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1. Overview of SE-NSW Region

1.1 SE-NSW Division of General Practice Boundaries
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The SE-NSW region is very unique and diverse, ranging from coastal holiday destinations to highland snow fields, to traditional rural holdings and large rural towns, through to small remote hamlets. The Division of General Practice covers 52,130 square kilometres, over 14 local government areas, including: Bega Valley, Bombala, Eurobodalla, Snowy River, Cooma-Monaro, Tallaganda, Yarrolumla, Yass, Gunning, Mulwaree, Crookwell, Harden, Boorowa and Young. The Division also shares its borders with the ACT.

The area population is approx. 179,000, with an expected modest population growth of 1% per annum over the next 10 years. The Health Consumer population is varied, with Aboriginal and Torres Strait Islanders residents making up 1.8%, and People from Non-English Speaking Backgrounds making up 5.8% of the total population.

The population distribution via health council areas’ consists of :-

Bega Valley     -  28,290   -   16% of the area population

Eurobodalla     -  30,460   -   17% of the area population

Monaro            -  19,040   -   11% of the area population

Queanbeyan     -  40,212   -   22% of the area population

Slopes              -  26,840   -   15% of the area population

Tablelands       -  34,160   -   19% of the area population


          _________

                          179,002

Age structure across the total area is :-

0   -  14 years    -   40,522   -  23% of the total population

15 -  24 years    -   21,008   -  12% of the total population

25 -  44 years    -   52,085   -  29% of the total population

45 -  64 years    -   40,936   -  22% of the total population

65 – 85+ years  -   24,451   -  14% of the total population


             ________

                            179,002

There are 169 GP’s of which 24% are female and 76% are male. Of these 33% are part-time and 67% full-time. The age range of GP’s is 29-80 years, with the average age being 49.3 years.

All GP’s provide some form of After Hours care to their patients. 

Of the 169 GP’s, (56% n=95) have VMO status at the following local Hospitals :

	Bega Valley
	Eurobodalla
	Monaro
	Queanbeyan
	Slopes
	Tablelands



	Bega – 13

Pambula - 6
	Bateman’s Bay  -  9

Moruya  -10
	Bombala – 2

Cooma  -  12

Delegate - 1
	Braidwood 1

Queanbeyan – 11


	Crookwell – 2

Goulburn Base – 9

St.JoG Goulburn – 5


	Boorowa – 1

Harden – 1

Yass – 5

Young - 7


Hospital work conducted by GP’s includes :

	Week nights “on-call”
	1 in 5

(20)
	1 in 10

(36)
	1 in more than 10

(5)
	
	

	Weekends 

“on-call”
	1 in 5

(33)
	1 in 10

(20)
	1 in more than 10

(4)
	
	

	Hospital hours worked per week
	1-10Hrs/wk

(25)
	11-20Hrs/wk

(8)
	21-30Hrs/wk

(7)
	Over 30Hrs/wk

(3)
	

	Average 

“on-call” Hospital hours per week
	1-12 Hrs

(4)
	13-24 Hrs

(21)
	25-48 Hrs

(14)
	49-72 Hrs

(14)
	Over 72 Hrs

(12)

	Total after-hours Hospital hours per week
	1-12 Hrs

(38)
	13-24 Hrs

(15)
	25-48 Hrs

(4)
	Over 48 Hrs

(3)
	


The diversity of the region makes After Hours Care a complex issue. The predominant method currently utilised across the region is GP’s “on-call” at the Local Hospital after 6pm.

No current GP Co-operative or Deputising Service “models” exist.
The Division has over the past years established a good working relationship with Southern Area Health Service (SAHS), through participation on committees and Health Councils, and through joint initiatives such as the Diabetes and Emergency Department Management of chest pain and asthma projects. As such, SAHS has willingly supported the “Needs Analysis” review of AHPMC services across the region, with a view to developing a proposal to improve after-hours care and ultimately improve the flow of information between service areas.

2.
Executive Summary

As part of the Commonwealth of Australia (Department of Health & Aged Care) Service Development Grants Program of After Hours Primary Medical Care (AHPMC) services,

a review to examine and analyse the need for After Hours Primary Medical Care services within the South East NSW region was undertaken during the period January – April, 2002.

The review process consisted of :

· consultations (survey and interview) with a majority of GP’s within the region;

· consultations (interviews) with a majority of Hospital Managers, and Managers of Community Health Services;

· consultations (focus groups) with a cross-section of consumers in four separate locations within the region;

· a literature review;  and

· review of existing “models” of AHPMC operating in other parts of the State and Australia-wide.

The consultation process with GP’s, Consumers(Patients), and Managers’ of both Hospitals and Community Health services into the delivery of “After Hours Primary Medical Care Services” across the SE-NSW region reveals a number of unmet needs, issues, and concerns which, whilst not all relating specifically to “after-hours” care servicing, are nevertheless 

inter-connected as part of the overall systematic delivery of Health Services.

Key needs/issues/concerns emerging from this review have been categorised along the following :-

Policy/Political  - “needs/issues/concerns”:

· The “changing” role of GP’s in Healthcare;

· Consumers’ perception that all public health services are “Free”;

· Consumers’ perception that the State Government is responsible of delivering health services and that all GP’s are just an extension of the health system – (ie: service deliverers);

· Increasing numbers of (Category’s 4, 5 & 6) Consumer presentations at local Hospital Emergency Departments;

· Lack of a “Fee” associated with services delivered through Hospital Emergency Departments;

· Lack of clarity of roles and funding of delivery of services – between C’wealth and State Governments – in respect to rural AHPMC services;

· Lack of clarity about the “support” role of Southern Area Health Service (SAHS);

· Lack of clarity regarding roles and responsibilities of “Emergency – Para-Medical Services” and their inter-relationship and co-ordination with local GP’s.

Legal  - “needs/issues/concerns”:

· Increases in litigation by Consumers against healthcare professionals;

· Increasing Legal and Lawyer costs – defending litigation cases;

· Increasing Medical Indemnity Insurance for GP-Specialists;

· GP’s perception that Lawyers do not “add-value” to healthcare services.

· Impact of National Competition Principles – (Trade Practices Act, 1974) on recruitment and retention of rural GP’s

· Working Conditions legislation – (particularly in relation to “Unsafe Working Hours”)

Social  - “needs/issues/concerns”:

· Changing community “Values” and increasing “Expectations” of healthcare providers, such as GP’s Hospitals, and Community Health workers;

· Changing role of GP’s in community – (ie: not seen as central or of influence);

· Ageing of general population – leading to increases in health problems – leading to increased workloads for GP’s;

· Ageing of GP’s in rural areas – with inability to attract suitable replacements;

· GP’s tending to work harder (ie: workaholics) – versus – work smarter (ie: search for balance);

· Rural consumers’ expectations of receiving the same levels of access and quality of standards as city counterparts;

· Consumer presentations’ after-hours at local Hospital Emergency Department have increased over past 5-years; due in the main to lack of GP Practices open after 6pm and the fact that services at Hospital can be obtained either for “Free” or by use of Medicare Card.

Economic  - “needs/issues/concerns”:

· Increasing costs of running a GP Practice;

· Overheads for rural GP practices are much higher – due to higher costs in rural Australia;

· High costs associated with employing “Locums” – assuming their services can be obtained in rural areas;

· Size of Rural GP Practices restricted by geographic location and lack of expansion opportunities;

· C’wealth and State Industrial Relations Awards have increased “administration costs” associated with running a GP Practice – which restricts the ability to provide after-hours care services – due to the need to pay staff overtime penalty rates (without being able to increase fees accordingly) – thereby rendering having a GP Practice open after hours, as commercially “unviable”.;

· Over the past 5-years, “additional paperwork” burden placed on all GP’s has added 1-2 hours ave. per day to the cost of running a rural GP Practice;

· Majority of rural GP’s consider that “PIP” and “On-call Allowance” do adequately compensate for time spent on after hours service provision;

· Majority of rural GP Practices do not operate a “Bulk-Billing” system – due to the fact that that “Fees” are not fully recoverable from Medicare.

Rural Health Administrative or Rural GP-Specific   - “needs/issues/concerns”:

· “Burnout” and “High-Stress Levels” being experienced among rural GP’s;

· Perception by majority of rural GP’s that their “Quality of Life” has decreased markedly during the past decade;

· Inability to attract new/younger GP’s into rural areas;

· “De-skilling” of rural GP’s due to lack of time for ongoing professional development;

· Lack of effective and efficient “support” provided by Southern Area Health Service (SAHS)

Consumers’ (Patients’) views:

· Majority of consumers within the SE-NSW region access AHPMC services through a GP at their local Hospital ED.

· Majority of consumers are highly satisfied with the existing AHPMC services received from the GP, through their local Hospital ED, and consider that the AHPMC services staff (ie: GP’s, RN’s, etc) devote sufficient time to their particular concerns, and feel confident about the information/advice they receive from such staff.

· Consumers key priorities for improvements to existing AHPMC services were :-

· more “full-time” Doctors at their local Hospital;

· more rural Doctors(GP’s) – in general;

· Doctors/Chemists/Pharmacies to remain open for longer hours;

· Access to allied/associated health services (eg: X-rays, pathology, etc);

· Reduced waiting times at either Doctors surgery or Hospital ED’s
· Majority of consumers confirm that there is a definite “perception” within their communities that Health services, including AHPMC services are considered to be “FREE” services  – on the basis that people feel that they have paid their taxes and Medicare, that services at the Hospital-ED are free, and that individuals with Health Care Cards assume that a free health service is provided by the Government.

Barriers to the effective Provision of AHPMC Services across the SE-NSW region 

A number of factors are impacting the capacity of GP’s within the SE-NSW region to provide effective “after-hours” primary care services – some or all of which are applicable to different rural centres across the region. These include :-

· An insufficient/inadequate GP-workforce to cover “after-hours” servicing – resulting from:-

· not enough GP’s in rural centres ;

· GP’s individual lifestyle choice about working arrangements;

· Insufficient GP’s prepared to work “after-hours”;

· Inflexible remuneration arrangements for GP’s;

· Inadequate level of rebates for “after-hours” consultations/advice;

· Costs associated with opening a Practice after-hours;

· Safety and security concerns, especially for Female GP’s;

· Inappropriate use of Hospital ED’s by consumers due to the perception that it is a “Free” service;

· Lack of consumer knowledge of appropriate care and services available;

· Inability to provide consumers with “Bulk-Billing” facilities – due primarily to the fact that fees/costs are not fully reimbursable to GP.

· A configuration of service delivery which results in:-

· Duplications/overlaps in service provision;

· Lack of continuity of care in rural centres, thereby increasing the burden of care for the Elderly; people with chronic conditions, palliative care, and care for those with illness or psychiatric problems at home;

· Insufficient support from Area Health Service;

· Localised problems related to geography, demography and fluctuating/seasonal workloads.

Summary and Recommendations:

The results of the needs analysis review into “After Hours Primary Medical Care Services” across the SE-NSW region reveal that whilst “after-hours” services are being delivered in a satisfactory manner by relatively few GP’s, there exists a range of complex problems of a systemic nature, which need immediate addressing, in order to improve the:-

· inadequate number of GP’s involved with after-hours work;

· access and configuration of services;

· co-ordination of delivery of health services by GP’s, Hospitals, Pharmacies, and Community and/or Allied Health services; 

· provision of relief for GP’s or Locum arrangements;

· provision of adequate financial support for “On-Call” - “GP-Telephone Advice”  arrangements;

· advertising and promotion of GP’s after-hours services;

· education of consumers about access, obligations, and costs associated with after-hours servicing.

Whilst many of the problems identified with the delivery of health services (including AHPMC services) within the SE-NSW region are complex, it is considered that no one single solution will provide an effective panacea for addressing all of the needs expressed. 

However, this should not deter efforts by the Division of General Practice to collaborate with SAHS in developing a co-ordinated and collaborative approach to rectifying and improving-on the current situation.

In order to progress actions in this regard, the following recommendations are proposed :-

Recommendation.1:

That the SE-NSW Division of GP’s in conjunction with the NSW Southern Area Health Service (SAHS), develop and implement a workforce plan, which covers :-

*  forecasting of GP-workforce requirements;

*   recruitment and attracting of GP’s to rural centres;

*  induction, orientation and introduction to work area;

* retention and incentives for rural GP’s;

*  career planning, training, and on-going development;

*  relief arrangements for GP’s;

*  safety and occupational health.

Recommendation.2:

That the SE-NSW Division of GP’s develop and implement a program for new GP’s, which covers :-

*  establishing oneself and family in a rural centre;

*   running and managing a rural GP-Practice;

*  public and community relations.

*  assistance/support arrangements for GP’s family.

Recommendation.3:

That the SE-NSW Division of GP’s and the NSW-SAHS look at :-

(i) addressing the high Cat. 4 & 5 presentations being recorded after-hours at all local 

            Hospitals, with a view to easing pressures on both the Hospital ED and the 

            “On-Call” GP-VMO.

(ii) developing, in conjunction with the NSW-SAHS a consumer education program 

which addresses expectations of access, quality of service, cost of services, and 

obligations of both consumers and providers.

Recommendation.4:

That the SE-NSW Division of General Practice “develop and trial” an AHPMC model(s) which informs the preparation and implementation of a 

“Service Co-ordination & Delivery Plan” which address the major barriers impacting the effective delivery of AHPMC services across the region.  This Plan should make provision for :-

-  improved availability of GP’s for AHPMC servicing;

-  improved co-ordination of service delivery and health outcomes;

-  improved continuity of care;

-  a financially sustainable model of AHPMC servicing

-  maintenance of adequate resourcing to all aspects of health services                          (including AHPMC services)

Recommendation.5:

That, subject to discussions and approvals, Commonwealth Grant-Funding be sought for the establishment of “trials” of the following AHPMC models be undertaken within the SE-NSW region at selected agreed sites :-

-  GP/Nurse Telephone Triage and Advice Service;

-  GP-run “Private Clinic” located on Hospital grounds in vicinity of                         Emergency Department.

-  Co-operative GP and Hospital 2 x 12-Hour shift system.

3. Background to AHPMC “Needs Analysis” Review Project

3.1 Defining “After-Hours” and “Services After-Hours”

Most rural GP’s would regard the following as “in Practice hours” or normal surgery consultation time:

9:00am to 6:00pm from Monday to Friday,  and 

9:00am to 12:00noon Saturday

“After-Hours” then, is regarded as

6:00pm to 9:00am Weekdays, Public Holidays and Sundays,  and 

12:00noon to 9:00am Saturday’s

The Health Insurance Commission (HIC) currently defines “After-Hours” for the purposes of Medicare Benefits Payments as:

…..“ an after hours consultation or visit is a reference to attendance on a public holiday, 

on a Sunday before 8am or after 1pm on a Saturday,

or at any time other than between 8am and 8pm on a weekday not

being a public holiday”…….

For the purposes of the needs analysis review, GP services after-hours refers to general practice services that fall within the scope of general practice; delivered by a suitably trained GP. Unless otherwise stated, after-hours services implies “urgent services” – (NB: the use of after-hours providers for routine care, such as Blood Pressure monitoring, screening, repeat medications and reviews, are not generally considered appropriate after-hours services).

In the majority of rural areas, patients attend at their local hospital after-hours and are seen by a GP (theirs or another), if a consultation is required.

3.2 Outcomes and Objectives of AHPMC Service Development Grants Program

The outcomes and objectives of the After Hours Primary Medical Care (AHPMC) Service Development Grants Program are to :

· facilitate the development and implementation of new and/or improved after hours primary medical care services across Australia in areas where there is  a demonstrated 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 care providers;   and

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

3.3 Objectives of SE-NSW “Needs Analysis” Project Review

The Objective used for the SE-NSW “Needs Analysis” review was to, examine and analyse the need for after hours primary medical care services in the South East NSW region, and develop a proposal to improve the provision of after hours primary medical care services and communication between service providers. 

For purposes of the review, the South East NSW region included the local government areas of Bega Valley, Bombala, Boorowa, Cooma-Monaro, Crookwell, Eurobodalla, Gunning, Harden, Mulwaree, Snowy River, Tallaganda, Yarrolumla, Yass, and Young

3.4 Chronology of project stages/events


Stage.1 of the project commenced on 26 November,2002. With the engagement of a “Project Officer”, responsible for conduct of project.

During the period 26 November to 31 January’2002, the review proceeded along the following lines :-

· conduct of a “Literature Review” into AHPMC services within Australia and internationally; with specific emphasis on rural community servicing;

· conduct of an “AHPMC Faxed-Survey of all GP’s” within the region, to identify current situation, issues, problems, etc;     and

· conduct of “Follow-up One-on-One Interviews” with GP’s,-(particularly those who failed to return the survey),  Managers’ of Hospital Emergency Departments, and Managers’ of Community Health Centres, with a view to identifying their issues, concerns, and suggested improvement opportunities for AHPMC servicing within the region;

During February’2002, the review included :-

· discussions with regional Health Councils and the Southern Area Health Service;

· conduct of “Consumer Focus Groups” in four(4) key rural centres, with a view to identifying the needs/requirements/perceptions of Health Consumers, with respect to AHPMC services;  and

· conduct of a “GP Focus Group”, to report on findings relating to AHPMC and to identify possible improvement strategies.

Stage.2: – During March’02 all data/information collected from individual GP’s , Hospital Managers’, Community-Health Managers’, Consumers, and statistics from the SAHS Hospital ED data-base, was analysed with a view to identifying:

· the frequency, timing, and reasons for consumers’ attending AHPMC services, across the region;

· the key issues/problem areas, including high levels of Category 4 & 5 presentations;

· the reasons for high call-out rates for GP’s;

and

· a review of any existing AHPMC models within Australia that are currently working effectively.

Stage.3: – Final Report and Proposal Development was completed during the period early-mid May’2002. Which included:-

· a true picture of the After-Hours Primary Medical Care needs for the region; 

and

· a proposal for improving the After-Hours Primary Medical Care services within the region.

4. Literature Review

As part of this “Local Need Analysis” review project, a literature review was conducted 

(see Appendix.1).

The aim of the literature review was to evaluate the different models of after-hours primary medical care services, particularly as to its applicability within rural and semi-rural areas, including the impacts on GP’s, Patients, Hospital ED’s, and other related health services providers’ (eg: ambulance service, community health, and pharmacies, etc).

The key findings were :

· A lack of available and reliable literature concerning AHPMC in Australian 

rural and semi-rural settings;

· Study of AHPMC Services in Australia by Access,SERU (University of Melbourne, June 1999) identifies that :-

· in an Australian context, AHPMC Services are largely disorganised and highly dependent upon locality;

· in larger cities “Deputising Services” have become the accepted AHPMC services provider – but this does not, in the main, extend to rural and/or semi-rural settings;  and

· “Rostering of on-call GP’s” at the local rural district hospital is the main method of meeting AHPMC Services in rural settings.

· International literature on AHPMC Servicing highlights that the emerging models are telephone triage (either Doctor or Nurse), GP Co-operatives, and Primary Care Centres.

· The needs, issues, and/or concerns of rural GP’s predominantly relate to :-

· increasing workloads due to ageing of population;

· increasing costs associated with running a GP-Practice;

· increased expectations/burdens placed on GP’s;

· insufficient remuneration to GP’s for “after-hours” work;

· reducing quality of facilities and care arrangements;

· reduced “quality of lifestyle” for GP’s and their families.

5. Identification of “Needs/Issues/Concerns” relating to After-Hours Primary Medical Care (AHPMC) servicing

     in SE-NSW

The consultation process with GP’s, Consumers(Patients), and Managers’ of both Hospitals and Community Health services into the delivery of “After Hours Primary Medical Care Services” across the SE-NSW region reveals a number of unmet needs, issues, and concerns which, whilst not all relating specifically to “after-hours” care servicing, are nevertheless 

inter-connected as part of the overall systematic delivery of Health Services.

5.1 Summary of Key “Needs/Issues/Concerns” identified

Key needs/issues emerging from this review have been categorised along the following :-

Policy/Political :

· “Changing” role of GP’s in Healthcare;

· Consumers’ perception that all public health services are “Free”;

· Consumers’ perception that the State Government is responsible of delivering health services and that all GP’s are just an extension of the health system – (ie: service deliverers);

· Increasing numbers of (Category’s 4, 5 & 6) Consumer presentations at local Hospital Emergency Departments;

· Lack of a “Fee” associated with services delivered through Hospital Emergency Departments;

· Lack of clarity of roles and funding of delivery of services – between C’wealth and State Governments – in respect to rural AHPMC services;

· Lack of clarity about the “support” role of Southern Area Health Service (SAHS);

· Lack of clarity regarding roles and responsibilities of “Emergency – Para-Medical Services” and their inter-relationship and co-ordination with local GP’s.

Legal :

· GP’s perception that Lawyers do not “add-value” to healthcare services.

· Increases in litigation by Consumers against healthcare professionals;

· Increasing Legal and Lawyer costs – defending litigation cases;

· Increasing Medical Indemnity Insurance for GP-Specialists;

· Impact of National Competition Principles – (Trade Practices Act, 1974) on recruitment and retention of rural GP’s

· Working Conditions legislation – (particularly in relation to “Unsafe Working Hours”)

Social :

· Ageing of general population – leading to increases in health problems – leading to increased workloads for GP’s;

· Ageing of GP’s in rural areas – with inability to attract suitable replacements;

· Changing community “Values” and increasing “Expectations” of healthcare providers, such as GP’s Hospitals, and Community Health workers;

· Changing role of GP’s in community – (ie: not seen as central or of influence);

· Consumer presentations’ after-hours at local Hospital Emergency Department have increased over past 5-years; due in the main to lack of GP Practices open after 6pm and the fact that services at Hospital can be obtained either for “Free” or by use of Medicare Card.

· GP’s tending to work harder (ie: workaholics) – versus – work smarter (ie: search for balance);

· Rural consumers’ expectations of receiving the same levels of access and quality of standards as city counterparts;

Economic :

· C’wealth and State Industrial Relations Awards have increased “administration costs” associated with running a GP Practice – which restricts the ability to provide after-hours care services – due to the need to pay staff overtime penalty rates (without being able to increase fees accordingly) – thereby rendering having a GP Practice open after hours, as commercially “unviable”.;

· High costs associated with employing “Locums” – assuming their services can be obtained in rural areas;

· Increasing costs of running a GP Practice , including higher overheads, due to much higher costs associated with living in rural Australia;

· Majority of rural GP’s consider that “PIP” and “On-call Allowance” do adequately compensate for time spent on after hours service provision;

· Majority of rural GP Practices do not operate a “Bulk-Billing” system – due to the fact that that “Fees” are not fully recoverable from Medicare.

· Over the past 5-years, “additional paperwork” burden placed on all GP’s has added 1-2 hours ave. per day to the cost of running a rural GP Practice;

· Size of Rural GP Practices restricted by geographic location and lack of expansion opportunities;

Rural Health Administrative or Rural GP-Specific :

· “Burnout” and “High-Stress Levels” being experienced among rural GP’s;

· “De-skilling” of rural GP’s due to lack of time for ongoing professional development;

· High overheads associated to running a rural GP practice, due to the higher costs associated with living in rural Australia;

· Inability to attract new/younger GP’s into rural areas;

· Lack of effective and efficient “support” provided by Southern Area Health Service (SAHS)

· Perception by majority of rural GP’s that their “Quality of Life” has decreased markedly during the past decade;

5.2
GP-related “Needs/Issues/Concerns”

(i) “Faxed Survey to GP’s” – Re-current AHPMC Services :

A Faxed survey was sent to all GP members and non-GP members of the Division (total 169), with a request to complete and return immediately by return-Fax. ( a copy of the Faxed Survey form is appended at Attachment.2 )

Only 62 complied with the request – which represents 37% of all GP’s across the Division.

(ii) “One-on-One Interviews”  with GP’s – re-current AHPMC Services :

As a “follow-up” to the Faxed survey on AHPMC Services within the region, all member and non-member GP’s of the Division were personally canvassed (total 169), with an invitation to undertake a “One-on-One” interview with the Project Officer. The purpose of this process was to allow GP’s the opportunity of outlining and/or elaborating their thoughts concerning the AHPMC situation as currently exist within the region, and for the Project Officer to attempt to contact those GP’s who had failed to complete the survey.

A total of 70 GP’s accepted the invitation to undertake an interview. Of these, 30% (n=21) were GP’s who had not completed the faxed-survey – due primarily to time constraints and heavy workloads.

All GP interviews followed a structured format of twenty (20)minutes duration and covered the following key questions :

· Did you respond to the Faxed GP-Survey ?

· What is your current arrangement for AHPMC servicing ?;

· What “needs/issues/concerns” do you have with current AHPMC service arrangements ?;

· What improvements do you feel should be made to the way AHPMC services are currently provided in this region ?

Interviews with GP’s who had not responded to the Faxed Survey, included time for them to complete the survey form, in the presence of the Project officer.

(iii) Results from both face-to-face interviews and surveys

Responses from both face-to-face interviews and faxed survey s were very similar, with no marked differences being raised. The results indicate :-

· 75% (n=93) participated in AHPMC Servicing;

· main reasons stated for participating were “Patient Care” and “seen as Job Requirement”;

· main modes used for AHPMC were:

· “on-call GP” at local Hospital,

· home visits and visits to Nursing Homes;

· referrals to Hospital.

· GP Co-operative rostering and Deputising services not greatly utilised;

· 80% of all GP Practices claim PIP for 24-Hour Care servicing;

· Low satisfaction ratings amongst a majority of GP’s about current arrangements for 24-hour on-call - AHPMC Services and its impingement on their personal and quality of lifestyles’;

· Majority of GP’s (85% - n=106) don’t believe that arrangements for AHPMC Services could be improved;   and

· Majority of GP’s (85% - n=106) believe that arrangements for contacting a Doctor after-hours could not be improved.

A summary of “needs/issues/concerns” raised by GP’s across the SE-NSW Division are outlined as follows :-

· Ageing of general population – leading to increases in health problems – leading to increased workloads for GP’s;

· Ageing of GP’s in rural areas – with inability to attract suitable replacements;

· “Burnout” and “High-Stress Levels” being experienced among rural GP’s;

· Changing community “Values” and increasing “Expectations” of healthcare providers, such as GP’s Hospitals, and Community Health workers;

· Changing role of GP’s in community – (ie: not seen as central or of influence);

· “Changing” role of GP’s in Healthcare;

· C’wealth and State Industrial Relations Awards have increased “administration costs” associated with running a GP Practice – which restricts the ability to provide after-hours care services – due to the need to pay staff overtime penalty rates (without being able to increase fees accordingly) – thereby rendering having a GP Practice open after hours, as commercially “unviable”.;

· Consumers’ perception that all public health services are “Free”;

· Consumers’ perception that the State Government is responsible of delivering health services and that all GP’s are just an extension of the health system – (ie: service deliverers);

· Consumer presentations’ after-hours at local Hospital Emergency Department have increased over past 5-years; due in the main to lack of GP Practices open after 6pm and the fact that services at Hospital can be obtained either for “Free” or by use of Medicare Card.

· “De-skilling” of rural GP’s due to lack of time for ongoing professional development;

· GP’s tending to work harder (ie: workaholics) – versus – work smarter (ie: search for balance);

· GP’s perception that Lawyers do not “add-value” to healthcare services.

· High costs associated with employing “Locums” – assuming their services can be obtained in rural areas;

· Impact of National Competition Principles – (Trade Practices Act, 1974) on recruitment and retention of rural GP’s

· Inability to attract new/younger GP’s into rural areas;

· Increasing numbers of (Category’s 4, 5 & 6) Consumer presentations at local Hospital Emergency Departments;

· Increases in litigation by Consumers against healthcare professionals;

· Increasing costs of running a GP Practice, including higher overheads – due to much higher costs associated with living in rural Australia;

· Increasing Legal and Lawyer costs – defending litigation cases;

· Increasing Medical Indemnity Insurance for GP-Specialists;

· Lack of a “Fee” associated with services delivered through Hospital Emergency Departments;

· Lack of clarity of roles and funding of delivery of services – between C’wealth and State Governments – in respect to rural AHPMC services;

· Lack of clarity about the “support” role of Southern Area Health Service (SAHS);

· Lack of clarity regarding roles and responsibilities of “Emergency – Para-Medical Services” and their inter-relationship and co-ordination with local GP’s.

· Lack of effective and efficient “support” provided by Southern Area Health Service (SAHS)

· Majority of rural GP’s consider that “PIP” and “On-call Allowance” do adequately compensate for time spent on after hours service provision;

· Majority of rural GP Practices do not operate a “Bulk-Billing” system – due to the fact that that “Fees” are not fully recoverable from Medicare.

· Over the past 5-years, “additional paperwork” burden placed on all GP’s has added 1-2 hours ave. per day to the cost of running a rural GP Practice;

· Perception by majority of rural GP’s that their “Quality of Life” has decreased markedly during the past decade;

· Rural consumers’ expectations of receiving the same levels of access and quality of standards as city counterparts;

· Size of Rural GP Practices restricted by geographic location and lack of expansion opportunities;

· Working Conditions legislation – (particularly in relation to “Unsafe Working Hours”)

5.3    Consumer-related “Needs/Issues/Concerns”

The SE-NSW Division of General Practice, in conjunction with the Health Council, organised and ran four (4) “Consumers’ Forums” in the centres of Young, Queanbeyan, Bateman’s Bay, and Eden.

Consumers were invited to offer direct feedback on their views about “After-Hours Primary Medical Care Services”.

In summary, these included the following:

Current Experiences with AHPMC Services:

· Majority of Consumers’(82%) are highly satisfied, with the existing “After-Hours Primary Medical Care Services” received from their local Hospital.

· Majority of Consumers’(77%) accessed “After-Hours Primary Medical Care Services” through a GP at their local Hospital.

· Consumers advised that it is normal practice to attend at their local Hospital for 

any “after-hours” care services, and that they are actually encouraged to do so by 

their Doctors(GP’s).

· Majority of Consumers’ (75%) indicated that there was a definite “perception” within their community that Health Services are considered to be a “FREE” service.

-  Many Consumers’ advised that people within their community’s felt that as they had 

paid their Taxes and Medicare – that the Health services were “Free”. Also, many 

individuals with Health Cards, assume that a “Free” Health service is provided by the 

Government – and what’s more, they expect it to be so !!.

· Majority of Consumers’ (71%) indicate that they felt that the “After-Hours Primary Medical Care Services” staff , (ie: Doctors, Nurses, etc), devoted sufficient time to their particular issues/concerns, whilst (21%) felt that a little more time could be afforded them.

· Majority of Consumers’ (77%) indicated that they understood their “RIGHTS” as a Consumer of Health Services, whilst (24%) felt that they required more information.

-  Many Consumers’ advised that they had not seen the SAHS publication on 

   Consumers’ Rights & Responsibilities”.  

But only (41%) of Consumers’ indicated that they fully understood their 

“RESPONSIBILITIES” as a Health Services Consumer, whilst (55%) indicated that 

they required more information.

· Majority of Consumers’ (65%) are highly satisfied, and (29%) of Consumers’ are satisfied, with the existing “After-Hours Primary Medical Care Services” received from their own Doctor(GP).

· (52%) of Consumers’ indicated that they would not willingly be prepared to accept a “Medical Consultation” over the telephone – regardless of whether or not a trained Doctor(GP) of Triage Nurse was on the other end. 

(41%) of Consumers’ advised that they would consider a telephone consultation – but

only for minor concerns.
Current Experiences with AHPMC Services (con’t)

· (44%) of Consumers’ accessed “After-Hours Primary Medical Care Services” on 1-3 separate occasions during the past 12-month period, at either their local GP or local Hospital ED.

· Only (26%) of Consumers’ indicated that they would be prepared to attend an after-hours “Private Medical Clinic”, instead of attending their local Hospital Emergency Department.

-  Most Consumers’(58%) advised that they are highly satisfied with the “After Hours 

Primary Medical Care Services” received from their local Hospital, and would only 

attend a “Private Medical Clinic” if it was located on the Hospital site and it had 

Bulk-billing facilities.

· Only (24%) of Consumers’ were required to contact a Doctor(GP) direct, out-of-hours for “After-Hours Primary Medical Care Services” during the past 12-month period.

-  Consumers’ advise that whilst their local Doctors(GP’s) have an after-hours telephone number, they actively encourage people to attend at the local Hospital after-hours.

· Only (14%) of Consumers’ accessed the services of an Ambulance to transport them to “After-Hours Primary Medical Care Services” at their local Hospital, during the past 12-month period.

-  Consumers’ advise that whilst their local Ambulance Services are excellent, however, feel that a number of non-emergency cases are being delivered to the local Hospital for “after-hours” care services – especially Elderly people, who are actively encouraged to do so by their Doctors(GP’s)

Improvements required to AHPMC Services

· Majority of Consumers’ (80%) expressed the view that they felt significant improvement was needed to the number of rural Doctors(GP’s) providing “After Hours Primary Medical Care Services”. (16%) of Consumers’ indicated that only slight to moderate improvements were necessary..

· Most Consumers’ (58%) indicated that arrangements for “After Hours Primary Medical Care Services” could be improved to a large degree within their region, whilst (38%) of consumers’ indicated that some improvements to existing services are required.

-  Most Consumers’ advised that their key priorities for improvements were :-

· more “full-time” Doctors at their local Hospital;

· more rural Doctors(GP’s) – in general;

· Doctors/Chemists/Pharmacies to remain open for longer hours;

· Access to allied/associated health services (eg: X-rays, pathology, etc);

· Reduced waiting times at Hospital ED’s.

· (58%) of Consumers’ expressed the view that they felt that improvements were needed to be made to a large extent, in the way Doctors(GP’s) delivered “After Hours Primary Medical Care Services”. (38%) of Consumers’ indicated that only slight to moderate improvement was necessary.
Improvements required to AHPMC Services (con’t)

· (55%) of Consumers’ expressed the view that they felt that improvements needed to be made to a large extent, in the way “After Hours Primary Medical Care Services” were advertised within their community’s’. (31%) of Consumers’ indicated that only slight to moderate improvements were necessary..

-  Consumers’ indicated that “After Hours Primary Medical Care Services” should be 

more widely advertised within local communities, citing various methods, such as :-

· telephone emergency number listings;

· public notices of local newspapers;

· fridge-magnet reminders;

· information at all GP-Surgery’s and at local Hospitals.

· (50%) of Consumers’ expressed the view that they felt that improvements needed to be made to a large extent, in the way their local Hospital dealt with “After Hours Primary Medical Care Services”. (40%) of Consumers’ indicated that only slight to moderate improvements were necessary..

-  Consumers’ re-iterated that they would like to see “Full-time” Doctors employed at 

all local Hospitals across the region, to alleviate workloads and provide appropriate 

“After Hours Primary Medical Care Services” as necessary.

· (48%) of Consumers’ indicated that they felt there needed to be improvements made to the way information is provided to them, to assist them in understanding and managing their particular illness/injury. (39%) of Consumers’ indicated that only slight to moderate improvement was necessary.
· Only (36%) of Consumers indicated that improvements were required to the manner in which their “After Hours Primary Medical Care Services” staff (ie: Doctors, Nurses, etc.) dealt with them as a person,  whilst the majority of Consumers’ (64%) indicated that they felt satisfied and that there was very little improvement required.
· Only (33%) of Consumers’ expressed the view that they felt that improvements needed to be made to a large extent, in the way their Doctors(GP’s), Nurses, local Hospital, and Ambulance Service co-ordinated and dealt with “After Hours Primary Medical Care Services”. (52%) of Consumers’ indicated that only slight to moderate improvements were necessary..

· Only (25%) of Consumers’ expressed the view that they felt that improvements needed to be made to a large extent, in the arrangements for contacting a Doctor(GP) direct – after hours. (43%) of Consumers’ indicated that only slight to moderate improvements were necessary.

A summary of Consumers’ “Needs/Issues/Concerns” in relation to the current delivery of AHPMC services were ranked, by all focus group consumers, in the following priority order :-

1. Overall cost of Health Services – in general - (6.7%)

2. Lack of Bulk-Billing facilities provided by Doctor(GP) – (6.3%)

3. Attending Doctor(GP) unaware of my Medical History – (6.2%)

4. Long Waiting times at Hospital Emergency Department – (4.9%)

5. Unaware of how Doctors(GP’s) provide after-hours care – (4.7%)

6. Cannot contact a Doctor(GP) direct – after hours – (4.7%)

7. Doctors(GP’s) attitudes – (4.7%)

8. Lack of ability to get an X-ray after hours – (4.7%)

9. Unable to get a prescription after hours – (4.4%)

10. Cost of “Home Visit” after hours – (4.2%)

11. Own Doctor(GP) does not provide after hours care – (4.0%)

12. Unable to travel to get after hours care – (3.8%)

13. Lack of knowledge about appropriate after hours care – (3.7%)

14. Cannot get a “Home Visit” by Doctor(GP) – (2,8%)

15. No telephone at home – (2.3%)

A summary of elements making-up Consumers’ “ideal” AHPMC services were ranked in the following priority order :-

1. More Doctors, Nurses, and Specialists at Local Hospital

2. More rural GP’s

3. Adequate resources

4. Extended or Revised 24-hours service

5. 24-hour Access to allied/ancillary Health Services –  (eg: X-rays, pathology, pharmacies)

6. No waiting times – (at either GP-Surgery or Hospital ED)

7. Improved Health education, information, and promotion

8. Improved advertising of “After-Hours” care services.

9. “Bulk-Billing” facilities – (at GP-surgery and at local Hospital)

10. 24-hour Medical call/telephone number/line.

11. Improved Mental Health services.

12. “Home Visits” – for Elderly and for people without transport.

Overwhelmingly, what rural consumers (Patients) expect and value most is a good and continuing relationship with a caring GP, backed-up by a well-equipped and resourced local hospital and access to specialist care, when they need it.

What the majority of rural consumers also wanted was to be able to get an appointment with their own GP with a minimum of delay and to have a consultation in which they felt they were listened to, were able to ask questions, and were given information/advice which allowed them to better understand and deal with or manage their injury or illness.

5.4    Hospital & Community Health – related  

                  “Needs/Issues/Concerns”

Individual “Face-to-Face” interviews were held with interested Managers’ of local District and Base Hospitals, and Community Health Managers across the SE-NSW Region.

Managers’ were invited to offer direct feedback on their views in relation to “needs/issues/concerns” about current arrangements for the provision of “After-Hours Primary Medical Care Services”.

In summary, these included the following:

	Hospital Managers’
	Community Health Managers’



	“Issues/Concerns” :

· Unsafe working condition/hours for GP-VMO’s – (ie: most are working long-hours, are too-tired to work at both Hospital and in their private practice);

· AHPMC presentations at Hospital Emergency Departments have nearly “doubled” in the past 10 years – (NB: approx. 70% of current patient Triaging is for category’s 4 & 5 servicing – (ie: minor injuries and/or viral infections), and which should/could normally be dealt with by a GP);

· GP-surgery’s/practices’ closed on weekends – leading to increased workloads at Hospital ED’s;

· Increased workloads during seasonal changes – (eg: fruit picking season – Young, snow/ski season – Cooma and Queanbeyan, summer season – Bateman’s Bay, Moruya & Bega, etc); 

· Lack of “Bulk-Billing” facilities offered by local GP’s is causing many people to attend the local Hospital ED – where the service is carried out for “Free”;


	“Issues/Concerns” :

· Community Health only works on an 8:30am to 5:00pm basis, Monday through Friday, and does not operate at weekends or on Public Holidays – yet there are real patient concerns that require follow-up ;

· Lack of sufficient resources – (both $’s and people) due to financial constraints have placed heavy workload burdens on limited staff within Community Health;

· Increasing workloads is leading to “burnout” amongst all Health services providers – (ie: Doctors, Nurses, and others);

· “Supervision” of staff is a problem, which is leading to individual staff working on complex cases in isolation; 

· Limited Mental Health workers in rural areas – due to inability to fill positions, is leading to both an over-work situation and inability to cope with increasing demands;

· Working relationships with local Hospitals and GP’s is fairly good given restricted nature of resources and services able to be offered.

	Hospital Managers’
	Community Health Managers’



	“Issues/Concerns”- continued :

· Telephone Calls to GP’s by Triage RN’s is growing significantly – (NB: GP’s don’t charge for this type of consultation/advice yet – but it makes a GP’s days longer);

· Requirements for GP’s to attend at Hospital meetings – (NB: again, GP’s don’t charge for this yet!!);

· Payments to GP’s for out-of-hours consultations for Acute(critical) patients and Obstetrics, doesn’t match actual time spent by GP;

· Increased workloads – referred and/or transferred from other smaller centres is increasing – (NB: GP-VMO required to attend to all!!);

· Lack of personal and/or quality of lifestyle for local GP’s has diminished markedly;

· Mental Health patients presenting to Hospital ED are becoming an increasing issue in some rural centres;

· Consumers’ expectations of GP’s, Hospitals, Nurses, etc. have increased markedly – particularly perception that “they have already paid for Health services through their taxes and Health insurance payments, and believe that it is their entitlement to receive and be treated in a quality manner”;

· All Hospitals and Community Health services across the SE-NSW region face the same Catch-22 paradox – (ie: if they don’t do enough work, they are seen as not needing the money(budget) – and if they do extra work, they still seen as not needing the extra money (budget). 


	

	Hospital Managers’
	Community Health Managers’



	“Needs/Requirements” :

· Would like to see more effective and efficient “support” provided from SAHS, in particular with:-;

· provision of “Full-Time” Doctor/Registrar on Hospital staff, to share after-hours servicing with GP-VMO’s;

· provision of a “Shared” Locum, GP, or CMO to cover “relief” situations in the surrounding areas of the district;

· Would like to see better “support” for rural Hospitals from State Government – (NB: perception is that NSW State Government seems to think that nothing exists over the Blue Mountains);

· DEMAND is impossible to predict. What is required is the need for “flexibility” of response of demand – (ie: flexibility built into Hospital budgets to allow for fluctuations) – we should all be working on a         24-hour, 7days a week basis – Health is not a 40-Hour a week Business!!


	“Needs/Requirements” :

· Would like to see more effective and efficient “support” provided from SAHS, particularly in the areas of:-

· supervision of staff;

· ongoing education/skilling;

· “relief” staff to cater for  increased workloads

· Better recognition of the role that Community Health could provide in the provision of support and assistance in “After-Hours” care. 

· Need for a community-based approach, where the patient is put at the centre of the picture and services surround them, not the other way around, as is presently the case and which is leading to inefficiencies. Services could also then be delivered in the home (ie: a Hospital in the Home type of approach).



	Suggested Solutions :

· Provision of 1 x Doctor/Registrar “on-staff” at Hospital, to assist with after-hours care servicing;

· Have local GP’s open their surgery’s at weekends – with the Hospital providing administrative support/services;

· Establish a “Private GP Clinic” on the Hospital site, adjacent to the ED, with bulk-billing facilities, to cover all after-hours servicing;

· Develop some form of transportation system for the non-urgent patients.


	Suggested Solutions :

· Revise role and resourcing of Community Health, in order to provide after-hours services, in terms of :-

· health education & promotion;

· home visits;

· follow-up visitations, etc.;

· Better co-ordinated health services on a 24-hour basis;

· Increase resourcing to cover requirements for:-

· mental health servicing/follow-up

· mid-wifery servicing/follow-up

· sexual assault servicing;

· drug & alcohol servicing; etc.




6 Summary of Hospital ED - Data

Hospital Emergency data from 14 sites, in respect to Category 4 & 5 presentations was collected and analysed from two discrete whole year periods

· ie: 01.12/1997  to  31/11/1998  -  called 1998,  and 

·      01/12/2000  to  30/11/2001  -  called 2001.

Data/Figures for Goulburn Base Hospital were not available for analysis.

All presentations occurring between 8:00pm and 8:00am Monday –Friday, and after 12noon on Saturday, were selected as well as all presentations occurring on a Sunday.

Only triage category 4 & 5 presentations were included in the data sets.

An analysis of the data overall, indicates in summary the following :-

Presentation Frequency:

· Total Cat.4 & 5 presentations across the SE-NSW region have decreased by 21.5%.

· Of the 14 sites examined, seven(7) showed an increase in overall presentation numbers while seven(7) showed a decrease in presentations. Many of these changes were marginal.

· “Sunday” appears to be the predominant day of the week on which Cat. 4 & 5 presentations have been recorded – accounting for 45% of all presentations.

· This was followed closely by “Saturdays” – accounting for 24% of all presentations.

Triage Category:

· Little is able to be concluded from a comparison of triage categories across years.

Waiting Times:

· The Data is inconclusive.

Other Indicators – ( gender, mode of arrival, planned return visits, treating professional, and presentation outcome) :

· Data reveals interesting differences between sites, and little of specific note in comparison over time.

· The single exception to this appears to be Crookwell, where significant difference across most indicators has been observed. The specific reason(s) for this are unclear, but possibilities seem to include :

· establishment of the Ambulatory Care Service;

· really poor data – resulting from a change in what the Nurses were prepared to record.

Summary Observation:

*  Overall, the Hospital ED data reviewed, does not support the perceived arguments of increases in workload, reflected by throughput and waiting times – (assuming staffing levels have remained relatively constant).

6.1
Summary of Category 4 & 5 presentations at Hospital Emergency Departments 

– as a % per day of week.

	Site
	Total

Cat. 4&5


	%

Sunday
	%

Saturday
	%

Friday
	%

Thursday
	%

Wednesday
	%

Tuesday
	%

Monday

	Bateman’s Bay

             1998

             2001
	4745

3656

- 23.0%
	43.4

46.2

+ 6.1%
	24.8

23.8

- 4.0%
	7.3

6.3

- 13.7%
	6.5

6.7

+ 3.0%
	6.0

5.6

- 6.7%
	6.4

5.7

- 10.9%
	5.6

5.8

+ 3.5%

	Bega

             1998

             2001
	2718

3041

+ 10.6%
	45.6

44.0

- 3.5%
	24.0

26.6

+ 9.8%
	6.4

5.9

- 7.8%
	6.7

6.4

- 4.5%
	5.8

5.9

+ 1.7%
	5.7

5.7

0.0%
	5.9

5.8

- 1.7%

	Bombala

            1998

             2001
	746

859

+ 13.2%
	47.6

55.9

+ 14.8%
	21.6

19.1

- 11.6%
	4.8

4.9

+ 2.0%
	5.8

5.6

- 3.5%
	8.4

4.7

- 44.1%
	5.2

5.1

- 1.9%
	6.6

4.8

- 27.3%

	Boorowa

            1998

            2001
	506

511

+ 0.98%
	46.2

50.3

+ 8.2%
	21.1

17.8

- 15.6%
	6.5

6.3

- 3.1%
	6.3

6.8

+ 7.4%
	6.7

6.8

+ 1.5%
	6.5

7.0

+ 7.1%
	6.5

4.9

- 24.6%

	Braidwood

            1998

            2001
	644

867

+ 25.7%
	56.8

57.8

+ 1.7%
	26.6

24.7

- 7.1%
	3.0

4.2

+ 28.6%
	4.8

3.5

- 27.1%
	2.2

3.5

+ 37.1%
	3.0

3.7

+ 18.9%
	3.7

3.2

- 13.5

	Cooma

            1998

            2001
	3096

3122

+ 0.83%
	39.5

37.7

- 4.6%
	22.7

25.2

+ 9.9%
	7.2

7.7

+ 6.5%
	7.9

8.1

2.5%
	7.8

7.0

- 10.3%
	7.5

6.7

- 10.7%
	7.4

7.5

+ 1.3%

	Crookwell

            1998

            2001
	1273

659

- 48.2%
	31.8

48.4

+ 34.3%
	19.1

28.5

+ 33.0%
	11.6

5.9

- 49.1%
	11.9

4.4

- 63.0%
	5.9

3.5

- 40.7%
	8.9

4.6

48.3%
	10.8

4.7

- 56.5%

	Delegate

            1998

            2001
	193

239

+ 19.3%
	48.7

43.9

- 9.9%
	26.4

27.2

+ 2.9%
	3.6

6.7

+ 46.3%
	5.2

4.2

- 19.2%
	3.6

5.9

+ 39.0%
	5.7

7.9

+ 27.8%
	6.7

4.2

- 37.3%

	Moruya

            1998

             2001
	3385

1990

- 41.2%
	46.0

43.3

- 5.9%
	24.6

25.7

+ 4.3%
	6.4

7.4

+ 13.5%
	5.3

5.5

+ 3.6%
	5.4

5.6

+ 3.6%
	6.0

6.3

+ 4.8%
	6.3

6.1

- 3.2%

	Harden

            1998

            2001
	785

727

- 7.4%
	52.5

54.7

+ 4.0%
	23.7

19.5

- 17.7%
	5.7

4.5

- 21.1%
	4.7

3.6

- 23.4%
	3.2

5.2

+ 38.5%
	4.6

6.6

+ 30.3%
	5.6

5.8

+ 3.5%

	Pambula

            1998

            2001
	1718

1604

- 6.6%
	45.1

44.8

- 0.67%
	25.2

26.5

+ 4.9%
	6.9

5.2

- 24.6%
	6.4

5.5

- 14.1%
	5.4

6.0

+ 10.0%
	4.8

5.8

+ 17.2%
	6.2

6.1

- 1.6%

	Queanbeyan

           1998

           2001
	10856

5268

- 51.5%
	35.7

36.8

+ 3.0%
	23.4

18.7

- 20.1%
	9.4

8.9

- 5.3%
	8.6

8.8

+ 2.3%
	7.8

8.5

+ 8.2%
	7.0

8.8

+ 20.5%
	8.1

9.5

+ 14.7%

	Yass

            1998

            2001
	1763

1725

- 2.2%
	44.4

41.3

- 7.0%
	24.9

25.6

+ 2.7%
	7.3

6.2

- 15.1%
	5.6

6.8

+ 17.7%
	6.9

6.4

- 7.3%
	5.5

7.5

+ 26.7%
	5.4

6.2

+ 12.9%

	Young

            1998

            2001
	2195

2921

+ 24.9%
	38.9

45.6

+ 14.7%
	26.1

24.8

- 5.0%
	7.2

6.4

- 11.1%
	6.7

5.7

- 14.9%
	6.8

5.8

- 14.7%
	6.9

5.8

- 15.9%
	7.4

6.0

- 18.9%

	Totals:

             1998

             2001
	34,623

27,189

- 21.5%
	44.5%

46.5%

+4.3%
	23.9%

23.8%

-0.42%
	6.7%

6.2%

-7.5%
	6.6%

5.8%

-12.1%
	5.9%

5.7%

-3.4%
	6.0%

6.2%

+3.2%
	6.6%

5.6%

+15.2%


Data Analysis Comments:

1. Total Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the SE-NSW region have decreased overall by 21.5%

2. Increases in Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at the local Hospital ED’s for :-

· Braidwood    ( + 25.7%)

· Young           ( + 24.9%)

· Delegate        ( + 19.2%)

· Bombala        ( + 13.2%)

· Bega              ( + 10.6%)

· Boorowa       ( +   0.98%)

· Cooma          ( +   0.83%)

3. Decreases in Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at the local Hospital ED’s for :-

· Queanbeyan       ( - 51.5%)

· Crookwell          ( - 48.2%)

· Moruya              ( - 41.2%)

· Bateman’s Bay  ( - 23.0%)

· Harden               ( -   7.4%)

· Pambula             ( -  6.60%)

· Yass                   ( -   2.2%)

4. “Sunday” is the predominant day of the week on which Cat. 4 & 5 presentations have been recorded at the local Hospital ED’s  - accounting for approx. 45% of all presentations.

This is followed closely by “Saturdays” – accounting for 24% of all presentations.

6.2 Summary of Cat.4 & 5 presentations at Hospital Emergency Departments

-  % of Males and Females

	Site
	Total

Cat. 4&5


	%

Males
	%

Females

	Bateman’s Bay

             1998

             2001
	4745

3656

- 23.0%
	51.0

50.6

- 0.78%
	48.6

49.0

+ 0.82%

	Bega

             1998

             2001
	2718

3041

+ 10.6%
	51.9

51.8

- 0.19%
	47.4

48.1

+ 1.46%

	Bombala

            1998

             2001
	746

859

+ 13.2%
	54.6

49.8

- 8.79%
	45.0

49.7

+ 9.46%

	Boorowa

            1998

            2001
	506

511

+ 0.98%
	52.4

45.8

- 12.6%
	47.0

54.0

+ 12.9%

	Braidwood

            1998

            2001
	644

867

+ 25.7%
	51.9

54.3

+ 4.4%
	47.5

45.3

- 4.6%

	Cooma

            1998

            2001
	3096

3122

+ 0.83%
	54.1

52.7

- 2.6%
	44.9

47.1

+ 4.7%

	Crookwell

            1998

            2001
	1273

659

- 48.2%
	53.7

56.4

+ 4.8%
	46.0

43.2

- 6.1%

	Delegate

            1998

            2001
	193

239

+ 19.3%
	65.8

49.8

- 24.3%
	34.2

49.8

+ 31.3%

	Moruya

            1998

             2001
	3385

1990

- 41.2%
	48.1

53.8

+ 10.6%
	51.3

44.9

- 12.5%

	Harden

            1998

            2001
	785

727

- 7.4%
	58.0

52.5

- 9.5%
	41.1

46.8

+ 12.2%

	Pambula

            1998

            2001
	1718

1604

- 6.6%
	51.7

54.1

+ 4.4%
	48.0

45.9

- 4.4%

	Queanbeyan

           1998

           2001
	10856

5268

- 51.5%
	57.6

52.2

- 9.4%
	41.7

47.8

12.6%

	Yass

            1998

            2001
	1763

1725

- 2.2%
	51.7

49.3

- 4.6%
	47.3

50.3

+ 6.0%

	Young

            1998

            2001
	2195

2921

+ 24.9%
	58.1

52.0

- 10.5%
	41.0

47.3

+ 13.3%

	Totals:

             1998

             2001
	34,623

27,189

- 21.5%
	54.3%

51.8%

- 4.6%
	45.1%

47.8%

+ 5.6%


Data Analysis Comments:

1.  Total “Male” Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have decreased overall by 4.6%

2.  Total “Female” Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have increased overall by 5.6%

3. “Increases” in “ Male & Female” Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at the local Hospital ED’s for :-

	Males
	Females

	( + 10.6%)  -  Moruya

( +   4.8%)  -  Crookwell

( +   4.4%)  -  Braidwood

( +   4.4%)  -  Pambula
	( + 31.3%)  -   Delegate

( + 13.3%)  -   Young

( + 12.9%)  -   Boorowa

( + 12.6%)  -   Queanbeyan

( + 12.2%)  -   Harden

( +   9.4%)  -   Bombala

( +   6.0%)  -   Yass

( +   4.7%)  -   Cooma

( +   1.46%)  -  Bega

( +   0.82%)  -  Bateman’s Bay


4. “Decreases” in “Male & Female” Cat. 4 & 5 presentations over the whole year periods (1998 – 2001) have been recorded at the local Hospital ED’s for :-

	Males
	Females

	( - 24.3%)  -  Delegate

( - 12.6%)  -  Boorowa

( - 10.5%)  -  Young

( -   9.5%)  -  Harden

( -   9.4%)  -  Queanbeyan

( -   8.8%)  -  Bombala

( -   4.6%)  -  Yass

( -   2.6%)  -  Cooma

( -   0.78%)  -  Bateman’s Bay

( -   0.19%)  -  Bega


	( - 12.9%)   -   Pambula

( -   9.46%)  -  Moruya

( -  1.46%)  -  Crookwell

( -  0.82%)  -  Braidwood




6.3 Summary of Cat. 4 & 5 presentations at Hospital Emergency Department

- % of arrivals by private car, ambulance, or other means

	Site
	Total

Cat. 4&5


	%

arrivals by Private Car
	%

arrivals by

Ambulance
	%

arrivals by 

Other Means

	Bateman’s Bay

             1998

             2001
	4745

3656

- 23.0%
	94.2

94.2

0.0%
	4.8

5.0

+ 4.0%
	0.7

0.6

- 14.3%

	Bega

             1998

             2001
	2718

3041

+ 10.6%
	89.8

93.4

+ 3.8%
	8.4

5.8

- 30.9%
	1.1

0.6

- 45.5%

	Bombala

            1998

             2001
	746

859

+ 13.2%
	90.9

91.6

+ 0.76%
	3.2

3.7

+ 13.5%
	1.3

1.3

0.0%

	Boorowa

            1998

            2001
	506

511

+ 0.98%
	90.3

90.0

- 0.33%
	5.9

5.5

- 6.8%
	3.2

4.3

+ 25.6%

	Braidwood

            1998

            2001
	644

867

+ 25.7%
	93.5

91.3

- 2.4%
	3.4

3.3

- 2.9%
	1.7

2.9

+ 41.4%

	Cooma

            1998

            2001
	3096

3122

+ 0.83%
	89.7

89.3

- 0.45%
	8.4

9.2

+ 8.7%
	0.7

0.9

+ 22.2%

	Crookwell

            1998

            2001
	1273

659

- 48.2%
	98.0

94.7

- 3.37%
	1.6

4.2

+ 61.9%
	0.5

0.5

0.0%

	Delegate

            1998

            2001
	193

239

+ 19.3%
	97.4

99.2

+ 1.82%
	1.0

0.8

- 20.0%
	1.0

0.0

- 100.0%

	Moruya

            1998

             2001
	3385

1990

- 41.2%
	91.3

84.3

- 7.67%
	7.8

11.8

+ 33.9%
	0.4

3.2

+ 87.5%

	Harden

            1998

            2001
	785

727

- 7.4%
	92.5

94.1

+ 1.70%
	5.4

4.1

- 24.1%
	1.5

0.3

- 80.0%

	Pambula

            1998

            2001
	1718

1604

- 6.6%
	86.5

92.2

+ 6.2%
	9.6

7.4

- 22.9%
	0.9

0.4

- 55.6%

	Queanbeyan

           1998

           2001
	10856

5268

- 51.5%
	92.6

92.9

+ 0.32%
	5.6

6.5

+ 13.8%
	0.9

0.4

- 55.6%

	Yass

            1998

            2001
	1763

1725

- 2.2%
	88.9

90.3

+ 1.55%
	5.4

6.8

+ 20.6%
	1.4

2.1

+ 33.3%

	Young

            1998

            2001
	2195

2921

+ 24.9%
	93.4

94.4

+ 1.06%
	5.3

4.4

- 17.0%
	0.8

0.7

- 12.5%

	Totals:

             1998

             2001
	34,623

27,189

- 21.5%
	92.1%

92.3%

+ 0.22%
	5.4%

5.6%

+ 3.6%
	1.2%

1.3%

+ 7.7%


Data Analysis Comments:

1. Overall. total “Arrivals” at Hospital ED’s for Category 4 & 5 presentations during the       whole year periods (1998 & 2001) across the  SE-NSW region have increased  by 11.5%

2.  Total “Arrivals by Private Car” at Hospital ED’s for Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have increased by 0.22%

3.  Total “Arrivals by Ambulance” at Hospital ED’s for Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have increased by 3.6%

4.  Total “Arrivals by Other Means” at Hospital ED’s for Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have increased by 7.7%

5. Increases in “Arrivals by Private Car, Arrivals by Ambulance, and Arrivals by Other Means”  for Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at local Hospital ED’s for :-

	Arrivals by Private Car
	Arrivals by Ambulance
	Arrivals by Other Means

	(+ 6.20%)  -  Pambula

(+ 3.80%)  -  Bega

(+ 1.82%)  -  Delegate

(+ 1.70%)  -  Harden

(+ 1.55%)  -  Yass

(+ 1.06%)  -  Young

(+ 0.76%)  -  Bombala

(+ 0.32%)  -  Queanbeyan

NB:

(No Change) -  Bateman’s Bay

· 
	(+ 61.9%)  -  Crookwell

(+ 33.9%)  -  Moruya

(+ 20.6%)  -  Yass

(+ 13.8%)  -  Queanbeyan

(+ 13.5%)  -  Bombala

(+   8.7%)  -  Cooma

(+   4.0%)  -  Bateman’s Bay


	(+ 87.5%)  -  Moruya

(+ 41.4%)  -  Braidwood

(+ 33.3%)  -  Yass

(+ 25.6%)  -  Boorowa

(+ 22.2%)  -  Cooma

(+ 4.44%)  -  Braidwood

(

NB:

(No Change)  -  Bombala

(No Change)  - Crookwell


6. Decreases in “Arrivals by Private Car, Arrivals by Ambulance, and Arrivals by Other Means”  for Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at local Hospital ED’s for :-

	Arrivals by Private Car
	Arrivals by Ambulance
	Arrivals by Other Means

	( -  7.67%)  -  Moruya

( -  3.37%)  -  Crookwell

( -  2.40%)  -  Braidwood

( -  0.45%)  -  Cooma

( -  0.33%)  -  Boorowa 


	( - 30.9%)  -  Bega

( - 24.1%)  -  Harden

( - 22.9%)  -  Pambula

( - 20.0%)  -  Delegate

( - 17.0%)  -  Young

( -  6.8%)  -  Boorowa

( -  2.9%)  -  Braidwood


	( - 100%)  -  Delegate

( - 80.0%)  -  Harden

( - 55.6%)  -  Pambula

( - 55.6%)  -  Queanbeyan

( - 45.5%)  -  Bega

( - 14.3%)  -  Bateman’s Bay

( - 12.5%)  -  Young


6.4 Summary of Cat. 4 & 5 presentations at Hospital Emergency Department

- % of arrivals seen by Doctor, Nurse, or given Telephone Advice

	Site
	Total

Cat. 4&5


	%

seen by

Doctor
	%

seen by

Nurse
	No.

given Telephone Advice

	Bateman’s Bay

             1998

             2001
	4745

3656

- 23.0%
	76.5

79.6

+ 3.90%
	14.9

13.4

- 10.1%
	403

207

- 48.6%

	Bega

             1998

             2001
	2718

3041

+ 10.6%
	76.5

81.7

+ 6.36%
	16.9

12.3

- 27.2%
	170

176

+ 3.41%

	Bombala

            1998

             2001
	746

859

+ 13.2%
	71.6

83.2

+ 13.9%
	20.1

12.2

- 39.3%
	59

38

- 35.6%

	Boorowa

            1998

            2001
	506

511

+ 0.98%
	50.4

42.5

- 15.7%
	35.8

52.6

+ 31.9%
	66

25

- 62.1%

	Braidwood

            1998

            2001
	644

867

+ 25.7%
	61.3

45.7

- 25.5%
	32.0

48.9

+ 34.6%
	43

45

+ 4.44%

	Cooma

            1998

            2001
	3096

3122

+ 0.83%
	74.8

73.9

- 1.20%
	23.9

25.9

+ 7.72%
	29

4

- 86.2%

	Crookwell

            1998

            2001
	1273

659

- 48.2%
	48.9

90.6

+ 46.0%
	48.5

2.9

- 94.0%
	32

40

+ 20.0%

	Delegate

            1998

            2001
	193

239

+ 19.3%
	72.5

74.9

+ 3.20%
	23.8

17.6

- 26.1%
	6

18

+ 66.7%

	Moruya

            1998

             2001
	3385

1990

- 41.2%
	73.7

67.2

- 8.82%
	20.3

25.4

+ 20.1%
	192

139

- 27.6%

	Harden

            1998

            2001
	785

727

- 7.4%
	34.0

49.0

+ 30.6%
	41.4

29.6

- 28.5%
	191

151

- 20.9%

	Pambula

            1998

            2001
	1718

1604

- 6.6%
	67.9

71.3

+ 4.77%
	17.6

14.9

- 15.3%
	234

221

- 5.56%

	Queanbeyan

           1998

           2001
	10856

5268

- 51.5%
	70.1

86.3

+ 18.8%
	24.3

11.4

- 53.1%
	579

111

- 80.8%

	Yass

            1998

            2001
	1763

1725

- 2.2%
	80.4

84.6

+ 4.97%
	16.2

15.1

- 6.79%
	59

5

- 91.5%

	Young

            1998

            2001
	2195

2921

+ 24.9%
	61.2

69.6

+ 12.1%
	19.7

17.4

- 11.7%
	406

371

- 8.62%

	Totals:

             1998

             2001
	34,623

27,189

- 21.5%
	65.7%

71.4%

+ 8.0%
	25.4%

21.4%

- 15.7%
	2469

1551

- 37.2%


Data Analysis Comments:

7.  Total “Seen by Doctor” at Hospital ED’s for Category 4 & 5 presentations during the       whole year periods (1998 & 2001) across the  SE-NSW region have increased by 8.0%

8.  Total “Seen by Nurse” at Hospital ED’s for Category 4 & 5 presentations during the           whole year periods (1998 & 2001) across the  SE-NSW region have decreased by 15.7%

9.  Total “Number given Telephone Advice” during the whole year periods (1998 & 2001) across the  SE-NSW region have decreased by 37.2%

10. “Increases” in “Seen by Doctor, Seen by Nurse, or Given Telephone Advice”  for Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at local Hospital ED’s for :-

	Seen by Doctor
	Seen by Nurse
	Given Telephone Advice

	(+ 46.0%)  -  Crookwell

(+ 30.6%)  -  Harden

(+ 18.8%)  -  Queanbeyan

(+ 13.9%)  -  Bombala

(+ 12.1%)  -  Young

(+ 6.36%)  -  Bega

(+ 4.97%)  -  Yass

(+ 4.77%)  -  Pambula

(+ 3.20%)  -  Delegate

(+ 3.90%)  -  Bateman’s Bay

· 
	(+ 34.6%)  -  Braidwood

(+ 31.9%)  -  Boorowa

(+ 20.1%)  -  Moruya

(+  7.72%) -  Cooma
	(+ 66.7%)  -  Delegate

(+ 20.0%)  -  Crookwell

(+ 4.44%)  -  Braidwood

(+ 3.41%)  -  Bega


11. “Decreases” in “Seen by Doctor, Seen by Nurse, or Given Telephone Advice”  for Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at local Hospital ED’s for :-

	Seen by Doctor
	Seen by Nurse
	Given Telephone Advice

	(- 25.5%)  -  Braidwood

(- 15.7%)  -  Boorowa

(-  8.82%)  -  Moruya

(-  1.20%)  -  Cooma


	(- 94.0%)  -  Crookwell

(- 53.1%)  -  Queanbeyan

(- 39.3%)  -  Bombala

(- 28.5%)  -  Harden

(- 27.5%)  -  Bega

(- 26.1%)  -  Delegate

(- 15.3%)  -  Pambula

(- 11.7%)  -  Young

(- 10.1%)  -  Bateman’s Bay

(- 6.79%)  -  Yass
	(- 91.5%)  -  Yass

(- 86.2%)  -  Cooma

(- 80.8%)  -  Queanbeyan

(- 62.1%)  -  Boorowa

(- 48.6%)  -  Bateman’s Bay

(- 35.6%)  -  Bombala

(- 27.6%)  -  Moruya

(- 20.9%)  -  Harden

(- 8.62%)  -  Young

(- 5.56%)  -  Pambula




6.5 Summary of Cat. 4 & 5 presentations at Hospital Emergency Department

- % of Planned Return Visit, Discharged from ED, and Admitted to Hospital

	Site
	Total

Cat. 4&5


	%

Planned Return Visit
	%

Discharged from ED
	%

Admitted to Hospital


	%

Other,

Including

DOA

	Bateman’s Bay

             1998

             2001
	4745

3656

- 23.0%
	1.2

0.7

- 41.7%
	84.1

88.8

+ 5.29%
	12.7

7.9

- 37.8%
	2.3

0.6

- 73.9%

	Bega

             1998

             2001
	2718

3041

+ 10.6%
	7.0

4.0

- 42.8%
	81.7

84.8

+ 3.66%
	14.3

13.6

- 4.90%
	2.1

1.2

- 42.9%

	Bombala

            1998

             2001
	746

859

+ 13.2%
	7.9

7.5

- 5.06%
	83.1

82.9

- 0.24%
	11.8

12.9

+ 8.53%
	1.8

1.7

- 5.56%

	Boorowa

            1998

            2001
	506

511

+ 0.98%
	5.7

9.6

+ 40.6%
	87.7

86.5

- 1.37%
	9.9

8.6

- 13.1%
	1.4

2.2

+ 36.4%

	Braidwood

            1998

            2001
	644

867

+ 25.7%
	19.3

24.7

+ 21.9%
	79.5

82.8

+ 3.99%
	15.2

13.0

- 14.5%
	2.8

2.1

- 25.0%

	Cooma

            1998

            2001
	3096

3122

+ 0.83%
	5.5

2.7

- 50.1%
	86.1

86.9

+ 0.92%
	10.3

11.3

+ 8.8%
	1.8

2.4

+ 25.0%

	Crookwell

            1998

            2001
	1273

659

- 48.2%
	9.3

1.4

- 84.9%
	94.5

85.4

- 9.63%
	4.6

11.5

+ 60.0%
	0.7

2.6

+ 73.1%

	Delegate

            1998

            2001
	193

239

+ 19.3%
	18.7

5.4

- 71.1%
	77.7

87.4

+ 11.1%
	20.7

9.2

- 55.6%
	0.0

2.1

+ 100.0%

	Moruya

            1998

             2001
	3385

1990

- 41.2%
	1.3

0.7

- 46.2%
	78.8

79.9

+ 1.38%
	17.2

17.1

- 0.58%
	2.6

1.9

- 26.9%

	Harden

            1998

            2001
	785

727

- 7.4%
	17.3

6.3

- 63.6%
	81.5

85.7

+ 4.90%
	13.7

10.8

- 21.2%
	2.1

2.0

- 4.76%

	Pambula

            1998

            2001
	1718

1604

- 6.6%
	2.0

1.9

- 5.0%
	78.2

93.3

+ 16.2%
	12.3

2.0

- 83.7%
	2.9

4.1

+ 29.3%

	Queanbeyan

           1998

           2001
	10856

5268

- 51.5%
	1.5

0.3

- 80.0%
	90.3

91.4

+ 1.20%
	5.0

3.3

- 34.0%
	3.7

5.2

+ 28.8%

	Yass

            1998

            2001
	1763

1725

- 2.2%
	4.9

3.5

- 28.5%
	86.6

90.0

+ 3.78%
	4.7

6.8

+ 30.9%
	2.7

2.9

+ 6.90%

	Young

            1998

            2001
	2195

2921

+ 24.9%
	2.6

2.6

0.0%
	86.3

87.4

+ 1.26%
	10.9

10.8

- 0.92%
	1.4

1.3

- 7.2%

	Totals:

             1998

             2001
	34,623

27,189

- 21.5%
	7.4%

5.1%

- 31.1%
	84.0%

86.7%

+ 3.11%
	11.7%

9.9%

- 15.4%
	2.0%

2.3%

+ 13.0%


Data Analysis Comments:

1. Total “Planned Return Visits, Discharged from ED, Admitted to Hospital, and Other including DOA” at Hospital ED’s for Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have decreased by 30.4%

2.  Total “Planned Return Visits” at Hospital ED’s for Category 4 & 5 presentations during the whole year periods (1998 & 2001) across the  SE-NSW region have decreased by 31.1%

3.  Total “Discharged from ED” during the whole year periods (1998 & 2001) across the  SE-NSW region have increased by 3.11%

4.  Total “Admitted to Hospital” during the whole year periods (1998 & 2001) across the  SE-NSW region have decreased by 15.4%

5.  Total “Other – including DOA” during the whole year periods (1998 & 2001) across the  SE-NSW region have increased by 13.0%

6. “Increases” in “Planned Return Visits, Discharged from ED, Admitted to Hospital, and Other-including DOA” for Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at local Hospital ED’s for :-

	Planned Return Visit
	Discharged from ED
	Admitted to Hospital
	Other – including DOA

	(+ 40.6%)  -  Boorowa

(+ 21.9%)  -  Braidwood

NB: 

(No change) -- Young
	(+ 16.2%)  -  Pambula

(+ 11.1%)  -  Delegate

(+ 5.29%)  -  Bateman’s Bay

(+ 4.90%)  -  Harden

(+ 3.99%)  -  Braidwood

(+ 3.78%)  -  Yass

(+ 3.66%)  - Bega

(+ 1.38%)  -  Moruya

(+ 1.26%)  -  Young

(+ 1.20%)  -  Queanbeyan

(+ 0.92%)  -  Cooma
	(+ 60.0%)  -  Crookwell

(+ 30.9%)  -  Yass

(+   8.8%)  -  Cooma

(+  8.53%)  -  Bombala
	(+ 100%)  -  Delegate

(+ 73.1%)  -  Crookwell

(+ 36.4%)  -  Boorowa

(+ 29.3%)  -  Pambula

(+ 28.8%)  -  Queanbeyan

(+ 25.0%)  -  Cooma

(+  6.90%)  -  Yass


7. “Decreases” in “Planned Return Visits, Discharged from ED, Admitted to Hospital, and Other-including DOA”  for Cat. 4 & 5 presentations over the whole year periods (1998 & 2001) have been recorded at local Hospital ED’s for :-

	Planned Return Visit
	Discharged from ED
	Admitted to Hospital
	Other – including DOA

	(- 84.9%)  -  Crookwell

(- 80.0%)  -  Queanbeyan

(- 71.1%)  -  Delegate

(- 63.6%)  -  Harden

(- 50.1%)  -  Cooma

(- 46.2%)  -  Moruya

(- 41.7%)  -  Bateman’s Bay

(- 42.8%)  -  Bega

(- 28.5%)  -  Yass

(- 5.06%)  -  Bombala

(-5.00%)  -  Pambula
	(- 9.63%)  -  Crookwell

(- 1.37%)  -  Boorowa

(- 0.24%)  -  Bombala
	(- 83.7%)  -  Pambula

(- 55.6%)  -  Delegate

(- 37.8%)  -  Bateman’s Bay

(- 34.0%)  -  Queanbeyan

(- 21.2%)  -  Harden

(- 14.5%)  -  Braidwood

(- 13.1%)  -  Boorowa

(- 4.90%)  -  Bega

(- 0.92%)  -  Young

(- 0.58%)  -  Moruya
	(- 73.9%)  -  B/Bay

(- 42.9%)  -  Bega

(- 26.9%)  -  Moruya

(- 25.0%)  -  Br/wood

(-  7.2%)  -  Young

(- 5.56%)  -  Bombala

(- 4.76%)  -  Harden




7 Comparisons of some AHPMC “Models” within Australia

The review looked at a number of other Australian Divisions who have, or are currently in the process of implementing “models” for AHPMC servicing within their regions.

Whilst it is difficult to document exactly all activities, the following summary highlights the advantages and disadvantages of the varying services provided :

	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	1. Shared Practices Roster

eg: 

*  Bayside Division After-Hours              Co-operative, QLD
	The basic tenet upon which  this model is commonly established, is to provide traditional general practice-type coverage to members’ patients, on a not-for-profit, or low-profit basis.

1. General Practices subscribe to a co-operative roster which is administered by a third party such as the Division.

2. Coverage is for the entire after-hours period.

3. GP’s from participating practices are put on a rotating roster.

4. The telephone is operated by a pager service.

5. When on-call GP’s are paged they triage the patient, and where necessary chose where to see the patient, whether it be at home, in their own clinic, or at a hospital.

6. For remuneration GP’s charge an up-front fee – patients can claim the MBS after-hours rebate and the Division collects the monthly membership subscription from each practice (typically $25 per practice).

7. The Division is responsible for organising the rosters, faxing records of after-hours visits to the patient’s regular GP, overseeing security arrangements for home visits and ensuring back-up if the on-call GP’s fail to answer their pagers.


	· Allows GP’s to maintain autonomy in billing and clinical practice.

· High levels of calls can be triaged by GP without visit.

· Continuity of Care.

· Model provides access to after hours MBS and PIP.

· Low administrative pressures.

· Generally seen as a high quality service with patient satisfaction.
	· Only patients from participating practices are treated.

· Low remuneration with GP’s required to work in their practices the next day.

· Many calls do not require visits, but GP’s still lose valuable sleep and are not remunerated for telephone conversations.

· No formal protocols or standardisation leading to potential inconsistencies in the service.

· Low public profile and little ease to pressures on local hospitals.

	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	2. Public Hospital Organised Roster

eg: 

* Esperance District Hospital, WA


	1. GP’s are contracted to staff after-hours primary care facilities at the local Hospital.

2. GP’s are rostered to work on a rotational basis.

3. Coverage is for the entire after-hours period.

4. GP’s staffing the Emergency Department reside overnight and are paid a flat hourly rate by the State Government.

5. The public Hospital is responsible for all administration and supplies nursing staff and all consumables.


	· Open to all consumers(patients).

· GP’s have a guaranteed income.

· Secure working environment for GP’s.

· Good back-up facilities.
	· The service cannot be supplemented by MBS funds – (NB: this is considered “double-dipping”)

	3. Private Hospital Organised Roster

eg: 

*  Rockhampton, QLD
	1. GP’s or GP co-operative is contracted to staff an after-hours primary care service at a private hospital, or to be “on-call” for patients who present after-hours.

2. Coverage is for the entire after-hours period.

3. GP’s generally collect all patient fees as remuneration for their services.

4. The private hospital usually provides all administration, the facility, nurses, consumerables, advertising and protocols, and in return relies on the GP’s to refer to in-house specialists and increase service profile in the community.


	· Open to all consumers(patients).

· GP’s are usually well remunerated.

· Secure working environment for GP’s.

· Good back-up facilities.

· Access to after-hours MBS and PIP.
	· On-call GP’s sometimes complain of coercion by the private hospital, to attend presenting patients for whom an after-hours consultation is unnecessary.

· Viability of the service for the private hospital hinges upon increases in specialist referrals and admissions to the private hospital.


	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	4.  GP                   Co-operative Clinic, co-located within a private Hospital

eg: 

* GP After-Hours Perth, WA

* Eastern Suburbs GP After Hours Care, Melbourne, Vic

* Macarthur GP After Hours Service, NSW

* Southern Highlands GP After Hours Service, NSW

Family Care After Hours GP Service, Sunshine Coast, QLD
	Coverage is typically from 7:00pm to 11:00pm on weeknights and on weekends opening between 1:30pm and 4:00pm, and closing at 10:00pm.

An up-front fee (typically of between $40 and $60) is charged to patients.

A number of methods of remunerating GP’s exist, including GP’s receiving 50% of billings, GP’s being paid a flat hourly rate (of between $75 and $120), or GP’s being paid a guaranteed minimum hourly rate or 50% of earnings – whichever is the greater.

Most clinics require ongoing adjustments to patient charges and GP remuneration to remain viable.

1. GP’s form a co-operative roster to staff an after-hours clinic – independently administered, but co-located within a local public Hospital.

2. The clinic is its own limited company, either set-up by the Division or has equal share-ownership by all participating GP’s.

3. Practices of participating GP’s (and often non-participating GP’s) refer their after-hours patients to the clinic.

4. Operational and clinical protocols are agreed by the participating GP’s, including an agreement not to “poach” the patients of other GP’s.

5. Administration is overseen by a Practice Manager, governed by the Board of Directors, and includes considerations such as advertising and reception.


	· Open to all consumer(patients).

· Secure working environment for GP’s.

· Good back-up facilities.

· Generally have strong informal business arrangements with other services, such as ambulance, pharmacists, radiologist and pathology services.

· Generally seen as high quality service with high levels of satisfaction amongst consumers(patients).
	· Up-front fees deter patients of lower socio-economic circumstances.

· Clinics unable to access after-hours MBS rebates, so must charge patients as much as possible while still maintaining sufficient throughput to remain sustainable.

· Excludes consumers(patients) with transport difficulties. 

· Flat hourly rates paid by the clinic to GP’s tend to be unsustainable, except in the busiest periods, and GP’s risk low remuneration from evenly-split takings

.


	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	5.  GP Co-operative Clinic, co-located within a public Hospital, utilising Medicare.

(eg: 
	Operates in the same way as a GP co-operative clinic, co-located within a private hospital, except that the public hospital cannot provide free or discounted premises if the GP’s working at the clinic intend to collect MBS rebates – (NB: HIC considers this to be “double-dipping”)

1. GP’s form a co-operative roster to staff an after-hours clinic – independently administered, but co-located within a local public Hospital.

2. The clinic is its own limited company, either set-up by the Division or has equal share-ownership by all participating GP’s.

3. Practices of participating GP’s (and often non-participating GP’s) refer their after-hours patients to the clinic.

4. Operational and clinical protocols are agreed by the participating GP’s, including an agreement not to “poach” the patients of other GP’s.

5. Administration is overseen by a Practice Manager, governed by the Board of Directors, and includes considerations such as advertising and reception.


	· Open to all consumer(patients).

· Secure working environment for GP’s.

· Good back-up facilities.

· Convenient alternative to public hospital Emergency Department.

· Has significant impact on reducing demand on hospital Emergency Department.
	· Cannot receive free or discounted accommodation, nursing staff or consumerables from the hospital.

· Excludes consumers(patients) with transport difficulties.

· Clinics must charge patients as much as possible, while still maintaining sufficient throughput to remain sustainable.

· Up-front fees deter patients of lower socio-economic circumstances.

· Continues to encourage primary care type patients to present to the hospital emergency department – after hours.

· Flat hourly rates paid by the clinic to GP’s tend to be unsustainable, except in the busiest periods, and GP’s risk low remuneration from evenly-split takings.

	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	6.  GP Co-operative Clinic co-located within a public hospital, utilising State/Commonwealth funding

eg: 

*  Maitland after-hours GP service, NSW
	1. Operates the same way as a GP Co-operative clinic, co-located within a private hospital, except that GP’s are paid a flat hourly rate by the Government, the public hospital supplies the premises, consumables and nursing staff, and the service is made free to the general public.

2. Coverage is for the entire after-hours period.


	· Open to all consumers(patients).

· Does not exclude patients of limited means.

· Secure working environment for GP’s.

· Good back-up facilities.

· Convenient alternative to the public hospital Emergency Department.

· Has significant impact on demand to emergency department.

· Over time, it builds relationships and trust between hospital ED and GP co-operative.


	· Expensive service.

· Excludes patients with transport difficulties – (unless funding provides support for this).

· Concern by some GP’s of losing “fee-for-Service”, and having no incentive to be efficient – (eg: if there are tow GP’s working at busy times, ie: Sunday, one GP may be carrying the workload while both are paid the same amount).

· Continues to encourage primary care consumers(patients) to present to hospital after-hours.

	6.  GP Co-operative based in Clinic

eg: 

*  Ipswich, QLD
	1. GP’s form a co-operative roster to staff an after-hours clinic in the community.

2. Practices refer their patients to the clinic.

3. The clinic generally, only looks after participating practices’ patients – to adhere to Medical Board restrictions – unless registered as an after-hours service.

4. Coverage is only during the hours of 6:00pm to 9:00pm weekdays and 1:00pm to 9:00pm on weekends.


	· Co-operative maintains autonomy, with no pressure from a third party (eg: Hospital).

· Continuity of care for participating practices’ patients.

· Generally perceived as quality service with high levels of satisfaction amongst consumers(patients).


	· Only patients from participating practices are treated.

· Cost of facility, nurse, consumables and equipment reliant on service.

· Security is an issue – often having to employ security services or reliant on support from other services (eg: security provided for pharmacy next door).

· Reliant on pharmacies to be open.


	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	7.  Nurse/GP Telephone Triage

eg: 

*Health-Direct, WA

* Central Grampians, Vic

*Canberra-Health First, ACT
	1. Centralised telephone-in facilities where problems are dealt with over the telephone by an on-call Nurse or Medical practitioner.

2. Consumers(patients) can be switched through to a local ambulance service, referred to local hospital or GP, or a home visiting service, as necessary.


	· Generally open to all consumers(patients).

· Community has rapid access to appropriate health advice or intervention.

· Positive benefits to GP’s lifestyle, by either shielding practitioner from unnecessary after-hours calls, or through reduced number of nights on-call.

· Potential to increase quality of service provision in the region, by meeting needs of consumers(patients) for information, while at the same time filtering unnecessary visits to ensure appropriate use of after-hours.

· Potential for long-term reduced cost for sate Government through reduced demand for Emergency Department admissions to hospitals.


	· Significant cost to administer.

· Intensive training required of staff, strict protocol development and anticipated medico-legal problems can be significant barriers.

· A proportion of patients will still attend at the Hospital ED, regardless of a telephone triage service.

· This type of service tends to create “Demand” for additional services.

· Some patients do not have access to a telephone service.



	Service

&

Location


	Features 

of 

Service
	Advantages
	Disadvantages

	8.  Medical Deputising Services

eg: 

* Australian Locum Medical Service, 

WA

* After Hours 

Doctor Pty Ltd – Hobart, Tas
	1. GP Practices  subscribe to Medical Deputising Services (MDS) that provides after-0hours GP house-calls for their patients.

2. The practice subscriptions fund the administrative aspects of the service, while GP’s are reimbursed by MBS after-hours items.


	· Can service consumers(patients) within service boundaries – including patients with transport difficulties, such as the elderly and residents of nursing homes.

· Rewarding reimbursement for GP’s through MBS after-hours items.

· Substantial Commonwealth incentives are soon to be finalised for fully accredited MDS.
	· Only patients from participating practices are treated.

· Home visits result in inefficient use of GP’s time and low throughput.

· Restricted area coverage.

· No formal protocols or standardisation leading to potential inconsistencies in the service.

· Viability based on adequate GP subscribers and adequate workforce.

· Difficulty attracting a sustainable workforce – leading to reliance on overseas doctors, whom often have language difficulties and a poor appreciation of local health services.

· Extremely costly and complex to establish or get accredited, with large workforce required to cover home visit component of model – proving a barrier for local GP’s to consider taking-on the establishment and operation of a deputising service.




8.
Developing “Local Models” of AHPMC for SE-NSW

The diversity of the SE-NSW region makes the already complex issue of After Hours care even more so, as a single “model” is unlikely to be practically applied across the region.

In light of this, the following AHPMC “Models” are proposed for consideration: within parts of the SE-NSW region :-

	Model.1:

Establish a “Private Clinic” within local Hospital to cater for Category 4,5, & 6 patients.
	· Local GP’s form a co-operative roster to staff after-hours clinic independently.

· Operating as:

           6:00pm to 12:00pm(Midnight)  on Weekdays;

           12:00noon to 12:00pm(Midnight)  on Weekends & PH’s

· Located adjacent to local Hospital ED site

· Utilising Medicare – (Bulk-Billing).

	Model.2:

Establish a Nurse/GP “Telephone Triage” in conjunction with local Hospital.


	· Establish centralised telephone-in facility – (possibly in conjunction with local Hospital facility).

· Operating as :

                6:00pm to 9:00am  on Weekdays;

                1:00pm to 9:00am  on Weekends

· Medical advice given over  telephone – via established protocols.

· Access /ability to transfer calls through to other services, such as Ambulance, GP, Home visiting, etc.

	Model.3:

Establish a “Multi-Purpose” Centre – based on a 2 x 12-Hour Shift System of         co-ordinated care.


	· Local GP’s in conjunction with local Council, Hospital, Community Health, and other Allied Health services form a “Multi-Purpose” Centre.

· Operating as:-

   9:00am – 9:00pm - GP-Practices & Allied Health services        

                                            (staggered opening hours)

   9:00pm – 9:00am – Local Hospital (CMO, Registrars, VMO’s)

· Medicare (Bulk-Billing) facilities available.

	Model.4:

Establish a 24-Hour Medical clinic.
	· Local GP’s form a privately-run 24-Hour Medical Clinic.

· Operating 24-Hours every day of week.

· Staffed on a rotating /staggered “On-Call” basis.

	Model.5:

Establish a “Deputising Service” operating 8:00pm to 8:00am.
	· Local GP’s subscribe to an established Medical Deputising Service (MDS).

· Operating as :-

             6:00pm to 12:00pm(Midnight)  on Weekdays;

           12:00noon to 12:00pm(Midnight)  on Weekends & PH’s

· Staff recruited by MDS.


NOTE:

Given geographic area of coverage and limited access to suitable staffing, Models’ 4 & 5 are not considered practical for either “trialing” or implementation within the SE-NSW region.

9. “Local Needs Analysis” 

- Conclusions and Recommendations

1. Introduction

The results of the needs analysis review into “After Hours Primary Medical Care Services” across the SE-NSW region reveal that whilst “after-hours” services are being delivered in a satisfactory manner by relatively few GP’s, there exists a range of complex problems of a systemic nature, which need immediate addressing, in order to improve the:-

· inadequate number of GP’s involved with after-hours work;

· access and configuration of services;

· co-ordination of delivery of health services by GP’s, Hospitals, Pharmacies, and Community and/or Allied Health services; 

· provision of relief for GP’s or Locum arrangements;

· provision of adequate financial support for “On-Call”,             “GP-Telephone Advice”  arrangements;

· advertising and promotion of GP’s after-hours services;

· education of consumers about access, obligations, and costs associated with after-hours servicing.

Whilst many of the problems identified with the delivery of health services (including AHPMC services) within the SE-NSW region are complex, it is considered that no one single solution will provide an effective panacea for addressing all of the needs expressed. 

However, this should not deter efforts by the Division of General Practice to collaborate with SAHS in developing a co-ordinated approach to rectifying and improving-on the current situation.

2. Literature Review

The review of literature from both within Australia and Internationally indicates :-

· No reliable models for AHPMC for rural application;

· Emerging models tend to specify implementation of:-

· increased telephone triage (GP or Nurse);

· increased GP-Co-operatives;

· establishment of “Multi-Purpose” co-ordinated                        health centres in smaller rural areas.

· Acknowledgment that delivery of health services (including AHPMC)   in a rural context is predominantly related to workforce and geography issues;

· Needs/Issues/Concerns of rural GP’s are not too dissimilar to that of their urban/metropolitan counterpart GP’s, with respect to :-

· increasing workloads due to ageing of population;

· increasing costs associated with running a GP-Practice;

· increased expectations/burdens placed on GP’s;

· insufficient remuneration to GP’s for “after-hours” work;

· reducing quality of facilities and care arrangements;

· reduced “quality of lifestyle” for GP’s and their family;.

3. GP-Workforce

· SE-NSW region has a total of 169 GP’s spread across 26 rural centres, of which 95 (43%) have Hospital VMO status. The major problem in the provision of after-hours care is in small rural towns/centres where 1-3 GP’s have their normal primary care responsibilities, plus obstetrics/anesthetics, both in-hours and after-hours  -  thereby leading to significant and unsustainable strains on the few to provide additional adequate after-hours coverage, including accident and emergency.

· Of the 169 GP’s within the SE-NSW region, (24% , n=40) are Female.

· Not all GP’s within the SE-NSW region, for whatever reason, feel obligated to provide after-hours services.

· There are 12 x District Hospitals, 2 x Rural Hospitals, and 1 x Base Hospital within the SE-NSW region.

· “Single”-Doctor  towns exist at :-                  Rural towns with only 2 or 3 Doctors exist at :- 

· Boorowa




-  Crookwell  (3 x GP’s)

· Braidwood




-  Bermagui   (2 x GP’s)

· Delegate




-  Cobargo     ( 2 x GP’s)

· Harden




-  Jindabyne  ( 2 x GP’s)

· Berridale

· Thredbo

· Tuross

· Average age of GP’s across region is (49) years of age.  Ageing of GP’s and lack of ability to attract younger/new GP’s to rural centres, together with very limited access and high costs associated with employing “Locums”, are considered significant issues to the future provision of health services, including AHPMC services, in all rural centres across the 

SE-NSW region.

· Safety risks for GP’s (particularly Female GP’s).

Recommendation(s):

It is recommended that the SE-NSW Division of GP’s in conjunction with the NSW Southern Area Health Service (SAHS), develop and implement a workforce plan, which covers :-

*  forecasting of GP-workforce requirements;

*   recruitment and attracting of GP’s to rural centres;

*  induction, orientation and introduction to work area;

* retention and incentives for rural GP’s;

*  career planning, training, and on-going development;

*  relief arrangements for GP’s;

*  safety and occupational health.

It is also recommended that the SE-NSW Division of GP’s develop and implement a program for new GP’s, which covers :-

*  establishing oneself and family in a rural centre;

*   running and managing a rural GP-Practice;

*  public and community relations.

*  assistance/support arrangements for GP’s family.

4. AHPMC - Mode & Hours of Operation and Current Workloads

· GP’s across the SE-NSW region regard 

	“In-Hours” as :-
	“After-Hours” as :-

	9:00am – 6:00pm   -  Mon-Fri

9:00am – 12noon   -  Saturday


	6:00pm – 9:00am  -  weekdays (Mon-Fri)

1:00pm – 9:00am  -  Saturday

9:00am – 9:00am  -  Sunday & PH’s


· The current AHPMC model being utilised throughout the SE-NSW region is the “GP on-call Roster” at the local Hospital.  No GP-Co-operatives or Deputising services are utilised.

· Current AHPMC (Cat. 4 & 5) workload across SE-NSW region is approximately 28,000 – 30,000 presentations per annum. Majority of these Cat. 4 & 5 presentations (accounting for up to 45%), occur on Sundays at the local Hospital ED’s.

· Establishment of separate AHPMC facilities – outside of local Hospital ED service in rural centres, would not be sustainable, due to the limited medical workforce and the administrative costs to maintain such a facility.

· Majority of consumers within the SE-NSW region access AHPMC services through a GP at their local Hospital ED.

· Majority of consumers are highly satisfied with the existing AHPMC services received from the GP, through their local Hospital ED, and consider that the AHPMC services staff (ie: GP’s, RN’s, etc) devote sufficient time to their particular concerns, and feel confident about the information/advice they receive from such staff.

· Consumers key priorities for improvements to existing AHPMC services were :-

· more “full-time Doctors at their local Hospital;

· more rural Doctors(GP’s) – in general;

· Doctors/Chemists/Pharmacies to remain open for longer hours;

· Access to allied/associated health services (eg: X-rays, pathology, etc);

· Reduced waiting times at either Doctors surgery or Hospital ED’s
· Majority of consumers confirm that there is a definite “perception” within their communities that Health services, including AHPMC services are considered to be “FREE” services – on the basis that people feel that they have paid their taxes and Medicare, that services at the Hospital-ED are free, and that individuals with Health Care Cards assume that a free health service is provided by the Government.

Recommendation(s):

It is recommended that the SE-NSW Division of GP’s and the NSW-SAHS look at :-

(iii) addressing the high Cat. 4 & 5 presentations being recorded after-hours at all local 

            Hospitals, with a view to easing pressures on both the Hospital ED and the 

            “On-Call” GP-VMO.

(iv) developing, in conjunction with the NSW-SAHS a consumer education program 

which addresses expectations of access, quality of service, cost of services, and 

obligations of both consumers and providers.

5. Barriers to the Provision of AHPMC Services across the SE-NSW region 

A number of factors are impacting the capacity of GP’s within the SE-NSW region to provide effective “after-hours” primary care services – some or all of which are applicable to different rural centres across the region. These include :-

· An insufficient/inadequate GP-workforce to cover “after-hours” servicing – resulting from:-

· not enough GP’s in rural centres ;

· GP’s individual lifestyle choice about working arrangements;

· Insufficient GP’s prepared to work “after-hours”;

· Inflexible remuneration arrangements for GP’s;

· Inadequate level of rebates for “after-hours” consultations/advice;

· Costs associated with opening a Practice after-hours;

· Safety and security concerns, especially for Female GP’s;

· Inappropriate use of Hospital ED’s by consumers due to the perception that it is a “Free” service;

· Lack of consumer knowledge of appropriate care and services available;

· Inability to provide consumers with “Bulk-Billing” facilities – due primarily to the fact that fees/costs are not fully reimbursable to GP.

· A configuration of service delivery which results in:-

· Duplications/overlaps in service provision;

· Lack of continuity of care in rural centres, thereby increasing the burden of care for the Elderly; people with chronic conditions, palliative care, and care for those with illness or psychiatric problems at home;

· Insufficient support from Area Health Service;

· Localised problems related to geography, demography and fluctuating/seasonal workloads.

Recommendation(s):

It is recommended that the SE-NSW Division of General Practice “develop and trial” an AHPMC model(s) which informs the preparation and implementation of a 

“Service Co-ordination & Delivery Plan” which address the major barriers impacting the effective delivery of AHPMC services across the region.  This Plan should make provision for :-

-  improved availability of GP’s for AHPMC servicing;

-  improved co-ordination of service delivery and health outcomes;

-  improved continuity of care;

-  a financially sustainable model of AHPMC servicing

-  maintenance of adequate resourcing to all aspects of health services                          (including AHPMC services)

6. Models for improving access to AHPMC Services within the SE-NSW region 

The ‘Needs Analysis” of AHPMC services within the SE-NSW region has revealed some common themes on the need for improving access and service delivery. It has also highlighted that no one particular “Model” for AHPMC servicing would suit all of the region’s requirements, and that a range of models should be considered and “trialed” to evaluate the respective merits of addressing and overcoming existing barriers/issues/concerns.

The challenge now for the SE-NSW region, is to identify and adopt an innovative approach for devising and delivering a system of appropriate “Best Practice” after-hours primary care, which will consider the interests of consumers, GP’s, Hospitals, Nurses, and other key stakeholders.

Three “Models” which are considered deserving of consideration are :-

GP/Nurse Telephone Triage and Advice  Service:

· Increasingly, within Australia and Overseas, Health Call Centres are being used to provide a single-point of initial contact. 

· Either GP or Nurse operated, using computer-assisted protocols, this medium has the potential to provide general information and medical advice, consultation or referral services, as well as simply a triage system for after-hours care.

· Whilst many local rural Hospitals across the SE-NSW region currently offer a “modified” form of telephone triage/advice service, it is not formalised to the extent of being part of a co-ordinated AHPMC service.

GP-run “Private Clinic” located on Hospital grounds in vicinity of Emergency Department 

· In Australian rural communities, the delivery of health services frequently involves GP’s providing both acute, emergency, and after-hours primary care services out of the local rural Hospital.

· Increasingly, within larger regional centres, the establishment of a co-operatively run “Private GP Clinic” located on the Hospital site, in the vicinity of the Emergency Department, is being implemented, to cater for Cat.4 & 5 presentations.

Co-operative & Co-ordinated GP and Hospital Service – (2 x 12-Hour shift system) :

· A model, which lends itself to consideration, is the adoption of a modified form of in-hours & out-hours system of service delivery – whereby a co-operative and co-ordinated arrangement applies between GP’s and the local Hospital, in that 2 x 12-hour “shifts” are worked. 

· ie: the 9:00am to 9:00pm time-frame – covered by GP’s within their Practices – and on a “staggered opening arrangement with fellow GP-Practices, and the 9:00pm to 9:00am time-frame covered by the local Hospital (CMO/Registrar/VMO).

Recommendation(s):

It is recommended that, subject to discussions and approvals, Commonwealth Grant-Funding be sought for the establishment of “trials” of the following AHPMC models be undertaken within the SE-NSW region at selected agreed sites :-

-  GP/Nurse Telephone Triage and Advice Service;

-  GP-run “Private Clinic” located on Hospital grounds in vicinity of                         Emergency Department.

-  Co-operative GP and Hospital 2 x 12-Hour shift system.

APPENDICES

APPENDIX.1


AFTER HOURS PRIMARY MEDICAL CARE SERVICES

Literature Review

Overview

A great deal of research has already been conducted by both Access SERU, The University of Melbourne (1999) and Pegram (2000) for the Commonwealth Department of Health Aged Care in highlighting literature which can be utilised in the Australian context for after hours delivery of primary medical care.  The majority of this desktop literature review has therefore been drawn from Access SERU’s and Pegram’s findings and areas that are particularly noteworthy in relation to the South East NSW Division of General Practice have been identified. The major findings are outlined below.

As suggested by both Access SERU and Pegram the focus of the literature in this area is overwhelmingly concerned with the organisation, utilisation and provision of, and payment for after hours services. 

In the Australian context, after hours GP services are largely disorganised and the availability of services is dependent on locality. In larger cities, deputising agencies have become the accepted “after hours” provider of general practice services (Access SERU, 1999).

54% of urban GP’s said that they use deputising services always or sometimes (Mira et al 1995).

The 1997 GP Practices Profile Study suggests that a deputising service is used by 44% of all practices and 58% of urban practices (Campbell, 1997).

The number of after hours services provided (by Medicare data) increases with increasing rurality (Department of Health & Family Services, 1996).

Deputising services often do not extend into rural or semi-rural areas because of distance.

In rural areas, GP’s are often on-call to provide 24-hour care for their community. Rural GP’s often have visiting rights to the local hospital and patients are seen on-site at the hospital or at a home visit; at the discretion of the on-call GP. This model provides for patient assessment in a suitable environment, continuity of care and short waiting times as consultation is arranged between patient and GP.

Patients are not charged “fee for service” for hospital consultations, but GP’s are remunerated through the Rural Doctors Award on a fee for service basis which incorporates stepwise increases depending on the time of consultation

State Health departments have entered into varying agreements with rural doctors with regards to hospital staffing and remuneration for on-call time, etc.

Internationally (Hallam, 1994); the emerging models of after hours service provision are telephone triage (either doctor or nurse) and co-operatives and primary care centres. These three models can  

co-exist or operate independent of each other.

Co-operatives are as the name suggest, local groups of GP’s that agree to work on a roster system to cover the after hours calls for the other participating GP’s. This enables each individual GP to be on-call fewer nights. It also implies co-operation, non-competition and communication from on-call doctor to usual doctor. Patients can be seen either on-site (at primary care facility or own general practice) or at home, or could be managed with phone advice.

Primary Care Centres are facilities staff by GP’s to see patients after hours. The patient can attend “off the street” or by referral from phone triage, emergency department, own GP, or 000call. The GP’s on staff could be either part of a co-operative on a roster system or paid employees on a sessional basis.

Telephone triage systems aim to screen incoming calls and offer advice to the caller as to the appropriate course of action. The aim is to facilitate the most efficient use of services – some callers need only phone advice, others, a home visit, others could attend a centre, and some should seek 

emergency department care. Phone triage protocols are established within the ambulance system, and are used overseas with success.  Either a doctor or a trained nurse with appropriate medical support can effect triage (Access SERU, 1999).

Pegram urges caution when utilising findings from international sources as there are significant differences in the way primary care is delivered and findings reflect “historical relationship, [and] culture and structures that may not be transportable” to the Australian context. 

These comments have been taken into account in determining what may currently apply, and what could apply in future, within the Australian environment.

Of particular interest to this needs assessment is a feasibility study undertaken by a semi-rural Victorian Division, situated on the eastern outskirts of Melbourne. In 1996 the Sherbrooke and Pakenham Division looked at the needs and expectations of both GP’s and consumers with regard to after hours services. “The surrounding hospitals and emergency services were seen as effective, however, inadequacy was identified with regard to the after hours care required to treat those ailments that were not deemed as emergency but were still sufficiently concerning to create patients’ needs to access medical care.” (Sydenham-Clarke 1997). This study found 17 different arrangements for patients to access after hours primary medical care within this Division. 

No intervention trial was conducted, however Sydenham-Clarke states “the diversity of views and tenacity to which views were subscribed made the development of an acceptable recommendation most difficult.”
A study undertaken in the Hunter Urban Division Foster et al (1996) examined current service arrangements with a view to developing an alternative model. From surveying 316 GP’s (with a response rate of 78%) they found that some 60 individual GPs could be on call on any one night, as well as there being four hospital emergency departments, two deputising services, one primary care centre and a number of extended hours clinics.

A number of studies concentrate on the UK reforms of the early 1990’s with imposed GP contracts that required practices to be responsible for their list patients 24 hours a day. This  policy has still  resulted in considerable variation in after hours care but has led to emerging support for cooperative structures supported by triaging arrangements. The relationship between GP’s and hospital based emergency departments remains undefined. 

· Literature Themes

A number of themes emerge from the literature. These relate to:

· Differences between provision of after hours care in rural and metropolitan areas

· General Practitioner issues in relation to after hours work

· Relationships between Hospital ED’s and general practitioner care 

· Deputising services and general practitioner cooperatives

· Usefulness and structure of call centre/ triage services

· Funding-related issues

Differences between provision of after hours care in rural and metropolitan areas

In a random sample of GP’s asked about after hours arrangements conducted by Mira et al (1995), 35% of metropolitan practices provided their own after hours care exclusively compared to 52% in the rural sample. However, 43% of rural practices worked cooperatively with other practices whereas no urban practices used this model. Pegram believes this has clear implications for the introduction of cooperative models in urban areas.

The mix of after hours services and the interface between how these services should be organised and resourced has created intense debate. Increasingly extended hours clinics are tending toward abandoning the open 24 hour concept due to the reduction in volume after 10 or 11pm at night which does not justify keeping the clinic open. PIP data shows that approximately 20% of PIP practices in urban areas claim to provide all their own after hours services, rising to almost 70% in “remote, other” locations. 

Where practices provide all their own after hours services from within the practice’s resources top tier PIP payments are made.

Pegram indicates that often in rural and remote areas practitioners are the only available medical service providers and out of necessity must provide after hours services. Doctors working in metropolitan areas prefer to use deputising services, which, in turn are required to see a minimum number of patients to remain in business. In rural areas however, doctors often raise concerns about being on call for long periods of time, yet the exact burden in terms of call outs is not documented.

It appears that some of the perceived demand on services is not so much based on clinical need, but rather what has been available in the past.

Although few people would have difficulty recognising a rural area, defining rurality is problematic – population sparsity and isolation are the two main defining components, but firm definitions are elusive. There is clearly a continuum of rurality; from practices in near surburbia, to isolated communities, through to remote settlements. 

In broad terms, rural dwellers are healthier than urban dwellers, with lower mortality rates, though these rates increase in more remote areas. Mortality from trauma; especially road and farm accidents is higher amongst rural residents, as is death from suicide.

Rural practices tend to be small and tend to be isolated, both in terms of access and ongoing professional development (Harrison and Van Zwanenberg, 1998).

Traditionally, the health services (including AHPMC services) in a rural town/centre has been based upon the GP in the surgery, the pharmacist (chemist) in the main street, and the local hospital staffed by nurses.

The hospital is usually central to the social fabric of most country towns, and often constitutes an important source of employment. Hospitals provide a sense of security, and have been seen as essential in order to attract health professionals – particularly doctors, to a rural town. 

The hospital is where the community experiences birth, sickness, and death, and any threatened closure is viewed as an assault on the integrity of the rural community as a whole (Dr John Best, 2000)

It is often difficult to sustain a viable rural GP medical practice, dependent solely on “Medicare income”, where the community population is in the region of 1000 people or less.  In any event, a single doctor practice without adequate support is liable to result in “burn-out”.

General Practitioner issues in relation to after hours work

A government imposed contract where all GP’s responsible for the 24 hour care of their list patients, was established in the UK in 1990. Incentives by way of increased fees, were paid if the care was provided directly by the practice GP. This research (whose?) found an increase in stress from night calls, interruptions to family life, decrease in job satisfaction and an increase in somatic anxiety and depression scores.

Harrison and Van Zwanenberg (1998) identified the top ten, most common causes of stress for general practitioners, as being :-

· 74%  -  emergency calls during surgery hours

· 65%  -  night calls/visits

· 62%  -  time pressures

· 58%  -  working after a sleepless night

· 45%  -  dealing with problem patients

· 43%  -  worrying about patients’ complaints

· 42%  -  interruption of family life by telephone

· 41%  -  unrealistically high expectations by others

· 37%  -  24-hour responsibility for patients’ lives

· 28%  -  dividing time between spouse and patients

Similarly, Charles-Jones and Houlker (1999) identified key issues regarding after hours care which have emerged from focus groups conducted in the UK:  

· Dislike of out-of-hours work

· Damage to family life

· Worry about safety when on call

· Stress caused to the doctor and his/her partner

· Anger felt by the doctor when on call

Also identified by the focus groups were the benefits gained from organised GP cooperatives which were “viewed less negatively and have less effect on the lives of the participating GP’s and their families once established.” This contention is also supported by Heaney et al (1998) whose results reveal out-of-hours cooperatives may alleviate stress.

Safety is a key concern for Australian GP’s like their UK counterparts. Tolhurst et al (1999) sampled over 300 doctors from NSW, VIC and WA and found that 20% admitted to suffering actual physical abuse.

Relationships between Hospital ED’s and General Practitioner care 

Currently being debated in Australia is the relationship between GP’s and ED’s of public hospitals, especially in urban areas where Pegram believes there is a perception that ED’s are used as GP services by some. 

A discussion paper produced by the NSW State Health Department (1999) has contended that the use of emergency departments by non-urgent patients is due to:

· access problems with alternative means of care, 

· financial constraints;     and 

· community perception of illness and hospitals.

In 1998 Roberts and Mays undertook a literature review on the effects of after hours care services on ED services. They found that they were unable to determine clearly the extent to which after hours services are able to attract primary care patients away from ED’s. They reasoned that this may be due to 

consumer perception that after hours primary care is fundamentally different to office hours care and this perception impacts on choice of service out of hours.

Studies in the UK by Hull et al (1998) concluded that when patients choose ED’s for primary care attendances out of hours, despite such services being supplied by their GP, it seems sensible to pursue primary care services in ED’s.

Highlighted in the literature from the UK is the association between high use of health services and people of a lower socio-economic status. In a study examining the use of after hours services conducted by Carlisle et al (1998), no substitution appeared to be occurring between rates of attendance at ED’s and after hours service provision by GP’s which were both high.

In relation to the type of care required by patients presenting to emergency departments in the UK, two important conclusions are drawn by Robertson-Steel (1998).

· Approximately 40% of all new attendances at an ED can be safely triaged to receive primary care by trained nurses,     and 

· GP’s working in ED’s “can safely and effectively treat [primary care] patients at less cost than hospital doctors”.

Pegram believes there are clear “turfs” with skirmishes around the interfaces such as the role of general practitioners in emergency departments versus the role of emergency specialists and doctors in training. When looking at triage services and ED’s it is important to emphasise that the Australian College of Emergency Medicine national triage system has nothing to do with general practice and they do not favour GP’s working in ED’s.

One of the Australian trials (Broken Hill/ Central Sydney) involved the Canterbury GP after hours service, collocated with the Canterbury Hospital ED. This was a GP run service operating from 6pm to 8 am week nights and all weekend from 2pm on a Saturday. Bolton and Thompson (2001), describe the 

history of this service resulting in its closure in December 2000, due to a lack of economic patient numbers. 

The paper describes a number of lessons learned from this experience:

· Stakeholder commitment to the service was sub-optimal as neither consumers nor GPs believed that the service provided was an improvement on the present After-hours service;

· Poor consultation with hospital management and ED staff about the provision and support of the service resulted in sub-optimal hospital support;

· The After-hours GP staff felt isolated and not respected by the ED. What was perceived as poor quality GPs contributed to this;

· Triage nurse quality varied and this resulted in inconsistent policies of patient referral to the service.

In summary, Bolton and Thompson believe that “the challenge is to find ways to realise the demonstrated benefits of general practice to patient care in the ED”. 

Pegram believes that “General practice services have traditionally been separated from other primary care services by funding models and underlying tribalism.” 

It is clear from the evidence that many after hours presentations could be effectively dealt with by appropriately trained nurses.” He found the most successful models to be purely anecdotal and existing in rural communities where considerable education efforts had been made to ensure appropriate service use and reduce the burn out of providers.

Pegram suggests that there is a considerable overlap between emergency care, which is available 24 hours and after-hours care. Similarly the requests for home visits appear to be considered differently after hours to those performed during normal hours.

Reality in affecting change may only be marginal according to Pegram who believes that consumers who see the hospital ED as the appropriate place to go after hours may continue to do so, particularly if private services are dictated by price tags.

Deputising Services and General Practitioners  Co-operatives

Following a Brisbane intervention study, a GP Co-operative was established with 44% of GP’s in the area participating (Del Mar and Lostroh 1996) that surveyed the community in regards to their preferred after hours care arrangements. After 12 months a review was conducted which found a slight increase in satisfaction with the provision of after hours care from 45% to 48%.

Salisbury (1997) has identified that GP cooperatives are an expanding option for the delivery of out-of-ours care. In comparisons with deputising services the following patterns emerged:






    Cooperative
    Deputising

No of Occasions
No of Occasions

Calls handled as telephone advice
57.8%
19.3%

Visits provided
32%
76.3%


Prescriptions provided
37.7%
51.7%

Further evidence in relation to prescribing patterns is also supported by a study conducted by Cragg et al (1997).

The Bettering of Evaluation And Care of Health (BEACH) study collects data from a rolling random sample of recognised GP’s for all services provided for 100 consecutive consultations per GP. 

After hours arrangements were profiled in this questionnaire and it was found that 31% of GP’s stated that they used a deputising service as the only form of after hours service accessible to their patients, while 28% said that their practice arranged its own after-hours service.

In a GP cooperative which had been in operation since 1984, Veitch et al (1999) found that where a service is recommended by their GP who is also part of that service, satisfaction levels were high even 

though they are more likely to be seen by a different GP. A number of success factors from this service are listed below:

· Mutual respect and trust

· Common goals at the time of establishment

· A desire to ensure that their patients receive appropriate and competent after hours care

· A willingness to share workload to the benefit of all

· Acceptance that colleagues will not “poach” patients

· Limited guidelines rather than rigid rules and regulations

· A desire to reduce after hours workload, without a reduction in continuity of patients’ care

· Little expectation or desire to seek financial reward through after hours work

· A proportion of members’ after hours income is retained to cover operational costs

· The benefit of informal “peer review”, and

· An element of selectivity linked with a recognition that there is an optimum membership size.

Usefulness and Structure of Call Centre/ Triage Services

Pegram believes the demand for after hours care services is at odds with the decreasing willingness of GP’s to provide such services and hence call centres can be used in dealing with this problem. 

A call centre would typically be staffed by either trained lay people, nurses or GP’s who provide advice. Most call centres with a triage function are available 24 hours, rather than after hours only.

Patient satisfaction studies conducted by Shipman et al (2000) have found telephone consultations to be lowest in satisfaction ranking. Data from a series of small studies using nurse triage has demonstrated the capacity of appropriately trained nurses to deal with unfiltered incoming calls. 

This study found that the nurse alone handled 38% of all calls, and of those who subsequently saw a GP no initial nurse clinical assessment was changed. 

Using over 7000 patient contacts further trials were conducted focusing on nurse telephone triage versus GP call management. This study concentrated on adverse events as outcome measures ie. Deaths, emergency admissions and no statistically significant difference was found.

Scandinavian studies by Olesen and Jolleys (1994) have also identified the value created from telephone triaging services, however these have been run by GP’s and set up to encourage telephone advice in preference to face to face contact. Telephone consultations which are properly recorded are remunerated and in the five years of service the number of telephone consultations have almost doubled, and home visits reduced to 18%.

Funding-related issues

It is often claimed by those describing the Australian health care system that the Commonwealth government is primarily responsible for the funding of health services – including “After-Hours” care, - via the health insurance arrangements and direct payments to the States and Territories.

The States and Territories finance and/or are responsible for the provision of a wide range of health services. Over 80% of the running-costs and almost all of the capital costs of public hospitals are obtained from the States. The degree of control that States have exercised over public hospitals in the past, has varied widely, but in more recent years all States and Territories, largely for reasons of cost-containment, have sought to have greater influence.

It should be noted that under the present financing payment whereby fee for Medicare benefits underpins medical income, medical practice becomes uneconomical below a population of approx. 1500, without measures such as income subsidy or work substitution by clinical nurse practitioners 

(Dr John Best, 2000)

In a Health Insurance Commission analysis of aggregated claims against after hours item numbers using the entire Medicare data set it was clear that overall claims showed a consistent downward trend over the period 1994 to 1998, and preliminary analysis of 1999 data indicates a continuation of this trend. One possible explanation for this consistent downward trend is that substitution is occurring and two likely candidates are hospital ED’s and extended hours clinics. HIC data has also identified that less than 1% of services billed to Medicare are billed to emergency after hours item numbers. 

In addition, practices can receive a payment for simply using an answering machine that directs patients to another service, which they may or may not subscribe to financially or with human resources.

Funding flexibility is also highlighted by Pegram who suggests that infrastructure grants for bona fide after hours cooperatives would remove fee for service volume incentives. Such schemes might then be able to fund telephone triage services to provide information, support and reassurance to patients requesting a home visit, and hopefully negating the need for some of these visits. In the current culture  individuals must have a consultation in order to get professional advice. 

Pegram believes the increasing promotion of “free clinical advice” by pharmacies is an obvious marketing strategy to meet some of this demand. Services such as telephone triage, which are remote from the patient require all staff to be well trained in the strengths, limitations and legal implications of the service. 

The way funding for health services is currently allocated and distributed amongst a variety of service providers – whilst making sense when services are differentiated as occurs in larger regional centres and large cities, does not tend to make a lot sense in smaller rural towns/centres. 

Perhaps a “co-ordinated/consolidated” funding method or approach may have better application in meeting future requirements.

Possible Models

Two main conclusions can be drawn from Pegram’s report. Firstly, there is no ideal, universal model of providing after hours primary care services, and secondly there is insufficient data on which to base decisions about organising and paying for the development of new models. 

Importantly each area needs to be seen as somewhat unique ensuring that any solutions take into account local history and established relationships as imposed changes will not be welcome. 

Pegram has however identified the key features of after hours care models from the GP and patient perspective.





Pegram indicates that the future may see patients more closely aligned to general practices, which are increasingly becoming more corporatised. Call Centres that incorporate medical triage services contribute additional features. 

Triage is also emerging as an important component of the ED/after hours general practice interface enabling patients to be categorised or labelled GP type patients. 

What is needed is a triage category of primary care, then such patients can be directed more appropriately helping to reduce waiting times for patients attending ED’s.

Consideration will then need to be given to when a call becomes a telephone consultation as opposed to general information seeking. Pegram defines this as “when a caller has a specific health problem for which they are seeking immediate advice” In this case, “the legal parameters of that encounter are then clearly changed” and these will also need to be planned for.

Triage models may assist in minimising trivial and convenience calls enabling concentration on medical need. With the increasing feminisation of the workforce they may also enable female GP’s to work on-line from home as part of a telephone triage arrangement attached to other services.

General practices operate in a competitive market structure in hours however both the literature and trials indicate that cooperation is needed after hours hence Pegram believes further research is necessary to understand why there is so much reluctance to establish cooperative services. 

Financing that rewards GP’s not only for provision of individual services, but also for cooperation in the way they are organised is needed.

Collaborative approaches are clearly more sensible and transfer of simple care to other providers is an option to explore, either through direct substitution or through nurse based triage services.

Divisions play an important role in providing the infrastructure to organise and support after hours services. However, it is important that changes in arrangements do not adversely affect existing services particularly those that are in pilot or trial phase as it may be difficult to resurrect services after the trial period.

New generation GP’s are less inclined to engage in old style practices of doctors in cars doing home visits and hence it is necessary to look at different forms of service organisation, provision and rewards. Communication and linkages to other forms of service provision are vital in developing after hours services.

Emerging technology will be an important component of any service, whether call centre or triage system or a combination. Different models of call centres can be used. One model is purely protocol driven using appropriately trained lay people to provide advice based on these protocols to callers. 

This model has been used in Melbourne for some years in the Metropolitan Ambulance Service at the Intergraph call centre.  Another model is where nurses, again appropriately trained, are used as the service provider. The third model is where general practitioners are used.
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GP Faxed Survey Form
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After Hours Primary Medical Care Services

· General Practitioner Survey

(December’2001)

The South East NSW Division of General Practice (SENSWDGP) is currently conducting a 

“Needs Analysis” of after-hours primary medical care service within the region, with a view towards developing a comprehensive and agreed model/s for the future.

In order to develop models that genuinely reflect the needs of GP’s 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.

We accordingly request your involvement and participation by completing this survey and faxing back to SENSWDGP on (02) 4474 5111

It would be appreciated if you could return the survey by Monday, 31 December 2001
Survey responses will be treated with the strictest confidence.  All responses will be aggregated to further ensure confidentiality.

	Definition of After Hours Care

For 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.




If you require any further information, please contact either :



Mr Peter Baran



Ms Sally Hall



Project Researcher-Surveyor

Policy Officer



SENSWDGP



SENSWDGP



Ph: (02) 4474-5100



Ph: (02) 4474-5100

2/…..

AFTER HOURS PRIMARY MEDICAL CARE SERVICES 

· GENERAL PRACTITIONER SURVEY 

	· please tick/enter details in the appropriate box.



	Q1: 

Your Gender:


	Male
	Female

	Q2:

Your Age:


	18-24
	25-34
	35-44
	45-54
	55-64
	65-74
	75+

	Q3(a):

In the past 12 months have you personally participated in the provision of 

after hours medical care?


	YES
	NO

	Q3(b):

If YES, what was your main reason(s) for participating?

	Patient 

Care
	Requirement 

of Job
	Money
	PIP
	Enjoy 

the work
	Other

(please specify):

	Q4(a):

Outside of the normal hours of operation (as defined on front page), 

does your practice have any other arrangements for after hours care?


	YES
	NO

	Q4(b): 

If Yes,  which is the main mode of after hours care (tick 1 only):

· at your practice (eg: practice doctor on-call after hours):

· home visits :

· referral to hospital:

· after hours deputising service:

· GP co-operative:
	YES
	NO

	Q5: 

Does your Practice provide after-hours medical care services for any other practice? (eg: co-operative roster, deputising service, etc)


	YES
	NO

	Q6: 

Do you claim PIP (Practice Incentive Program) for the any of the following after hours services?

· under 15 hours  - after hours care :

· at least 15 hours – after hours care :

· 24 hours care :


	YES
	NO


3/…..

AFTER HOURS PRIMARY MEDICAL CARE SERVICES

· GENERAL PRACTITIONER SURVEY (continued) 

	· please tick/enter details in the appropriate box.



	Q7:

How satisfied are you with your practice’s current arrangements for after hours medical care services?
	Not at all Satisfied

1.
	2.
	3.
	4.
	Extremely

Satisfied

5.

	Q8:

How satisfied are you personally with current arrangements for after hours medical care and its impingement on your personal lifestyle?
	Not at all Satisfied

1.
	2.
	3.
	4.
	Extremely

Satisfied

5.

	Q9: 

To what degree do you think that your Practice’s after-hours medical care service could be improved ? 
	Very Low Degree

1.
	2.
	3.
	4.
	Very High Degree

5.

	Q10: 

To what degree do you think that arrangements for contacting a doctor after-hours could be improved ?


	Very Low Degree

1.
	2.
	3.
	4.
	Very High Degree

5.

	Q11: 

Is your practice considering changing the mode of its after hours medical care delivery, in the next 6-months?


	YES
	NO

	Q12:

Would you be willing to discuss further the issue of after hours medical care services with an independent researcher-surveyor?


	YES
	NO

	Q15:

“Patient Surveys”; that are now a requirement for practice accreditation, are the only readily available source of information on patient satisfaction with after hours medical care services.

Subject to strict confidentiality criteria, would you be willing to supply the after hours care satisfaction data to the independent researcher-surveyor?


	YES
	NO
	N/A


Thank you for your time in completing this survey

APPENDIX.3

GP “Face-to-Face” Interview Questionnaire

SE-NSW DIVISION OF GENERAL PRACTICE

AFTER HOURS PRIMARY MEDICAL CARE SERVICES 

GP “Follow-up” Face-to-Face Interview Questionnaire 

The South East NSW Division of General Practice (SENSWDGP) is currently conducting a 

“Needs Analysis” of after-hours primary medical care service within the region, with a view towards developing a comprehensive and agreed model/s for the future.

In order to develop models that genuinely reflect the needs of GP’s 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.

Please note that, for the purpose of this project, “After-Hours” is defined as 6pm to 8am Monday to Friday and 12noon on Saturday to 8am on Monday.
Name:


_______________________________________________

Practice Location:
_______________________________________________

	Question
	Comments



	Q1:

Did you receive, complete and return the faxed GP Survey ?
	

	Q2:

What after hours arrangements does your practice currently have in place ?
	

	Q3:

Are you happy with the current arrangements ?
	

	Q4:

What do you see as the current “issues/concerns” in providing after-hours primary medical care services ?
	

	Q5:

What suggestions do you have for changing and/or improving current arrangements ?
	


Thank you for giving me your time and comments

APPENDIX.4

Consumers’ Forums

- Question Sets

Question Set.1: - CURRENT VIEWS ABOUT AHPMC SERVICES
Q1:  In the past 12-months, which of the following ways have you accessed “After-hours Primary Medical Care”  services ?

Q2:  In the past 12-months, how many times have you accessed after-hours primary medical care services (at either a Doctor’s practice or at the Hospital Emergency department) ?

Q3:  In the past 12-months, how many times have you had to contact a Doctor(GP) out-of-hours for primary medical care services?

Q4:  In the past 12-months, how many times have attended the Hospital Emergency Department for after-hours care ?

Q5:  In the past 12-months, how many times have you used the services of an Ambulance to transport you to after-hours care ?

Q6:  How satisfied have you been with the after-hours primary medical care services received from your own Doctor(GP) ?

Q7:  How satisfied have you been with the after-hours primary medical care services received from the Hospital Emergency Department?

Q8:  Did you feel that the after-hours primary medical care services staff (ie: Doctors, Nurses, etc) devoted sufficient time to your particular issues/concerns ?

Q9:  How confident are you about the advice/information you receive from your after-hours primary medical care services staff (ie: Doctors, nurses, etc) ?

Q10:  Do you understand your “Rights” as a consumer of health services ?

Q11:  Do you understand your “Responsibilities” as a consumer of health services ?

Q12:  To what degree is there a perception in the community, that Health Services are “Free”?

Q13:  To what degree would you be prepared to accept a “Medical Consultation” over the telephone – (by a Doctor(GP) or Triage Nurse) ?

Q14:  To what degree would you be prepared to attend an after-hours “Private medical Clinic”, instead of attending the Hospital Emergency Department ?

Question Set.2: - RANKING ISSUES/CONCERNS ABOUT AHPMC SERVICES 

(NB:  in relative importance priority order, as determined by Consumers’ )
Unable to get a prescription after-hours
Long waiting times at Hospital Emergency Department
Unable to travel to get to after hours care

Overall cost of Health Services – in general

Attending Doctor(GP) unaware of my medical history

Cannot contact a Doctor(GP) direct – after hours

Cannot get a “Home Visit” by Doctor

Cost of “home Visit” – (after hours)

Doctor(GP) Attitudes

Lack of ability to get an X-ray after hours

Unaware of how Doctors(GP’s) provide after-hours care

Lack of Bulk-billing facility provided by Doctor(GP)

Lack of knowledge about appropriate after-hours care

Own Doctor(GP) does not provide after-hours care

No Telephone at home
Question Set.3: - SUMMARY OF IMPROVEMENTS REQUIRED TO 

     AHPMC SERVICES

Q1:  How much improvement do you want in the way “After-hours primary Medical Care” services are delivered in this region ?

Q2:  How much improvement do you want in the way primary medical care services staff (ie: Doctors, Nurses, etc) deal with you as a person ?

Q3:  How much improvement would health services staff need to make to provide patient-friendly after-hours primary medical care services ?

Q4:  How much improvement do you want in the way information is provided to you, to assist in understanding and managing your illness/injury ?

Q5:  How much improvement do you want in the way GP’s (Doctors) deliver after-hours primary medical care services ?

Q6:  How much improvement do you want in the way your local Hospital deals with after-hours primary medical care services ?

Q7:  How much improvement do you want in the way after-hours primary medical care services are advertised within the community ?

Q8:  How much improvement do you want in the way Doctors (GP’s), Nurses, Hospitals, Ambulance Services, co-ordinate after-hours primary medical care services ?

Q9:  How much improvement do you want in the arrangements for contacting a GP (Doctor) direct – after-hours ?

Q10:  How much improvement do you want in the number of rural GP’s (Doctors) providing after-hours care

Question Set.4: - IDENTIFY ELEMENTS MAKING-UP CONSUMERS’ “Ideal” 

     AFTER-HOURS PRIMARY MEDICAL CARE SERVICES
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GP’S





Have adequate and appropriate feedback to GP’s





Be financially viable with improved remuneration





Afford good quality�of lifestyle





Require limited GP involvement





Not encourage inappropriate patient use (eg. Centralised facilities)





Be accessible for all patients








Patients








Have on-site diagnostic and management services, including pharmacies











Perform home visits if required











Offer telephone advice





Ensure continuity of care





Have local trusted GP’s





Have 24- hour care





Ensure realistic waiting times





Be low cost to patients





Have centralised facilities
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