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Executive Summary 

The After Hours Primary Medical Care Project was conducted by the Brisbane Inner South Division of General Practice and Brisbane Southside Central Division of General Practice to undertake a comprehensive After Hours Primary Medical Care (AHPMC) needs assessment and initial service development planning framework for an integrated after hours primary medical care model in the Brisbane South region. The project was funded through the Department of Health and Aging for the period November 2001 to June 2002. 

The project involves a consortium comprising of the Advisory group of stakeholders from the Brisbane Inner South and the Brisbane Southside Central Divisions of General Practice, the Princess Alexandra (PAH), Mater Adult (MAH), Mater Children’s (MCH) and Mater Private hospitals, Queen Elizabeth II Jubilee hospital (QE II) and QE II Hospital Health Service District Community Health Services representatives.

The project began in December 2001 when a project officer was recruited. Following a mapping exercise that involved interviews with General Practitioners (GPs), focus group discussions with key stakeholders and surveys with emergency department patients across four hospitals in the region, areas of focus were identified:

· Patient knowledge & perception of current AHPMC services 

· Provider knowledge & perception of current AHPMC services 

· Service provision levels and gaps identified through stakeholders

· Issues surrounding the provision of AHPMC services in the region

· Possible opportunities for future service enhancement 

Current service provision

Brisbane Inner South Division of General Practice (BISDIV) and Brisbane Southside Central Division of General Practice (BSCDGP) have 144 registered General Practices in the region. After hours care is provided through (a) individual GPs providing on-call or home visit services to their own patients (b) practices opening extended hours (c) or practices subscribing to the deputising service, Family Care Medical Services (FCMS) and (d) practices using a mix of these services

· Some GPs provide after hours care up to 9pm 7 days a week.  Two practices in the region open till 11pm on Weeknights. The services private billing rate ranges from $25 to $45 for a standard visit. A number of practices also Bulk Bill their patients who are pensioners and Healthcare cardholder and many also provide “on call” services for their own patients only. Home visits remain the responsibility of the primary care GP; all callers may either receive phone advice or home visits from their regular GP or a deputising GP for after hours primary medical care. 

· After Hours Nursing Home Coverage: The present model relies heavily on individual GPs to be on-call for their own patients and the use of a deputising service.

Deputising Service (Family Care Medical Service): A major provider of after hours primary medical care services to most of the Brisbane South region with 70% practices subscribing to this service.

Hospital Emergency Departments: There are six, two private and four public hospitals that provide comprehensive after hours care to communities in Brisbane South region. These include Princess Alexandra, QE II, Mater Adult, Mater Children’s, Mater Private and Greenslopes (GSH). The public hospitals are obligated to provide 24-hours care including services attained after hours. These Emergency Departments (EDs) are the only readily accessible service available after 9 pm 7 days a week. Rapid growth in demand has resulted in an average throughput per department of 89 patients/day with further growth expected and frequently result in greater than eight hours wait for triage 4 & 5 patients before they are seen by a medical officer. Chapter 4 gives a detailed description of the current provision of AHPMC in the region.

The needs assessment of the AHPMC services in both Divisions shows that even though the area is potentially well serviced, the services are not integrated and lack informal and formal links. There is a need to develop a comprehensive regional after hours primary care plan to integrate AHPMC services between in-hours and after hours including a public education component with regards to the most appropriate, efficient and effective use of these services.  Chapter 5 contains the needs assessment identifying current gaps in service provision and letters of support from key stakeholder groups consulted. Further evidence and analysis is contained in the main body of this document.

On the 1 May 2002, a service delivery framework workshop was held with key stakeholders to identify potential service enhancements and possible integration opportunities for a future service model. The outcome of the service delivery framework workshop was that a “ Integration, Communication, Education (ICE)” model  be developed to:

· Facilitate the development and implementation of improved after hours primary medical care services in Brisbane South region where there is a demonstrable need for service improvement

· Improve consumer access to AHPMC services

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

· Improve continuity of care provided after hours, with in-hours health professionals

· Provide better communication links between health professionals (including the hospital sector) and between health professionals and consumers.

With a need for better coordinated after hours primary medical care services by all the hospitals and other after hours providers in the region, it is recommended that a consortium between the Brisbane Inner South Division of General Practice and the Brisbane Southside Central Division of Practice be established to undertake a service delivery plan for Brisbane South region which enhances after hours services by developing a solid framework encompassing Integration, Communication, Education (ICE). The consortium embodies the principles that “ services need to be accessible, relevant to the needs of the population, functionally integrated, based on community participation, cost effective, and characterised by intersectoral collaboration” (RACGP, 2001).

Thus, a consortium between the two Divisions has jointly submitted an AHPMC Development Grant Program proposal to the Department of Health and Aging (14 June 2002). The proposal aims to improve patient access and support the continuum of care between the patient’s primary care GP and other health services accessed through a collaborative and education approach. As no previous large scale consumer education and service integration strategies to empower and enhance appropriate consumer knowledge have previously been undertaken by the Divisions, the ICE model will provide an opportunity to pilot a national communication strategy and trial the influence of education and service integration on both consumer and provider behaviour. 

Chapter 1

1.0
Background

After hours primary medical care is recognised as an integral, but often a difficult component, of providing a comprehensive general practice service to patients. After hours medical care has traditionally been provided by GPs offering 24-hour on-call services to their patients. There is a continuing trend of less direct GP involvement in after hours service provision, often driven by lack of incentives and significant disruption to their work and family life that is associated with delivering after hours medical care. Despite the range of services available, after hours medical care remains a common source of complaint from both community members and providers. The unsystematic development of services to fill the gap created by the reduced involvement of individual GPs has failed to meet provider and community needs. 

The provision of after-hours primary medical care is a key component of the Commonwealth Government’s agenda of providing quality health care to all Australians (Hill, 2001). Primary health and community care integration issues are identified as a key priority area under Australian Health Ministers Advisory Committee (AHMAC) strategic work plan 2000-2002. A key component of this work is to improve relations at the General Practitioners and Emergency Department interface. The Royal Australian College of General Practice (RACGP) accreditation standard for General Practices has included the practice responsibility to “ensure reasonable arrangements for 24 hour medical care for practice patients” (RACGP, 2001). Those general practitioners who participate in the Practice Incentive Payment (PIP) scheme are required to ensure access for their patients to after-hours services (Commonwealth Department of Health, 1999).

The Brisbane South region is defined as the QE II Hospital Health Service Region. It includes the two Divisional areas of the Brisbane Inner South and the Brisbane Southside Central Divisions of General Practice (Map 1). Brisbane South region has a population of 343 081 people, of which 17.3% are from non-English speaking backgrounds (NESB), including refugees (Australian Bureau of Statistics, 1996). The region has a little over 5000 persons (1.3% of the population) of indigenous and/or Torres Strait Islander descent. The indigenous population is widely dispersed and there are no statistical local areas (SLAs) in the region with more than 1 000 indigenous/Torres Strait Islander. The Community Profile for the Ward of Dutton Park (Brisbane City Council, 1995) suggests that the numbers of people of indigenous origin may be much higher due to the large number of homeless persons in the inner city. Although it is not a high population growth area, the population in the region is rapidly aging with 52% aged between 25 and 64 and 13% aged over 65 years. (Australian Bureau of Statistics, 1996). With an increasing number of nursing homes (33 homes – 2927 beds), the elderly, and persons within marginalised populations (eg low socio-economic status, Aboriginal or Torres Strait Islander heritage or refugees), it is likely that they may access existing services differently and/or have different needs for after hours services than the general population (refer to Appendix 1 for demographics detail). 

‘The Australian health care system can be described as mixed.  The financing, organisation, and delivery of health services are drawn from a combination of public and private sources’ (Belcher 1998 p215-216). For instance, after hours medical services are provided independently by a range of providers, namely the GP practices and GPs, either on call and/or do home visits. One deputising service operates in the area and covers the whole of Brisbane metropolitan area. The region is well serviced by six hospitals (two private and four public emergency departments with radiology and pathology facilities) and extended hours pharmacy services. Currently, there are no public after hours allied health services available in the region. 

A survey of members of the Brisbane Southside Central Division of General Practice was conducted in June 2001, which identified ‘practice capacity’ as the second priority issue. After hours care is a major practice capacity issue for GPs in the division. In March 2001
, a National After Hours Workshop identified the need to explore and define the role of hospitals, both private and public in the delivery of after-hours primary medical care.  With this identified need, a consortium comprised of Queensland Health (QE II Hospital Health Service Region), the Brisbane Inner South Division of General Practice (BISDIV) and the Brisbane Southside Central Division of General Practice (BSCDGP), Mater Hospital and Princess Alexandra Hospital, was formed to undertake development planning for an integrated after hours primary medical care (AHPMC) service for the Brisbane South region, including a ‘needs assessment of AHPMC services. 

Within the framework of collaboration and consultation, a Management Group and an Advisory Group of stakeholders were established to guide the project. The Department of Health and Aging (DoHA) funded the After Hours Primary Medical Care Project, which was conducted for the period December 2001 to May 2002, covering the Brisbane South region. 

Mapping (‘needs assessment’) of the existing after hours services in the region shows that while there are many opportunities for providing adequate after hours care, there is a need to coordinate and integrate that provision in order to develop a comprehensive regional AHPMC service that is efficient and effective.  With a need for better coordinated after hours primary medical care services by all the hospitals and other after hours providers in the Brisbane South region, an AHPMC funding proposal was submitted to the Department of Health and Aging. The submission if successful will provide an opportunity to implement a collaborative Integration, Communication, Education (ICE) model that attempts to meet the needs of all the after hours providers and the community in Brisbane South region 
1.1
Definition of After Hours 

Under the Practice Incentive Payment requirement (Queensland Health, 2001), “ after hours refers to any time outside 8am to 6pm weekdays and from 12noon on Saturday to 8am Monday and public holidays”.

After hours can be further divided into the time slots of ‘pre-midnight’ and ‘midnight to 8am’ as there are significant differences in the number of patients requesting services during these times. A study into the local needs and service use by the Hunter Division of General Practice found that there was a significant ‘drop’ in the number of patients seen after midnight (Karabatsos, 1999). In 1997 changes to the MBS reflected this acceptance of unsociable hours and divided after hours consultation into two categories with higher rebates for consultation between 11:00pm and 7:00am (Karabatsos, 1999).
1.2
Project aims and objectives 

1.2.1 Aims

The overall aims of the After Hours Primary Medical Care (AHPMC) Project were to:

· Undertake a comprehensive needs assessment and initial service development planning for an integrated after hours primary medical care model 

· Develop a service delivery framework (including recommendations) for an integrated after hours primary health care service in Brisbane South region.

1.2.2 Objectives and Performance Summary

	Project Objectives
	Performance Summary

	To establish Management/ Advisory Group to oversee the implementation and management of the project
	· The Project Management Group and Advisory Group of key stakeholders were convened in November- December 2001


	To undertake a comprehensive needs analysis of the after hours service delivery outcome
	· Mapping exercise completed May 30 2002

	To document all available after hours primary medical care services
	· A literature review on AHPMC from the international and Australian experiences completed January 2002

· Regular updates on project progress disseminated in Divisions’ newsletters (BISDIV and BSCDGP)

· Progress report submitted to DoHA March 2002
· Final report submitted to DoHA July 2002

	To hold a AHPMC service delivery workshop
	· Service delivery workshop with stakeholders held 1 May 2002

· The workshop outcome (to write a submission on agreed ICE model) and workshop evaluation report sent to all participants May 2002

	To undertake process and impact evaluation
	· Needs assessment on AHPMC services in Brisbane South region completed May 2002

· Continuous feedback on process 

· Gaps in service delivery identified

· Barriers in service provision identified

· Integrated service delivery plan developed within Advisory Group of key stakeholders

	To develop and produce a detailed business plan for after hours primary medical care that meets the needs identified from needs assessment
	· AHPMC service development funding proposal submitted to DoHA 14 June 2002


1.3 Scope

This project was limited to Brisbane South region. While the area of mental health is a significant issue for after hours provision in this region, it is beyond the scope of the project and may warrant further investigation in a separate study.
1.4 Project Timeframe

A 6-month timeframe presents the stages of implementation and the processes of the After Hours Primary Medical Care Project as shown in Appendix 2
1.5 Collaborative partners
The project collaborators were invited to be participants in the project advisory group. The consultations and meetings with the advisory group provided a forum for input into project direction and decisions that informed the planning and evaluation process. The collaborative members/stakeholders include:

1.5.1
Project management/Advisory Stakeholders

Brisbane Inner South Division of General Practice 

Brisbane Southside Central Division of General Practice

Mater Mericordiae Health Service Region (Mater Private, Mater Children’s, Mater Adult hospitals)

Princess Alexandra Hospital

Queen Elizabeth II Jubilee Hospital

Mater University of Queensland Centre for Primary Health Care and Primary Health Integration

Deputising service (Family Care Medical Service)

Domiciliary and Allied Health Services (DAART)

QE II Hospital Health Service Region

Community Health Services

Queensland Ambulance Service

1.5.2 Other Key Stakeholders

Aboriginal and Torres Strait Islander Health Care Services

Greenslopes Private Hospital

Multicultural Development Association

QPASTT 

Consumers including general community (all age groups), people from non-English speaking background (NESB), indigenous people, refugees, children and the elderly.

GPs representing practices offering after hours services

1.6 Project Governance and Management
The Strategic Committees (Management and Advisory groups) comprising of representatives of identified stakeholders including consortium members were established to oversee the implementation, progress, evaluation and outcomes of the After Hours Primary Medical Care Project. 
The Division has a significant number of processes established to ensure accountability to stakeholders and the funding bodies. These included complying with reporting processes to State and Commonwealth authorities, administering sound financial management practices and maintaining the involvement of the Divisional accountant to oversee financial management and compliance with the Divisions’ ‘best practice standards’ already in place.

Chapter 2

2.0
Literature Review 

2.1
Review of AHPMC from International and Australian Context

The provision of after hours primary medical care is a key component of the Commonwealth Government’s agenda of providing quality health care to all Australians (Hill, 2001). Primary health and community care integration issues are identified as a key priority area under AHMAC’s strategic work plan 2000-2002. 

Access to a reasonable 24-hour medical care is an Australian General Practice Accreditation (AGPA) requirement (Crampton, 1996) and those general practitioners who participate in the Practice Incentive Payment (PIP) scheme are required to ensure access for their patients to after hours services (Commonwealth Department of Health, 1999). The RACGP standards for General Practices include the practice responsibility to “ensure reasonable arrangements for 24 hour medical care for practice patients (AGPAL, 2000).

Although the exact burden of after hours primary medical care is not known, one estimate, based on the literature, puts expected demand at 150 to 300 services per 1000 patients per year (Pegram, 2000). 

Various models of service provision have evolved over time both in Australia and internationally to address the professional and personal needs of both GPs and patient demand for after hours primary medical care (Veitch and Crossland, 2001, Foster et al 2000, Karabatsos, 1999, Hallam and Reynolds, 1999). These include deputising services, GP cooperatives or rotas, extended hours GP practices, primary care centres, GP staffed emergency departments and hospital emergency departments. Recent initiatives have been the establishment of telephone triage arrangements and moves towards integration of services (Pegram, 2000, Veitch and Crossland, 2001).

Models of AHPMC 

Internationally the emerging models of service provision are telephone triage (either doctor or nurse), co-operatives and primary care centres. These three models can co-exist or operate independently. In the UK, two models of GP co-operative have emerged, those where GPs were required to participate in the roster, and others where GPS could determine how much, if any, after hours work they would like to undertake (Foster, 2000, Hill, 2001).

In Australia the patient can attend “off the street” clinics or primary care centres or be referred from phone triage, emergency departments, their own GP or via the emergency number ‘000’. The GP within a practice could be either part of a co-operative on a roster system or a paid employee on a sessional basis. Telephone triage systems aim to facilitate the efficient use of services. Some callers need phone advice; others may require home visits; need to attend after hours clinic/centre or be in need of emergency department care (Karabatsos, 1999). A 1997 study found 17 different after hours arrangements in place within the one Division of General Practice (Sydenham-Clarke, 1997).  In an Australian metropolitan area 35% of practices provided their own after hours cover and over 50% of practices used a deputising service for at least some of the time (Mira et al, 1995). 

These models assume an adequate workforce to maintain the service. However, unlike the UK, where GPs are contractually obligated to provide 24-hour care, Australian GPs have no such obligation. Under vocational registration regulations GPs must ensure adequate arrangements are made although studies have demonstrated that only a small proportion of GPs provide their own after hours services (Mira et al 1995). A 1999 NSW Health Department discussion paper suggests that between 15 and 30 percent of patients treated in hospital emergency departments were in fact “general practice patients” (NSW Policy Division, 1999). Under the current funding arrangements, the Commonwealth and State Governments as well as the patient fund after hours primary medical care services. And the interface of these jurisdictions is currently the subject of intense debate. 

The ad hoc development of such services has not succeeded in satisfying public expectations or solved many of the accessibility problems in obtaining after hours services. Dissatisfaction is evident amongst GPs and other after hours providers, and it is widely recognised that further work is needed to improve this area of health care delivery (Karabatsos, 1999). 

Problems of after hours primary medical care

While the need for these services is recognised, the provision is complex. Pegram 2000 stated, “organisation and provision of after hours primary medical care services involves a complex set of issues” and “there is no ideal universal way of organising and providing after hours primary medical care services”.  There is clearly a need to provide such services as people become ill at all hours and it is just as equally clear that it is unreasonable to expect any single provider to be available 24 hours a day. 

Although there has been little research in Australia on the provision of after hours care, several issues have been identified as barriers to appropriate after hours primary medical care (Hill, 2001). All of the factors below either directly or indirectly have created barriers to providing effective and quality after hour primary medical care.  These broadly include: 

· Fragmentation in service provision

· The inappropriate use of services

· Inadequate communication links

· Limited continuity of services

· Changing attitudes of service providers and consumers

· Remuneration and funding issues

(a) National and State perspective 

The following issues were drawn from the After Hours Primary Medical Care National Workshop, March 2001 (Hill, 2001)

· How is after hours primary medical care funded and to what extent?

· The impact of public versus private funding of service provision differ in the context that public services are funded through the State whilst GPs use ‘fees for services’ under the Commonwealth funding arrangements. There could be potential problems with ‘cost shifting” if patients (services) that would have been treated in one system are now treated in another  

· Workforce issues directly affected by vocational registration for after hours care and the impact of accreditation and the effectiveness of PIPs as currently structured

· Consumers receiving quality, equitable, accessible, affordable and culturally appropriate after hours service

(b) Provider’s perspective 

Comprehensive reviews addressing the problems of after hours services from both GP and patients have been either reported or published in Australia (Foster, 1996, Karabatsos, 1999, Pegram, 2000, Hill, 2001).

Table 1: Overview of issues with AHPMC service provision from GP and ED perspectives 

	General practitioner
	Emergency department

	General Practitioners continue to express concerns about financial viability, workload associated with after hours and the patient use of after hours. Factors that impact on general practice to provide effective after hours primary medical care are (AMA, 2001): 

· Inadequate GP workforce for after hours care 

· Safety concerns of GPs particularly when making after hours home visit

· Inadequate financial support for existing after hours GP arrangement (GP remuneration) due the ‘problematic’ funding structure in Australia. The services depend largely on a mixture of GP subscription and Medicare billing, and the charging of patient co-payments for a low proportion of patients (Wood, 2001)

· Disruption of personal and professional lifestyle

· Lack of knowledge of other available after hours GP services

· Insufficient consumer education which contribute to increased expectation that the service will be timely, free and convenient

· Lack of awareness of other appropriate available services


	Numerous studies have examined the increasing number of primary care patients seeking after hours service at ED (Foster, 1996). Issues raised include:

· A high proportion of primary care is delivered in EDs, with a trend towards more patient attendances after – rather than in-hours ( Keith et al, 1993) 

· There is generally a perceived increase in the use of public hospital Emergency Department services by primary care type patients

· This is reported as being due to access problems to alternative after hours services, financial constraints and community perceptions of illness and hospitals (Pegram, 2000)

· There is a lack of understanding of the role of the ED and ED staff. A recent quality assurance study by Liaw et al (2001) found that while The Northern Hospital (TNH), Victoria is a separate and distinct entity from the General Practice Clinic (GPC)
, 35% of GPC respondents believed that the GPC is the same as the ED and provided hospital type care.

· Formalised links between ED and GP services are uncommon

· Lack of alternative after hours services or insufficient information about alternative services

· Complaints from consumers generally relate to long waiting times, lack of expertise of junior medical officers 


C) Consumer’s perspective 

Several studies undertaken in Australia have comprehensively identified key perceptions and local needs in relation to consumer’s attitudes to and use of after hours primary medical care (Hill, 2001). 

Consumer’s have little understanding of the health system in Australia and thus are critical of access to general care and/or the hospital system (Hill, 2001). Veitch et al 1999 indicated that perceptions of quality and accessibility were key to consumers’ decisions to seek care and return to the same service again, for a similar condition. If the quality of care is questionable, many people are likely to forgo using an available service preferring to visit their local GP at the next opportunity (Hill, 2001). 

Generally the means by which communities seek primary medical care after hours varies. Some of the problems identified by consumers regarding after hours care provision are:

· Access and availability of after hours services

· Lack of knowledge of appropriate services

· Lack of transport

· Inability to travel to after hours facilities to obtain care (such as elderly, disabled and marginalised population) 

· Own GP not providing after hours care

· Unawareness of how GPs provide after hours care

· Long waiting times

· GPs’ attitudes

· Unable to get home visits and cost of home visits after hours

· Perception of quality of care

· Access to other diagnostic services (radiology, pathology) and pharmacies

Lessons Learned from Australian AHPMC Trials 

In 1997, the Commonwealth Government funded the AHPMC trials to explore better ways of providing after hours services (Hill, 2001; Mobbs R (Medical Observer, 24 November) 2000; Pegram, 2000; Karabatsos, 1999). These studies provide some insight into the complexities of after hours care provision. 

Table 2:  Overview of Australian AHPMC trials

	AHPMC Trials
	Service Delivery
	Key Findings

	Central Sydney Area Health Service consortium (CGPAHS)

Partnership between Central Sydney Health Service and Central Sydney and Canterbury Divisions of GP
	· Funding $2 071 380.00

· Triage system-patients calling a central 1800 number will be triaged depending on the level of urgency

· Health call center (Health Connect) Co-located with the NSW ambulance call center 

· Uses computer based protocols

· After Hours GP clinic located at Canterbury Hospital that closed in January 2001 (modeled on the Balmain GP Casualty)

· Home visit service
	· Problems identified (Bolton and Thompson, 2001):

· Lack of inter-professional communication and not directly integrated because of its small size and nature of the after hours service

· GPs from the CGPAHS were not permitted to see patients at the ED because of the perception of ED staff that some of the GPs working in the CGPAHS provided poor quality care

· Referral policies of GPs from CGPAHS varied depending on the gender of the GP. Female GPs saw an average of 6.1 patients per shift whilst male GPs treated 3.8 patients per shift

· Less affiliation between CGPAHS and ED nursing staff. CGPAHS nursing staff were relatively junior

· Impact on ED is unknown – National Evaluation

· The number of ED attendances (for all triage category) dropped from 41% to 25% and increased from 25% to 58% for those patients intending to consult a GP after getting advice from Health Connect

	Maitland Hospital After Hours GP Service (MAGS)

Collaboration between Hunter Division of GP (HUDGP), Hunter Area Health Service, and Maitland hospital. 


	· Total funding $1 181 826.00

· GP Clinic located within ED operating from 6pm-11pm weekdays, 1-11pm Saturdays and 9am-1am Sundays

· A 24-hour telephone triage and advice service from Maitland ED

· Funded transport for disadvantaged

· A funded transport to/from the clinic 

· Home visit where this was deemed appropriate
	· This trial will test a fund pooling system that combines State and Federal funding (Commonwealth for cashed out MBS rebates of $450 000, trial funding - $280 000 and $200 000 from Hunter Areas Health Services (HAHS)

· ED presentations for triage category 4 & 5 has decreased by 61% and triage category 1-3 increased by 4%

· 36% calls resulted in home visits (38% seen in MAGS and 6% referred to ED

· ED has struggled financially as a result of reduced workload.

· Home visits and taxi transports were less than anticipated. The majority home visits were to the elderly and nursing homes (37%)

	Central Grampians (Victoria)

Sponsored by the West Vic Division of GP
	· Total funding $260 020.00 

· Triage nurse operated telephone triage through an advertised 1800 number, from 6pm-8.30am covering all metropolitan areas

· Triage nurse uses a set of GP written protocols

· GP telephone support when required

· Home visit

· Coordination of after hours services covering 4 rural towns
	· Trial findings centered on importance of local knowledge, relationship between GPs and local hospital and that ‘learnt’ behavior of consumers differ between communities

· Trial has been successful in recruiting and retaining GPs in the area

· Calls often peaked before 9pm and declined after 1 pm

· Consumer opinion accepts having a local nurse as a first point of contact provided a GP can also be contacted if required

· GPs acknowledge that the arrangements would result in loss of income through a case being handled by a triage nurse. However, it is acceptable as it provides them with an improved professional and personal lifestyle

	Perth Western Australia (ODGP)

Sponsored by Osborne Division of GP in cooperation with the Health Department of Western Australia
	· Health Direct- call center accessed through a 1800 free call number

· Jointly funded by Commonwealth and State

· $4 million/year to run

· Two evaluation reports available on WA government website


	· Health Direct has been in operation for two years and is well known and accepted

· A high percentage of calls were regarding health problems with children as apposed to their representation in the population. 

· There is no evidence yet of a reduced impact of primary care patients to ED or reduced costs to ED

· 20% of those advised that they did not have urgent conditions still sought immediate care

· 42% of callers classed as disadvantaged (healthcare cardholders)

	Hobart/Southern Tasmania

Sponsored by After Hours Doctor Pty LTD, deputising service
	· Total funding $687 438.00

· Home visit and a GP operated telephone triage after hours and has combined a community-based surgery with an on demand home visit service

· The trial offered the opportunity to substitute automatic home visiting with the alternative of initial telephone triage for those patients seeking a home visit
	· There has been no impact on presentations to hospital ED

· Existing levels of attendance is historically low by national standards which is attributed to the existence of the deputising service that traditionally has dealt with around 25 000 after hours primary care patients per annum.

· 55% calls resulted in home advice only, 25% of rural calls were referred to their own GP and rural GPs reported a decrease in after hours demand

· Urban home visit rates reduced significantly (12%)

· 40% patients receiving phone advice stated that they would have used the ED directly had the advice service not been available.


Although the use of telephone triage concept has been prominent and preliminary in many of the AHPMCTs, the Queensland State Government is currently investigating the feasibility of implementing a statewide call center. The Commonwealth Government is presently working to identify the roles of health call centers (DoHA, 2002) in providing support to the States including the feasibility of a national number along the lines of National Health Service Direct (NHS) in the UK.  Funding of $6.2 million for a four-year period has been sought to facilitate collaborative arrangements between the State and the Commonwealth in the development of national call center standards and protocols.

In Queensland, a number of Divisions of General Practice have received seeding grants to investigate AHPMC services in their respective regions. For example, Mackay After Hours Service is a GP cooperative located at the Mater Hospital in Mackay. The service is offered to patients who are registered to GPs that form part of the Cooperative. Although patients are billed at the discretion of the participating GP, the recommended fee of $60 is usually payable at the time of consultation.

The Townsville service is a GP co-located center in Wesley Park Haven, and operated till 10 pm. The Townsville Division is also linked with QAS in providing the service after 10 pm, through private billing ($65 until 11 pm and $75 after 11 pm). The QAS Communications call center is used where GP advice and visits are supported through the Division when required. At present, the workforce is met through part time GPs on shared roster and part-time employed GPs. However, concerns exist regarding the Division’s capacity to cover extended after hours requirements. 

The Family Care Medical Services, in association with the Sunshine Coast Private Hospital and local GPs have established an AHPMC service serving a population of 210 000 people. The service operates as a clinic and in combination with the home visits with 98% support from the local GPs.

Conclusion

Access to hospital-based services and the lack of access to GP-based services, particularly after hours, is a significant “demand and access” issue.

Partnerships with the local community, local government and local health care providers are needed to promote better understanding of the roles of ED, GP based clinics and local GPs in the local health care system. Forming partnerships with the local community are essential in promoting better-coordinated and shared care. This may include an integrated after hours deputising service and support service, within the auspices of a collaboration of the local ED and GPs.

The trials highlight the importance of partnerships and collaboration to deal with the trends towards after hours attendances at EDs over last decade. Consumer and patient education about appropriate use of the ED may lead to a better understanding of the role of EDs and local GPs in the health care system.

Finally, the recent focus of national debate on after hours services has centred on the level and type of service that should be available after hours. A key component of this is how that service should be funded. The current financial remuneration for after hours service provision has both positive and negative implications that impact on the type of delivery, accessibility and quality of care available in the community.

As Briggs (2001) at the National After Hours Primary Medical Care Workshop stated:

“ In order to achieve system change in after hours primary medical care, policies and initiatives need to be developed that are efficient in their delivery and operation, effective in terms of health outcomes, integrated with the rest of the health system, financially and humanly sustainable in the medium to longer term and which address actual problems rather than simply a desire to change”

2.2
Funding Mechanisms for AHPMC Services

2.2.1
After Hours Medical Benefit Schedule

General Practitioners are entitled to a Medicare ‘fee for service’ subsidy and this is the main funding source for GPs providing after hours care. After Hours Medicare Benefits Schedule Items apply to three time periods (MBS, 1999) and attract higher rebates after 11 pm  (unsociable hours). The table below gives the definition of each after hours item number.

  Table 3: MBS Item Number definitions for after hours consultations

	MBS Item Numbers and Fees
	Item Number Description

	Item 1

Emergency attendance elsewhere other than consulting rooms, 1 patient (other than between 11pm-7am)

Fees (100% rebate) - $91.40

Fees (84% rebate) - $77.70


	Professional attendance being an attendance at other than consulting rooms, by a general practitioner on not more than 1 patient on the 1 occasion - each attendance, other than an attendance between 11pm and 7am, on a public holiday, on a Sunday, before 8 a.m. or after 1 p.m. on a Saturday or at any time other than between 8 a.m. and 8 p.m. on a day not being a Saturday, Sunday or public holiday, where the attendance is initiated by or on behalf of the patient in the same unbroken after hours period and where the patient's medical condition requires immediate treatment 

	Item 2

Emergency attendance at consulting rooms, 1 patient call out (other than between 11pm-7am)

Fees (100% rebate) - $91.40

Fees (84% rebate) - $77.70
	Professional attendance being an attendance at consulting rooms, by a general practitioner on not more than 1 patient on the 1 occasion - each attendance, other than an attendance between 11pm and 7am, on a public holiday, on a Sunday, before 8 a.m. or after 1 p.m. on a Saturday or at any time other than between 8 a.m. and 8 p.m. on a day not being a Saturday, Sunday or public holiday, where the attendance is initiated by or on behalf of the patient in the same unbroken after hours period and where the patient's medical condition requires immediate treatment and where it is necessary for the doctor to return to, and specially open, consulting rooms for the attendance

	Item 2

Emergency attendance at consulting rooms, 1 patient call out (other than between 11pm-7am)

Fees (100% rebate) - $91.40

Fees (84% rebate) - $77.70
	Professional attendance being an attendance at consulting rooms, by a general practitioner on not more than 1 patient on the 1 occasion - each attendance, other than an attendance between 11pm and 7am, on a public holiday, on a Sunday, before 8 a.m. or after 1 p.m. on a Saturday or at any time other than between 8 a.m. and 8 p.m. on a day not being a Saturday, Sunday or public holiday, where the attendance is initiated by or on behalf of the patient in the same unbroken after hours period and where the patient's medical condition requires immediate treatment and where it is necessary for the doctor to return to, and specially open, consulting rooms for the attendance

	Item 601

Emergency attendance elsewhere other than consulting rooms, 1 patient (between 11pm – 7am)

Fees (100% rebate) - $109.30

Fee (85% rebate) - $92.95
	Professional attendance, being an attendance at other than consulting rooms, by a general practitioner on not more than 1 patient on the 1 occasion - each attendance on any day of the week between 11pm and 7am, where the attendance is initiated by or on behalf of the patient in the same unbroken after-hours period and where the patient's medical condition requires immediate treatment

	Item 602

Emergency attendance at consulting rooms, 1 patient call out (between 11pm – 7am)

Fee (100% rebate) -  $109.30

Fee (85% rebate) - $92.95


	Professional attendance, being an attendance at consulting rooms, by a general practitioner on not more than 1 patient on the 1 occasion - each attendance on any day of the week between 11pm and 7am, where the attendance is initiated by or on behalf of the patient in the same unbroken after-hours period and where the patient's medical condition requires immediate treatment and where it is necessary for the doctor to return to, and specially open, consulting rooms for the attendance


2.2.2
Practice Incentives Program (PIP)

The introduction of PIP followed recommendations from the General Practice Strategy Review (1998). The PIP aims to recognize general practices that provide comprehensive, quality care, and which are either accredited or working towards accreditation through RACGP standards for General Practices. The payments made through the program compensates for the limitations of the current fee-for service arrangements for after hours care and support quality and continuity of care (Wood, 2001). Boyden and Cater, 2000 suggest that while incentives can influence GP behavior, there are often detrimental effects not taken into account when incentive schemes are developed.  For example, the current incentives encourage an increased throughput of patients (DHAC, 1998) to maintain viability of after hours services, and not necessarily quality services, emergency services or collaborative arrangements.

PIP payments apply to practices only and are calculated based on the Standard Whole Patient Equivalent (SWPE) value for the practice that is the total sum of fractions of care provided to each practice patients, weighted for age and gender of each patient. As at February 2002 quarter payments, the average per SWPE (BISDIV) is $3.23 and $2.91 SWPE (BSCDGP). After hours PIP payments are based on three tiered system outlined below:

Tier 1: 

Practices must ensure patients have access to 24 hour care


$2.00

Tier 2: 

On average, the practice must cover at least 15 hours per week

$2.00

of after hours care arrangements from within the practice

Tier 3: 

The practice provides 24-hour coverage from within the practice

$2.00

Note: That a practice that provides more than 15 hours per week of after hours coverage will qualify for both the first and second tiers, i.e. $2.00 + $ 2.00 = $ 4.00 per SWPE. A practice that provides all its own after hours care from within the practice will receive all three tiers ($2.00 + $2.00 + $2.00 =$6.00 per SWPE)

2.2.3 Patient Contribution

The patient contributions for after hours care services range between $25 and $45. It is likely that this fee range could increase in the ensuing 12 months with anecdotal evidence indicating a decrease in the number of practices who are bulk billing for after hours care and increasing fees with the current medical indemnity and remuneration issues.

2.2.4
Private GPs and hospital funding

With 70% of GPs subscribing in the region, fees of individual practices could exceed $5 000 a year. The deputising service has a flat pricing structure based on the number of FTEs in individual practices. The cost of GP subscription is dependent on participation in the FCMS, that is, $226 /month +GST (non participating GPs) and $113/month +GST (participating GPs). Local GPs who participate in the FCMS are required to do a minimum of 5 x 6 hour sessions per year and pay half the subscription fees. 

2.3 Legislative and statutory requirements
2.3.1 State Government Emergency Department

Under Australian Health Care Agreements, all consumers eligible for Medicare are entitled to be treated free of charge at a public emergency department hospitals. The services are 24 hour per day for all eligible patients seeking care on the basis of clinical need.

2.3.2 Vocational Registration
Under vocational registration requirements GPs must ensure that their patients have adequate access to after hours care.

Chapter 3

3.0 Needs Assessment 

Undertaking a community needs assessment is a fundamental and integral part of establishing a plan of program activities which ensure divisions will strategically focus their activities to achieve the best potential health benefit for their community. The ‘needs assessment’ on After Hours Primary Medical Care services conducted by the Brisbane Inner South Division of General Practice and Brisbane Southside Central Divisions of General Practice as part of the AHPMC Project funded by DoHA seeding grant aimed at identifying: 
Previous needs assessments already conducted

National and local health data relevant to area 

Gaps in the service area

General Practitioner, Community and Patient perceptions

Formation of collaborative links with other health care providers and institutions in the area

Summation of identified issues

Prioritising processes involving consultation with GP members and incorporation of the prioritised needs into the divisional strategic plan

Commitment to on-going review of the identified needs

3.1
Project methodology

The methods employed in the project to achieve project aims are summarised below. It is described in five sequential stages although there was considerable overlap between data collection and analysis and, the other stages. 

Stage 1: Establishment of Project Management and Advisory Groups, Literature Review and Project Development

Members of the Strategic Committees were consulted to examine the existing levels of after hours primary medical care services in Brisbane South region. Consultations were in the form of personal interviews, monthly meetings and group discussion. Invitations were extended to all members of the Strategic Committees to attend meetings.  Interviews with key stakeholders were carried out to determine the perceptions, attitudes and knowledge of all significant providers of after hours care services. Ongoing consultations contributed to the identification of possible opportunities to increase communication, linkages and support for future after-hours primary medical care services. 

At the initial stage of the project, a review of current international and national published literature was undertaken in order to determine what had already been done in the area of AHPMC. Key areas of local research were identified which informed the methodology and structure for the Brisbane South region needs analysis. These specifically included finalising project definitions; formulation of a list of research questions to guide the collection of data using appropriate tools and methods; developing qualitative and quantitative data collection tools for appropriate data collection and reviewing project objectives and time-lines.

Inclusion of the literature review was essential in understanding whether this study could be generalised within the context of a wider setting. 

Stage 2: Design, adaptation and pre-testing of data collection tools 
Data collection tools were devised for qualitative (interview and FGD guides, ‘Likert scale’) and quantitative methods (GP surveys, Triage nurse structured questionnaire and ED patient surveys) (Appendix 3). Based on the literature review, the data collection tools were defined in consultation with the Management Group and pre-tested to assess their reliability and validity. These were modified to produce more culturally and linguistically appropriate guides and questionnaires. 
Stage 3: Data collection and analysis (situation analysis)
The After Hours Primary Medical Care project employed a combination of qualitative and quantitative research methods to undertake the situation analysis (mapping exercise) of current AHPMC services. The methods employed were aimed at determining the types of after hours services available in the Brisbane South region; exploring expectations and barriers to after hours care; and examining issues surrounding the provision of after hours primary medical care and possible opportunities for the future. Below is a process summary of the ‘needs assessment’ that involved: 

· Mapping of the after hours service availability within the region
· Collection of existing information on after hours attendance patterns at QE II Jubilee Hospital, Mater Misericordiae Health Service (Mater Children’s Emergency Department, Mater Adult and Mater Private) and Princess Alexandra Hospital

· Collection of data on patient attendance and of community providers (including general practitioners (GPs), deputising service and other groups)

· Investigation and documentation of current linkages between providers of after hours primary medical care services

· Identification of service gaps and access barriers to after hours primary medical care services

· Identification of consumer needs and barriers to accessing available after hours primary medical care services

· Consultations with providers and stakeholders including the region health service, emergency departments, private hospitals, the ambulance service, deputising services, GP extended hours clinics and Divisions of General Practice

Table 4 illustrates the steps of the ‘needs analysis’ phase. It is a summary of data collection methods, sample sizes, selection strategy, timeframe and the purpose of the tools used to ascertain the provision of after hours primary medical care services in the region.  

Throughout the project implementation stages, data collection involved a participatory approach that included input from key stakeholders in the ‘needs analysis’ and initial service development planning of AHPMC services.  The method has the advantage of placing emphasis on the local population as a central point of concern both in the definition of health and location of responsibility in maintaining and improving health. The participatory approach employs a combination of qualitative and quantitative methods to minimise errors (& biases) and triangulate information. It also allows further development of programs that take into account the local situation and conditions that influence the outcome of the program (Rice and Ezzy, 1999)

Stage 4: 
AHPMC service delivery workshop
A service delivery workshop was held with key stakeholders to consolidate key issues and gaps in the current service provision and explore integration opportunities for the future service model. The development of the AHPMC service delivery framework involved a collaborative and participatory approach of stakeholders based on the guiding principles of ‘the best practice’ recommended by General Practice Advisory Committee (GPAG). 
Stage 5: Data analysis and formulation of recommendations
Qualitative Data 

Data analysis involved documenting responses to interview questions (transcribed qualitative data), categorising the data using project objectives, linking categories and themes, and drawing conclusions. Quotes were recorded to support the conclusions and provide links with the primary data (Quantitative data).

Data analysis followed a three-step method outlined by Hawe et al, 1998). Information collected was categorised into thematic groups based on a ‘sustainable’ service delivery framework to provide a snap shot of issues surrounding the current level of care after hours, including knowledge and attitudes (perceptions) of patients, consumers and after hours care providers. Themes were presented to stakeholders during the consultation process. 

Quantitative Data 

All quantitative data collected from GP/Practice surveys, ED Patient surveys and Queensland Ambulance data was entered into an access Database, cleaned and transported into excel and then uploaded into the STATA program for descriptive statistical analysis.

Triangulation

According to WHO (1996, p79), triangulation “ helps to avoid errors linked to a particular method by using multiple methods in which different types of data provide cross validity checks”. The use of multiple methods and different sources in data collection has been seen as a criterion for evaluating the validity of qualitative and quantitative research. Different data sources such as written divisional documents and survey data were triangulated with the key informant interviews from members of the Management Group. Information collected, patterns identified and findings verified were validated using various research methods such as stakeholder interviews, provider and community focus group discussions, GP/practice surveys, structured questionnaires and ED patient surveys with ongoing feedback to Management and Advisory group members. Feedback sessions offered an opportunity for correction and clarification of the data collection process and findings from which service delivery and project recommendations were based on. 

3.2 Processes and Impact Evaluation

The project was evaluated against the aims, performance and outcome indicators as outlined in section 1.1.2. Process evaluation proforma designed to evaluate the ‘needs assessment’ and ‘workshop’ outcomes were distributed to all participants at the completion of the project. A summary of the evaluation report was sent to all participating stakeholders and is included in the final report. 

Table 4: Summary of the data collection methods, sample sizes and selection strategy, time frame and purpose for each method used during data collection

	Stages
	Data collection method/tool used
	Sampling methods
	Sampling Sizes (N)
	Time frame
	Purposes

	Stage 1: Establish Management and Advisory Groups
	Unstructured interviews (conversation style) and monthly meetings
	
	11 (Management)

18 (Advisory)


	January – May 2002 (Monthly meetings and interviews)
	· To review project process and outcomes, provide direction, support with access to resources and contacts and on going support throughout project implementation

	
	Key informant (KI) interviews using semi-structured interview guide
	
	14 Management & Advisory members 
	January – May 2002
	· To explore perceived issues in providing after hours primary medical care and to identify potential opportunities for ‘future’ service delivery

	Stage 2: Design, develop and pre-test data collection tools 
	GPs/ practice surveys

FDG and interview guides

ED patient surveys
	2 practices from BISDIV/BSCDGP 

2 GPs from each division

ED patients
	2 practices/ GPs 

2 ED patients (MAH/MCH)
	January 2002
	· To test the instruments or guides before data collection so that it is eligible and appropriate 

	Stage 3:  Data collection, analysis, preliminary feedback through progress report to DHAC
	Community FGD (ATSI) using open ended questions (semi structures FGD Guide)
	Stratified purposeful (non-probability) sampling 
	3 ATSI Community members (although 12 members were invited through AIHCS) 
	March 2002
	· To explore in depth the community’s perception and understanding of current provision of AHPMC services.

· To identify barriers to access of AHPMC in Brisbane South region  

· To explore and identify the ideal characteristics of an AHPMC model

	
	Community Health FGD
	Snowballing and stratified purposeful (non-probability) sampling 
	12 Community Health Workers


	March 2002
	· To explore in depth community’s perception and understanding of current provision of AHPMC service.

· To identify barriers to access of AHPMC in Brisbane South region and ‘ideal characteristics’ of an AHPMC model

	
	Key stakeholder interviews
	Non-probability (purposeful) sampling of After hours providers 
	18 stakeholders


	January – May 2002
	· To explore the providers perspective on the issues surrounding the provision of AHPMC

· To identify barriers to providing after hours services; possible opportunities for future service integration and visions for ‘ideal’ model


	Stages
	Data collection method/tool used
	Sampling methods
	Sampling Sizes (N)
	Time frame
	Purposes

	
	General Practice Surveys
	All Practices in the BISDIV and BSCDGP
	123 practices 

35 BISDIV

74 BSCDGP

14 shared postcode practices
	January 2002
	To determine current arrangement of AHPMC and their level of satisfaction with these

To determine the types of services provided by the practice and individual GPs

To examine barriers in the provision of AHPMC and possible opportunities for future service enhancement

	
	General Practitioner surveys
	Random sample of GPs selected from BISDIV/BSCDG data base
	45 randomly sampled GPs (sampling frame) selected from Division GP database of which 22 GPs responded the survey 
	January-February 2002
	To determine the individual GPs participation in the delivery of AHPMC (workforce, workload and remuneration) and to examine their level of satisfaction of these services 

To examine barriers in the provision of AHPMC and possible opportunities for future service enhancement

	
	ED Patient Surveys
	2 weeks Audit of after hours ED patients from Private (1), Public (3), Children’s (1) hospital
	Emergency department  

Category 4 and 5 patients 

Sample size (n)

MCH –357

MPH – 29

MAH – 231

PAH – 73

QE II – 136
	January 2002
	To determine the current pattern of after hours utilisation at each ED and the variance in utilisation pattern across Public, Private and Children’s ED

To examine consumers awareness (understanding) of the current after hours services 

To determine the reasons (medical-clinical) for patient attendance and barriers to access of the service

To determine variables such as accessibility (cost, transport, distance to travel), waiting times for service, continuity of care and appropriate quality care and security as the perceived reasons for using ED

	Stage 4: 

Service delivery Workshop
	Key stakeholders
	Management and Advisory Group members
	
	May 2002
	To identify whether there is a need for an integrated AHPMC model. This will involve a SWOT analysis findings to identify key issues and gaps in the existing services, and resulting in suggestions for the ideal’ model, including exploring integration opportunities for the future.


Chapter 4
4.0 Description of Current After Hours Primary Medical Care Service Provision 

A mapping exercise employing quantitative and qualitative methods was conducted in order to determine current public and private After Hours Primary Medical Care Services in the Brisbane South region. 
4.1 The current service provision levels

The Brisbane South region encompassing Brisbane Inner South and Brisbane Southside Central Division of General Practice covers a population of 343 081 people. As in Australia, there exist a wide variety of models for the provision of after hours services in the region. The provision of after hours care is a very ‘fluid’ situation as, since completing the mapping exercise in January 2002, two General Practices have closed and three more ambulance stations have been established.   

The region has a variety of facilities for the provision of after hours primary medical care which differ in the type of service offered and the hours of operation. Currently, AHPMC is serviced by GPs (144 Practices
: 317 FTE GPs
) from the two Divisions of General Practice, a deputising service, four public and two private hospitals, Queensland Ambulance stations, and other services such as pharmacies, radiologists and pathologists as shown in Map 1. (Refer to Appendix 5 that represents the population distribution per postcode areas and the number of AHPMC services available in the Brisbane South region for the period January – May 2002). 

Brisbane Inner South Division (BISDIV) covers an area of 73 square kilometres, which accounts for 6.4% of the total Brisbane City area.  The BISDIV area has a population density of 1590 people/km2, with an estimated population of 91 093 people. AHPMC services in the Brisbane inner south area are delivered by a range of health professionals, including 41 GP Practices, 4 Emergency departments, and 15 out of 38 community based pharmacy/chemist services. 

Brisbane Southside Central Division of General Practice (BSCDGP) has a population of 206 001 people. Two postcode areas  (4151, 4152) with a population of 45 987 are also serviced by 16 GP practices from both Divisions and 5 extended hours pharmacies. Brisbane Southside Central area has one public hospital (QE II) ED facility, 87 General Practices and 38 out of 59 pharmacies offering extended hours AHPMC.

Brisbane South region has a GP: Population ratio of 1: 1082
.  In this region, the GP population ratio is slightly lower than the National (1:1280) and just below the Queensland average (1: 1013) (AMWAC, 2001.3).

 Figure 1 
Map (below) shows the number of AHPMC services (extended hours practices, pharmacies and location of hospital and ambulance facilities) in the Brisbane South region 

4.1.1  General Practices from the Divisions of General Practice

As at January 2002, 144 General Practices with approximately 450 GPs
 (317 FTE) were registered in the Divisions of General Practice database.  Most practices (60%) in both divisions have four or less GPs of which 30% are single practices and 27% are small practices (4<GPs). GPs work an average of 35-50 hours per week in the area. The Australian Medical Workforce Advisory Committee (AMWAC) 2001 report on the National General Practice Workforce (December 1998) stated GPs worked an average of 45.3 hours per week. 

A GP/Practice survey was conducted in February 2002 to assess the after hours availability of General Practices in the Brisbane South region.  A total of 144 practices were surveyed with responses from 123 (response rate of 85.4%) (Refer to section 8.1 GP reach & impact) 
The results from the 123 practices that responded to the survey are:

(a) General practice Characteristics
Figure 1 shows the distribution of general practices grouped into types ‘ solo’ (1GP), ‘small’ (< 4 GPs), ‘large’ (4 and more GPs) ‘corporate’, determined by the number of GPs working within a practice.
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(b) Gender and work status profile

Table 6 presents the current workforce status of GPs in the Divisions for the period January 2002.

Figure 2 shows number of male and female GPs working part-time and full-time (of the sample size n=123) in the Divisions of General Practice as at January 2002.

Table 6 
General Practitioners workforce (by gender and workload) in the Divisions as at January 2002

 BISDIV GP Workforce:

62/107 (58%) male GPs, 61% are full-time and 39% work part-time 

45/107 (42%) female GPs, 36% are full time and 64% are part-time

 BSCDGP GP Workforce:

142/256 (55.4%) male GPs, 75% are full-time and 25% are part-time     

114/256 (44.6%) females GPs, 37% are full time and 63% are part-time

BISDIV/BSCDGP GP Workforce:

33/69 (48%) male GPs, 76% are full-time and 24% are part-time

36/69 (52%) female GPs, 50% are full-time and 50% are part-time 
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(c) Provision of after hours care

The availability of after hours care through GP type services in the Brisbane South region declines markedly between 6 pm and 9 pm weekdays and usually after 1pm – 2pm on the weekends. Only three practices open after hours until 9 pm, on the weekends and public holidays. Anecdotally there are one or two GP practices that close at 11 pm.  

Figure 3 shows the existing levels of AHPMC service provision in the region. Currently, 31% of GPs provide their own after hours care to their patients, either through practices opening after hours and/or are on call and/or provide home visits. About 65-70% of the GP practices subscribe to an after hours deputising service (Family Care Medical Services), for home visits only. From the ‘needs assessment’ with consumer groups, home visits are perceived as a necessary and essential component of AHPMC for continuity of patient care. Patients have a preference of being seeing in a home environment.  
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Practices using the Family Care Medical Service have expressed “relief in that they themselves did not have to provide AHPMC”. In Australia, an estimated 85% of all Australians and some 9, 200 FTE GPs are covered by a deputising service for ‘after hours’ care (Stuart Tait, 2002).  

A large proportion of GPs from the Divisions offer more than one service type, that is, use a deputising service and also provide  ‘own’ after hours care to their patients (50% GPs from BISDIV and shared postcode areas and 25% from BSCDGP).  

GPs in the area when contacted after hours provide telephone advice only for up to 95% of callers (50 – 90%) with the remaining of the calls being referred to the closest hospital depending on the clinical nature of the call.  Although on call after hours advice does not attract any remuneration or incentive, it is imperative for GPs to provide ‘continuity of care’ to their patients.
(d) Consultation fees

Fees charged for after hours consultation vary across the Divisions of General Practices depending on the type of consultation provided after hours, whether it is a home visit and/or patient being seen at a general practice. Consultation fees range from  $25 - $110 with the majority charging around $25 to $45 for a standard consultation.  A proportion of GPs bulk bill patients who are Healthcare cardholders or pensioners.

(e) Practice Incentive Payments

Table 7a and 7b presents the PIP figures for February 2002 quarterly.  PIP data indicates that 97 (67%) General Practices in the Brisbane South region participated in PIP payments (Tier 1, 2 and 3) for after hours primary medical care during this period. It recognises that these practices comply with the standard accreditation requirements (RACGP Standards) in order to provide comprehensive service and quality care to their patients. 

The HIC records of GP FTE, based on these participating practices, is 292.3 covering 29 2893 SWPEs (patients)
, and this represents 85% of the total population seeking AHPMC via their regular GPs in Brisbane South region for the period February to May 2002. 

Table 7a 
Practice Incentives Program (PIP) incentive participation – February 2002 payment quarter for the Divisions General Practice 

	Division Name
	Practices in each Division
	SWPEs in each Division

	
	Number of Practices
	Total Amount Paid
	SWPEs (patients)
	Average $ per SWPE

	BISDIV
	39
	$318 413
	98 560
	$3.23

	BSCDGP
	58
	$564 719
	194 333
	$2.91






N=97

Table 7b  
After Hours PIP of the participating practices in the Divisions of General Practice for the period February 2002 quarter payment  

	DIVISIONS
	BISDIV
	BSCDGP

	Tier Payments
	% Practice Participation
	SWPEs covered 
	Total Amount Paid*
	% Practice Participation
	SWPEs covered 
	Total Amount Paid*

	Tier 1
	100%
	98 560
	$49 280.00
	98%
	192 919
	$96 495.50

	Tier 2
	62%
	67 582
	$33 791.00
	59%
	131 331
	$65 666.50

	Tier 3
	26%
	20 137
	$10 068.50
	24%
	41 631
	$20 815.50

	Total for three tiers
	
	
	$93 140.50
	
	
	$182 976.50


*Note that the after hours incentives are all paid at $2.00 per SWPE annually and therefore the payments for February quarter were calculated at the rate of $0.50 per SWPE and multiplied by SWPES for the number of participating practices in BISDIV and BSCDGP.

(e) Medicare Benefit Schedule 

As shown in table 8, after hours MBS item data indicate that for the period 1 January to 31 March 2002 payment, 613 homes visits were made by either a VR (430) or non-VR (183) GP as apposed to 196 claims made for after hours consultations at the surgery. 
Home visits services (excluding on-call advice) represent the largest of the majority of  AHPMC services provided by GPs in the region. This corresponds with the present availability of GP practices (i.e. before 11pm). Anecdotal evidence indicates there are no 24 hour General Practices available in Brisbane South region  (Stuart Tait, 2002). 
A recent increase in after hours item number rebates provide benefits for patients seen by their own on call GP, but not cooperatives. Presently, there are no GP cooperative arrangements in the region.
Table 8: 
After Hours MBS Item usage (Item Nos 1, 2, 601 and 602 **[VR GPs] and Item Nos 97, 98, 697 and 698***[non VR GPs]) as for the period 1 March to 30 June 2002 (March Quarter 2002) for Brisbane South region
	Division
	Population Coverage*
	MBS Item Numbers
	Total After Hours MBS Items 

	
	
	Surgery visits  (Items 2 & 602) 
	Home visits (Items 1 & 601) 
	Surgery visits (Items 98 & 698) 
	Home visits (Items 97 & 697)
	

	BISDIV           (4101 – 4171)
	91 093
	9
	132
	nfp
	64
	205

	BSCDGP       (4072- 4109)
	210 357
	137
	188
	39
	119
	483

	BISDIV/BSCDGP (4151-4152)
	45 987
	11
	110
	nfp
	nfp
	121

	Total 
	347 437
	157
	430
	39
	183
	809

	Total Paid
	
	$14 350
	$40 394
	$3 056
	$28 425
	$86 225


*1996 ABS Census; ** MBS Item Nos 1 and 2 ($91.40) and MBS Item Nos 601 and 602 ($ 109.30); *** MBS Item Nos 97 and 98 ($78.35) and MBS Item Nos 697 and 698 ($94.65);  nfp Not for Publication due to privacy purposes

With regard to after hours home visits, palliative care and nursing home patients remain the responsibility of their primary care GP. Home visits are usually made by the patient’s GP who is contacted by the patients or their carer. There are 33 nursing homes/hostels in the region with combined bed numbers of 2927. A Director of Nursing, Community Blue Care (aged care), stated that  “70% of aged care patients require home visits because of their dementia and frail state”. 

4.1.2 Family Care Medical Service

Family care medical service has been the main provider of after hours primary medical care in Brisbane for over 25 years. About 50 FTE GPs work for FCMS, 50% of whom are Temporary Resident Doctors (TRD), mainly from Ireland, England, Wales, Scotland and South Africa.  Approximately 1100 GPs in Brisbane subscribe to the service with 70 of those who subscribe also participating in the after-hours roster. 

Participating GPs are 

· Entitled to 65% of the rebate claimed for the patients they see that is taxed at the maximum rate. 

· Are supported by FCMS providing a chaperone; a personal alarm for security purposes; air-conditioned car with airbag, doctors bag, and pharmaceutical starter packs for use by patients.

· Consultation fees range from $90 - $105 and are bulk billed for healthcare cardholders, depending on the complexity of the case and the individual doctors discretion.  The Call Centre obtains ‘financial consent” from the patient prior to the doctor attending a home visit.

· Approximately 3000 calls are made per week to the call centre, triaged at the Call Centre by a Triage Nurse, of which 40 – 60% of calls could wait until normal surgery hours (the worried well)

· On average, 1000 – 1500 home visits per week are attended to during after hours by a deputising doctor 

· Within 24 hours of a home visit, the deputising or participating FCMS GP will send a patient consultation summary report to their regular GP or Practice where they attend via email, fax or post. 

4.1.3
Emergency Departments
Brisbane South region has a mixed system of public and private hospitals. These include (as shown in Map 1)

1. Princess Alexandra Hospital (tertiary level hospital, level 5-6)

2. Mater Misericordiae Health Services - Mater Public Children’s, Mater Public Adult, and Mater Private (secondary level hospitals, level 4-5) 
3. Queen Elizabeth II Jubilee Hospital (primary & secondary level hospital, level 3-4) Greenslopes Private hospital. 
The roles and financing arrangements of both public and private hospitals are quite distinct. Unlike private facilities, four public hospitals (3 public and 1 children’s) are obligated to provide 24-hour free care. 

Patients presenting at EDs for treatment are triaged into categories based on the Australian Triage Scale (ATS) as recommended by the Australian College of Emergency Medicine (ACEM) (Table 9).  Triage category 1 to 5 is a classification of urgency and it does not equate to general practice or hospital type presentations. In fact most hospital admissions come from triage categories 4 and 5. 

Table 9    Australian Triage Scale

	Category
	Case type
	Treatment acuity (maximum waiting time)
	Performance indicator threshold

	ONE
	Resuscitation or most urgent  (eg resuscitation, cardiac arrest)


	Immediate
	100%

	TWO
	Emergency or urgent (eg multiple trauma and fractures)
	Within 10 minutes
	98%

	THREE


	Urgent (eg asthma)
	Within ½ hour
	75%

	FOUR


	Semi Urgent (eg ankle injury, fever)
	Within 1 hour
	70%

	FIVE


	Non Urgent (eg, coughs, colds, certificates)
	Within 2 hours
	70%


As noted by Triage Nurses “The triaging process is subjective, often depending on the assessment skill and perceptions of the triage nurses” as to how long it is reasonable for a patient to wait before being seen by a medical officer. Due to some subjectivity and different mixes of patients presenting to individual hospitals, there are variations in triaging of patients across the regional emergency departments. 

Consumers have access to 24-hour diagnostic services (radiology and pathology). Pharmacies are available between 8:30 and 5pm (except for PAH which opens until 11pm). However, starter pack medications are provided after hours by EDs if clinically appropriate. All the six hospitals are currently attending to an increased number of consumers through the ED for after hours medical care.

Total ‘all hours’ and ‘after hours’ presentations of patients triaged as category 4 and 5 for the 12-month period from January 2001 – December 2001are presented in Table 10a and 10b.  

Table 10a 
Number of patients (for ‘all hours’ of presentation) triaged in each category at Emergency Departments for the period 1 January 2001 to 31 December 2001 

	Hospital
	Category 1-5


	Category 4

Attendances   Admissions

 (n)          (%)          ( n)         ( %)
	Category 5

Attendances   Admissions

     (n)         (%)        ( n)         ( %)

	Mater Children’s* 
	4903
	3987
	81
	638
	15.5
	277
	5.6
	20
	7.2

	Mater Adult 
	25 721
	15 232
	59.2
	1027
	6.8
	1962
	7.6
	30
	1.5

	Princess Alexandra 
	40 985
	14 109
	34
	2140
	15.2
	3933
	10
	419
	10.7

	Queen Elizabeth II Jubilee 
	32 037
	17 213
	53.7
	886
	5.1
	1444
	4.5
	20
	1.4

	Total for the four EDs
	128 161**
	50 541
	55
	4691
	9.3
	7616
	8.3
	489
	6.4


*Mater Children’s data is for the period December 2001 – January 2002 (2-month period)- annualised to give 12 month data

** Gives overall attendances for 12 month period – MCH data annualised 

Table 10b 
Number of patients presenting ‘after hours’ triaged in each category at Emergency Departments for the period 1 January 2001 to 31 December 2001 

	Hospital
	Category 1-5


	Category 4

Attendances   Admissions

 (n)           (%)             ( n)         ( %)
	Category 5

Attendances   Admissions

  (n)         (%)            ( n)         ( %)

	Mater Children’s* 
	2942
	2387
	81
	383
	16
	160
	5.4
	12
	7.5

	Mater Adult 
	14 139
	8119
	57.4
	-
	-
	817
	5.8
	-
	-

	Princess Alexandra 
	10 137
	3031
	30
	-
	-
	451
	4.4
	-
	-

	Queen Elizabeth II Jubilee 
	20 056
	10 642
	53
	435
	4
	678
	3.3
	7
	1.3


*Mater Children’s data is for the period December 2001 – January 2002 (2-month period). The after hours presentations were calculated from 60% of the ‘all hours’ attendances at ED (MCH, personal communication 2002)

**The PA admission data for category 4 and category 5 is not included as information for some presentations were either not recorded or miscoded. MAH admission data was unavailable.

The total number of patients accessing the 4 public hospital EDs in the last 12 months was 128 161
, an average attendances of 89 patients /day each or between 2400 and 2900 patients per month presenting at an emergency department. On average across each ED, between 15 000 to 25 000 patients presenting at the EDs are triaged as category 4 (‘semi-urgent’) and 5 (‘non-urgent’), that is, fifty five percent of all ED presentations.  

About 60% of calls received at each ED are after 6pm with an average of 20 to 30 calls per day.

The ED hospital data and ED Patient survey found that nearly 50 % of attendances at the EDs are for after hours primary medical care. There are growing presentations of triage category 4 (30 - 60%) and category 5 (4 - 10%) patients, particularly in the age group of 20 - 29 years and paediatric (0-14 years). Additionally, since the opening of the new Mater Children’s hospital in August 2001, a 20% to 30% increase in paediatric presentations has occurred. 

A NSW Health Department discussion paper (NSW Policy Division, 1999) suggests that between 15 to 30 percent of patients treated in hospital emergency departments were in fact “general practice patients”. At the same time about 16% to 17% of paediatric category 4 and 5 patients seen at Mater Children’s are considered ‘complex cases’ which clearly demonstrate that these patients require emergency care. ED Directors have expressed concern with the “difficulty in defining this category of patients as there is no current definition of ‘complex case’ and 'non-complex case’ across EDs”.  

About 60% of category 4 and 5 patients at QE II and PAH EDs and about 80% at MCH attended between ‘6pm to 11pm’ for medical care. A study into the local needs and services for after hours care by Hunter Division of General Practice found that there was a significant ‘drop’ in the number of patients seen after midnight (Hunter, 2000). 

Whilst primary care is the responsibility of the Commonwealth Government, Queensland Health treats a significant proportion of this category of patient after-hours in Emergency Departments in public hospitals. This has impacted on the ability of the ED staff at the Mater, Princess Alexandra and Queen Elizabeth II Jubilee Hospitals to respond to emergency needs within the area.  

The impact on services also relate to a growing demand of category 4 and 5 and an admission rate of between 10% to 15% for triage category 4 and about 7% for category 5 patients. Often this demand is exacerbated “ during winter or flu epidemic seasons resulting in a backlog in ED and a general shortage in available beds to compensate for increasing demand. In August/ September 2001, The Mater Adult ED was running at 110% occupancy rate (highest ever being 200%)”.

4.1.4 Queensland Ambulance Services (QAS)

Currently, seven Queensland Ambulance Service stations primarily provide emergency care and transport to hospitals, including inter hospital transfers (IHT) and patient transfer service (PTS) in the Brisbane South region. The service is formally linked to all the Emergency Departments in the region. 

The role of ambulances in this region is crucial in providing a direct and essential link between community/consumers and other AHPMC medical providers. This formalised network (infrastructure) is well in place. There is an emergency 000 number (also called the Advance Medical Priority Dispatch System (AMPDS), a Computer Aided Dispatch System (CADS), which is a patient information database, and a patient transfer service system (that currently has the capacity to operate till 9pm) in the region.

For the period 1 January to 31 December, the total ambulance reports for patient transfers in the Brisbane South region was 65 459 (Table 11). 

Table 11
 Number of Ambulance Reports of patient transfers for Dispatch Code is 1, 2, 3 or 4 in the Brisbane South region for the period 1 January to 31 December 2001
	
	Dispatch Code 

	Region
	1
	2
	3
	4
	Total

(n)                   (%)

	Brisbane Inner South
	4140
	3558
	4677
	23303
	35678                 54.5

	Brisbane Southside Central
	8521
	7458
	2400
	6991
	25370                  38.8

	Shared postcode area between divisions (4151,4152)
	1443
	1331
	421
	1216
	4411                     6.7

	Brisbane South region
	14104
	12347
	7498
	31510
	65459                100


Source: Ambulance Integrated Management System (AIMS) as at: 21/02/2002

It should be noted that the QAS data only represent all hours of transfers. It does not differentiate how many were for after hours transfers and what proportion was IHT. 

4.1.5
Ancillary services: pharmacy, radiology and pathology

As at February 2002, 56% (58/104) pharmacies external of the hospitals surveyed opened for extended hours in the region as sown in figure 4. Like the general practices, the after hours ‘opening times’ vary, with most opening one to two hours after 6 pm on weeknights. 

Approximately 14% of pharmacies are open until 10pm weeknights. At least 83% open extended hours after 12 noon on Saturdays and 57% open on Sundays. 

The ED patient survey found that diagnostic and pharmacy facilities in EDs are the only known option to most consumers when seeking these services after hours. The changes to the Pharmaceutical Benefit Scheme at the end of 2002 will, however, impact on the use of these services, especially for those patients who visit EDs because of the ‘availability of medications and getting written prescriptions’. 
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Chapter 5

5.0
Needs assessment identifying current gaps in service provision

Consultation with key stakeholders was essential throughout the project cycle to ensure a balanced perspective of the actual demand in after hours care. These consultations with providers aimed to identify issues in after hours care for their respective clients; to explore possible strategies to improve current after hours service delivery and gain a consensus for an improved model.

The issues identified with the current AHPMC services, thematically grouped into problems/barriers and possible suggestions (visions) for improvement and future service enhancement are: 
5.1 Community Needs Assessment 

Out of hours primary medical care service development should be based on an understanding of local needs (Dale et al, 1996)

A ‘needs assessment’ for the Brisbane South region community identified that there is a need for a range of accessible, affordable and quality AHPMC services which are linked and promoted within the region.

5.1.1
ED Patient Survey “Snap shot of AHPMC provision: results of consumer survey conducted in Emergency Departments”

ED Patient surveys for category 4 and 5 patients were conducted for a 2-week period (14 - 27 January 2002) across the five EDs including MCH, MAH, MPH, PAH and QE II Hospital in the Brisbane South region. The patient audits were undertaken to determine  “who and why people chose to attend the Emergency Departments (rather than a GP)?” 

The survey results (n =803) found:

· For all the patients responding to the survey, about 12 – 15% spoke another language other than English at home. This is representative of the NESB population (14%) in the region (Brisbane Southside Central – 16%; Brisbane Inner South - 14%)
· Approximately 27% all patients held private medical insurance, except for Mater Private where 86% of the patients surveyed have private medical insurance
· Overall, more males (54%) were seen than females, the most noticeable difference being at the PAH, with 68% of category 4 & 5 patients being male

· Patients aged between 20-29 represented the largest group (18.9%) attending EDs after hours, except for Mater Children’s where a 100% attendance of 0-14 year old is to be expected (table 12 and figure 5)

Table 12
 Number of category 4 & 5 patients presented at the EDs by age groups 

	Age group
	Hospital

	
	MCH                   (n)      (%)
	MAH*      

n          (%)
	MPH     

n            (%)
	QE II       

n      (%)
	PAH         

n     (% )
	Total 

n          (%)

	0 – 14

15 – 29

30 – 49

50 – 69

>70
	345         99

5             1

0             0

0             0

0             0
	    0*               

100          45

82           37

29           13

10            5
	9           31

7           24

8           28

  2           7

3          10
	 22          18

 56          45

 29          23

 14          11     

 2              3
	  1        1 

  19     27

  32     45

  17     24

   2       3  
	377        48

187         24

151         19

62          7.8

17          2.1

	Total 
	350        100          
	221         100
	29          100
	123        100
	71     100
	794        100


*Children below 15 are referred to Mater Children’s
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· Largest number (48%) of patients presented at the EDs on Saturday & Sunday. The number of attendances subsequently decreased after hours on weekdays as shown in figure 6. 

· The trend is similar across all the public hospitals with 80% accessing AHPMC between 6pm – 11pm on the weekdays (Monday – Friday) or between 12noon Saturday and 8am Monday.

· Most ED patients  (85%, n=769) have a doctor or GP (other than the hospital ED), whom they regularly visit. However 90% of the patients surveyed indicated that the hospitals were their only known option for medical service after hours
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Figure 8     Mode of transport to Emergency Departments
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Figure 9            Reasons for participating in AHPMC services

Percent Responded

 35% had contacted a GP before presenting at the ED as shown in figure 7
. Of those who had contacted an AHPMC service (GP or an Ambulance), 70% were advised by their contacts to visit the ED. (Note: Other refers to community health workers and health carers in the nursing homes)

· The majority of the patients accessed EDs via a private car (81%) and 8.4% came via an ambulance. The main mode transport used by ED patients during the 2-week period is presented in figure 8. 
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· The majority of the patients stated ‘Trauma
’,‘Limb’, ‘Ear Nose & Throat (ENT) & Fever’ as perceived reasons for seeking medical care at the EDs after hours. At the Mater Children’s ED, the highest proportion of patients presented for the stated reasons of ‘fever’,’ trauma’, ‘vomiting’, ‘diarrhoea’ and ‘respiratory’.

· Approximately 50% (the majority of whom were between 20 –29 years) indicated they would use an after hours GP service for the same perceived medical problems if that service was available. 

· Many had not experienced problems in accessing medical care after hours in the last 12 months. Those who had experienced problems expressed having to “wait a long time for a service”, “costs involved with accessing (transport and distance) an after hours service”, “distance to travel” and “attitudes and inexperience of medical officers and ED staff”.

5.1.2 Consultations with Consumer groups

Consultations with community representatives between 1 January to 30 May 2002, found general approval of consumers with regard to the provision of after hours care by a deputising, GP type and emergency care services. 

In seeking after hours medical attention, the quality of the care provided is a key concern to consumers. The ED patient surveys indicate that 80 to 85% of patients seek medical care at an ED after hours because ‘a good quality treatment is available’, ‘all treatments are available’, ‘it is a safe place to visit’, and ‘is close to home’.  

Dissatisfaction related to service waiting times (either at EDs or for home visits) is a recurrent theme raised during consumer focus groups. For instance, more than 50% of category 4 and 5 patients could wait up to 8 hours before being seen by an ED doctor and consumers could wait up to 4.5 to 5 hours for a home visit during busy periods. 

Other issues raised by community representatives surrounding the needs and barriers in accessing after hours services and possible suggestions for an integrated model from a consumer perspective’s are: 

· Problems with AHPMC service provision
· Cost is a significant barrier for those who cannot afford after hours GP services and therefore are inclined to visit public EDs that provide a free service

· Accessible after hours care, including being able to obtain quality care and having access to medications after hours

· Regular GPs are usually unavailable after hours and cannot be reached. Often answering machines are referred to a mobile number that is not turned on “(Community Health (CH). Therefore, EDs become only alternatives to after hours care mainly also because people’s perceptions of services of being available, providing quality care and /or are free.

· GP and patient relationships are considered crucial in patient care delivery. Many elderly patients prefer to be seen by their regular GPs and have expressed “experiencing conflicting advice between ED doctors and regular GPs which is confusing as to which advice to take, particularly if on-going care is required (i.e. asthma)”

· Communication between patient and the after hours GPs pose a significant barrier, especially with deputising GPs

· Lack of referrals from EDs even though an allied health team (DAART) is physically located within Mater Public Hospital”

Suggestions for improvement of current delivery of AHPMC services
· Improve the current referral systems between different after hours providers to patients’ regular GPs

· Improve the present education and information flow by promoting existing services better to community stakeholders

· Improved access to local community services would be preferred and less stressful for the elderly population

· Need to accommodate bulk billing for pensioners and Healthcare card holders for private after hours services 

· Integration between after hours GP services with ‘normal hours services’ and between after hours providers such as local GPs, EDs and community health workers. This will require:

· Liaising with the key after hours providers (EDs and GPs and the deputising GPs)

· Involve community workers who already provide some after hours care to patients and liase directly with consumers in high AHPMC service need’

· Provide incentives to GPs, both in the form of money and status (from both government and community)

· Incorporating cultural awareness within AHPMC service provision

· Educating community and after hours health care providers of appropriate service in place

· Taking a collaborative approach that involves strong GP involvement and commitment and input from the community (community participation in service delivery strategies).

Primary health care needs vary across consumer groups in the region. For instance, the Executive Officer of the QE II Hospital Health Service District Community Health Services reports that “there is a significant access issue to medical care for young people who are overlooked in the current health system because of issues surrounding consent to health care. There are the homeless, the most vulnerable group who are often lost in the hospital system or discharged back onto the street, and many have no accessibility to allied health or continuation of health care. Many newly arrived migrants (under Permeant Protection Visa or Temporary Protection Visa, can only access public EDs because of delayed applications for Medicare cards and being unable to afford to pay for a medical service or transport”. 

These consumer issues echo support for service enhancement by formally linking existing services that is already in place and incorporating public education as a key strategic component to inform the general public of available and appropriate AHPMC services in the region. 

5.2
AHPMC Service Providers Needs Assessment

5.2.1 GPs Perspective: General Practitioner Survey  

In February 2002, a random survey of 22 GPs was conducted followed by a focus group discussion (FGD) held with GPs on the 10 April 2002 to ascertain types of after hours care provided in the region including number of hours spent providing AHPMC, GPs level of satisfaction with these services, and issues (gaps, barriers) surrounding the provision of after hours care. 

(a) GPs Characteristics

The demographic data on age, gender and work status of respondents are presented in Table 13. (Note the sampling bias as the results represent 22 GPs who responded to the GP survey). The majority were aged between 35-44. About 43 %  (9) supported their own patients (either by ‘on- call, home visit’ and/or from practice), 14% (3) delegated to a deputising service and 19% (10) indicated using other methods but did not specify what these were. 

Table 13    Description of GP characteristics (n=22) for January 2002

	Variables
	Characteristics

	
	Male 
	Female

	Age Category 

25 – 34

35 – 44

45 – 54

55 – 64

Work status 

Full Time – FT

Part Time – PT


	(n)

1

6

2

4

13

12

2

14
	(%)

8

46

15

31

100

86

14

100
	(n)

1

4

3

0

8

4

4

8
	(%)

12.5

50

37.5

0

100

50

50

100


(b) How do they inform their patients of after hours care arrangements?

When asked how they inform their patients about the after hours care arrangements, 31.8% have a phone message/ mobile or call diversion to their own GP; 41% have a phone message/call diversion to FCMS and 13.6% use the FCMS brochure. 73% have a recorded message on the practice answering machine and a sign outside the practice; 77% use a practice information sheet and 68% inform their patients directly during consultations.

(c) GP Satisfaction levels with the current after hours services
86% (19) of GPs were personally satisfied with the current after hours care arrangements. Two of the three respondents who were not happy with the services commented “ its expensive (more than PIP) to provide after hours care” and “ there needs to be more involvement, as much as possible, between after hours services”.

Data collected suggested that the majority of the respondents were satisfied with their practices’ arrangement for their patients and their patients are happy with the level of service they are presently receiving. However, it needs to be noted patient satisfaction in General Practices was not measured directly by a patient survey and the results merely reflect opinions of GPs of their patients’ satisfaction with after hours care. Those GPs who provided AHPMC to their own patients were satisfied with their current service arrangement. Many, however, reported they would like to see 

“ GP practices work on a roster system, practice telephones redirected to the GPs on roster, practice rotate opening after hours during the week and on the weekends and GPs to agree to working in a co-operative arrangement mainly to share the workload burden between practices”.

(d) GP Participation in after hours care and problems in providing AHPMC 

GPs were asked if they personally participated in the provision of after hours care for their patients in the last 6 months, 59 % (13 GPs) of the respondents participated in some form of AHPMC.  55 % (12) regularly provided after hours care either through practices or are on-call. One GP, however, indicated offering regular AHPMC services to his patients (subscribe to a deputising service) but had not personally participated in the service.  

(e) Reasons for personally participating in after hours care from GP perspective

Respondents were asked to state the reasons for participating in after hours care (figure 5): 92% (12/13) indicated that they personally participated because of patient care. 31% (4/13) stated it is a requirement of job/PIP and 8% (1/13) indicated they enjoyed their work as illustrated in figure 5. 
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(f)
GP participation in future regional AHPMC service model

GPs were asked to indicate whether they would consider participating in a regional after hours service model, 41% (9) stated they would, 27% (6) said they will not and 32 % (7) stated that they are unsure at this stage. These results, however, cannot be generalised to other GPs in te region who did not respond to the GP survey.

During the GP focus group discussion, about 50% of GPs (10) supported the idea of participating in a regional service delivery model. However, these findings also cannot be generalised to every GPs in the region. 

The issues represented below are also supported in the AHPMC
 trials that are evaluating localised models of AHPMC service provision across Australia. Table 14 summarises the most critical factors influencing delivery of AHPMC services in the region (using ‘Likert scale’ “1 – 5” where 1-very important and 5- least important in Hayes et al, 1998). 

Table 14
 Critical factors for future AHPMC services as noted by GPs 

	Critical factors influencing AHPMC
	“Most important” factors in the delivery of AHPMC (%)

	Adequate remuneration for GPs
	100

	Good quality of life (personal & professional)
	100

	Personal safety of doctors when providing after hours care
	100

	Screening or minimising unnecessary after hours calls
	89

	Consumer education
	88

	Reasonable waiting times for patients ( either at practices & for home visits
	78

	Availability of ancillary services such as radiology, pathology & pharmacists
	77


n= 11 GP attendances; 9 GPs completed the ‘Likert Scale’ questionnaire

Other issues identified by GPs (direct quotes), as part of the needs assessment include:

· GP working conditions are critical in the delivery of quality medical care, especially when personal safety of GPs, having a good quality lifestyle (professional & personal) and adequate remuneration are significant barriers in the delivery of AHPMC

· Reduced workforce (decline in GP workforce), increased number of part-time GPs and feminisation of workforce with increased part-time female GPs who work less hours than their male counterpart are factors determining the GP workforce and it directly influences the quality and effective provision of AHPMC in the area

· Federal Government ‘did away with’ after hours item numbers, which has had catastrophic effects on the provision of AHPMC. If a GP opens after hours, they have to pay their staff time and a half. The present bulk billing rate does not cover those costs 

· Current remuneration is not seen as an adequate ‘fee-for service’ in the provision of after hours care and as a result there is a dramatic decrease in the number of GPs bulk billing 

GPs were asked to state, in their opinion, the most important changes needed to improve the current arrangement in AHPMC services. Issues that were raised by GPs of  ‘visions’ for future enhancement are that there needs to be: 

· A better reporting back of after hours visits, i.e. clearer reports on diagnosis, treatment, management and efficient information feedback on after hours consultation

· More support for deputising services, including patient education and acceptance of after hours options such as deputising services and that GPs are not available 24 hours a day

· Enough GP cooperation to cover the hours and location and to include patient education in what is best (appropriate) for what complaint, eg, visiting ED or making home visits

· A centralised first contact for ‘sorting’ patients (triage); a cooperative ‘sharing’ of work conditions and in-service provision for after hours including linking up systems through protocols that require faxing back of after hours consultations to own GP/practice, informing patients of rostered GPs or locums/ and of cooperative arrangements

· When developing models need to be mindful of the workforce and its make-up (about 40-60% of GPs in Brisbane South region are in solo or ‘small’ (<4 GPs) practices)

· Consumers need to be educated about the AHPMC that is available and appropriateness of each services in possible circumstances
5.2.2
Key stakeholders’ perspective (Other Than GPs and Consumers)

All key stakeholders consulted during the ‘needs assessment’ and at the recent Brisbane South region ‘service delivery framework workshop’; provide support for the ‘Integration, Communication, Education’ (ICE) model. Meetings with the Directors of Emergency Departments in the region indicate strong support for a collaborative approach between after hours providers and in hours medical service providers. 

· Public hospitals would prefer to see a reduction in the number of after hours primary medical care patients. Workforce issues include difficulty in maintaining staff numbers after 11 pm and thus relying heavily on overseas specialists who are recruited and trained by EDs to provide after hours care. The number of patients presenting at the ED for ‘non emergency’ medical reasons could be dealt with more appropriately by a GP or seeking care in-hours. 

· There is a need to ensure equitable access to AHPMC by bulk billing pensioners, health care cardholders and veterans. Hospitals need to maintain an open door policy when it comes to access for the vulnerable such as children, elderly and marginalised groups.

· Public education will need to focus on communication strategies. The focus needs to take a multifaceted approach that specifically targets groups of consumers with identified needs (parents with young children and 20-29 years were target patients identified from ED Patient surveys).

· Domiciliary Allied services expressed concerns that many medical professionals (GPs and ED staff) do not communicate or are generally unaware of their services. The DAART claim that there is a limited number of referrals based on ‘allied health and preventative community health care’ made to them by EDs even though the allied health team is physically located within Mater Public grounds (This might have something to do with how they get paid- they are only funded for HACC services).

· Most stakeholders felt that “Consumer education and information strategies are critical in informing consumers of most appropriate after hours options and the appropriate use of after hours services”. It was highlighted during interviews that the need to educate the public, particularly older citizens, to access medical care when a condition first appears instead of waiting until the condition worsens and requires transportation/medical assistance after hours. 

Queensland Ambulance services raised three significant issues affecting patient continuity of care:

· Inappropriate and varied qualities of referrals from local GPs and deputising doctors, sometimes just ‘please admit’ referrals

· Inappropriate hospital referrals to a non-tertiary care centre when in fact the patient require tertiary care as a common issue raised 

· Under current legislation an ambulance cannot transport a patient anywhere other than a hospital and the service does not provide any feedback to GPs

Chapter 6

6.0 Discussion

The provision of AHPMC in Australia has been problematic and many studies have documented the problems of lack of access, poor distribution of medical personnel and variable quality in the delivery of care. Overall, the perceptions of stakeholders are that existing arrangements already meet the AHPMC needs of either patients or practitioners. The providers of AHPMC (such as the GPs, the EDs and the deputising services) have increasingly been able to satisfactorily deliver a service although the result is a heterogeneous, ad hoc arrangement with pockets of adequate service provision interspersed in the region.

However, there is a general concern that a number of people who fail to access after hours care clearly need to do so. The lack of knowledge of available options, resources or financial means may delay seeking help after development of serious medical conditions when clearly a need for immediate attention is required. 

Conversely, some individuals, particularly those who have a perception that their need for care is great and are often high users of after hours primary care services. These individuals often see relatively harmless symptoms as serious and repeatedly seek care either from an ED or any other existing after hours service. There is a strong need to educate and encourage these individuals to utilise daytime (or in hours) primary care services rather than to occupy after hours resources. 

Between these extreme scenarios lie the vast majority of people who require after hours care and the spectrum of attention may vary from primary care level to a more emergency need in an ED. The critical issue lies strongly in developing a mechanism whereby appropriate care can be delivered to individuals in an appropriate setting, i.e. matching care delivery to meet need. Figure 10 illustrates the current service provision, gaps and barriers surrounding after hours primary medical care in the Brisbane South region. 

6.1 Current Service Provision shortfalls

Access to a deputising service for subscribing General Practitioners as well as the availability of public and private emergency departments have diminished the onus on GPs to provide their own services and patients look towards State and private hospital EDs for after hours care. This tendency is promoted by private hospitals and is not discouraged by GPs who have generally been reluctant to provide their after hours care and slow in educating their patients about the availability of appropriate out-of-hours services. As a result, public hospital attendances have increasingly and unwillingly, confronted by category 4 and 5 patients seeking medical attention for minor complaints. 

Even though there are potentially a large number of AHPMC services available to be delivered in the region, the identified gaps are as follows:

· There is a distinct need for integration between the after hours primary medical care services and the in-hours primary medical care services, and between after hours service providers such as the EDs and GPs (local community and deputising). There are no community health and allied health services available for after hours. Due to the diversity and complexity of AHPMC service provision, consumers are faced with the problem of lack of continuity of care, especially when they seek after hours care from a provider other than their regular GP. 
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Figure 10    The current service gaps, issues and barriers to the provision of AHPMC services
· Presently there is a commitment of all service providers, but a lack of resources to forge these links. A linkage of primary, emergency and allied health services needs to be both localised within Divisions and across both Divisions in the region. As an outcome of a service delivery workshop held on 1 May 2002, key stakeholders supported the concept of service integration to help build links and strengthen trust between providers in working together rather than in parallel silos.

· The unavailability of GP type services after 9 pm because of the changing GP workforce where GPs are now choosing to work fewer hours, or part-time or as employees has affected the continuity of patient care. Thus, a deputising service and EDs in the region fill this gap of patient care for after hours primary medical care. This may or may not result in sharing of consultation/discharge information summary between providers and the patients’ regular GPs. Continuity of care is reduced because patients using after hours may use a variety of services. A communication link between AHPMC providers needs to be established for transferring patient information either through appropriate reporting, fax back or referrals from GPs to AHPMC providers and vice versa (ie. using standardised referral forms, patient /discharge summaries and clinical records). The Divisions are currently working with Mater Hospital to standardise ED referral documentation – with additional resources and support, linking referral systems could be built and expanded on to all EDs in the region.

· Presently, Brisbane South region has no GP cooperatives with the majority of solo GPs providing their own after hours care. GP practices in the Divisions are currently operating at full capacity with patients trying to seek care after hours being turned away because of over demand and pressures in providing after hours care.  Current GP workforce issues have resulted in patients having to wait, at times, up to 3 days to access their regular GP and often presenting at an ED rather than waiting for an appointment. 

· As a consequence, many patients seek care from a hospital ED. Hospitals in the region for the period 1 January to 31 December 2001 show increasing number of presentations (50%) and admissions (10%-20%) of category 4 and 5 patients seeking after hours medical care at the Emergency Departments. The EDs currently see about 60% of all presentations after hours
 and most attendances (60%) are between 6pm and 11 pm. As a result “in many instances about 50% of patients have waited more than 8 hours to be seen or admitted and a relatively small number of patients are seen during the late night and early morning periods”. It is recommended that only 4% of patients should wait longer than 8 hours (personal communication, MAH, 2002).

· Pharmacies in the region offer extended opening hours but need further integration with other after hours medical service providers. The ED patient survey conducted in January 2002 found that many consumers have identified EDs as the only known place where diagnostic and pharmacy facilities are available after hours.

· Queensland Ambulance Services have centralised formal (direct) links with the community and the Emergency Departments for emergency patient transfers. However, meetings with the QAS Region Managers confirm, “referrals from local GPs vary in quality and appropriateness related to the patient’s need for a primary, secondary or tertiary hospital care”.

· The Divisions of General Practice recognise that, due to the current pricing structure, not all sectors of the community have reasonable access to the AHPMC services, particularly those in the community with the poorest health outcomes. For instance:

· The profile of Brisbane South region shows a relative ‘maturing’ (25-64 years – 52%) population and a growing indigenous (1.4%) and NESB (17.3%) population. This influences the priorities of the public sector health services, for it is the public sector that provides health services for indigenous people, low socio-economic status (SES) groups and the elderly. Although small in comparison to the general population, these groups have specific needs as primary health care patients that must be met if optimum health outcomes are to be achieved.

· With the aging population in the region, there is little doubt that this will increase the demand for AHPMC in the future, and that any changes to current services must incorporate the capacity for home visits and linking with allied & community health services to ensure a continuum of patient care.

· A growing number of mental health patients in the region also present at EDs after hours. However, there is a significant need to define these patients as either a primary health care or mental health patients and identify their reasons for seeking AHPMC services other than mental health care. Concurrent projects in mental health are being conducted through the Division. 

· There is public misconception regarding the type and availability of services as well as the attitude towards potential cost of services, particularly with reducing numbers of bulk billing practices. The focus group discussions with community health workers and consumer representatives identified that:

· “Access to (and knowledge of) AHPMC services with options and health information is difficult” and “often patients are not advised appropriately of the types of services and costs associated in seeking appropriate advise/care after hours by their regular doctor or carer”.

· Most people in the community have little understanding of how the health system operates, many being critical of access (in terms of awareness of available AHPMC options) to general medical and/or hospital care and community facilities rather than about the issue of provision of AHPMC services. 

There is a need to improve awareness of appropriate use of existing services in the region and enhance access to the delivery of AHPMC through promoting use of in hours primary medical care services. Public education would inform consumers of the benefits of having fee-paying services available after hours. A public education campaign is seen as a way to increase and improve consumer knowledge to better meet their needs and expectations. 

7.0 

AHPMC Service delivery workshops

7.1
Stakeholders workshop

The ‘After Hours Primary Medical Care Project’ service delivery workshop was based on a ‘sustainable framework’ outlined in Veitch and Crossland, 2001. 

7.1.1 Summary outcome
The Advisory group were given four options and asked to come to a consensus after the strengths and weakness had been explored for both models presented. The options were: 

· Choose one model & apply for funding

· Choose a combination of models & apply for funding

· Choose one or more models and fund within

· Do nothing

The outcome was achieved according to the workshop aims and a submission for funding a combination of two models (see below) was supported by the Advisory group. Refer to appendix 5 for details of each model presented to the stakeholders.

Model 1: Integration of AHPMC and Public Education 

Aim: To develop awareness and integration of appropriate AHPMC services for both providers and consumers

Model 2:Co-located GP clinic and mini GP co-operatives (independent and/or incorporated)

Aim: To provide continuity of care and quality medical care through collaborative arrangements and extended hours of GP type service to consumers

After in-depth discussions with the chairman of FCMS and the District Manager for QE II Hospital Health Services District, it was determined that FCMS did not have the immediate resources to assist with setting up a co located clinic within the ground of QE II hospital. However, FCMS gave a commitment to revisit setting up a clinic at either the QE II or the Mater hospital facility in approximately eighteen months. 

All stakeholders were advised of this outcome and unanimously agreed to apply for funding of the Integration, Communication, Education model.

7.2 Recommendation

With a need for better coordinated after hours primary medical care services by all the hospitals and other after hours providers in the region, it is recommended that:

· A consortium between the Brisbane Inner South Division of General Practice and the Brisbane Southside Central Division of Practice be established to undertake a service delivery plan for Brisbane South region 

· Apply for funding to the DoHA through the After Hours Primary Medical Care Development Grants Program for the purpose of undertaking a service development plan which enhances after hours services by developing a solid framework encompassing Integration, Communication, Education (ICE).

7.3
Description of proposed model 

Through the stakeholders’ service delivery workshop held on the 1 May 2002, a framework of Integration, Communication, Education was proposed as the key AHPMC model for the improved integration, awareness and appropriate utilisation of services in Brisbane South region. Overall, the model aims to improve patient access to the existing after hours primary medical care service delivery through better integration, communication and education among the key stakeholders and consumers. 

The model has three key elements (Integration, Communication, Education) as shown in figure 11 below:
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8.0
Performance measures

The process evaluation of After Hours Primary Medical Care Project occurred systematically throughout the project. Performance against the project objectives indicates completion of the project cycle. 

The reach and impact indicators include (also GP and stakeholders needs assessment):

· GP/Practice surveys (chapter 4&5)

· ED patient two week audit (chapter 5)

· Number of GP attendances and evaluation of GP focus group discussion (chapter 5) 

· Evaluation of service delivery workshop (chapter 8)

· Advisory group evaluation of project process (chapter 8)

8.1 GP reach and impact

All General Practices from the Brisbane Inner South Division of General Practice (BISDIV) and the Brisbane Southside Central Division of General Practice (BSCDGP) were approached to undertake a structured telephone interview (survey).

The survey was conducted between 1 to 31 January 2002 to provide a snap shot of the number of General Practices and GPs in after hours primary medical care services in the region. As at January 2002 a total of 144 General Practices were registered in the Divisions GP Database. 

Telephone interviews were conducted with either the Practice Principles or Practice Managers to obtain information on the demographic details of practices; the current after hours arrangements and types of after hour care provided to practices own patients.  Most respondents were practice managers rather than GPs and hence the data collected does not necessarily reflect direct opinions of GPs. 

The final sample consisted of 123 General Practices who were registered in the BISDIV and BSCDGP GP Database in January 2002, representing 85.4% of the practices from both divisions. 21 practices were not included in the survey for reasons tabulated below.

   Ineligible Surveys

	Reasons for Ineligibility
	BSCDGP
	BISDIV
	BISDIV/BSCDGP

	Clinic closed down during the project cycle 
	1
	1
	1

	Not interested
	8
	3
	

	Specialist Clinics
	2
	2
	

	Unavailable 
	2
	0
	1

	Total 
	13
	6
	2


   *Shared postcode area. Practices that cover 4151 and 4152 

8.2
ED Patient survey

A two week audit of patients attending EDs was conducted within the 5 hospitals in Brisbane South region including MCH, MAH, MPH, PAH and QE II Hospitals for the period of 14 to 27 January 2002. 

A total of 826 surveys were collected and 803 completed surveys were entered into an access database as the final data set as shown in the table below. The scope of these audits was limited to two weeks due to the time constraints of the project cycle. The data were collected retrospectively which may impact on its accuracy and completeness (at best an estimate) but provides information relevant to the project objectives
Table 15     Hospital data set for category 4 & 5 patients for the period of 14 to 27 January 2002

	Emergency Department
	Total surveys collected 
	Final data set (n=803)

	Mater Children’s

Mater Adult

Mater Private

Queen Elizabeth Jubilee II

Princess Alexandra
	357

231

29

136

73
	353

222

29

127

72

	Total attendances of category 4 & 5 
	826
	803


8.3  
GP Focus group discussion

Using ‘Likert Scale’ 1 not satisfied to 5 extremely satisfied, GPs rated the group discussion as satisfactory (4 and 5 - satisfied to extremely satisfied) and satisfied (4) the outcome of the session.

8.4 Service delivery workshop evaluation 

There were four questions within section one, respondents were asked to reply to these questions with a scale of 1-5, 1= Not useful at all to 5= very useful.

· All GPs from the Divisions of General Practice were invited to attend

· Practices 18 stakeholders sent RSVPs to the Division for this event, 15 attended on the night

· 9/15 (60%) attending stakeholders completed evaluation forms

· Evaluation involved a self reported questionnaire

Question 1 

How useful was this session in enabling you to:

1.1 Understand the potential gaps and issues with the present delivery of AHPMC services in Brisbane QE II region?

· 7/9 (78%) respondents found the session to be very useful (4-very useful and 3-useful) and have gained an excellent or very good understanding of the potential gaps and issues with the present delivery of AHPMC services in QE II region 

· Two respondents were unsure

1.2 Gain an increased understanding of the options of types of medical care that you and your patients can access after hours 
· 8/9 (89%) of attendees reported a significant increase in understanding of the options of types of medical care available in the region and one respondent did not gain understanding of available AHPMC Service option and found the session not useful.

1.3 Gain an increase understanding of ways to improve the current delivery of AHPMC services and possible solutions to future service enhancement

· 7/9 (78%) respondents gained an increased understanding of ways to improve the current provision of after hours primary medical care.

· 2/9 (22%) were unsure if the session had enabled them to gain an increase understanding of ways to improve the current delivery of AHPMC services and possible solutions to future service enhancement understanding 

1.4 Content was relevant to initiate discussions amongst stakeholders 

· 8/9 (89%) found the content of the workshop useful (5- very useful and 3 – useful) in initiating group discussions to achieve workshop outcomes. One respondent was unsure to this question

Question 2

Overall how would you rate the outcomes of the workshop (satisfied with the decision by all stakeholders of the proposed AHPMC service model- if it was decided)?

· 2/9 (22%) and 6/9 (67%) found the workshop outcomes very useful and useful, respectively.

· 1/9 (11%) reported the outcome of the workshop was not useful
Other comments about the workshop included:

· “Relaxed but well managed workshop”

· “More work to do but at least we are all talking to each other”

· “More GPs should have been at these meeting- GPs need to be told of the proposed plans”

· “Two different models were discussed but I feel our choice (integration & public education) is the viable way to go”

· “Important to attempt to get funding now and trial this concept”

· “Not sure that we really know what we need to achieve or how relevant any initiatives would be”

8.5
Advisory group process evaluation

Overall, all participating stakeholders found the AHPMC project performances were satisfactorily assessed against its aims and objectives.  The project evaluations and recommendations were accepted and agreed by all stakeholders involved during the project cycle- resulted in an application for an integrated AHPMC service development grant to the DoHA.

The project outcome emphasised a strong support of collaboration and integration of primary medical care services between key stakeholders –that is, achieved through the development of the “ICE’ Model. The process of the collaboration and partnership throughout the project cycle is fundamental to the success of the model and is the only way a sustainable service delivery infrastructure will be maintained. 

Inclusion of the Reference Group has facilitated feedback and discussion and the same group of people were involved at all levels through out the project.

When asked what was the best thing about being involved in the After Hours Primary Medical Care Project, the majority participants indicated that ‘ they were kept well informed’ at all stages of the project, and ‘that it was a team approach’.   

However, most stakeholders expressed dissatisfaction with ‘ tight deadlines for reviewing reports and providing feedback’ and felt that it was a significant limitation for undertaking a comprehensive feasibility study covering a wide region (QE II Hospital Health Service District).  Other comments included ‘ it was an excellent review of all facilities in the area, and a well written project’.
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Appendix 1:  Demographics Profiles by Divisions of General  Practice

Brisbane Southside Central Division of General Practice

Estimated Number of residents in the Divisional area in June 1998 - 246,479 ABS, 1996).

The gender mix is:
 48.9% male




51.1% female


Population Age Distribution Brisbane Southside Central Division of General Practice

	Age Group
	Number

	0-4

5-19

20-34

35-49

50-64

65+
	
15,776


51,125


81,748


62,658


35,661


28,501

	TOTAL
	246,479


Socio-economic status 

There is a wide range of socio-economic status within the suburbs included in the Division, with variation within and between suburbs. The suburb whose residents have the highest average socio-economic status is Mt Ommaney and the lowest is Inala. The range of difference can be seen below

 Range of Socio-economic Indicators, Brisbane Southside Central Division of General Practice 

	Suburb
Postcode
	Youth Unemployment
	Total Unemployment
	Average Weekly Household Income

	Highest:

Mt Ommaney 
4074
	9.9%
	3.9%
	$1343

	Lowest:
Inala 

4077
	31.4%
	21.7%
	$412


Figures are as at 1996 Census date (Australian Bureau of Statistics)

Indigenous Population

Extrapolating from 1996 Census data (ABS) as of June 1998 there was an estimated population of 3410 Indigenous Australian residents in the Division area. Of these approximately 46% live in the postcode area of 4077, where, in the suburb of Inala, Indigenous persons make up approximately 7.5% of the total resident population. In other suburbs in this Division Indigenous population percentages range up to 3.7% from 0. Most suburbs have a less than 0.8% Indigenous population. 

Ethnicity and Cultural Groups 

 The population of the Brisbane Southside Central Division's geographical area consists of people of a wide variety of ethnic and cultural backgrounds. With migrants (those over five years old not born in Australia - ABS) making up just over 25% of the population. A significant proportion of these migrants are from non-English speaking backgrounds (NESB) in some suburbs. Table below shows the suburbs with the  highest and lowest populations of migrants.
Range of Ethnicity Percentage, Brisbane Southside Central Division of General Practice

	Suburb Postcode
	% Born overseas
	% NESB
	Proportion of migrants NESB

	Highest:
Darra

4077
	48.1%
	46.4%
	96.4%

	Lowest:
Chelmer
              4075
	15.7%
	3.9%
	25.3%


Significant communities of persons from a Chinese ethnic background are found in the postcode area of 4109 and from a Vietnamese ethnic background in postcode area 4077.  

Geographic Spread of Population 

The Division, being located in an urban area within 15-30 minutes drive of the CBD of Brisbane, has a high to medium population density.  Areas closer to the city (postcode 4121) tend to have a higher proportion of multi-occupancy dwellings and smaller housing allotments than those  further from the city (4112, 4113, 4074).  Some suburbs are more sparsely populated due to the industrial (Acacia Ridge, Archerfield, Rocklea) , institutional ( Nathan - university, Coopers Plains - hospital and government, Wacol - prisons and psychiatric hospitals) or undeveloped (Pallara, Larapinta, Heathwood) nature of land use.

Brisbane Inner South Division of General Practice (BISDIV)

As at 1996 Census, the total population of the BISDIV region was 116,000, representing 14% of the Brisbane population. Geographically the BISDIV region comprises an area of 73 square kilometres, 6.4% of the total Brisbane City area. It includes 26 suburbs.

 Population Age Distribution BISDIV
	Age Group
	Number

	0-4

5-19

20-34

35-49

50-64

65+
	
6,525


18,261


34,274


24,228


14,444


16,407

	TOTAL
	114,139


Socio-economic Status

There is a wide range of socio-economic status within the Division area. Annual family income is roughly comparable with Brisbane as a whole. Those suburbs with the lowest median income include Dutton Park, West End Woolloongabba and South Brisbane.

Indigenous Population 

Approximately 1.4% of the population within BISDIV’s boundaries is of Aboriginal or Torres Strait Islander descent. The Aboriginal and Islander Community Health Service that operates within the Division however draws its clientele form all over Brisbane.  The community profile for the ward of Dutton Park (Brisbane City Council 1995) suggests that the numbers of people of indigenous origin may be much higher due to the large number of homeless people in the inner suburbs.

Ethnicity

The BISDIV region has an ethnically diverse population. 8.4% of the population were born in a non-English speaking country. The Division is home to significant numbers of people who speak Greek, Chinese languages, Italian, Vietnamese, Spanish and German. The suburbs of Annerley, Greenslopes, Moorooka, Holland Park, Stones Corner, Yeronga are home to significant numbers of refugees. BISDIV has been heavily involved in the provision of health care and the development of health programs for these people who come mainly from the Horn of Africa, Bosnia, and the Middle East.

Appendix 2: Project timeframe

Project Plan December 2001-May 2002: After Hours primary Medical Care Project 

	Strategy/Action plan
	2002

	
	December
	January
	February 
	March
	April
	May
	June

	Appoint a Project Officer 
	
	
	
	
	
	
	

	Establish Management Steering Group
	
	
	
	
	
	
	

	  - Management group meetings 
	
	
	
	
	
	
	

	Establish project Advisory group
	
	
	
	
	
	
	

	 -  Advisory group meetings
	
	
	
	
	
	
	

	Literature review 
	
	
	
	
	
	
	

	Dissemination of overview in division bulletin
	
	
	
	
	
	
	

	Identifying key stakeholder contacts 
	
	
	
	
	
	
	

	Interviews with key stakeholders 
	
	
	
	
	
	
	

	Mapping existing after hours services
	
	
	
	
	
	
	

	-Conduct General Practice Survey
	
	
	
	
	
	
	
	

	-Conduct GPs survey (random sample)
	
	
	
	
	
	
	
	

	-Data entry, cleaning and analysis
	
	
	
	
	
	
	
	

	-Ethical clearance from ED (internal)
	
	
	
	
	
	
	
	

	-Interviews/discussions with Triage nurses
	
	
	
	
	
	
	
	

	-Design/Pre-test ED Patient surveys
	
	
	
	
	
	
	
	

	-Conduct the ED patient surveys for 2 weeks
	
	
	
	
	
	
	
	

	-Interviews with ED directors /specialists
	
	
	
	
	
	
	
	

	-ED data entry, cleaning and analysis
	
	
	
	
	
	
	

	Transcription and analysis of interview data 
	
	
	
	
	
	
	

	DHAC meeting with AHPMC project team
	
	
	
	
	
	
	
	

	National AHPMC Workshop (Sydney)
	
	
	
	
	
	
	
	

	Reporting of summary findings to Management 
	
	
	
	
	
	
	
	

	GP Focus group discussion
	
	
	
	
	
	
	
	

	Draft results and findings
	
	
	
	
	
	
	

	Hold AHPMC service delivery workshop
	
	
	
	
	
	
	
	

	- Process Evaluation 
	
	
	
	
	
	
	
	

	Developing an AHPMC service delivery plan (if needed)
	
	
	
	
	
	
	
	

	Developing funding proposals, if major structural changes identified
	
	
	
	
	
	
	
	

	Project Evaluation 
	
	
	
	
	
	
	
	


Appendix 3: Data collection tools 

A: Quantitative instruments

(1)
After Hours Care – General Practice and general practitioner questionnaire
The Brisbane Inner South Division of General Practice and the Brisbane South Side Central Division of General Practice, on behalf of the Mater, PA and the Commonwealth Department of Health and Ageing are investigating existing after hours primary medical care services for this region.  We are currently evaluating the need and opportunity for the development of models for a comprehensive regional after hour’s primary care service. 

In order to develop models that genuinely reflect the needs of GPs and their patients it is vital to obtain information regarding the level of service that currently exists in the region, and also establish the level of satisfaction with current after hours services.

Two surveys will be conducted: The first will be a telephone General Practice survey and the second will be a follow on survey with General Practitioners.  Through responding to the following surveys you will have direct input into the development of the ‘best practice’ after hours service models. The survey results will be used to:

a) Evaluate the level of after hours service currently available

b) Identify the various modes of after hours service currently accessed

c) Identify the level of satisfaction with current after hours services

d) Provide opportunity for GP feedback

e) Identify GP needs
f) Identify patient and community needs.
Survey responses will be treated with the strictest confidence. All data will be de-identified and responses will be aggregated to further ensure confidentiality.

PART A: 
After Hours Care – General Practice Survey January 2002

Date of Interview: __________________________________

ID: __________

Name of Practice: __________________________________

Interviewee:






Interviewer:  

Definition of After Hours Care

For the purposes of this survey after hours refers to the provision of medical care to patients:

· Seen between 6pm and 8am weekdays

· Seen from 12noon Saturday until 8am Monday morning on weekends

· Seen on public holidays

· For whom no booking was made during normal hours unless it is an illness requiring out of hours review prior to the next normal consulting time. (It is acknowledged that this distinction may be difficult to make at extended hours Practices)

· Extended hours of operation refer to practices whose premises are routinely open after 6pm weekdays and/or after 12noon on Saturdays.
1. What are the normal hours of operation of your practice premises?

Monday to Friday open until
 
__________ am to _________ pm

Saturday open 



__________ am to _________ pm

Sunday open    



__________ am to _________ pm

Public Holidays open


__________ am to _________ pm

2. How many doctors work in your practice?  

   __________

(Part/time is defined as (20 hours/week)

a) Males: 





F/T________ P/T________

b) Females: 





F/T________ P/T________
3.
Is your practice accredited?




Yes (
No (

If yes, what date/year was your practice-accredited


___________?
4.
Does your practice offer an after hours service? 


Yes (
No (
If yes, please tick:

a) The main mode of after hours care. (Tick 1 only)

· Your practice (eg practice doctors are on-call after hours)   
(
· Cooperative roster involving other practices 

 
(
· After hours deputising service  




(
· Formal arrangements with hospitals 



(
· Other (specify)






(
b) Other modes of after hours care. 

Other (specify)_________________________________ 


(
5. Is your practice considering changing the mode of its after hours care delivery in the next 6 months?
Yes (
No (, If Yes, please describe 
6.
 If your practice provides some (or all) of its after hours cover: 
Number ______ N/A (
How many doctors in your practice participate in providing after hours care?

7.
If your practice participates in a cooperative roster with other practices:

In total, how many doctors participate in the cooperative? (Eg total number of doctors from all practices who participate in the cooperative roster)   



Number ______N/A (
8.
What fee does your practice charge for an after hours consultation?

Weeknights

Week-ends 

Part B: General Practitioner Survey February 2002

Date when survey was completed: _____________________

ID:


________

Name of Practice: __________________________________

Number of GP in Practice: ________

Gender:



Male (



F/T (
  P/T (
Female( 


F/T (
  P/T (
Age: 



18-24 (
25-34(
35-44 (
45-54 (
55-64 (
65-74 (
75+ (
2.
In the past 6 months have you personally participated in the provision of after hours medical care? 








Yes (
No (
If yes, what were your reasons for participating?

Patient care 






(
Requirement of job/PIP





(
Additional income





(
Enjoy work 






(
Other (please specify) ________________________________

(
3a.
Do you regularly provide after hours care?  



Yes (
No (
How many hours do you personally work per week, providing after hours care?  ____________Hrs

3b
by which methods do you provide this after hours care?


Your practice 







(, 
 _____hrs
Cooperative roster (with other practice)




(, 
 _____hrs
Deputising service (participating GP)




(,  
 _____hrs
Other (please specify)






(, 
 _____hrs
4.
How do you inform your patients about your after hours care arrangements?

A phone message/mobile or call diversion to GP



(
A phone message/ or call diversion to Deputising service


(
A recorded message on the surgery answering machine 


(
A sign outside the practice





(
A practice information sheet





(
Informing patients directly during consultations



(
Others, please specify
___________________________________

(
5.        What fee’s or fee range do you charge your patients for after hours care?

Weekdays: Before 12am

Home visit



$________________________
Bulk Bill (
After hours surgery visit


$________________________
Bulk Bill (
Weekends: After hours

Home visit



$________________________
Bulk Bill (
After hours surgery visit


$________________________
Bulk Bill (


6. Are you personally satisfied with your practice’s current arrangements for after hours care?


Yes (
No ( 
7.
In your opinion, what are the THREE MOST IMPORTANT changes needed to improve the current arrangements for after hours care?

8. This survey will aid in the development of AH Service models for your consideration in the future.

Would you consider participating in a region wide after hour’s primary care service?

Yes (
No (
Unsure(
Thank you for your time

(
(2)
Emergency department patient survey 
Information sheet 

· The Survey is only for patients who present between 6.00pm and 8.00am, and on week-ends (Saturday and Sunday)

· The Survey is for Patients who have been categorised level 4 or 5 only

· The Triage Nurse will give you the survey if you are in one of these categories

· If you are unable to answer a question, please leave it blank and go onto the next one

· Please fill in the survey before you see the Doctor

· When you have completed the survey please put it in the box provided in the waiting room
(A)
ED PATIENT SURVEY (Category 4 and 5) - MATER CHILDREN’S    

We are doing a survey of patients visiting the hospital Emergency Department and would like to get your input. This survey is to collect PATIENT information only. A friend or relative may help fill out the survey on behalf of the patient and it should take about 6 minutes to complete. Please don’t write your name or address. Everything you write will be confidential.

Today’s date:   __ __ /01/2002





Time: _________(am/pm)
Patient (Child) Information



(please tick one box only)
Are you male or female?





Male  (
Female ( 

Are you of Aboriginal or Torres Strait Islander background?

Yes(
No ( 

Do you speak another language other than English at home?

Yes (
No (
If yes, what is your native language? 






Patient age?




 
 0-14 years
 (








15-19 years
 (
                
                                          
      



20-29 years
 (   



     
 



40-49 years
 (
 






50-59 years
 (
 






60-69 years
 (
 






70-79 years
 (
 






80 or more years
 (
What suburb and/or postcode do you live in?




______________________

Do you have private medical insurance?

 

 Yes ( 
No (
Survey completed by:




Patient ( friend/relative(
This survey is being conducted by the Brisbane Inner South Division of General Practice and the Brisbane Southside Central Division of General Practice, on behalf of the Mater Children’s (Pediatric) Hospital and The Commonwealth Department of Health and Ageing.

1.
Does your child have a doctor/GP that you usually go to?



Yes ( 
No ( 
1a.
What suburb is your child’s doctor/GP?





___________

1b.     
How did your child get to the Mater Children’s Emergency Department?


Private Car(; Taxi (; Public Transport(; Walked (; Ambulance(; Other(, please indicate 


1c.
Why does your child want to see a doctor/GP this evening/today?  




2.
Did you try to contact a doctor or any other after hours service providers (eg chemist) before you came to this Emergency Department?






Yes ( 
No ( 

3a.   
Who did you contact? 


3b.    

Did this service advise you to bring your child to Mater Children’s ED? 

Yes ( 
No (
4.

Is this your child’s first visit to the Mater Children’s Emergency Department?

Yes ( 
No ( 


 
If yes, then go to Question 5;if no, then 



4a.  
How many times in the past year has your child visited the Mater Children’s Emergency Department?                                                    

4b.  
Of these visits, how many times was your child admitted to the hospital?  

___________

5.

Has your child visited other hospital Emergency Departments in the past year?


Mater Public (Adult) Emergency Department 



Yes ( 
No (
Mater Private Emergency Department




Yes ( 
No (
QE II Emergency Department 





Yes ( 
No (

PA Emergency Department





Yes ( 
No (

Greenslopes Emergency Department




Yes ( 
No (
Other

 






Yes ( 
No (
5b
Have you rung the ambulance service to assist your child any time in the past 12 months?  Yes ( 
No (
6b
Did the ambulance service: (please tick one box only)

 

Take your child to the Mater Children’s Hospital



( 

Give you information about your child’s sickness/illness


(
 

Advise you to take your child to the Mater Children’s hospital


( 



Take your child to another hospital





(
7.
Have you used a chemist (not at a hospital) for after hours medical advice for your child in the past 12 months?
     






 Yes ( 
No ( ; If yes, where? 

8.
If there was an after hours doctor/GP service available do you think you would have used it for the problem your child has today?







Yes ( 
No ( 

9.
Please tick your response to the following comments about why you took your child to the Mater Children’s Emergency Department today. Was it because?



It is close to your home







Yes (  
No (


It is a safe place to come for treatment after hours




yes ( 
No ( 


 
You don’t have to pay for treatment 





Yes ( 
No ( 


 
You can get here by public transport





Yes ( 
No ( 


 
All your possible treatments can be done here




Yes ( 
No ( 


 
You can see your usual doctor/GP here





yes ( 
No (

 
You don’t have to wait very long before getting treatment



Yes ( 
No (   



The quality of treatment here is good 





Yes (  
No (


You came here because you didn’t know where else to go for a treatment after hours
yes ( 
No ( 

(b)
ED PATIENT SURVEY (Category 4 and 5) –Adult emergency departments
1. Do you have a doctor/GP that you usually go to?




Yes ( 
No ( 
1a.
What suburb is your doctor/GP?





1b.     
How did you get to the QE II Emergency Department?



Private Car(; Taxi (; Public Transport (; Walked (; Ambulance(; 
Other (, please indicate 

2.
Why do you want to see a doctor/GP this evening/today?  






3.
Did you try to contact a doctor or any other after hours service providers (eg chemist) before you came to this Emergency Department?






Yes ( 
No (                                             

3b.

Did this service advise you to come to the QE II Emergency Department?

Yes ( 
No ( 

4. 
Is this your first visit to the QE II Emergency Department?



Yes ( 
No ( 



If yes, then go to Question 5; 
if no, then 



4a.  
How many times in the past year did you visit the QE II Emergency Department?


4b.   
Of these visits, how many times were you admitted to the hospital?  




5.
Have you visited other hospital Emergency Departments in the past year

Mater Children’s Emergency Department 




Yes ( 
No (
Mater Public (Adult) Emergency Department



Yes ( 
No (
Mater Private Emergency Department 




Yes ( 
No (
PA Emergency Department





Yes ( 
No (
Greenslopes Emergency Department




Yes ( 
No (
6.
Have you rung the ambulance service at any time in the past 12 months? 

Yes ( 
No (
6b
Did the ambulance service: (please tick one box only)



Take you to the QE II Hospital





( 

 

Give you information about your sickness/illness



(
 

Advise you to go to the QE II hospital




( 



Take you to another hospital





(
7.

Have you used a chemist (not at a hospital) for after hours medical advice in the past 12 months?   











Yes ( 
No ( 

8.
If there was an after hours doctor/GP service available do you think you would have used it for the problem you have today?







Yes ( 
No ( 

9.
Please tick your response to the following comments about why you came to the QE II Emergency Department today. Was it because?



It is close to your home







Yes (  
No (


It is a safe place to come for treatment after hours




yes ( 
No ( 


 
You don’t have to pay for treatment 





Yes ( 
No ( 


 
You can get here by public transport





Yes ( 
No ( 


 
All your possible treatments can be done here




Yes ( 
No ( 


 
You can see your usual doctor/GP here





yes ( 
No (

 
You don’t have to wait very long before getting treatment



Yes ( 
No (   



The quality of treatment here is good 





Yes (  
No (


You came here because you didn’t know where else to go for a treatment after hours












yes ( 
No ( 


 

Please place completed forms in the box provided.

Thank you very much for completing this survey.

(
(3)
Triage Nurse Questionnaire for triage procedures  

Hospital: 

Time/date:

Nurse/staff co-ordinator:   

Number of people in the interview: 

Interviewer:

1. Explain how triaging works?  (eg how are patients categorised?)

a.
 Who makes the final decision regarding a patient’s category? 

2. Are patients given any immediate medical attention to ease pain or made comfortable?


3. Is the age of the patient taken into account when triaging? 





4. Are the patients contacted after a certain waiting time to advise of an extended wait?



5. How are patients re-categorised:

6. If it is known that the waiting time will be longer than the standard time, are patients ever advised to go to a 24hr medical centre or contact their GP’s after hours service? 



7. Is there a hospital triaging protocol that is followed or is it the standard protocol set down by the college/other? 
 

a. Is a written copy of the protocol available? 

b. Are the procedures reviewed? 
If yes, how often? By whom? 

c. What would determine the change? 

8. Who conducts the training?  
( Collage 
   ( hospital 
   ( other 

a. How often are staff training courses conducted? 

b. How often are refresher courses conducted? 


9. Is there a protocol in place for ATSI patients?


10. If so what is it? Is a written copy available?








11. Is there a protocol in place for NESB patients?







12. If so, what is it?  Is a written copy available?






13.  Do you use an interpreter service?
      


14. How long is a shift? And how many shifts?

a. Triage nurses  
_____________________________

b. Doctors 

_____________________________

c. Does this differ from week-ends/week nights?  ( yes
( no

d. If yes, how? _________________________________________________________________

e. Triage nurses
________________________________

16.Are you happy with the current arrangements of the emergency department? 


17. On average how many category 4 and 5 patients present: Weeknights and Weekends  ?
(B)
Qualitative instruments

(1) GPs focus group discussions: moderator’s Guide
1. Registration of individual participants (fill in registration form)

2. Thank everyone for attending the meeting

3. Introduce project officers and facilitator
4. Brief introduction of the background, aims and objectives of the project &how the current meeting fits in to the after hours project.
Introduction

The aim of the project is to:

· Undertake an initial service development planning, including a comprehensive needs 

asessment of the current after hours services in QE II region

·   Develop a service delivery framework (including making recommendations for an integrated after hours primary health care service

The GP group discussion today will provide us with an opportunity to investigate the attitudes   and perceptions of the local GPs in the provision of after hours primary medical care services in the Brisbane South region. Additionally, the discussions will be used to explore the development of a possible collaborative service delivery model that reflects the ‘best practice’ in the provision after hours primary medical care and meets the needs of the GPs and their patients.              

For today’s discussion; 

· We would like to tape record today’s meeting because we want to ensure that we get your comments

· The outcome of this session will be used by the project team only and to ensure confidentiality – individual names will be de-identified ( i.e. names will not identified or attached to comments in report)

· As this is a discussion, every person will have their own views and so there are No right or wrong answers

· We may have to restrict peoples’ time so that we can cover the issues and give everyone a chance to express their opinion
· There are two parts to this session – part A: FGD and part B: ‘Likert scale’ to be completed by participants
Part A: FGD guide

1. Tell us about your involvement in after hours care? 

2. What do you think are the barriers/problems to providing after hours care to your patients?

3. What are the most important factors in any decision for a GP to be involved in the provision of AHPMC services (either by participating or contributing through FCMS)? 

4. What are the most important factors in any decision for a GP not being involved in after hour’s medical are?

5. What do you perceive as the desirable characteristics for ‘the best practice’ after hours primary medical care services in Brisbane South region?

1. How could services be better linked to improve GP service and patient outcomes?

2. What would be an acceptable level of remuneration if working in a central after hour’s facility?

6. Are there any other comments you would like to make about after hours medical care?
Part 2: Likert Scale
1. 
How do you rate the importance of the following factors in the provision of after hours primary medical care on a ‘Likert scale’ 1 – 5 

[1-strongly agree; 2-agree; 3- Not sure; 4- Disagree; 5-Strongly disagree]

  (Circle only one of the following)
a) 
Continuity of care




1
2
3
4
5
b)
Providing GP services after midnight 


1
2
3
4
5
c)
Providing home visits




1
2
3
4
5
d) 
Adequate remuneration for GPs



1
2
3
4
5
e) 
Low cost to patients




1
2
3
4
5
f)
     Reasonable waiting times for patients either at practices that open after hours or for home visits








1
2
3
4
5
g)
 
Access to patient’s medical history after hours

1
2
3
4
5
h) 
Appropriate and adequate feedback to GPs if their patients use other providers for an after hours primary medical care


 


1
2
3
4
5
i) 
Availability of Ancillary after hours services such as radiology, pathology & pharmacists:









1
2
3
4
5
j) 

Having access to both Private Billing and Bulk Billing
1
2
3
4
5
k) 
Being able to see patients in a central facility after hours
1
2
3
4
5
l) 
Good Quality of life (personal and professional)

1
2
3
4
5
m) 
Personal safety of doctors when providing after hours care
1
2
3
4
5
n) 
Screening or minimising unnecessary after hours calls
1
2
3
4
5
o) 

Consumer education
 



1
2
3
4
5
2. 
What is your level of awareness on a scale ‘1-5’ of patient options for other after hour’s services, with the exception of the Hospital Emergency Departments and your own practice? 

[1-Very aware; 2-Aware; 3-moderately aware; 4-slightly aware; 5-unaware] 
(2) Consumers FGD guide
1)
Tell us about your experience with the after hours primary medical care

2)
Were you satisfied with the service and care you received?

3)
What is the most important factor in your and your client’s decision as to which   type of after hours primary medical care used? 

4)
What other factors were important in your decision?

5)
Comments

(3) Stakeholders interview guide
Date of Interview:__/1/02; 
Interviewer:______;
Interviewee:

______

1. Can you describe the current AHPMC arrangement your service provides

2. What are some of the problems you are faced with when providing after hours service in this region?  

3. List the benefits of your service to the
(i) Consumers; (ii) ED; (iii) GPs; (iv) Other providers 
4. List the risks of providing AH service 
(i) consumers ii) ED; (iii) GPs; (iv) Other provider


5. What do you perceive as the desirable features for ‘the best practice’ in the provision of after hours services?
6. Are there any suggestions/solutions to improving the current AH arrangements? 
7. How would you see these linking with the existing services at the ED?

8. What do you think about the following mechanisms of funding, including:

Probe a) GP remuneration) Patient contribution) Involvement of providers including government and private sources d) others

9.
Other relevant issues or comments that you would like to make regarding current or future After Hours Services

Appendix 4:  Population distribution by postcode areas, and in comparison with the availability of GP and other after hours services in Brisbane South region
	Postcode area by Divisions
	Population as at 30 April 2002

	Full Time Equivalent as at 31 March 2002
	GP: Population ratio as at 31 January 2002
	After Hours offered by extended hours practices as at 31 January 2002
	Other After Hours Services offered as at 31 January 2002

	BSCDGP
	
	
	
	
	

	4073
	4 356
	4.69
	1: 929
	1L
	1P, QAS

	4074
	23 580
	15.28
	1:1543 *
	4Sm, 1L
	6P

	4075
	17 646
	18.42
	1:958
	1S, 3Sm, 3L
	4P, QAS

	4076
	7012
	2.73
	1:2568 *
	1S
	-

	4077
	23021
	27.27
	1:844
	3S, 5Sm, 3L
	2P

	4078
	5727
	7.29
	1:786
	1Sm
	2P

	4106
	1448
	NFP
	1:1448 *
	1S, 1Sm, 1L
	-

	4107
	5159
	3.65
	1:1413 *
	1S, 1Sm, 1L
	-

	4108
	4539
	1.58
	1:2872 *
	No GP services
	1H

	4109
	31138
	37.85
	1:823
	2S, 3Sm, 1L, 2C
	4P, QAS

	4110
	7437
	9.46
	1:786
	1S, 2Sm, 1L
	2P

	4111
	1582
	0.91
	1:1738 *
	No GP services 
	-

	4112
	1673
	NFP
	1:1673 *
	1S 
	-

	4113
	18601
	4.33
	1:4296 *
	1S, 2Sm
	3P

	4121
	21489
	20.01
	1:1075
	2Sm, 3L
	4P

	4122
	35949
	30.85
	1:1165
	3S, 3Sm, 5L, 1C
	10P, QAS

	TOTAL
	206 001
	186.5
	1:1105
	
	

	BISDGP
	
	
	
	
	

	4101
	14569
	17.76
	1:820
	3S, 1Sm, 2L
	1P, 3 H

	4102
	6102
	6.81
	1:896
	2Sm, 1L
	2P, QAS

	4103
	10634
	16.42
	1:648
	1S, 1Sm, 1L
	2P

	4104
	4638
	0.72
	1:6442 *
	1Sm
	-

	4105
	10527
	4.78
	1:2202 *
	2Sm
	1P

	4120
	7471
	8.23
	1:908
	2S, 1L
	3P, 1H

	4169
	9731
	4.36
	1:2232 *
	1Sm, 1L
	-

	4170
	16811
	16.24
	1:1035
	2 S, 2Sm, 1L, 2C
	5P

	4171
	10610
	6.24
	1:1700 *
	2S, 1Sm, 1L
	1P

	TOTAL
	91 093
	81.57
	1:1117
	
	

	BISDGP /BSCDGP
	
	
	
	
	

	4151
	12763
	15.83
	1:806
	2Sm, 3L
	1P

	4152
	33224
	33.19
	1:1001
	1S, 4L, 1C
	4P

	TOTAL
	45 987
	49.02
	1:939
	
	

	Total for Brisbane South region
	343 081
	317.09
	1:1082
	
	

	* GP: Population ratio for these suburbs are just above the National GP: Population ratio = 1: 1280 (DoHA, May 2002)

  GP Practices- open extended hours                 QAS   Queensland ambulance service stations

  S     solo                                                           P         Pharmacy –extended hours                 
  Sm small                                                          H         Hospital facility         

  L     large 

  C Corporate


Note where FTE GP is indicated by NFP (not for publication), this information was provided by BSCDGP

Appendix
 5:
AHPMC Service development planning- proposed ‘desired’ models 

MODEL 1: AHPMC SERVICE INTEGRATION AND PUBLIC EDUCATION

Existing services

· BISDIV/BSCDGP (Number of solo, small & large  & corporate GP practices)

· Limited number of GP practices open extended hours 

· Large number of GP practices offering AH service either own and/or with FCMS

· FCMS

· 2 x Private EDs

· 1 x Public Children’s ED

· 2 x Public Adult EDs

· QAS

· Pharmacies open extended hours (1 x 11pm)

Key issues (identified needs)

A large number of AHPMC services existing in the area. The identified gaps/issues are:

· Linking After hours & In-hours services (consumers & providers)

· Linking all services to consumers and other providers

· Linking publications in different languages (Q-health)

· Understanding consumer knowledge, needs and expectations

· Public misconceptions regarding type and availability of service

· Localised and across Division linking 

· Patient attitude towards potential cost of service

· Public access issue to services (transport, knowledge of location, affordability)

· Commitment of all service providers 

Vision for ideal model (Stakeholder’s vision)
· Create communication networks to link the community and health professionals

· To better inform public about current availability of services and most appropriate and effective use of those services

· Link health professionals

· Community driven approach (community participation)

· Steering committee of all PHC service providers

· Regular committee meetings to discuss issues/problems/solutions

Critical factors (Resource, context – physical & social, management)

Funding Resources

· Access to external funding (Commonwealth Infrastructure grant)

Context

· Consideration of funding & time constraints

· Time pressure to develop service delivery framework

· Length of time for consumers to act on information (years)

· Attitude of service providers to linking/sharing information (collaboration)

· State/Federal funding arrangements

· Political sensitivities between all stakeholders

· Evaluation (change to providers and consumers health)

· Viability & feasibility 

Management

· Establishment of Protocols and service agreements around clinical & operational structures

· Establishment of a Steering Committee

· Management of tender contract (Marketing company)

Opportunities (Role for Division, Resources/in kind support)

Potential stakeholder roles

· To act as lead agency in application for infrastructure funding

· To facilitate linkages and regular steering committee meetings 

· To act as Secretariat

· To facilitate management of tender contract (Marketing company) to oversee the development and delivery of promotional material to the general public & providers (inclusive of liaising with government departments – Education, Health, Family Services, Emergency)

· To facilitate GP educational and other service provider information exchange forums

· To facilitate linking GPs to other PHC service providers

Resources (at a glance)

· Centre for Primary Health Care: Q-Health, UQ (School for Population Health) & PAH

· Qld Centre for GP and PHC Integration: Mater Hospital, UQ

· QAS working with GP’s & Community on local level

· AHPMC services currently individually promotion of (FCMS, GP’s, EDs, QAS, Pharmacies, Community Health, Allied & Ancillary services)

· Bluecare Carelink – telephone information line

· Q-Health promotions (websites, leaflets, all medias)

· ED CHIP Nurses/ DAART services in hospitals

· HAAC – Database of allied health services (telephone referral service)

· Integration of services at Old Mater Children’s hospital (Community Health, Division, QPASST, GP Integration)

· Blue Care/St Vincent’s de Paul/aged care facilities/lifeline

· Education Queensland (school nurse/community health projects)

· Links with neighbouring Divisions (fund sharing and joint promotion)

Existing linkages

· Community & Allied Health link to Ancillary, ED & GP = Consumers

· QAS linked to ED, GP & FCMS = Consumers

· ED linked to GP’s, QAS, FCMS, Pharmacy = Consumers

· Pharmacy linked to GPs, FCMS, ED = Consumers

· Ancillary linked to Allied & Community, QAS, FCMS, GP, ED = Consumers

Expected outcomes
· Linking services to benefit all providers and consumers

· Collaboration between services to provide a more efficient & effective AHPHC service

· Better use of existing resources and services

· Expansion of GP integration external of hospital

· Reduction in the number of after hours calls and GP home visits

· Reduction in the number of inappropriate presentations to ED

· Informed consumer choices – willingness and ability of consumers to better plan health care needs

· Sharing of resources across all providers

· Strengthened links between neighbouring Divisions (Bayside, BISDIV, BSCDGP)

MODEL 2: AHPMC CO-LOCATED GP CLINIC
Existing services

· BISDIV/BSCDGP (Number of solo, small & large  & corporate GP practices)

· Large number of GP practices offering AH service either own and/or with FCMS

· Limited number of practices open extended hours 

· FCMS

· 2 x Private EDs

· 1 x Public Children’s ED

· 2 x Public Adult EDs

· QAS

· Pharmacies open extended hours (1 x 11pm)

Key issues (identified needs)

A large number of AHPMC services existing in the area. The identified gaps/issues are:
· Consumer access to affordable/free medical service

· Adequate patient numbers to keep viable

· Consumer acceptance/adjustment to new service

· Consumer need for clear signage, direction, parking, transport, security, external lighting, public transport set down areas

· Promotion of service in conjunction with other AHPMC services

· Accessibility to patients with no GP

· Continuity of patient care

· No other GP clinic open after 8pm

· Access to pharmacy 

· GP providing emergency medicine

· Collaborative ongoing relationships with other service providers

· Access to home visits – patients with physical difficulties, frailty or severe social disadvantage

· Disability access (i.e. wheel chair, hand rails etc)

Workforce issues

· Workforce (local GP’s, FCMS, co-op, part-time GP’s)

· GP security

· GP agreement on minimum remuneration

· Management of the clinic & rosters

· Limit GP responsibility in management of clinic

· GP co-ops

· Clinical protocols

· External administration support

· Agreement on hours of operation

· Education & Training

Vision for ideal model (Stakeholder’s vision)
· Bulk billing available to pensioners & healthcare card holders

· Patient admin fee $35-$55 (GP discretion) or price tag  $5-10

· Co-operative roster

· 1 x GP WN, 2 x GP WE & PH

· Salaried GP’s $80hr WN, $100/hr WE & PH

· Community/practice nurse on staff – access to allied health services

· Located in or near Hospital (QEII/Mater)

· Call centre/triaging operated from ED

· Home visiting arrangements with FCMS

· Promoted by all services (FCMS, GPs, ED, Pharmacy, QAS etc)

· FCMS contracted to fill workforce gaps/to staff clinic

· Appropriate Security measures for GP & Patients

· Open 6pm – 10pm, Saturday 12pm – 10pm, Sunday & PH 9pm – 10pm

· All calls diverted to FCMS after clinic closes

· Consultation notes to be faxed to patient regular GP within 24hrs

· Accessible to all patients

· Home visit options for those who in need (i.e. frail aged, disabled, other as required/needed)

· Hospital to provide access to space, equipment, receptionist, pharmacy and other hospital resources

· ED to Triage or link to call/triage center

· Marketing & promoting the service aimed at sustainability

· Collaboration between all AHPMC services

· Linked (same/similar) protocols between GPs & Hospital

Critical factors (Resource, context – physical & social, management)

Context

· Cost analysis

· Require overwhelming GP support for viability (co-ops)

· Increased subscription fees to FCMS (if running clinic)

· Require existing hospital space or purpose built facility

· GP attitude & commitment

· Clinical governance/risk management 

· Willing & Skilled workforce

· Rostered GP does not have access to regular (own) patients

· Consumer perceptions (hospitals – PHC vs. ED)

· Calculating initial patient volume/workforce numbers 

· Viability/feasibility

· Time pressures to establish framework

· Political sensitivities between all stakeholders

· Provision of State & Federal funding 

· Adequate assessment of income/expenditure issues (break even point)

· Collaboration with pharmacies/pharmaceutical companies

· Monitoring & evaluation of financial sustainability

· Public education and AHPMC service promotion

Funding Resources 

· Access to external funding (Commonwealth Infrastructure grant)

· Funding to coincide with phasing the implementation in 3 stages
1. 6 month establishment phase to equip clinic, organize workforce, including Moue & Service agreements with all involved parties, and marketing of service

2. Open fully operational clinic at the completion of phase 2

3. Expand operation to include call centre with ED/QAS

Management

· Establishment of Board of Directors (if set up as private entity)

· Establishment of Steering Committee

· Establishment of Clinic governance committee
Opportunities (Role for Division, Resources/in kind support)
Potential Stakeholder Roles
· To act as lead agency in application for infrastructure funding

· To facilitate linkages and regular steering committee meetings 

· To facilitate clinical reference group

· To act as Secretariat

· To facilitate GP participation (i.e. co-op)

· To facilitate clinic staff in training & education (GP, reception, nurse)

· To link GPs to other services (i.e. Hospital, FCMS, Pharmacy)

MODEL 3: MINI GP CO-OPERATIVES

Existing services

· BISDIV/BSCDGP (Number of solo, small & large & corporate GP practices)

· Large number of GP practices offering AH service either own and/or with FCMS

· Limited number of practices open extended hours 

· FCMS

· 2 x Private EDs

· 1 x Public Children’s ED

· 2 x Public Adult EDs

· QAS

· Pharmacies open extended hours (1 x 11pm)

· Key issues (identified needs)
· A large number of AHPMC services existing in the area. The identified gaps/issues are:

· Establish protocols regarding provision of patient profiles to participating GP

· Establish protocols re new patients (security issues for home visits)

· Well defined triage or priority setting protocols for AH service

· Diversion of patients who are not linked to co-op GPs (i.e. direct to own GP, nearest ED, FCMS)

· Geographically linked Co-ops

· Continuity of patient care

· Strategies to deal with busy/peak periods

· Foster formal business arrangements (Moue, Service agreements) with other AHPMC service providers (FCMS, Private EDs, pharmacies)

· Determine set up & running costs

· Opening practices, on a rotational basis, extended hours to 9.00 – 10.00pm

· Operating After hours service on a home visit/telephone advise basis only (no rostered clinic)

· Security (GP & patient)

Workforce issues

· On call GP having time off after rostered shift (particularly solo/small practice GP)

· Consider locum payment

· GP agreement on minimum/ appropriate remuneration

· Professional, financial & business management arrangements

· GP consensus on Co-op functions and size of co-op (30 GP’s or less??)

· GP autonomy over billing & clinical practice

· GP training and education

· Collaborative arrangements with ED & Private & Public hospitals to provide training

· Vision for ideal model (Stakeholder’s vision)
· High GP involvement per geographical area 

· Co-op to cover all AH times

· Roster: 1 x GP  Wen’s, 2 x GP’s WE

· Billing at GP discretion – bulk billing to pensioners/Healthcare care holders

· All participating GP practice phones to divert to rostered GP

· (call centre/ pager/ mobile/ practice)

· Rostered GP to forward patient information to regular GP within 24hours

· New patients directed to ED/ FCMS

· Fee for service (minimise inappropriate patient usage)

Critical factors (Resource, context – physical & social, management)
Funding Resources

· Access to external funding (Commonwealth Infrastructure grant)

Context

· Promotion and marketing of service/s

· Ensure co-ops are feasible and viable

· GP security (linked to security company ie Chubb)

· Cost to set up co-ops (Liaison officer, legal, security upgrades, telephone equipment)

· Consumers/patients contending with different billing & clinical practices 

· Consumers not having access to own GP
· Require overwhelming GP support for viability

· GP attitude & commitment

· Clinical governance/risk management 

· Rostered GP does not have access to regular (own) patients

· Consumer perceptions

· Time pressures to establish framework

· Collaboration with pharmacies/pharmaceutical companies

· Service agreements with deputising service (fill workforce gap i.e. rostered GP ill)

· Monitoring & evaluation of financial sustainability

· Public education and AHPMC service promotion

Management

· Establishment of Co-op 

· Establishment of protocols

· Establishment of Co-op service agreements around clinical & operational structures

· Establishment of GP steering committee

Opportunities (Role for Division, Resources/in kind support)
Potential Stakeholder roles

· To act as lead agency in application for infrastructure funding

· To facilitate linkages and regular steering committee meetings 

· To facilitate Establishment of Co-op

· To act as Co-op Secretariat

· To facilitate GP participation (i.e. co-op)

Resources (at a glance)

· Individual GP practices

· Extend geographical boundaries to reach required number of GP’s to form a co-op

· Reduce number of AHs calls to GP’s and home visits 

· Decrease impact on ED???

· Improve GP networking

· Improve GP quality of life (reduce after hours calls/home visits)

· Increase GP remuneration (qualifies participating GP’s for second tier of PIP)

· Improve patient access to local GP AHs service

· GPs work in familiar geographical environment (limit travel)

· GP receptionist assist with forwarding patient

· Liaise with Bayside co-ops

· Develop call centre/telephone triaging centre to link to all co-ops within the 2 x Divisions
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Existing models of AHPMC services





Other Providers





Queensland ambulance                  services


Pharmacies opening extended hours (1x 11pm)





General Practice


GP’s open until 10pm








Deputising service


Family Care Medical Service








Public and Private Emergency Departments (open 24 hours)





Princess Alexandra


Mater Private


Mater Children’s


Mater Adults


Greenslopes Private


Queen Elizabeth II Jubilee 








GP Workforce shortages 


Workload issues 


Ccommitment to collaborate with other AHPMC providers 


Funding issues (remuneration, political sensitivities)


Accessing external funding








Barriers





AFTER HOURS PRIMARY MEDICAL CARE SERVICES BRISBANE SOUTH REGION








Gaps in current after hours care





No 24hr GP clinic





Lack of extended 


hours GP (none after 9.00pm) Anecdotally there are 2 Practices that open til 11pm














Lack of collaboration between GP’s & other PMC providers 


Lack of direct and/or indirect linkages between


GPs & EDs


GPs & GPs


GPs & Pharmacy


GPs & other providers





Public access issues to AHPMC


Transport


Telephone


Opening hours


Frailty, homeless, youth


Cost 


20% population don’t have a regular GP





Lack of awareness  (what & who is available) between providers & consumers of AHPMC service options (eg pharmacy, extended hours GPs)





ICE








Integration


Communication


Education





Consistent & Coordinated Message





Integration & Communication





Education & Communication





Identify existing integrated services and potential linkages





Database Development and Linkages





Development of new and updating existing consumer information





Public education materials





Education and training of PMC providers





Data Collection & Analysis





WEBSITE








Dissemination





Integration & collaboration of services and service providers








Evaluation








� Pegram; 2001; The After Hours Workshop In: National Networks: Issue 27 April 2001; Commonwealth Department of Health and Aged Care; Canberra.


� . The Management Group members sat on the Advisory Group.


� The general Practice Clinic (GPC) established on TNH campus in May 1998 to assist with the pressure on the ED


� GPs from the Divisions of General Practice, that is, Brisbane Inner South Division of General Practice (BISDIV): 41General Practices; Brisbane Southside Central Division of General Practice (BSCDGP): 87 General Practices; and both Divisions sharing postcode areas 4151 & 4152): 16 General Practices.


� DoHA, HIC, May 2002


� BISDIV – 1:1117; BSCDGP – 1: 1105 and the shared postcode areas – 1:939


� 41 BISDIV, 87 BSCDGP and 16 practices with shared postcode areas


�   98.6 for BISDIV (98 560 SWPEs) and 194.3 for BSCDGP (194 333 SWPEs








� ** Gives overall attendances for 12 month period – MCH data annualised


� Community Health Workers, Nursing home careers


� Trauma includes falls, burns, bites, cuts, and suspected fractures/sprains.


� Parts of AHPMC evaluations were made available at the end of 1999. 


� After hours, defined by the AHPMC project, refers to any time after 6pm to 8am on weekdays, after 12 noon Saturday to 8am Monday morning and public holidays.


� ABS Population Data accessed in April 2002 based on 1996 Census
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Figure 1 Distribution of General Practices in Brisbane South Region as at January 2002
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				Types of Practices		BISDIV (%)		BSCDGP (%)		BISDIV/BSCDGP (%)

				Solo (1 GP)		34%		25.6%		28.6%

				Small ( < 4 GPs)		34%		38.4%		7.2%

				Large (4 and more GPs)		26%		25.7%		78.3%

				Corporate		6%		6.8%		8.7%

				Total		35		74		14
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Figure 3  Current AHPMC service provision in the Brisbane South Region
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				Table 5. 5. Types of after-hours primary medical care services provided by the Divisions of General Practice

				Divisions		Own after hours (either from own practice, on-call and/or home visits)		Own after hours (either from own practice, on-call and/or home visits)		Deputising service (FCMS)		Deputising service (FCMS)		Referral to Private ED		Referral to Private ED		Total Practices

				BISDIV		7		23		21		70		2		7		30 (100%)		100

				BSCDGP		21		33		42		66		1		2		64 (100%)		100

				BISDIV/BSCDGP		5		45.5		6		54.5		0		0		11 (100%)		100

				N=105
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Figure 4 Current level of After Hours Primary Medical Care Services in QE II District
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Figure 4   Distribution of Pharmacies that open after hours as at Febuary 2002 in Brisbane South Region
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				Region		Pharmacy		Pharmacy opening after hours		Pharmacy opening after hours

				Brisbane Inner South		36		14		38.9%

				Brisbane Southside Central		59		38		64.4%

				Shared Postcode areas (4151,4152)		9		5		55.6%

				Total for BSR		104		58		55.8%
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Figure 2   Number of male & female GPs working full time (FT) or part time (PT) in the Divisions of General Practice as at January 2002.
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		GP Workforce

		Divisions		Male - FT		Male- PT		Female- FT		Female - PT

		BISDIV		38		24		16		29

		BSCDGP		106		35		42		74

		BISDIV/BSCDGP		25		8		18		18

		Total		169		67		76		121
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Figure 6     Distribution of  patients presenting at the EDs during each day per week (2 weeks audit period)
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Figure 8     Mode of transport to Emergency Departments
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				Mode of transport		Hospitals (%)										Average

						MPH		MAH		MCH		PAH		QE II

						MPH		MAH		MCH		PAH		QE II

				Private car		72		73		93		71		94		80.6

				Ambulance		16		10		5		9		2		8.4

				Walked		0		6		1		4		2		2.6

				Taxi		12		6		1		7		2		5.6

				Public transport		0		5		0		9		0		2.8
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Figure 7 Distribution of the mode of transport to the Emergency Departments
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Figure 9            Reasons for participating in AHPMC services
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				Table 5. 5. Types of after-hours primary medical care services provided by the Divisions of General Practice

				Divisions		Own after hours (either from own practice, on-call and/or home visits)		Own after hours (either from own practice, on-call and/or home visits)		Deputising service (FCMS)		Deputising service (FCMS)		Referral to Private ED		Referral to Private ED		Total Practices

				BISDIV		7		23		21		70		2		7		30 (100%)		100

				BSCDGP		21		33		42		66		1		2		64 (100%)		100

				BISDIV/BSCDGP		5		45.5		6		54.5		0		0		11 (100%)		100

				N=105
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Figure 4 Current level of After Hours Primary Medical Care Services in QE II District
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						Respondents were asked to state the reasons for participating in after hours care: 92% (12/13) indicated that they personally participated because of patient care. At least 31% (4/13) stated it is a requirement of job/PIP and 8% (1/13) indicated they enjo

								Reasons for personally participating in AHPMC		Percent Responded

								Patient care		92

								PIP/ requirement		31

								Enjoy work		8
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Figure 7         Distribution of services contacted by patients before attending ED
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				What service did you contact?		ED Patients

						(%)

				GP/ medical centre		156		67

				Hospital		36		15.5

				Ambulance		6		2.6

				Other*		15		6.5

				No response		19		8.2

				Total		232		100
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Figure 7 Distribution of services contacted by patients before attending ED
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