee included:

· Dr Sally Roach, State Coordinator, RACGP

· Dr Trenna Turner, Director HGP

· Dr Alan Wright, local GP and Hospital Liaison GP

· Dr Peter Bouhalis, Director, Health Information Technology

Other members of the project team have been invited to attend meetings as required and these have included:

· Dr Tony Robbins, GP, HGP

· Ms Angela Davey, Practice Manager, HGP

· Dr Margaret Behrndt, Research Officer, RACGP

· Mr Lee Barclay, Research Officer, RACGP

· Ms Linda Bailey, Research Officer, RACGP

· Ms Jan Taylor, Research Officer, RACGP

Members of the committee have met on the following dates:

· 18th December, 2001

· 6th February, 2002

· 6th March, 2002

· 3rd April, 2002

· 19th April, 2002

· 22nd May, 2002

WA Research Unit project team:

· Dr Sally Roach 
Project Manager

· Dr Tony Robins 
GP Consultant

· Ms Jan Taylor 
Research Officer

· Ms Jacqui Gilmour
Research Officer

· Dr Margaret Behrndt 
Research Officer

· Ms Linda Bailey
Research Officer

5.
RESEARCH METHODOLOGY

5.1
Data Collection

Qualitative Data

Qualitative data was collected by conducting semi-structured interviews using prompt sheets (Appendix 3) which were developed by members of the research team specifically for this project and the interviews were audio-taped. 

Case studies were also compiled from the selected patients’ clinical records (Appendix 2).

Quantitative Data

Quantitative data on the socio-demographic characteristics of people attending HGP was collected from a survey of HGP patients conducted within another project.

Quantitative data on the socio-demographic characteristics of people attending the Fremantle Hospital Emergency Department was sought from Fremantle Hospital. Although discussions were held with the personnel responsible for collating this data, it was found that the information system used by the Hospital was unable to provide a report on the HCC and pensioner status of those using the ED.

5.2
Participant recruitment

Expressions of interest were called for from patients attending HGP (Appendix 4). Those patients who submitted an expression of interest were contacted by one of the research team who explained the purpose of the research and when the patient agreed to be interviewed an appointment was then arranged.

5.3
Data Analysis

Qualitative data analysis, using Grounded Theory methodology, was performed as a continuous, ongoing process, and the constant comparative method was used. Using qsr nud*ist [12], three levels of coding were used: - open coding; axial coding; selective coding.  Initially the data was broken down, examined, compared, conceptualised and categorised through the open coding system.  In axial coding, the data undergoes a set of procedures whereby it is put back together in new ways by making connections between categories that emerged in the first level of coding. Selective coding involves selecting a core category, systematically relating it to other categories and substantiating those relationships [13].

6.  ETHICAL ISSUES
Delays related to Ethic approval

The WA Research Unit of The RACGP sought ethics approval from two sources.  The first was The RACGP National Research and Evaluation Ethics Committee who requested further information related to patient recruitment and an outline of the interview schedule.  Approval was subsequently gained on 4th February 2002. A copy of the letter of approval appears in appendix 5

The Research Unit also sought ethics approval from the Fremantle Hospital and Health Service Human Research Ethics Committee (HREC).

A delay in obtaining approval was experienced for the following reasons. At the 12 March 2002 HREC meeting there was discussion related to the use of the triage scales of category 4/5 to denote patients who may be suitable for treatment by a GP (see Appendix 6 for letter dated 22 March, 2002).  A response was sent (see Appendix 7 for letter dated 8 April, 2002) explaining the rationale for this methodology and citing references using the same retrospective data collection.  A meeting was also held on 16 April 2002 with project staff and a hospital ED representative to address the issues raised (see Appendix 8 for letter dated 16 April 2002).  At this meeting the ED representative agreed that in using the data that he would provide, the study should continue.  The HREC met again and in a letter dated 24th May 2002 (see Appendix 9) highlighted the same concerns.  At this point the project had reached completion due to the preliminary approval already received.  The Research Unit discussed the issues informally, with Dr Nick Zwar, Chair of the RACGP National Research and Evaluation Ethics Committee and then wrote to the HREC on 10th June 2002 (Appendix 10).

7. CONSULTATION WITH STAKEHOLDERS

7.1
Hospital General Practice
The directors of the HGP were involved in the planning and implementation process of the project. GPs in the practice selected the patients for the case studies and obtained the patients’ consent for the project researcher to access the records in order to compile the studies. 

7.2
Fremantle Hospital
The heads of the Emergency, Radiology, Pathology departments and the Psychiatric Clinic gave their approval for a number of their staff to be interviewed (Appendix 11). Their advice was sought on what categories of staff it would be suitable to interview. 

These departments were included in the project due to their level of interaction with the HGP.

7.3
GP Network (Fremantle Division of General Practice).

At its meeting on the 6th February, 2002 the Executive Committee of GP Network agreed to provide assistance in the selection of five GPs, from the Division database, who are located within the Division for interview. Unfortunately it was only possible to recruit one GP from this source. A further four GPs, were recruited from selected practices within the Fremantle area. 

7.4
Participant Consent for interviews

Participant information and consent forms were developed (Appendix 12) for each of the categories of participants. Prior to the interview, the interviewer provided the participant with a written explanation of the project and ensured that he/she understood the nature of the project and the purpose for which the information given will be used. The participant was then asked to sign the consent form, which is stored separately to the audiotapes.

7.5.
Access to patients’ Clinical Records for the purposes of case study

The GP, whom the patient attends, selected the patient and having explained the purpose of the project to the patient obtained his/her consent. The original form is kept in the patient’s clinical record and copy is stored in the research office, separate to the case study, which was compiled by a member of the research team reviewing the clinical records.

7.6
Management of Patient data

Audiotapes have been labelled with a numeric code and stored in a locked cabinet. No patient identifiers appear on the tapes.

All identifiers in the tapes have been omitted at the time of transcribing and the de-identified transcriptions are stored on the research computer, which is password protected.

The de-identified demographic details of participants have been entered into a separate SPSS data file on the same computer.

8.
TIMEFRAME

Due to the delays discussed earlier in the ethics section, the initial time frame for the project was extended to 15th June 2002. The project has been completed within the revised time frame. 

9 RESULTS

9.1
Health professional interviews

Interviews were conducted between 10th February and 28th April 2002. All interviews were audiotaped and no interviewees withheld consent for taping. In total 50 interviews were conducted of which 48% (n=24) were with health professionals and 52% (n=26) were with patients. 

The health professionals came from the various services provided by the stakeholders and included GPs from the Fremantle area, Fremantle Hospital doctors, psychiatrists, a pathologist, a radiologist and a radiology technician, general and psychiatric nurses, a practice nurse and a social worker (see table 2 below). The interview schedule appears in Appendix 13. The average length of interview was 23 Minutes (Range 10 – 50 minutes, Median 20 minutes, Mode 20 minutes).

Some 38% were female. The average age of health professionals interviewed was 44.6 years (Range 28-64, Median 48, Mode 60).

Table 2
Health Professionals’ Occupation
	Staff category
	Frequency
	Percent

	Hospital Medical Staff
	3
	12.5

	Hospital Pathology Staff
	1
	4.2

	Hospital Radiology Staff
	3
	12.5

	Hospital Nursing Staff
	2
	8.3

	Hospital Consultant
	1
	4.2

	Health Centre Staff
	2
	8.3

	General Practitioner
	7
	29.2

	GP Practice Staff
	3
	12.5

	Social Services Staff
	1
	4.2

	Hospital Non-medical Staff
	1
	4.2

	Total
	24
	100.0


9.2
Patient interviews

Of the 26 patients interviewed, 50% attended either Hospital General Practice (HGP) or their regular GP in the Fremantle area and 50% attended the Fremantle Hospital Emergency Department “After Hours”, on a Friday evening and a Sunday (see Appendix 13 for interview schedule). The average length of interview was 12 minutes (Range 5-30 minutes, Median 10 minutes, Mode 5 minutes).

Some 54% were female. The average age of patients interviewed was 49.5 years (Range 19-77, Median 55, Mode 55, Std. Dev. 16.28 N=25, 1 missing case). Marital status is summarised in table 3 below. The majority (75%) of single patients interviewed were attending the Fremantle Hospital Emergency Department.

Table 3

Marital Status

	 
	Frequency
	Percent

	Married
	13
	50.0

	Single
	8
	30.8

	Divorced
	3
	11.5

	Widow
	1
	3.8

	Defacto
	1
	3.8

	Total
	26
	100.0


Current Living Arrangements 

Just over half of patients interviewed (57.7%) lived with their family but for others the living arrangements varied and are summarised in table 4 below.

Table 4

Current Living Arrangements of Patient Interviewees

	
	Frequency
	Percent

	With Family
	15
	57.7

	Alone
	6
	23.1

	With a friend
	3
	11.5

	Temporary Accommodation
	1
	3.8

	Boarding
	1
	3.8

	Total
	26
	100.0


Patients Place of Residence

All of the patients interviewed came from the catchment area of the Fremantle Hospital as shown in table 5 below.






Table 5

Patients’ Home Postcode 

	Postcode
	Suburbs
	Frequency
	Percent

	6148
	Ferndale Riverton Rossmoyne Shelly
	1
	3.8

	6150
	Bateman  Murdoch 
	1
	3.8

	6154
	Alfred Cove Booragoon Myaree
	1
	3.8

	6156
	Attadale Melville Willagee
	2
	7.7

	6157
	Bicton
	2
	7.7

	6160
	Fremantle Naval Base 
	7
	26.9

	6162
	Beaconsfield, South Fremantle, 
	2
	7.7

	6163
	Coolbellup Hamilton Hill  Hilton Kardinya 

North Lake O’Connor Samson Spearwood
	4
	15.4

	6164
	Atwell Banju, Beeliar South Lake Success Yangebup
	1
	3.8

	6165
	Mariginiup Naval Base
	2
	7.7

	6167
	Anketell Bertram Calista Casuarina Kwinana Mandogalup Medina Orelia Parmelia Postans Wandi
	1
	3.8

	6170
	Leda, Wellard
	2
	7.7

	
	Total
	26
	100.0


9.3
Findings from the patient interviews

In the main, the services used by the patients were;

· Fremantle Hospital

· Private GP After Hours Clinics

· GPs who were practising in small or local medical centres (corporatised practices)

· Princess Margaret Hospital for Children 

· Sports Medicine centres

 Patients also reported using the telephone services provided by Health Direct and the Hospital Benefits Association 

Patients reported during the interviews that they used after hours services for themselves, family members, including their partner and children, and friends. For example, one person “was caring for a senile dementia patient while the family went on holiday” and needed urgent assistance in the middle of the night.

Some examples of the medical conditions the patients had used after hours services were, blood clot in the leg, chronic constipation which had become acutely painful, gall bladder attack, chest pain and accidents such as a split head and a burnt hand.

Patients’ reports about their reasons for choosing an after hours service indicated that many factors operated to influence their choice which are listed in Figure 2 below. 

Figure 2

Reasons for choosing an after hours primary medical care service

Quality and efficiency of the service 

Available equipment 

Previous adverse experiences with alternative services 

Life style

Unavailability of regular GP 

Urgency of the situation

Worsening condition

Inability to pay the fee of alternative services 

Long waiting time for a locum 

Advice from locum or telephone services 

Advice from the GP

Advice from friends and family 

The perception that there was no alternative

As one patient attending the Accident and Emergency Department put it:

“… well I would go to the place where you definitely are going to get results from the start. And that would be the hospital. You get first consideration. Ah very often it is a waste of time going in opposite directions to your medical practitioner because he might not be there. So go straight to the hospital.”

Another said: “… I went to a GP and I wasn’t happy [with] what he had done for me so I have come here now”.

Satisfaction/dissatisfaction with the services

When the patients were asked if they were happy with the services they had used the most common factor mentioned was the length of time they had to wait before receiving treatment. This was not necessarily related to the fact that a service was “public” or “private.” Generally, the waiting times at the privately run GP after hours services were short and patients who had used them were satisfied with the length of time they had to wait. On the other hand, those who had used or had considered using a Locum Service, expressed dissatisfaction that the doctor had, or would have, taken a long time to get to them. One patient reported waiting four hours for a locum and another commented “a locum you wait hours for that.”

Patients who attended public facilities, such as local hospital emergency departments, frequently reported dissatisfaction due to long waiting times. One patient said, “The biggest disadvantage of course of the hospital is that you may have to wait several hours”, while another said that “ … the only thing we are not really happy about it the time [we have to] wait. It was just because of the number of people there so, it’s unavoidable”.  

Patients’ dissatisfaction was not always because they themselves had to wait a long time. Rather, they became concerned for others in the waiting room whom they perceived to be more urgent and/or distressed than they did. Indeed some patients reported that at times, when there was a long waiting time, people left before being treated. One patient described his/her experience thus:

“… I spoke to the nurse and she said it [waiting time] is two or three hours. Is it really worth it [I asked]? And she said, “if you are in pain you had better wait” and I did. But I did see in the last hour people coming in, sitting down and then saying “well lets get out of here” and walked out literally. I could see one of them was crying in pain. She was crying but she just walked out. … I thought, well she is worse than me and she has to be after [me] …”

Patients’ preferred services

Patients were asked what service they would have preferred to have used when seeking primary medical care after hours. The most preferred service was a GP service with a pharmacist and other facilities such as x-ray in the same building or very close by. However, other factors were included such as a preference for a doctor who knows the patients’ problems. Furthermore, a minority of patients “would have felt much happier if a GP had been able to come to [them] at home” after hours. This was sometimes linked to perceptions of the quality of care. In the words of another patient:

“… I think it’s a comfort thing. I think its comforting to be seen in your own home and your own home environment too because I think home environment is very important when it comes to the care that doctors can give. By coming to somebody’s home you could pick up clues about the hygiene, the standard of living. They would often have no idea at all how their patients live and … who’s living in the house, the stresses, all that sort of thing …”

While this may not be a feasible model of after hours primary medical care delivery it does indicate that, for patients, primary medical care encompasses several aspects which may differ according to a patient’s perceived needs. For example, a patient who was experiencing mental health problems said that there were often times when he/she would have preferred to be able to telephone a service to discuss her situation and not take up time in an after hours surgery.

In describing their preferred service patients mentioned several related issues. As one patient said: 

“I feel that general practices could be more community based and even that nurses can actually provide more services back up like that. So I really think that it’s an essential thing for there to be general practice where people could go and then it is much less of a load on the emergency department in the general hospital.”

Barriers to patients accessing after hours primary medical care 

In an effort to identify barriers to patients accessing after hours primary medical care patients were asked why they had not used the preferred services when they existed. 

Reasons fell into five categories:

· GP after hours services

·  GP Locum services

·  psychological factors

·  life style factors

·  the location and facilities of the service.

GP after hours services. 

Economic factors were the greatest barrier to accessing this model of after hours service.  The fees at privately run GP after hours services were beyond the affordability of many patients interviewed. Patients reported that they had to pay a fee after hours when bulk billing was available during normal business hours. One patient commented “Well, sometimes you don't have a cent, when you live on just the pension.” 

Patients’ lack of awareness of the location of the GP after hours services and the opening hours and, the scarcity of GP after hours services were also reasons for not using their preferred service. In the words of one patient, “Saturday afternoon and Sunday but people didn't seem to know they were there ....  So, if you can set up a service somewhere there's got to be advertising or something to make people aware.”

GP Locum Services. 

An economic barrier to accessing Locum Services was also evident in the patients’ reports. As one patient said “… we almost used a locum until we were told the price.” Another patient reported that recently when she was calling out a locum GP she was told prior to the visit that she would need to pay cash and that the GP had no credit card or change facility. This patient also commented that “maybe it would be difficult for some people to get out of the house to get the cash”.

Another reason for not using a GP Locum Service was, as another patient said “you can call a locum out, but what can a locum do? He can use his own discretion and say go to a hospital tomorrow.”

Another issue became apparent when patients were discussing the use of Locum Services which was that the Locum may prescribe medication but the patient may be unable to obtain it because they could not get to a pharmacist till business hours the next day

The Psychological Factors 

The psychological barrier was described by one of the patients thus; “… that impression when you walk in! You know it is going to be a few hours worth of wait. Psychological barrier straight away, whether it is realistic or not …” And, as described earlier some patients who are distressed leave without being treated.

Life style Factors

Life style as a barrier to accessing regular GP services was described by one patient in particular, for whom the reason for using the emergency department at the local hospital rather than a regular GP was:

“… because I came in [to port] this morning. I finished work this morning and I’m going back to work tomorrow morning. I spend a fortnight at sea.  I come in for one day and I spend another fortnight at sea, so this is the only place I could go …”

People for whom their employment requires them to frequently travel away from home also experience barriers to primary medical care if they are unable to access their regular GP when a crisis occurs after hours and they encounter medical practitioners who are unfamiliar with their specific needs, see appendix 14.

Location and facilities of the service

The location of the after hours service was a barrier when patients have no access to private transport and the only public transport available is a Taxi service. Lack of parking close to the entrance of the building in which the service is located was also a barrier when a patient was incapacitated by his/her condition to the extent that he/she could not drive to the location and/or walk the distance from the car and had no one to help him/her.

Patient ability/willingness to pay for after hours services

Patients were asked if they were willing to pay for an after hours primary medical care service and if so how much they were willing to pay. 

Willingness to pay

As described earlier, for the socially disadvantaged (Health Care Card (HCC) Holders and Pensioners), their socio-economic status was a barrier to them accessing private after hours primary medical care services. In the main, these people were limited in their ability to pay. This did not mean; however, that they were unwilling to pay as one HCC Holder said, “well we are health care card holders and so [we could pay] $10 or $15 I guess … .”. As described earlier there are times when some pensioners would not be able to pay anything. 

Among those patients who were not HCC Holders or pensioners few were unwilling to pay for the service. 

Level of Payment

There was a wide variation in the amount patients said they were willing to pay for after hours primary medical care services. Some were willing to pay “what ever it took,” while others were willing to pay between $5 and $100. 

Other factors were also influencing the amount patients were willing to pay such as, who it was who needed care, what the gap was between the Medicare rebate and the consultation fee and their financial situation when they were in need of primary medical care. For example, one patient said “… I don’t know, maybe 59-60-100 dollars. But… if my child was sick it wouldn’t be a consideration …”

Billing method

The type of billing method was sometimes linked to ability to pay as discussed earlier in relation to barriers to the use of GP Locum services. The fact that this also applied to other after hours primary medical care services was indicated when one patient responded to the question thus: “Well it will be on credit for a start. Because I don’t carry money with me.”

Other comments from patients

At the end of the interview patients were asked if they had any other comments or suggestions to make and a small number of patients did so. These included the following:

· having a doctor’s surgery open after hours;

· having more doctors available to run after hours services;

· provide assistance to GPs to run after hours services; 

· having other services available such as a dentist and physiotherapist; 

· Have a telephone help line/counselling service and 

· Health education sessions after hours aimed at prevention.

9.4 Findings from the Health Professionals’ interviews

As stated previously, 24 professional health workers were interviewed. They were asked for their opinions on:

· the after hours primary medical health care needs of the Fremantle general population were

·  if these differed to those of the socially disadvantaged population in the area

· the perceived barriers to the provision of after hours primary medical care

· what the barriers were to the socially disadvantaged population accessing after hours primary medical care 

· if they had any suggestions for lowering the barriers. 

The responses are presented below.

The after hours primary medical care needs of the people in the Fremantle area.

While one medical person thought the existing services provided for all the after hours primary medical care needs of the Fremantle population he/she did concede that the waiting time was problematic and that the service needed to be streamlined to address this issue. However, other health professionals considered that long waiting times were not the only issue. 

Most evident was the need for more GP after hours services in the Fremantle area. Mostly, it was considered that GP services were needed after hours during the week, weekends and public holidays. However, opinions as to the hours GPs needed to be open after hours varied. One suggestion was that they (HGP) should be open 24 hours so that the hospital emergency department could triage appropriate patients to them. Another suggestion was that GPs could extend their hours till 8.00pm for those patients who have difficulty getting time off work to go to their GP for regular care. One of the health workers commented thus:

“… I think there are a lot of people who work now longer than the usual 9-5 or 9-6 and find it difficult to get to do routine things done at a general practice. So that you might find that after hours you are getting, you know if you were open to 7 or 8 as a GP, one of those routine type people coming through. So it means they need to do their routine stuff but don't need to take time off work. They find it difficult to access on Saturdays. Um acute kids, acute problems, parents who can’t afford to go to Murdoch. Um yeah, I mean I guess between those two groups there’s been groups that would be looking for most readily reliable after hours service. Then most of the others would go to a private hospital anyway.”

It was also of concern to these health workers that the after hours primary medical care services be affordable. 

The need for access to other services was also identified. These services fall into four categories, medical services, para-clinical services, psychosocial services and information services. The medical services needed after hours were:

· a mental health service/ psychiatric emergency care;

· Sexually Transmissible Diseases Clinics;

· a mobile youth medical service and 

· an Aboriginal health service.

Access to para-clinical services after hours was also identified as a need. These services were:

· Pathology;

· Haematology (for diabetics etc.) and 

· Radiology (x-rays).

Access to a Pharmacist after normal hours was also identified as a need. 

Psychosocial needs identified were, access to:

· Social Services; 

· Counselling Services;

· Services for substance abusers; 

· Crisis care (domestic violence, sexual abuse and accommodation particularly for     the mentally ill) and

· Telephone services such as Health Direct.

Finally, a need for information, which can be accessed by health care workers and the community about which organisations provide crisis care at night during the week and at weekends, was identified by the professional health care workers interviewed for this project.

After hours health care needs of the HCC holders & pensioners in Fremantle

Opinions varied about whether the after hours primary health needs of Health Care Card Holders and Pensioners differed from those of the general population in the Fremantle area. The most common opinion was that there was no difference in their health care needs but that the differences arise from the patients’ socio-economic status. To quote one professional:

“… they are different in the sense that they have they have different options. Those who are on benefits don't generally have the option of the private facilities. … their needs are probably the same but opportunities for access are more limited and they are basically limited to the public hospital system. It also, … limits them in terms of access to private practitioners for the same reason. They often believe that because of their financial status they would like to go to a service where all services are free. This includes no gap, no pharmaceutical charges, investigation charges. So their needs and wants can differ if they are on health care cards.”

Barriers to the provision of after hours primary medical care services

Lack of funding was seen as the main barrier to providing after hours primary medical care. Every aspect of an after hours primary medical care service requires a level of funding that enables it to attract appropriate staff with appropriate remuneration, good work place conditions and all the necessary equipment to meet the needs of the patients using the service. The following quote, from one of the health professionals interviewed, testifies to this.

Money, I think you would obviously have to staff it. So you would have to have GPs willing to work overnight. They would have to be remunerated for that appropriately, otherwise, they would choose to work the normal hours I would think. And, I think there would have to be some level of support from the security point of view. You are going to have a lot of people, especially from a psychiatric point of view, drug seeking people who would see it as an easy target, you know, late at night trying to get medications. They are often ‘strung out’ people. So the situation here in [the psychiatric clinic] is a very controlled environment, there are a lot of nurses around. We can basically press a button which is at arms length most of the time and we will have a swarm of people come down. So it is much safer environment. The concept of having one or two GPs on at night … I think that is probably a bit dangerous.

A doctor said:

“Yeah, money. That is the major barrier to everything isn’t it? That's really what it’s all about. Because, if you can pay people you can get whatever you want. If they're paid. So that's the same as paying people for other services.”

This was emphasised by another health professional when discussing staff wages and the provision of after hours services in the following words.

“… Particularly for example, the nurse down in ED, because they are working autonomously they are paid at a level 3 and that is attracting huge overtime penalties .... Also, there is the 20% extra now for night nurses. Very expensive service for the hospital. .... It depends … what staff you are going to have and doctors, nurses. I see that as a barrier.”

A doctor interviewed pointed out that at present, “for the cost of overtime reasons, most [GP] practices would only run a very short service on Sunday morning. Maybe two or three hours.” 

From a medical perspective, the complexity of the relationship between the various barriers was highlighted by one GP who said:

“I personally don't want to work weekends any more. But I think it’s really staffing and it’s expensive. You have got to pay higher rates just to work after hours and bulk billing does not cover that. In private clinics you can charge a bit more, but you can’t here [Fremantle HGP].”

Running costs were not the only barriers to GPs providing an after hours service identified in this project. In recent times, one service has closed which according to one doctor was because “…. They didn't get enough people … paid too much to the staff and they weren’t getting people.” 

Another important factor was the location of this service which became evident when this same doctor said “ I guess if you have to drive past [local Emergency Department] why would you pay to go to [failed GP after hours service]. You’re either going to go to [private GP after hours service] or [local Emergency Department].” The geographical distance between the three facilities referred to was but a short drive. 

Other barriers to the provision of after hours primary medical care were identified during the interviews with health professionals. The first of these is lifestyle factors which include personal health, interpersonal relationships participation in family life, and unsociable work hours, The words of the doctors themselves best testify to this.

On personal health, one doctor related that:

“…  if you keep on doing that [being on call frequently], the doctor dies because, they wear out. Or they don't have a marriage any more because they get tired. I used to live in … and on a morning off they would turn up at 7 o’clock. I had people turning up at midnight waving, they knew where I lived and they wanted to be treated. So you really have to protect your privacy so that you can last, and that's what we did and that's why we are still here and still working.”

Another said:

I made a conscious decision not to do after hours. I have [done it] in the past not here but in other places. I’ve worked my guts out 7 days a week 24 hours a day, you know. Yep, I made a conscious decision not to and I have. I’m not going back to it. Even if the Govt doubles the money they pay for after hours work. I don't even think I would.

Family relationships

Some doctors place family relationships ahead of their occupation, which acts as a barrier to their participation in providing after hours primary medical care. As one GP said: “Ah, well, what’s stopping me [doing after hours] is that I consider my family more important than my job.” 

Often it is a combination of the demands of a medical career that acts as a barrier to the provision of after hours primary medical care. This was very evident when another GP said:

“Yes and I went along to the meeting to think about being part of that [GP after hours service] but again I decided that I would rather spend the evening with my family. I mean, with Continuing Medical Education (CME) points and all that kind of stuff that you have to do now, you have to go out evenings and weekends and stuff.”

Yet another GP commented that: “… Expectations I think are higher on GPs and [there’s] not much acknowledgment  ... [there’s a] need to have a balanced life as well. And the other thing is, they can have issues within GP work ... ”

Difficulty in recruiting staff 

Difficulty recruiting staff for an after hours service was identified as a barrier to the provision of after hours primary medical care. This was closely related to economic issues (discussed above), the ability to provide quality care, satisfaction and lifestyle factors. This was summarised by one of the health professionals in the following words:

“…having the staff and doctors as well. Because doctors have other options they are not prepared to do this sort of work, because it is anti-social hours. It is inconvenient, it is not pleasant work. You know, [in] after hours work you are usually seeing a patient irregularly, once off, you are not forming any sort of rapport or continuity of care with patients. So it’s not, in that way, as rewarding. Financially it is not as rewarding. I think the bottom line is, if they want to pay for the service then they will get the people to do it. Money, dollars! If these people get the dollars they will do the work.”

An added factor which makes recruiting medical staff to an after hours service difficult is that doctors who do work at an after hours service have to work the next day. As one doctor said “it’s trying to get staff … because they all have to work the next day”. And, most commonly, they have worked a full day before going to the after hours service. As another doctor said “the barriers are that we work all day and by the time I get to 6 o’clock without any time off I am stretched. So I don't want to go home and then have to give people advice over the phone or whatever …”

Cultural factors

Cultural factors which acted as a barrier to the provision of an after hours primary medical care varied depending on the cultural group and individual needs. For example if an interpreter is required according to one health worker “You can [get an interpreter], but it has a time constraint on it ... it's too time consuming [interpreter service]... 

Other factors confound the issue. For example, as a GP put it:

“…it's great these people are covered. ... As I say, GPs have to run at a decent profit margin ... you see quite a lot of Portuguese people ... most of them are on health care cards. So even though they are getting bulk billed, the system here doesn't favour lengthy consults.”

Barriers to providing a Locum service

While GP Locum Services are available in metropolitan Perth, it is clear from the patients’ reports to this project that they are not used because of the long delays in the doctor arriving at the home of the patient. It is reasonable to conclude that this is because there are not many GPs providing this model of service delivery. The reasons for this are complex and were best explained by one GP in the following terms.

“It’s different patients, every night and you’re at the risk of all sorts of things. Rocking up to peoples houses any hour of the night. You don't know what’s awaiting you. With a fish box of pethidine and morphine. I mean why would you bother doing that through the night ... when you could have a regular nine to five type of job. Yeah so it’s really the deputising service. A lot of these people also get bound, especially a lot of drug seekers, there’s a big drug problem out in this area, Spearwood, Hamilton Hill and Fremantle, and so once they get listed as drug seekers or get anyone quite suspicious, quite often the deputising service will just ban them. They wont do call outs for them. And so, there’s nothing really, there is FH but they can sit there all night before they are seen. If it isn't for an emergency. Even any psych problems, wont be seen very quickly at Fremantle emergency in my experience. Like psych will usually wait until the morning to come in an assess them. So I wonder about you know the mobile vans in Perth, they have that two nights a week, for this type of patient. We also have a lot in Fremantle. Um…”

Barriers specific to the Health Care Card Holders & Pensioners

The professionals interviewed identified barriers specific to HCC Holders and Pensioners accessing after hours primary health care. These barriers were, socio-economic status, scarcity of GP practices which bulk bill, staff attitudes, culturally inappropriate services, patient attitudes, debilitation effects of illness, lack of transport, lack of community awareness of available services, and finally age related issues.

Socio-economic status

Health workers including those in the medical profession were very aware that for HCC Holders and Pensioners their socio-economic status is a highly significant factor, which operates as a barrier to them accessing primary medical care after hours. Many pointed out that this group can’t afford extra charges (eg. fee for treatment procedures) and that there is a scarcity of GP practices that bulk bill when they open after hours. This was confirmed by several of the doctors interviewed. As one said:

“… There are very few practices that are open [after hours] and that bulk bill. And I think that that is the main thing. The bulk billing practices are just not available these days and those that don't bulk bill at the weekend charge and they charge at a higher rate. It is quite expensive if you have got yourself and a couple of children who are not well and need to see a doctor.”

Another said:

“… Yes I know a lot of practices bulk bill patients who have Health Care Cards or pension cards [during normal hours]. If they are a private practice they will bulk bill for those, but I think that when it comes to the weekend, they still have to pay, even if it might be a nominal fee.”

Another doctor provided an insight to the level of fees that non-HHC Holders, HCC Holders and Pensioners might have to pay when he/she said:

“… I think most [private GP after hours services] are charging around $55 and $60 for the consult for a non-HCC holder of which I think they get $21 back from Medicare so they are going to be out about $30 depending on the service. They do a reduced price for HCC holders, but with the HCC about $37 so they still end up being $15 or $16 out of pocket.”

Another health worker went further and mentioned that, for the socially disadvantaged population, having to pay a fee could result in a delay in seeking treatment when he/she: said,  “Well … if they can’t afford it they can’t get it. .... It depends really on how sick they are. Basically it means that those families that can’t really afford it will probably say [it is a sick] child, you know, will go that bit longer until the morning.”

Staff attitudes

One of the health workers identified staff attitudes towards patients who are socially disadvantaged as a barrier to them accessing medical care when he/she commented thus:

“I sometimes think that for that sort of cohort in [the] population I think that we being the health care professionals we have got a very judgemental attitude towards these people. And sometimes we treat them with distain. Um, and I guess if you are doing the job all the time you see the same group of people all the time maybe we often, if we tend to be in the position for a long time, we tend to get a bit judgemental and a bit bitter.”

Culturally appropriate services 

Several health care professionals were of the opinion that services that were not culturally appropriate services acted as a barrier to people with different cultural back grounds to the dominant group in Australian society. In the words of one health worker “culturally inappropriate services are [one of] the biggest barriers …” Another health worker who had been involved in developing a reconciliation policy at Fremantle Hospital commented that, “The cultural inappropriateness [of services] is the biggest [barrier]. … talking to the indigenous community through developing the Reconciliation Policy, it was major. absolutely major.

Patient attitudes

Several of the health workers who had considerable experience providing services to patients who were socially disadvantaged spoke about the attitudes of patients acting as a barrier to them accessing services and that this has an effect on the staff. One health worker explained this thus.

“… You sort of feel you are hitting your head against a brick wall after you have told them 50 times about, you know you, how to get out of this relationship. They have been offered this drug and alcohol counsellor. Everything is free, they have been offered this counselling service and yet nothing changes.  They continue to come in, in crisis. So it’s quite difficult for us to be objective and be non judgemental. And when you’re in a position for a long time you think I’ve had enough of this.”

Debilitating effect of illness

Having an illness, which causes physical and/or cognitive dysfunction, was identified as a barrier to accessing after hours primary medical care by a number of health professionals when interviewed. This was particularly well described by worker from the field of psychiatry who said:

“…from a psychiatric point of view people that aren't functioning can’t organise their day or that they have cognitive changes that are impaired and ability to do tasks. They don't have the motivation because they are either depressed or schizophrenic a bit inattentive, they … do not access services readily …  a lot of them don't get up until the afternoon.”

Lack of transport

Not having access to private transport, living away from public transport routes and not being able to afford to pay for Taxis were also recognised as barriers to after hours primary medical care for the socially disadvantaged people in Fremantle and surrounding areas. One health care worker pointed out that “the cat buses … stop at about 5 or 6 o’clock. They would run at weekends. Definitely transport is one issue. 

Health workers also recognised that for people with disabilities and the “frail aged” not having ready access to transport was an even greater barrier to them accessing after hours primary medical care and that they needed subsidised transport.

Lack of Community Awareness of available services

Lack of knowledge in the community and among the providers of after hours primary medical care about services that are available after hours was identified as a barrier for all sections of the population including HCC Holders and Pensioners. In the words of one health professional: “… they need to know [where/when GPs are open] … Especially when they come to the hospital and you will wait 5 hours and oh you can go to the GP. I definitely think a roster system is long overdue for each little area.”

Lowering the barriers

Health professionals were asked if they had any suggestions on how to lower the barriers to after hours primary medical care for HCC Holders and Pensioners. Their responses indicated that they were of the opinion that it is imperative that any attempt to lower the barriers be appropriately funded, that the services be culturally appropriate and youth friendly, have direct links to other services such as radiology, pathology, pharmacy, psychiatry and social services such as crisis care. Furthermore, they considered that the service needed to be attractive to appropriately qualified and experienced staff so that the needs of HCC Holders and Pensioners are met. Finally, it was considered that informing the community and health care professionals about the services available in the community was very important if the barriers to after hours primary medical care are to be lowered for HCC Holders and Pensioners. 

Adequate resourcing

Suggestions that related to the issue of adequate resourcing focused on government funding and patient contribution. Statements such as, “… it’s a Federal [vs] State thing, which is bouncing health-fund balls back and forth to each other …” indicated that the way health care is funded needs to be reviewed and strategies be put in place so that all health care services including after hours primary medical care are adequately resourced so that they are able to effectively meet the needs of HCC Holders and Pensioners.

One suggestion from a medical practitioner was that the local tertiary hospital fund a GP after hours service located on its site. Another suggestion was that the Medicare rebates be increased thus making bulk billing a more viable option for GPs.

Patient contributions to the financial resourcing of after hours primary medical care was suggested by a number of medical personnel. Indeed, some of them felt quite strongly about it, as one said, “I personally think ... after-hours should be a co-payment or something like that .... That this had become a reality became evident when one doctor said, “… we get them to pay $6, HCC holders and pensioners. We introduced that because it was becoming difficult to run the place without it. There will be instances where the doctors decide just to bulk bill.”

The importance of remuneration being perceived as appropriate by GPs was highlighted by one of the GPs interviewed when he/she said: 

“.. well people are pushing for it [different rates for after hours from Medicare], if they want people to work it [after hours] they have got to do it. But instead, they are hitting people with a stick and saying we will increase your PIP percentage if you offer certain after-hours services ... it's the carrot and stick thing. They won't offer you any real money for you to offer that service so why would you offer it? People on Sundays would fully private bill.... Which I think is reasonable.”

Provision of appropriate services

It was evident from the information obtained from the professional health care workers that, to be appropriate, services need to be sensitive to the cultural background of patients from the indigenous population and the various ethnic groups, as well as, to the needs of various sections of the larger community such as the youth. And, that the service be relevant to the needs of these groups.

Culturally appropriate services

Providing a culturally appropriate service, for the health care professionals interviewed for this project, meant having staff that are culturally sensitive and able to act in an appropriate manner. In the words of one health worker “… it’s about making the service culturally relevant, possibly the location, you know the physical barriers.” 

Another health worker pointed out that “employing indigenous staff is a big one [factor]. We have found that … with our youth service when they have had an aboriginal youth worker we get aboriginal people [coming to the service].”

The lack of GPs who make efforts to meet the needs of people from different cultural backgrounds was evidenced by one person who said: “one thing I know, and it’s from my experience working with multicultural health, is that most GPs are incredibly bad at accessing interpreters. So, I don't know if they [doctors] get any culturally linguistically diverse (CALD) people, I’m sure they would have to. But then I think that is a barrier for CALD people, if they don't know they can get an interpreter to talk to the doctor.”

Youth Friendly services

One female doctor when speaking of the needs of the youth of our community said: 

“I know that there are a lot of females in General Practice. I guess from our perspective, because we deal with a lot of young people particularly ... it's really important for them that they see a female doctor. So I think it is important to have accessibility to them. I guess in the way that they [services] can be structured and there is availability for people to just be able to drop in. Not to keep it so structured that you have to have an appointment. Because most of after hours care is an emergency. So to be able to drop in and not be told to leave or can’t be seen today, which tends to [be the] rule in our practices. …”

Another doctor who is involved the “Street Doctor” program which is a mobile primary medical care unit operating in the inner Perth area (run by the Perth Division of General Practice) commented thus, “At the moment we [the Street Doctor] are parked at the train station next to the youth van, the youth program have a van set up as well. There are a number of services [there], because it is a good area as it does attract all those around Forrest Chase who waft through the railway station so that's a good location.” 

The co-location of the Street Doctor van with other services is not serendipitous but a result of the experience gained during the first 11 months of the service as it became apparent that young people were more likely to seek primary medical care from the Street Doctor if the van was located close to other services being accessed by the young. An added advantage was that the Street Doctor could interface with the other services in this environment (personal communication with a Coordinator of the service). 

Liaison with other services

Another suggestion for lowering the barriers to after hours primary medical health care which came from the health care professionals was to liaise more effectively with the para-clinical services, psychiatric services and the emergency department of the local tertiary hospital and, community services which provide crisis care.

Disability access

The need to ensure people with disabilities can access to the facilities which house after hours primary medical care services was suggested by several health care professionals. Special mention was made about the need to have parking areas close to the entrance of the facility as many HCC Holders and Pensioners had disabilities, especially the aged pensioners.

GP after hours services

The view that there is a need to establish a GP after hours service that is affordable and meets the needs of the HCC Holders and Pensioners was widely held among the health care professionals interviewed for this project. 

In relation to the model of service there were two suggestions. The first, that a “traditional” GP surgery (single site) be established which is accessible by public and private transport and with access to the local tertiary hospital emergency department, para-clinical services, psychiatric and services. There were suggestions that such a service be located within the boundary of the local tertiary hospital. The second suggestion was for a mobile service that would regularly visit sites where socially disadvantaged people (HCC Holders and Pensioners) are known to be located/congregate after hours. 

There were various suggestions on the hours these services would be open. It was suggested that the mobile service operate three nights a week between 6pm and 10pm, or there about. The hours suggested for the single site service varied from opening 24 hours to extending the hours to anywhere between 8.0pm and 11.0pm every night of the week. Suggestions for the opening hours for weekends and public holidays were less specific but usually it was afternoons through to evenings. 

Billing method.

Several professional health care workers made a particular point of suggesting that GP practices that bulk billed were few in number and that by bulk billing HCC Holders and Pensioners one of the biggest barriers for them would be removed. 

Appropriate staff

The need for a multidisciplinary approach to the provision of primary medical health care is implicit in the suggestions on how to lower the barriers for HCC Holders and Pensioners and the implication is that the staff in a GP after hours service should be able to provide appropriate care for all patients either directly or indirectly by accessing other appropriate services for their patients.

Workplace environment

Another feature of a GP after hours service suggested was that the work environment and conditions need to be such that it was attractive to staff. This meant ensuring appropriate remuneration was available to staff, in particular GPs, and that the work place be safe.

Awareness of existing community services

A suggestion to lower the barriers to Community services was that the Community and health professionals be educated about the services already available through advertising and holding educational events. Another strategy suggested was to ensure that current information be supplied in written form to hospital departments such as the emergency department at the local tertiary hospital. One suggestion was to publish a roster of the GP services and their opening hours “… like, in the old days you used to have the rostered petrol stations that was advertised on the TV and in the paper …” so that people would know where they can go in their area.

10. ALTERNATIVE MODELS AFTER HOURS PRIMARY HEALTH CARE DELIVERY

Based on the data presented above, the success of any model of delivering after hours primary medical health care is dependent upon it being appropriately resourced. Furthermore, it needs to be effectively linked to other health services such as the local tertiary hospital, pharmacists and allied health professionals to ensure the service is timely. Importantly, it needs to be able to link with the patients’ regular GPs.

Paramount to the success of the model is the user’s perspective. Unless they perceive the service to be affordable, accessible and effective in meeting their needs they will not use it.

In considering accessibility, two aspects need to be looked at, physical and economic accessibility to disadvantaged people.

With regard to physical access the following factors should be considered:

· Location of the service near public transport

· Adequate parking facilities close to the entrance

· Disability access and 

· Security of the patients and staff.

Similarly when considering economic access the following factors should be considered:

· Level of fees

· Billing method

· Bulk billing for HCC Holders and Pensioners as this is the only option to many of them as for many even a small co-payment would prevent them accessing the service

Sources of funding. The Commonwealth, through the Health Insurance Commission rebates for consultations and treatments, and the State governments would necessarily be the main source of funding.  

Level of funding

The level of funding is paramount for the success of any model of delivering after hours primary medical care. It needs to be such that it is attractive to appropriately skilled professionals including medical, nursing and allied health professionals capable of providing a quality service. In order to attract such people it is vital that appropriate levels of remuneration be offered and work place conditions be attractive.

Staffing

A multi-disciplinary approach would be an advantage when considering staffing of the service. Staff. Ideally staff should include;

· GPs

· Nurses

· Youth worker

· Aboriginal health worker.

Access to other services including:

· Hospital services

· Allied health including crisis accommodation, interpreter services, social work and psychiatric crisis care etc.

Cultural appropriateness

Staff need to be able to demonstrate a high degree of cultural sensitivity towards Aboriginal people and those from ethnic communities.

Timeliness of the service

The needs of the patients should be met within an appropriate time frame. That is, patients need to be able to access the service according to the urgency of the situation but without having to wait for long periods. This necessitates links between the GP after hours primary medical care service and other services such as the emergency department, psychiatric clinic, crisis care and emergency accommodation

Using this framework two models of care delivery were developed. One was a single site service open week nights, weekends and public holidays, the other a multi site mobile unit open three nights a week. These are presented below.

MOBILE/MULTI-SITE MODEL

Location:
Rotate sites where disadvantage groups are 

Facilities
Van equipped as a surgery (Street Doctor)


Immediate/direct access to:

· Tertiary Hospital ED, Psychiatric clinic, Radiology, Pathology and Pharmacist

· Allied health professionals

social worker/crisis accommodation

interpreter services

· Security personnel (Police Cooperation)

Staff:

Culturally sensitive towards all disadvantaged groups. 

Salaried / private

Rostered (40GPs to allow one session/month and relief for sickness)


Multi-disciplinary team

· GP

· Nurse

· Aboriginal /Youth Health Worker

Source of Funding 

· Commonwealth through the HIC ( consultations and treatments)

· State Government fund the infrastructure

· Patients

Patients’ fees
Scaled fee structure which ensures access by disadvantaged groups

Billing method

· Bulk billing for disadvantaged groups 

· Private billing for those with Health Insurance

· Co-payment

Bill paying facilities

· Cash

· HIC direct claim with the balance paid in cash

· Credit card facilities

SINGLE SITE MODEL

Location:
Close to Hospital Emergency Department


Close to Public Transport

Facilities
Clearly distinguishable from the Tertiary Hospital

· Parking close to entrance (specifically for use by GP After Hours patients)

· Disability access to the building

Immediate access to:

· Tertiary Hospital ED, Psychiatric clinic, Radiology, Pathology and Pharmacist

· Allied health professionals

social worker/crisis accommodation

interpreter services

· Security personnel

Staff:
Culturally sensitive towards all disadvantaged groups. 

Salaried/private

Rostered (40GPs to allow one session/month and relief for sickness)


Multi-disciplinary team

· GP

· Nurse

· Aboriginal/Youth Health Worker

Level of staffing to be balanced with the numbers using the service and sufficient to ensure that waiting times are no longer that 30-45 minutes

Source of funding

· Commonwealth through the HIC (consultations and treatments)

· State Government fund the infrastructure

· Patients

Patients fees
Scaled fee structure which ensures access by disadvantaged groups

Billing method

· Bulk billing for disadvantaged groups 

· Private billing for those with Health Insurance

· Co-payment

Bill paying facilities

· Cash

· HIC direct claim with the balance paid in cash

· Credit card facilities

These models were presented at a workshop attended by representatives from the major stakeholders in the Fremantle area. Key issues, challenges and opportunities in relation to each of the following questions were discussed.

1. Would this model meet the needs of disadvantaged groups?

2. Would it be attractive and feasible to GPs, nurses and allied health professionals?

3. How well would the model fit in with the existing local services?

4. How would you finance this model so that it would be sustainable?

5 What are the prospects of obtaining funding?

The discussions that these questions stimulated are summarised below from the raw transcripts made during the workshop.

Would this model meet the needs of disadvantaged groups?

Members of the workshop were of the opinion that there were two groups of socially disadvantaged people in Fremantle, in that, there are those who need the services taken to them, and those who will take themselves to one if available. Thus, one group would be attracted to the mobile service and the other to the single site model. Furthermore, their opinion was that the advantage of the mobile service is that it could move to the people and therefore the access barrier would be lowered. One of the stakeholders asked, “Could there not be a combination of both the mobile and fixed services operating at the same time?” and it was generally agreed that this was a possibility.

Would it be attractive and feasible to GPs, nurses and allied health professionals?

It was considered that for either model to be attractive “remuneration needs to be at current levels e.g. $80 - $120 per hour to get GPs to work” and that GPs may be attracted by the opportunity to work in multi-disciplinary teams and “ may be then able to develop the relationships with these teams. It was a strongly held view among the group that GPs will be attracted to either model if the type of work coincides with their areas of interest and lifestyle etc. The attraction of the fixed site would be that “you have access to other more acute services.” Because of the medical skills required many GPs might not be confident to “Step up” and do the work. Group Stakeholders felt that part of the attraction to GPs may well be the opportunity to enhance their medical skills in an environment that they do not usually work I and see different conditions to those they see in their daytime consultations.

The need to market the service to GPs, other health professions and the community was discussed at length and it was agreed that this would be most necessary.   Need to market to the target audiences on the benefits to working in these areas

How well would the model fit in with the existing local services?

It was generally agreed that “model 2 fits in well with HGP due to the space and the area which is not being used after hours” and that “access to the hospital is also useful” with model 2 and HGP.” Integration of hospital pathology, radiology and pharmacy could occur with these models and that “income could be generated within the hospital by referring in to the diagnostic tests.” However, it was noted that the [local tertiary hospital] would need extra services to provide for diagnostics.”

How would you finance this model so that it would be sustainable?

The members of the workshop were strongly of the opinion that “this type of service is not self sustaining for this population and is never likely to be … ” and, that if either of the models are to become a reality there may be a “need [for a] dispensation from the HIC” depending on the type of relationship between the after hours service and the tertiary hospital and for the doctors to get provider numbers. 

With regard to funding, it was acknowledged that the Commonwealth and State governments would need to be approached with the aim of obtaining funding to set up a service and run it as a demonstration program. This program would be evaluated progressively and the information made available to others interested in more effectively meeting the needs of the socially disadvantaged.

Should the evaluation indicate that the model of care adopted is a more effective mode of delivering primary medical health care to the socially disadvantaged, the possibilities of further funding would be explored in a timely manner to ensure that conversion to a permanent service would occur in a seamless manner. 

Consequent to the workshop members of the RACGP Research Team developed a third model for the delivery of primary medical care that would meet the needs of the HCC Holders and Pensioners as identified in this project. This Integrated Model is presented below.

11. INTEGRATED MODEL

The Integrated Model of after hours primary medical care service delivery to the disadvantaged population of Fremantle consists of a static site and a mobile unit.  Having two types of service ensures greater coverage of the population than currently exists. Both are treated as a single program for funding purposes, both collaborate with each other in terms of staffing and training and interact as one unit with existing support services. There would be no duplication of services.  There would be one working party consisting of all the stakeholders and administration and management would be a single entity.

Location:
The infrastructure would be located at the static site. The mobile unit when not in use would be garaged at this site. Mobile unit would rotate to locations where disadvantaged groups are known to be located or congregate such as Coolbellup, Coogee, St Johns Square in Fremantle (which is near the late night shopping area) and the Fremantle Railway station. For example, Tuesday evening it would visit Coolbellup 6.0pm-7.30pm and Coogee8.00pm-10pm, on Thursday evening it would be at St Johns Square, Fremantle (late night shopping) and during Saturday evenings at the Fremantle Railway station from 6.00pm-10.pm.

Static site would be co-located with the Tertiary hospital close to the Emergency Department and public Hospital. (Monday, Wednesday, Friday evenings 6pm-10pm and weekends and public holidays 2pm – 10pm)

Facilities:
Mobile - Van equipped as a surgery (Street Doctor)


Static - Clearly distinguishable from the Tertiary Hospital

This integrated approach allows for both modes of service delivery to obtain immediate/direct access to:

· Tertiary Hospital ED, Psychiatric clinic, Radiology, Pathology and Pharmacist (advice through mobile phone for mobile unit)

· Allied health professionals

social worker/crisis accommodation

to interpreter services

Aboriginal Health Worker

· Security personnel (direct mobile access to Police for mobile unit and duress button attached to Hospital security)

· Parking close to entrance of static site (specifically for use by GP After Hours patients)

· Disability access to the building

Staff:
Appropriately trained staff who are culturally sensitive towards all disadvantaged groups to be employed. 

Salaried basis of employment for staff.  

Rostered (number of GPs to allow one session or more per month and relief for sickness and absence)



Multi-disciplinary team including:

· GP

· Nurse

· Aboriginal /Youth Health Worker (or access to)

Level of staffing to be balanced with the numbers using the service and sufficient to ensure that waiting times are no longer that 30-45 minutes

Source of funding: 

An After Hours Primary Care service that targets the disadvantaged population would need to be funded through a variety of sources.  The service is not likely to be economically sustainable without continued funding. Recognition that the ability of the disadvantaged to contribute financially is extremely limited. Because of the current two-tiered Australian health system the Commonwealth and State governments need to negotiate and collaborate to provide financial support for this service.

· Commonwealth Department of Health and Ageing to approve consultations and treatments through the Medicare Benefits Scheme and to grant appropriate provider numbers. 

· State Government to fund the infrastructure of buildings, equipment and maintenance

· A scaled fee schedule would be applied to patients who are not HCC holders (or pensioners) at the static site.

· Subsidies from government and other organisations would be required for the service to be financially viable.

Patients fees and billing method:

Scaled fee structure, which ensures access by disadvantaged groups. HCC holders and pensioners would be bulk-billed. The mobile unit would be purely bulk billing. Security issues negate the ability of the mobile unit to handle cash.

Bill paying facilities:

· Bulk billing (both sites for HCC Holders and pensioners(Static site only)
· Cash 

· HIC direct claim with the balance paid in cash 

· Credit card facilities

Application of the model

Pre-requisites:

· Feasibility study

· Evaluation

· Promotion

Opportunities provided by this model include:

· Training and education

· Research opportunities

Pre-requisites

Feasibility Study

The current research has developed a conceptual model that now requires trialing. Prior to the trial of this model a feasibility study would need to be conducted by a multi-disciplinary team and would need to examine the demographic characteristics of the population, the health economics and infrastructure needs.

Evaluation required

An evaluation framework would be built into the program from commencement so that data collection and analysis occurs throughout. Data collection needs to be formative, substantive and to allow regular review, monitoring and subsequent adaptation to ensure that the service is meeting the needs of the target population.

Promotion to staff, patients and other services

Promotion within existing services to involve communication pathways and referral systems will be necessary.

Community education and awareness encompassing advertising of sites, advertising campaigns, links from other services will be necessary to facilitate the implementation of the model.

Staff will need to be made aware of the attractions of this type of employment which include: training; diversity; consolidation of experience; preparation for general practice and collegiality.

Opportunities:

Training and education

Collaboration between the After Hours Service, the Universities, the Hospital Departments and Community Services.

Undergraduate Medical and Allied Health Professionals – 

Postgraduate (especially GP Registrars) – 

Hospital staff (especially medical residents and registrar rotations) – 

Attention to training needs of AFS staff in terms of:

· medical skills (emergency medicine, paediatrics and acute psychiatry)

· interpersonal skills (cultural awareness and youth sensitivity – AMA youth friendly doctor program)

· mentorship – experienced teamed with less experienced

· attracting staff through provision of centre of excellence opportunities

Attention to training needs of non-AFS staff:

· opportunity for students to gain experience

· opportunity for hospital staff to have an understanding of general practice in the community and how both primary and tertiary services interface

Research Opportunities

The trial allows the testing of the effectiveness of this model of health care in improving the health and wellbeing of this target population.

Opportunity to explore and contribute to the management and recognition of population health issues.

The outcomes and objectives of this project were to:

· facilitate the development and implementation of new and/or improved after hours primary medical care services across Australia in areas where there is a demonstrable need for service improvement

· improve consumer access to AHPMC services

· improve providers’ ability to deliver quality care at all times, through the lessening of unreasonable after hours work demands

· improve continuity of care provided after hours, with in hours care providers

· provide better communication links between providers (including the hospital sector) and between providers and consumers 

Due to the time restrictions of this project it has not been possible to achieve all of these outcomes. What has been possible is the development of a model of after hours primary medical care which has the potential to achieve these outcomes.
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