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Executive Summary

Background

The Rural Doctors Workforce Agency Inc. contracted Plexus Strategic Solutions to undertake a Rural Community Education Research and Consultation Study to document current consumer knowledge and community education strategies for appropriate use and access to After Hours Primary Medical Care (AHPMC) in rural and remote South Australia.

Objectives and Outcomes

The objectives of the study were to improve consumer access to After Hours Primary Medical Care (AHPMC) Services by:

· Detailing and reporting on current consumer knowledge and use of after hours services in rural and remote South Australia.
· Identifying a range of key education strategies that contribute to accessible, appropriately used and “consumer and GP friendly” after hours services in rural and remote communities - (this may include both processes and resources) - “consumer and GP friendly” services are those services that consider both GP and consumer issues.

· Developing a costed plan for the development of a Rural Community Education Strategy for After Hours Services both at the local, regional and state level.

The outcomes of the study were to provide:

· “A resource of sustainable and transferable rural community education strategies for after hours services, which can be used by other rural communities throughout Australia.

· A strategic plan to raise community awareness and education of after hours services in rural South Australia, at the local, regional and state level. This Plan will be developed from broad discussions involving rural GPs, rural communities, hospitals/health services and Aboriginal Health Services, and has the potential for national applicability”.

Focus and Results

The focus of the study was to gain an understanding of rural community education strategies that exist and how they contribute to after-hours services use and access, in rural and remote South Australia. This involved gaining information on community awareness; knowledge and perceptions of use of after-hours primary medical care services, leading to the development of effective community education and communication strategies for after-hours services in rural and remote South Australia.

The consultants conducted extensive consultations in the three Rural Divisions of General Practice in South Australia, selected for the study.  A range of education strategies, views, data and anecdotal evidence of current knowledge and awareness, and practices and processes associated with access and use of after-hours services in selected rural and remote communities was collected and analysed.  This information was provided through Rural Divisions of General Practice, Regional Health Organisations, General Practitioners, Community Members, and Local Hospitals.

Interest in the project was generally high with participation by community members being strongest in relatively remote and isolated areas.  The greater the distance from a large regional centres the more sensitive the community was to protecting the GP from unreasonable demands after-hours, so that the GP “can have a life,” participating in community and other activities.  

Results and data from the study can be classified into:

· Education strategies regarding appropriate access and use of after hours services in rural and remote areas, and 

· Issues relating to service provision.

Whilst the project was not focused on evaluating service provision, often comments provided by respondents, indicated their views of links, between services provided and knowledge about, appropriate access and use of, after-hours services.  

Key comments and assessments relating to this study are:

· That the study engendered considerable interest in the communities visited.  Communities generally concluded that there was value in pursuing education and communication strategies to inform them continually about appropriate access and use.

· There is a need to develop integrated community education strategies that focus on Aboriginal and cultural issues.

· That community education strategies must be flexible, adaptable and be capable to be implemented at a State, Regional, Local or Clinic level.

· The level of after-hours use was also affected by the views held about legitimate reasons for which after-hours service should be accessed.  
· Empathy for the GP’s well being tended to be less of a concern in the more populous rural centres, where a larger number of GPs were generally involved in providing services.  If only 1 GP was providing medical services in a community then more appreciation and concern for the GPs welfare was evident with greater understanding and awareness of appropriate after-hours access and use.

· A community’s relationship with the Accident and Emergency staff at the local hospital and the role of nursing staff in screening and triaging patients (who present at the hospital seeking treatment after-hours), are significant factors which impact on the GPs work-load.  Knowledge about after-hours services and the relationship with the Accident and Emergency Departments in local hospitals tended to be very high in more geographically remote communities or a limited number of GPs providing services.

· Misconceptions, confusion and very high expectations of ease of access to after-hours medical care were more common in close proximity to the metropolitan area or large rural centres.  

· The consultation process also uncovered the need to clarify, across all social groups, the exact nature of after-hours services and the role of the hospital, nursing staff and GPs when rostered to provide Accident and Emergency Services.

The project has established an expectation in those communities visited that through better programs of communication and education; there may be enhancements to the knowledge held about access and appropriate use of after-hours primary medical care within their communities.

Future Expectation

The expectations of communities will be assisted through the delivery on two actions.  These are:

1. Adopting the proposed model for determining the strategies appropriate to a defined location (location defined as a Clinic, Local town, Regional or State).

2. Grant funding being secured for at least the next 2 years to facilitate the implementation processes of co-ordinating resources in South Australia, developing and implementing communication and education programs that meet the objectives of the project, and undertaking an evaluation of the effectiveness of the education and communication strategies over that period of time.

1.    Project Methodology

1.1 General

The consultancy, “Rural Community Education Research and Consultation Study” regarding After-hours Primary Medical Care (AHPMC) was commissioned by the Rural Doctors Workforce Agency Inc. in January 2002.  Plexus Strategic Solutions (management consultants) was appointed to undertake the consultancy and to report its conclusions and outcomes by 25th May 2002.

1.2 Objectives

The objectives of the study were to improve consumer access to After Hours Primary Medical Care (AHPMC) Services by:

· Detailing and reporting on current consumer knowledge and use of after-hours services in rural and remote South Australia.
· Identifying a range of key education strategies that contribute to accessible, appropriately used and “consumer and GP friendly” after hours services in rural and remote communities - (this may include both processes and resources) - “consumer and GP friendly” services are those services that consider both GP and consumer issues.

· Developing a costed plan for the development of a Rural Community Education Strategy for After Hours Services both at the local, regional and state level.

To achieve these objectives, the consultants were required to:

· Provide details on current consumer knowledge and use of after-hours services in rural and remote South Australia.

· Identify a range of key education strategies that contribute to accessible, appropriately used and “consumer and GP friendly” after-hours services in rural and remote communities.

· Develop a costed plan for the development of a Rural Community Education Strategy for After-hours Services at local, regional and state levels.

1.3 Approach

Data Collection Approach and Processes

The consultancy was developed and undertaken in several distinctive stages.  These stages were:

· Development of a Project Plan – The consultants developed a comprehensive project plan, (that included outcomes and milestones), based on the aims and objectives of the project.  The project plan was presented and endorsed by the Project Advisory Group, which comprised of senior management and staff of the Rural Doctors Workforce Agency Inc.  The plan included:

	· Project Outcomes

· Consultation Strategy

· Evaluation Strategy
	· Timetable

· Resources

· Costing


· Application of a consultation strategy – The consultation strategy developed by the consultants in collaboration with the Project Advisory Group was cognisant of the following requirements:

· The need for a wide representation of rural and remote communities (by applying the RRMA classification),

· Large and small communities and general practice clinics,

· Aboriginal Health Services,

· Non English Speaking Background (NESB) communities,

· General practice clinics located in towns with and without hospitals, and a

· Range of socio-economic backgrounds.

· Selection of sample for consultation – The sample was selected in consultation with the by the Rural Doctors Workforce Agency’s, Project Advisory Group.  The primary concern in selecting the sample of community, general practice clinics and hospitals for the consultation was ensuring there was an effective coverage of RRMA classifications in rural and remote South Australia.  


The selected areas were based on Rural Divisions of General Practice that exhibited the widest range of RRMA, and distinctive but varying rural characteristics.  Three Divisions were selected on this basis:

· Adelaide Hills Rural Division of General Practice – characterised by the division’s rural history but affected more recently by the impact of metropolitan population growth and expansion of metropolitan suburbs into the Adelaide Hills rural environment.

· Riverland Rural Division of General Practice – characterised by several large Riverland towns which together have a strong co-operative relationship and as a result form, arguably, a “tight knit” Riverland community.

· Eyre Peninsula Rural Division of General Practice – characterised by two rural cities and several towns located across the peninsula where many of the towns are relatively geographically isolated and independent.

The towns/cities and communities selected for the consultation within the three Rural Division of General Practice were:

Table 1: Selected locations for consultations

	Rural Division of General Practice
	Towns/Cities
	Consultation with -

	Adelaide Hills Division of General Practice
	Strathalbyn

Mount Barker

Woodside

Mount Pleasant
	· General Practice Clinics

· Members of the Community

· Hospital Administrations

· Divisions of General Practice Administrations

· Regional Health Administrations

	Riverland Division of General Practice
	Berri

Renmark

Waikerie
	

	Eyre Peninsula Division of General Practice
	Pt Lincoln

Tumby Bay

Streaky Bay

Wudinna

Whyalla
	


The consultants contacted and held interviews with representatives of all nominated groups.  The interviews took the form of semi-structured interviews for General Practitioners, Practice Managers, Divisions of General Practice administrations and Regional Health Administrations.  Community interviews took the form of semi-structured focus groups. 

All interviews were managed through the use of pre designed question sets that were used as guides for discussion rather than as a direct enquiry and response mechanism for each question.  All questions, were designed to address four specific theme areas:

· Current awareness and perceived use of after-hours services,

· Current and new education strategies,

· Elements of a “GP and Consumer Friendly” service, and

· Barriers to provision of after-hours services.

The question sets are summarised at appendix 1.  

· Interview process – The consultants completed extensive interviews with each group identified above.  Each interview was planned to take approximately 30 minutes.  The number of interviews conducted and/or responses received at each location is shown in table 2 below.  

Table 2: Number and location of interviews conducted

	Division
	Town/City
	General Practitioners and Practice Managers
	Hospital Administrations and Directors of Nursing
	Community Members
	Regional Health/Rural Divisions of GP.

	Adelaide Hills
	Mount Pleasant
	4
	2
	9
	

	
	Mount Barker
	12
	2
	19
	3

	
	Strathalbyn
	6
	1
	8
	

	
	Woodside
	1
	0
	24
	

	Riverland
	Berri
	7
	2
	39
	3

	
	Renmark
	8
	2
	36
	

	
	Waikerie
	3
	4
	7
	

	Eyre Peninsula
	Streaky Bay
	2
	1
	38
	

	
	Wudinna
	1
	1
	5
	

	
	Tumby Bay
	1
	2
	17
	

	
	Port Lincoln
	6
	3
	3
	5

	
	Whyalla
	6
	2
	3
	

	TOTAL
	12
	57
	22
	208
	11


· Analysis of respondents – The consultation process required the collection of an effective representation of views, as expressed by community members, through the provision of structured focus groups.  The consultants developed a profile for the preferred mix of characteristics for participant’s involvement in community consultation.  All community members who attended a focus group completed a personal profile, on an anonymous basis, which was then compared to the preferred profile of community respondents.   This comparison is discussed in the Data Analysis chapter of this report.

1.4 Glossary

The following definitions have been provided to clarify the purpose of specific terminology.

After-hours 

After hours are those hours that are not normal General Practice Clinic consulting hours.  Whilst these hours may vary from clinic to clinic they are generally between the hours of 6:00pm-8:00am Monday to Friday and 6:00pm Friday-8:00am Monday for Weekends.  

Normal General Practice Clinic Hours

These are session times, which identify normal GP clinic consulting.  Generally, they occur between the hours of 8:00am and 6:00pm.  These hours may vary from one clinic to another to take account of evening clinics where there is apparent community demand.

General Practitioner (GP) rostered for Accident and Emergency Services

This is a schedule for a 24-hour period arranged between the GP clinic and the hospital providing the Accident and Emergency Services.

1.5 Disclaimer

In accordance with Plexus Strategic Solutions (the Firm) policy, we are obliged to advise that neither the Firm nor any member, employee or contractor, of the Firm, undertakes responsibility in any way whatsoever to any person or organisation (other than Rural Doctors Workforce Agency Inc.) in respect of the information set out in this report, including any errors or omissions therein, arising through negligence or otherwise however caused.

It should be noted that the consultants did not undertake any verification procedures with regard to information contained in the report, and accordingly, no warrant of accuracy is afforded nor can it be assumed.

2. Data Analysis

2.1 Rural Community Perspective

Rural Community Respondents

The respondents from the community are summarised in the profiling tables below.  The overall response level of 208 community members is considered significant.  However, it should be noted that this level of response was not structured to be statistically relevant or to represent a specific community mix.

The table below summarises the community contribution, which is further detailed in appendix 2.  

Table 3: Rural community responses

	Gender
	Male
	Female

	Hills (n=61)
	21%
	79%

	Riverland (n=82)
	17%
	83%

	Eyre (n=66)
	6%
	94%


	Age Profile 
	18-45
	46-60
	61-75
	76+

	Hills 61
	10
	13
	21
	17

	Riverland 82
	30
	19
	22
	11

	Eyre 66
	15
	14
	24
	13

	Total
	55 (26%)
	46 (22%)
	67 (32%)
	41 (20%)


	Socio Economic (by household income)
	<$20,000


	$20k-$35k


	$36k-50k


	>$50,000



	Hills 61
	27
	15
	10
	9

	Riverland 82
	26
	38
	9
	9

	Eyre 66
	34
	17
	7
	8

	Total
	87 (42%)
	70 (34%)
	26 (12%)
	26 (12%)


	Numbers of people in household
	1


	2


	3


	4+



	Hills 61
	18
	29
	6
	8

	Riverland 82
	18
	29
	18
	17

	Eyre 66
	12
	35
	8
	11

	Total
	48 (23%)
	93 (45%)
	32 (15%)
	36 (17%)


	Children Under 10
	0


	1


	2


	3+



	Hills 61
	54
	3
	3
	1

	Riverland 82
	57
	17
	4
	4

	Eyre 66
	52
	8
	6
	0

	Total
	163 (78%)
	28 (14%)
	13 (6%)
	5 (2%)


	Locality
	In town


	<10km out
	<25km out


	>25km out



	Hills 61 
	48
	11
	1
	1

	Riverland 82
	55
	25
	1
	1

	Eyre 66
	50
	6
	2
	8

	Tiotal
	153 (73%)
	42 (20%)
	4 (2%)
	10 (5%)


	Mobility
	Walk


	Access to vehicle at all times


	Access to car

by negotiation
	No Transport



	Hills 61 
	9
	50
	2
	0

	Riverland 82
	6
	72
	3
	1

	Eyre 66
	8
	56
	2
	0

	Total
	23 (11%)
	178 (85%)
	7 (3%)
	1 (1%)


Current Knowledge

Historic

In all of the communities consulted, the most common source of community knowledge regarding arrangements for accessing after-hours primary health care was historical use.

Most people surveyed said that they would ring or go directly to the hospital if they required medical attention after-hours.

“Everyone knows you go up to the hospital. Its always been that way.”

This message is often reinforced by a taped telephone message.  If patients ring the general practice clinic after-hours, a tape recording refers them to the Accident and Emergency Services at the local hospital.

In one large general practice clinic in the Adelaide Hills patients are advised to first ring the mobile telephone number of the GP rostered on for that General Practice clinic.  All other general practice clinics (in the Adelaide Hills) refer their patients directly to the Accident and Emergency at the hospital.

Rural General Practice Clinic based Media

The majority of general practice clinics produce Practice Newsletters or information sheets which are now required for Australian General Practice Accreditation Limited.  These publications usually contain some information regarding arrangements for accessing after-hours primary medical care. However, this information is not always prominently displayed and may not go beyond informing people that when the general practice clinic is closed, patients requiring accident and emergency services should contact the local hospital.

Few general practice clinics take the opportunity to inform patients of the nature of the service provided at the hospital and thus influence their expectations.  It could be seen that some GPs are not taking the opportunity to publicise these services appropriately and as a result educate the community in appropriate use of after-hours consultations.

An exception to this is Whyalla.

Every general practice clinic in Whyalla exhibited the same notice, which explained that:

“The hospital is not attended at all times by a Doctor and that when presenting at the Accident and Emergency at the Hospital for treatment there may be a waiting time as emergency patients, many of whom arrive by ambulance, have priority”.

The location of this information ranged from permanent sign writing on the glass surgery door or external signage, to a signage displayed prominently on the reception desk, to a typed notice on the a notice board together with plethora of health and community education information.

In all locations, the majority of community members consulted had no recollection of ever seeing any printed information regarding the arrangements for after-hours care. 

Hospital Experience – After Hours Services via Accident and Emergency Departments

It was generally agreed that when presenting at the hospital patients would be screened and assessed by the nursing staff and that a consultation with a GP might not be necessary.  Most communities consulted accepted this as reasonable, except where patients had an experience with a nurse whom they considered officious or unsympathetic and unwilling to contact the GP on their behalf, when they considered it necessary.

In larger centres the relationship and confidence in the nursing staff varied and appeared to be worse where less experienced staff were rostered on for Accident and Emergency.  Community members agreed that at times their contact with the hospital was primarily to seek First Aid advice, reassurance, or a second opinion on whether they should seek medical treatment immediately or whether they should wait until the surgery opened the next day.  Mothers of young children and those living some distance out of town most commonly reported this.

In these situations community members were happy to receive this advice from nursing staff either over the phone or face-to-face following an examination and observation, provided they had confidence in the competence and judgment of the nurse.

The patient acceptance of triaging by the nursing staff was strongest in the more geographically remote locations.  Communities did not expect the GP to be called out if nursing staff (with or without telephone contact with the GP) could provide some palliative advice or reassurance.

In some locations there are standing orders for minimal quantities of medication to deal with common complaints when the history of the patient is known.  Some patients with serious conditions had been given an after-hours contact number for their GP to be used if the condition deteriorated after-hours.

Community confidence in the assessment and triage provided at the Hospital is therefore critical to the role that the hospital plays in managing the stress on GPs rostered on for after-hours service.

Factors that impact on current knowledge

Frequency of Use

Newer residents reported poor to no knowledge of the arrangements for after-hours care in the community if they had not had cause to access it.  

In some locations which had been serviced for many years by a GP who had been accessible 24 hours a day and always attended when requested, the change in the level of service for after-hours services is not well understood or accepted.

It would appear that knowledge of arrangements and protocols for use of after-hours service can be based on previous experience even when this experience has been acquired in another community setting or has not been the norm for some time.  Embedded attitudes and perceptions bases on historical experience can be hard to change.

“ GPs are their own worst enemy.  They have created an expectation of a level of service which is unreasonable.” (Community member)

Non English Speaking Background (NESB)

The Riverland Division of General Practice was the only division with significant numbers of non-English speaking community sectors.  A number of non-English speaking groups representing new and established communities were consulted.  Strong community support networks ensure that information is readily distributed and patients are provided with support when attending the clinic or seeking after hours medical attention.   Consequently language and cultural differences were not always reported as difficulties in accessing after-hours care.

Newly settled non English speaking residents, such as the Afghanis, appear to be well informed about arrangements for after hours medical attention and are supported by more established members of the Moslem community.  Nevertheless, the Moslem community expressed some concern that Moslem women may be deterred from seeking medical attention after-hours if they could not see a female GP.

Fee for Service Arrangements

The up front fee for service required in some general practice clinics was the chief concern expressed.  Difficulty in accessing a GP during normal general practice clinic hours, due to waiting times as well as work commitments, was also a concern.

Community behaviour

Two factors, which characterise the community’s attitude to accessing after-hours care, are:

1. Distance from urban or a large regional centres, and 

2. Personal relationship with the GP.

In locations close to Adelaide where the traditional country community profile is being diluted by the extension of the urban fringe, the community expectation of the scope and arrangements for after-hours service is that they should be identical to those available in a metropolitan Public Hospital.  That is:

· A GP on duty at times, providing access to a GP 24 hours a day, 7 days per week.

· A free service. 

In some sectors there is poor understanding that the after-hours service is provided by GPs as an extension of their general practice clinics even though provided in the hospital premises and that the GP rostered on after-hours also provides medical services in normal general practice clinic hours.

Some community members, particularly in the Adelaide Hills Division of General Practice, consider that they are offered an inferior service to the metropolitan area. This is cited as an example of discrimination against country people.  This may be more of a perception than a reality, as waiting times in metropolitan public hospitals do not seem to have been taken into account.

This attitude is also prevalent amongst itinerant populations and tourists.  These patients are resistant to paying a fee for service, which results in a high percentage of bad debts (unless they are bulk billed).  Community members expressed some annoyance about the time it took a GP to attend what they considered to be an urgent situation presented at the hospital.  A few community members resented the nursing staff discouraging patients from requesting a consultation with a GP.

In the Adelaide Hills Division of General Practice it was widely considered that a GP should be available at the hospital at all times to attend to emergencies and that the call-in time for the rostered GP was not acceptable in a life threatening situation.

This attitude was also expressed in larger regional centres.

Ability to access a GP in normal general practice clinic hours was also a factor influencing current levels of use.  In communities where there is a waiting time of some days or weeks to access a GP, many community members consider it quite legitimate to use the after-hours services.

This is also the case where there is no access to extended surgery hours or Saturday morning surgery to cater for people who have work commitments during normal surgery hours.

In these circumstances some community members view the after-hours service as an extension of general practice clinic hours and consider that it is perfectly reasonable to access a GP after-hours for any medical reason including work related sick certificates and medical checkups.

After-hours medical services are also seen as a means of acquiring medication when the pharmacy is shut.  

The greater the distance from a large regional centre the more sensitive the community is to protecting the GP from unreasonable demands after-hours, so that the GP “can have a life”.

This attitude was affected by the participant’s views of legitimate reasons for which after-hours service should be accessed.  Some older community members consider that after-hours services should only be accessed for life threatening illnesses. That is they consider that the purpose of Accident and Emergency Services is literally just that.  Other community members, particularly those with young children, considered it necessary to access after-hours care for severe discomfort or for conditions, which they assessed, would deteriorate without medical intervention.

It is interesting to note that GP views on appropriate and inappropriate use varied considerably.  However, as children could not adequately describe their symptoms, it was widely considered that a precautionary approach should be adopted regarding children’s’ ailments. 

In some of the towns visited, the community reported that segments of their population could be described as suffering serious-socio economic disadvantages.

These included Berri and Pt Lincoln, which have significant indigenous populations and Whyalla, which has a large number of social welfare recipients. 

Health Care cardholders represent up to 80% of patients in some general practice clinics in Whyalla and include aged pensioners, single mothers and unemployed.   Some are not long-term residents of Whyalla but have relocated to access the available Housing Trust stock.  All these groups are high users of after-hours primary health care.

The reasons advanced by the community for this included:

· Difficulty for people in this group to plan appointments.

· Discomfort in accessing the general practice clinic due to bad debts or previous treatment from reception staff.

· Lack of family support or modelling to assist in decision-making regarding timely access of medical attention, particularly with young children.

· Fear of Child Protection orders, based on charges of neglect for not having accessed timely medical attention.

· Lack of access to other social support services after-hours, for issues such as domestic violence, drug and alcohol abuse and psychiatric issues.

On the other hand, GPs reported that some patients, who should have sought medical attention after-hours, have waited until the general practice clinic has opened.  Factors that affect this include the requirement to pay an up-front fee and/ or after-hours excess (which can be up to $80) charged by some GPs for after-hours services to patients who may normally be bulk billed.

In Whyalla, most patients are bulk billed for general practice clinic visits and not charged at the hospital.  Fee for service is not an issue affecting patient behaviour.

It is interesting to note that many GPs considered that no education strategies were likely to be effective in changing the pattern of use of after-hours service with this group except refusal of service.

This approach could create ethical and professional liability issues for the duty GP and the local hospitals providing assessment and triage.

Some patients will attempt to exercise a degree of choice of GP for after-hours service by trying to ascertain the name of the GP rostered on for after-hours care.

Most hospital staff now refuses to give out this information.  This behaviour appears to be motivated by various factors including:

· An attempt to access their own GP when they have not been able to get an appointment during normal general practice clinic hours.

· A desire to avoid a GP who has been unsympathetic to their condition in the past.

· A desire to avoid a GP to whom money is owed.

· A desire to get a second opinion.

· A desire to avoid a GP who may require an up front fee.

In summary the communities’ attitudes to what is an appropriate use of after-hours varied considerably across the study areas.

Summary

Accordingly, factors that influenced the use of after-hours care were:

· Proximity to the metropolitan area and expectation of identical services to those available in public hospitals or 24 Hour Clinics.

· Access to extended general practice clinic services (late afternoon/ evening General Practice Clinic and Saturday morning Clinic).

· Number of GPs servicing a particular location.

· Previous history of the level of service offered by GPs.

· Remoteness of the location.

· Personal relationship with the GP.

· Previous recent history in recruiting a GP.

· Individual perception of “appropriate use” of services.

· Fee for service/ Bulk Billing.

· The effectiveness of screening and triage services provided by the Hospital staff.
2.2 Rural General Practice Perspective

Rural General Practice Respondents

The level of response from selected General Practices is shown in table 4 below. 

Table 4: Rural General Practitioner and Practice Staff Respondents

	Division
	General Practices
	Number of Respondents 

(GPs & staff)

(Including written responses)

	Adelaide Hills
	Strathalbyn Clinic
	7

	
	Woodside Surgery
	1

	
	Mt Barker Health Centre Central Clinic
	5

	
	Mt Barker Balhannah Medical Centre
	2

	
	Mt Barker Medical Clinic
	5

	
	Mt Pleasant Torrens Medical Service
	3

	Riverland
	Berri Medical Centre
	5

	
	Barry Trewren Medical Clinic
	2

	
	Renmark Medical Clinic
	8

	
	Waikerie Medical Centre
	3

	Eyre
	Tumby Bay Clinic
	2

	
	Investigator Clinic
	2

	
	Pt Lincoln Southern Eyre Clinic
	1

	
	Lincoln Gardens Medical Centre
	1

	
	Napoleon St Surgery
	3

	
	Streaky Bay Medical Practice
	2

	
	Wudinna Medical Centre
	2

	
	Whyalla University Family Practice
	2

	
	McRitchie Crescent Surgery
	1

	
	Bunyarra Clinic
	1

	
	One Stop Surgery
	1

	
	Whyalla Norrie Avenue Clinic
	1


Current approach

Location and Timing

After-hours services are provided by local GPs in the hospital premises as an extension of their general practice clinics, are supported by hospital nursing staff and utilise consumables provided by the hospitals.

After-hours services are generally defined as between 6:00 pm/7:00 pm in the evening (depending on the surgery closing time) until 8.00am in the morning Monday to Friday and from 12.00 noon on Saturday until 8.00 am Monday.  Where no Saturday morning surgery is available the weekend roster starts at 6.00 pm on Friday and includes Saturday morning.
Fee for Service Charges

There is a range of charging regimes, including:

· Bulk billing for all patients

· A mix of fee for service (account sent) and bulk billing for under privileged and bad debt risks (itinerants and tourists).

· Payment up front for all patients presenting at the hospital (with very few exceptions) with a scale of payments increasing according to the degree of inconvenience as assessed by the individual GP.

Individual GPs, even within the same general practice clinic, have differing approaches to fees charged and payment methods.  In larger centres a mix of these arrangements can be in operation in the same hospital.  In general terms, the larger the number of GPs and general practice clinics operating an after-hours service out of the same hospital, the less consistency in arrangements. 

It is not surprising that patients can be confused and frustrated about the arrangements for after-hours service.

In some cases charging regimes have been deliberately structured to discourage inappropriate use.  As an example, it was reported that since all general practice clinics in Berri have ceased to bulk bill for after-hours services and an up-front payment has been introduced, demand for GP’s attendance at the Accident and Emergency Department of the hospital has declined.

Some patients still attend the hospital seeking advice and assistance from the nursing staff for conditions such as pain relief for a child’s earache.  However, the carer may refuse to see the GP because they cannot pay the up front fee.

Whyalla Experience

The arrangements in Whyalla are an exception to arrangements prevailing elsewhere in the study area.  

In Whyalla, GPs are paid a sessional fee by the hospital for being on call.  Additional penalty rates are paid for being on call on Friday nights and at weekends. The patient is not billed.

In Whyalla GPs are rostered on for a 24-hour shift.  This means that they not only attend the Accident and Emergency Department at the hospital when the general practice clinics in the city are closed, but also respond to any patient admitted to the hospital during normal working hours who is unable to identify a GP in Whyalla. They are also called to assist in an emergency or critical incident at the hospital during their 24-hour rostered period.

GPs are required to attend their own patients at the hospital as required during normal general practice clinic hours and or ensure that their patients are attended by another GP in their general practice clinic or in a collaborative arrangement with their general practice clinic.

However, with 13 GPs participating equally in the roster, the burden of the after-hours roster is quite light.  Whyalla is also fortunate in being well serviced by resident specialist physicians and surgeons who can be called to assist in an emergency.

On the basis that patients attending the Accident and Emergency Department at Whyalla Hospital are not charged a fee, a high level of community use would be expected.  However, statistics indicate that the number of patients being seen by a GP after-hours has declined since the sessional payment agreements were introduced.

It would appear that GPs who are not remunerated on a fee for service basis for after-hours consultations, have a reduced financial incentive to see as many patients as possible during their time rostered on, and tend to rely on the judgment of the nursing staff to triage and only respond to very serious cases after 9:30 pm.

Patients in Whyalla no longer see the Accident and Emergency as an alternative to seeing their own GP in normal consulting hours.

They have learnt that the nursing staff strongly encourages patients (assessed by them as not requiring emergency attention) to wait and see their own GP.  Patients also know that if they do need to see a GP after-hours, they may have to wait a considerable time.

Although the Community Consultation session in Whyalla was only attended by 3 community members it is important to note that they had recently participated in community discussions on the delivery of after-hours care in relation to the ambulance service and were able to report on a broad range of community views.

They reported, many patients have concluded, that it was much harder now to see a GP after-hours than it was under the previous system when GPs were paid on a fee for service basis.  There is a growing awareness in the community, spread mainly through word of mouth, that:

“Unless you are at death’s door, don’t expect to see a GP if you go to the hospital and if it is a life threatening situation, call the ambulance first and the hospital second.”

GPs also reported that the reduced level of response from GPs on duty at the hospital has changed patient behaviour and expectations and has reduced the level of demand for after-hours attendance by GPs.  

“Experience is the best teacher.”

The level of demand and responsibility experienced by hospital staff provides another perspective on this situation.

Rural GP demands on Hospital Resources

All general practice clinics visited had a close working relationship with a local Public Hospital.  

The nursing staff is the first point of contact for after hour’s primary care.  Patient satisfaction with this first point of contact and the service provided is critical to managing the demands on the GP.

In all centres visited the nursing staff at the local hospital provided a reception and initial screening of patients.  In many centres triage protocols have been developed to suit local needs.  These protocols seem to operate best when they have been formally agreed to by all the GPs on the after-hours roster.  Where there is no common understanding of the implementation of triage protocols or negotiated protocols do not exist, the nurses are often uncertain of their role in triaging patients.

GPs have different expectations of the degree of initiative and intervention considered appropriate for nursing staff to exercise.

”Some GPs are quite short with you if you ring them for advice for certain situations other GPs want to be called for everything” (A & E Nurse)

The success of the nurse triage system is highly dependent on having well-trained and experienced staff in Accident and Emergency who are confident to make assessments of patients and exercise good judgment in appropriate telephone consultation with the GP.

Hospitals vary in the degree of responsibility they are prepared to allow their nursing staff to take in order to meet the needs of the community.  Some hospitals instruct staff to contact the GP for all patients and never attempt to dissuade a patient from seeing a GP.

Other Hospitals encourage their staff to be proactive in encouraging patients whom they consider do not have a serious condition, to see their GP in normal general practice clinic hours.

In Whyalla the GPs are generally very happy with the level of triage provided by the hospital staff.  GPs reported that nurses on duty in Accident and Emergency were very experienced, well trained and could be relied on to exercise good judgment in determining the need to call in the rostered GP.  The nursing staff is able to utilise standing orders for basic medication and recurrent conditions like migraine and asthma, which is often all that the patient requires in the short term.

Isolated, single GP practices could not provide a 24 hour/7day a week, Accident and Emergency Services to their communities, without the skilled triaging of the hospital nursing staff.  The strain of responding to every patient seeking medical attention after-hours would cause burn out in a very short time.

In isolated rural areas most of the A & E nurses are experienced locals.  Many have a long history of employment at the hospital and have acquired experience in a broad range of Accident and Emergency situations. They are often well acquainted with the patient on a personal and professional level and have some knowledge of their medical history. This engenders greater confidence in decision making by the GP, the patient, as well as the nurse.

A common practice is for the nursing staff, after initial screening and applying triage protocols, to suggest that if the patient still requires to see a GP that they should attend at a certain time when they know the GP will be at the hospital to attend other patients or for hospital in-patient rounds.

This arrangement of aggregating patients into set time slots is a useful mechanism for reducing the number of visits the GP must make to the hospital.

Some GPs are not in favour of this as:

· It encourages patients to view these times as de facto normal general practice clinic times (although this can be overcome by not following a regular pattern).

· GPs can only claim the callout fee for the first patient seen on each visit and so multiple visits provide a better financial return.

Collaboration between General Practices re: After Hours Rosters

It is also interesting to note that many of the thirteen GPs operating in Whyalla are over 55 and are happy to trade off some reduction in income for a reduced workload and improved lifestyle.  In other centres GPs, particularly those seeking to establish themselves financially, are keen to see as many patients as possible to maximise returns while rostered on.

Collaboration between general practice clinics in both the larger centres and the more geographically isolated communities is increasingly more common.  These arrangements have been hard won, even though it is obvious that they have great potential to improve the lifestyle of GPs. 

In larger centres where there are multiple general practice clinics and many GPs, the commitment to the roster is very light.  Where GPs are remunerated on a fee for service basis and may only be on-call once or twice a month, they do not find it an imposition to respond to after-hours requests for attendance at Accident and Emergency.  Some GPs therefore seek to maximise their income from their duty roster periods.

The view of some community members in larger centres is that GPs are being paid to provide a service, so why not use it if you need it.

In the larger centres GPs have been reluctant to allow other GPs, (particularly those from other practices), to treat their patients after–hours, for fear of having their patients poached.  They have therefore been reluctant to enter into arrangements for placing patient records on-line so that they can be accessed by the rostered GP at the hospital.

If records are not available then the rostered GP must make an assessment without the access to the patient’s medical history. There is a risk of over prescribing.  Another aspect of records management is keeping the patient’s usual GP informed of treatment or a hospital admission, which occurred after-hours.  In some cases a breakdown in communication between the rostered GP and the patient’s usual GP, has meant that a patient has been admitted to the hospital, but the usual GP has not been informed and the patient’s records have not been transferred.  

General practice clinics are working on processes for timely transfer of patient records while maintaining confidentiality safeguards.  This is much easier to achieve in general practice clinics which are located close enough to provide collaborative support but far enough apart not to pose a threat to the patient lists.  Placing patient records on line has the potential to achieve better access and transfer of data and therefore more effective and efficient after-hours patient treatment.

Personal relationships, operating styles, and financial expectations of individual GPs are also critical factors in the potential for collaborative arrangements to deliver better lifestyle outcomes for GPs.

In summary

Rural GPs were not dissatisfied with the current arrangement for the provision of after-hours services.

In larger centres GPs are rostered on only “1 day in 13” to “1 day in 25”, with weekend duty “1 in 3 or 4” to “1 in 6”.  In smaller centres GPs have forged collaborative arrangement between general practice clinics to allow for some relief.

Some country general practice clinics which services large areas of highway are also required to deal with serious motor vehicle accidents on a regular basis and to stabilise patients either at the accident site or in the local hospital until a retrieval team arrives by road or air.  GPs report that this can be a significant source of stress for the rostered GP, particularly if the accident victims are locals and are known to them.

Solo GPs on call 24-hour, 7 days per week, rely on the skill and the judgment of the hospital nursing staff to screen and triage patients and to refer to them for telephone advice.

Improvement in mobile phone coverage has improved their lifestyle considerably.  Generally they accepted the constraints on lifestyle as a trade off for the autonomy of being a solo practitioner.

Aggregation of non-urgent patients presenting after hours into groups to be seen by the GP at a set time is very common in the smaller general practice clinics.

In the smaller and more remote general practice clinics GPs did not complain greatly about the level of inappropriate use.  They accepted that a small percentage of patients would demand to see a GP when it was quite unnecessary.  Sometimes this was by people from outside the community (tourists and itinerants), used to different models of service delivery.

In larger centres like Whyalla, GPs estimated that inappropriate use of after-hours services was now less than 10%.

Generally, lower socio-economic groups are higher users of after-hours care.  Some of the reasons for accessing Accident and Emergency are non-medical and include alcohol and domestic violence issues.  The local hospital provides the only service available after-hours to deal with social crises. 

Even in larger rural centres, psychiatric support services are not available after-hours. The hospital is therefore the first port of call for medical, psychiatric and social assistance after-hours.

The higher the level of socio economic, alcohol and drug related problems in the community the greater the demand on after-hours services.

Some GPs complained about the level of remuneration available which did not compensate them for the inconvenience and intrusion on their family life.

The strongest request from GPs, after considering the merits of community education and communication in regard to appropriate access to after-hours services, was for better access to reliable locum services to provide relief for illness and holidays.

2.3 Rural Divisions, Hospitals and Allied Health Perspective

Rural Divisions, Hospitals and Allied Health Respondents

The number of respondents from rural Divisions, hospitals and allied health organisations are shown in the following table 5:

Table 5: Rural Divisions, Hospitals and Allied Health Respondents

	Division
	Division, Hospital or Allied Health Service
	Respondents

	Adelaide Hills
	Strathalbyn Hospital
	1

	
	Mt Barker Hospital
	2

	
	Mt Pleasant Hospital
	2

	
	Hills Division of GPs
	2

	
	Hills Mallee Southern Region Health Service
	1

	Riverland
	Berri Hospital
	2

	
	Renmark Hospital
	2

	
	Waikerie Hospital
	4

	
	Riverland Division of GPs
	2

	
	Riverland Regional Health Service
	1

	Eyre
	Streaky Bay Hospital
	1

	
	Wudinna Hospital
	1

	
	Port Lincoln Hospital
	3

	
	Tumby Bay Hospital 
	2

	
	Whyalla Hospital
	2

	
	Eyre Peninsula Division of GPs
	2

	
	Eyre Regional Health Service
	1

	
	Aboriginal Health Service
	2


Current approach

The arrangements to provide and inform the public about after-hours primary medical care services, is considered by hospital administrations to primarily be the role of general practice clinics that provide after-hours services from the hospital. Whilst hospitals consider these services are for genuine accident and emergency incidents, GPs frequently see accident and emergency services as incorporating after-hours primary medical care.

Accordingly, the practice of providing and informing the public on how the Accident and Emergency Services operate and how they interlink with after hours services is highly variable and any communication is generally left to the general practice clinics that are employed to provide these services.  

Nevertheless, hospitals are providing the resources to assist rostered GPs to provide adequate A&E services. These resources comprise, 

· Initial nurse triage, 

· Nurse assistance in attending A&E patients, 

· Provision of A&E rooms and services, and 

· Financial incentives to the rostered GP (or the general practice clinic from which the rostered GP is provided).

Hospitals, in the main, do not provide after hours (A&E) education to the public nor do they have policies to indicate that they have a responsibility in this area. 

Actions designed to effect behavioural changes in patients’ use of after hours care that occurs through the hospital, are generally the result of the approach taken by the rostered GP.  These processes are well known by some members of the public and unknown by others.  They include:

· Use of nurse triage

· Structured fee for service charges

· Upfront cash (or equivalent) payments.

Nevertheless, the level of knowledge about A&E and after-hours access is highly variable.  

From a hospital perspective, the most important aspects of providing an A&E service are the need to:

· Manage the quality of the services provided by the hospital, 

· Ensure that the A&E service is being used as intended, and 

· Assist the GP in facilitating an effective A&E service.

Most hospitals surveyed had arrangements in place that were based on a roster amongst the available general practice clinics in the town.  Each general practice clinic decides which of their GPs will participate in the roster.  The GP is remunerated for the management of the A&E service when on roster.  

At times, the rostered GP may be required to attend an emergency during normal hours as part of his/her responsibilities.  This attendance would be determined through the nurse triage where a medical assessment of urgency of the condition is made.  Attendance of the rostered GP in these circumstances may impact on normal general practice clinic activities and patient schedules.   

After hours, the rostered GP relies more so on the nurse triage system being effective in identifying A&E patients who require attention.   Patients assessed as being non-urgent (non A&E) may be advised to see their GP the next day for their condition.  Non-urgent patients are often seen as using A&E as an after hours general practice clinic and sometimes as a means of accessing a GP at a time more convenient to them.  

The A&E service at the Whyalla Hospital is structured on a sessional fee basis.  This remunerates the rostered GP suitably and enables the accounting process with presenting A&E patients (after nurse triage) to be avoided, as no patient charges are processed.

An assessment of the cost to benefit of a fee for service regime compared with a sessional fee regime, is an area of debate, as it has implications for cost shifting, service quality, impact on nurse triage, and has affected the access to after-hours (A&E) services available through the hospital.

2.4 Key Drivers

Based on the discussions above regarding current practices and perceptions held about after-hours primary medical care services as expressed by Community, General Practitioners, Hospital and Allied Health organisations, a range of key drivers are identified that impact on the delivery of communication and education programs.  

It is these drivers that provide the basis for evaluating whether the direction of community communication and education strategies are focused and achieving results.  The drivers essentially become performance evaluation points.

· Previous experiences of services of after-hours service provision in a particular community or elsewhere.

· Ability to access GP’s services in normal surgery hours. 

· The nature of screening and triage services offered by nursing staff.

· GP’s willingness to attend when patient presents after-hours.

· Individual concepts of appropriate/inappropriate use of Accident and Emergency Services.

· Personal relationship with the GP. (Seen as a member of the community).

· Community appreciation for the availability and access to medical services.

· Understanding that after-hours service is an extension of the GP’s general practice clinic, not provided by a GP employed by the Hospital.

· Bulk Billing/Fee for service.

· Socio economic factors.

· After-hours community support systems. 
2.5 Examples of Current Communication and Education Media

Essentially the sections above are discussions on the perspectives currently held by the community, GPs and health organisations (hospitals) in regard to rural community education and communication on after-hours services. 

Community behaviour, attitudes and perceptions can be influenced by messages received through various media.  Some form of printed media is currently being used to some extent in nearly all the general practice clinics visited.   

The following examples illustrate the range of physical documents currently being utilised to transmit health information and education to the community.  Their successfulness in delivery of effective messages is highly variable depending on the level of commitment of general practice clinics and other health organisations to focus on sustainable marketing activities. 

Illustrations include:

· Renmark Medical Clinic Practice information – a small booklet available at the clinic.

· Eyre Peninsula Medical Services – An A4 brochure summarising medical and emergency services on Eyre Peninsula.

· District Council of Tumby Bay – Community News, An A4 stapled booklet providing community news including medical information.

· Good Health Info Videos - Observed in a limited number of clinics as information sources.

· Your Doctor – Professional colour A3 folded brochure with issuing clinic details and general practice clinic hours on the front cover.

· Riverland Multicultural Newsletter – Provides to NESB communities health information, (eg diabetes survey, blood pressure information).

· Strathalbyn Clinic – brochure advising services and after hours arrangements.

· Strathalbyn and District Health Service – brochure, including hospital A&E details.

· Woodside Surgery – general practice clinic brochure – advises consulting hours and after-hours information.

· Mount Barker Medical Clinic – brochure – advises consulting hours and after-hours information.

These publications represent but a small sample of the information media applied by rural general practice clinics, health services and local government community information outlets.

The quality and content of these documents varies widely.  The ability to access documents also varies. Some are openly and invitingly displayed with multiple copies available for “take home”.  Others were only available on request and in some cases had to be printed out or copied.  Other documents identified provide information to specific groups in the community (eg aged) and state, often in detail, the health services they can access.  After-hours and A&E service provisions were seldom mentioned in these documents.

The extent and detail of information currently provided to the rural community at large and to specific groups in the community is limited in scope, message content and presentation, as well as lacking imagination and appeal.  In terms of effectiveness in conveying messages regarding after-hours services, much of the information currently available often misses the mark.

3. A Schematic Model for Effective Rural Community Education

The major components of a model for enabling or enhancing effective communication and education in after-hours primary medical care services, is shown below.  This model becomes the basis for the development of future outcomes and a basis for developing and implementing relevant strategies.

3.1 Model Components

The major components of the model are:

· Identifying the location (State, Region, Town or Clinic) for which a Community Communication and Education program is to be developed.

· Identifying, through a checklist, key factors that influence the provision and acceptance of services and the perceptions held about those services.

· Selecting relevant key factors that have impact for a selected location (whether the location is State, Regional, Local/Town or Clinic).

· Identifying, through a checklist, relevant strategies that are linked to key factors.

· Setting priorities for relevant key strategies.

· Implementing strategic actions.

3.2 Schematic Model

The model is shown below:


4. Key Factors that influence Effective Rural Community Education

The key factors for effective community education influence the quality, focus and extensiveness of an education and communication strategy.  

Key factors were identified through the consultation process.  Whilst key factors impact on the perceptions and views held by community, GPs and hospital staff, they impact in a variety of ways and under different circumstances.  These key factors represent the range of influencers that need to be evaluated for specific locations and situations.  

The following key factors are therefore an important starting point in assessing the future direction of a community education and communication program.

Socio-Economic Environment

	#
	Factor
	Importance of Factor ()
	Definition

	1
	Unemploy-ment levels
	
	Unemployment within the defined area can impact on the extent to which primary medical services are utilised, particularly after-hours.  Whilst the impact may be seen initially as service expectations it also affects patient thinking from a financial perspective.  If a patient is having difficulty meeting fee for service payments as part of normal clinical consultations, they may (and often do) look for alternatives such as utilising after-hours Accident and Emergency Clinics at the hospital to avoid service payment issues with their normal General Practice clinic.  Furthermore, the ability to meet the after-hours payment policies of cash before service can be severely detrimental to personal cash management.  
Higher levels of unemployment may decrease the ability of patients to pay and hence the attempt to utilise more after hour services through Accident and Emergency, as an alternate clinic to normal General Practice Clinic hours.

	2
	Low income families
	
	Low-income families often have the same issues as the unemployed.

Low-income families may have difficulty in paying after hour accounts or as has been stated on many occasions, the ability to pay cash before service. Whilst these families are recognised in some instances as having financial difficulties, this is not a general trend.  These families have stated that the need to attend an Accident and Emergency clinic is not taken lightly, because of cost.


	3
	Single parent households
	
	Often the same as low-income families where income is a significant stress point.  However, many single parent families, in the case of sickness, are unable or unwilling to attend clinics during normal consulting hours, due to work commitments.  This has led to using Accident and Emergency clinics as the alternative to clinics held during normal hours.  At another level many single parents require additional support and skills in early detection and first aid information.  Skills development will assist their decision-making regarding when, or if, to access A&E services.

If single parent households are significant then there will likely be an increased demand on the use of Accident and Emergency clinics.  

	4
	Children
	
	The impact of children’s health on parents or caregiver is very significant in the decision making of when to take the child to a GP.  If the child is suddenly unwell, or appears unwell, the parent/caregiver will attend the general practice clinic on an emergency basis during normal clinic hours or will contact/attend the Accident and Emergency Department at the hospital to have the child examined.  This often occurs because of the difficulty in understanding what the concern may be with the child.  

If there is a significant level of children under 10 years of age then there is a stronger likelihood of parents/caregivers reacting quickly to real or perceived illnesses with the child.  This may impact on the use of, and access to, after-hours service levels.

	5
	Tourism
	
	Tourism brings a wide range of people to a region or town with a diversity of experiences and views about accessing GPs when in need of medical care.  The level of knowledge about how services are provided in a specific, unfamiliar location will also be highly varied.  Access to pertinent information on accessing GPs during normal consulting hours and after-hours in the case of an Accident or Emergency needs to be easily accessed.  Tourists also must be seen as similar to itinerants.  Additionally tourists who come from major Australian cities would anticipate Accident and Emergency services to be free of additional charges as well as a resident medical officer being available on arrival.

Significant levels of tourism can impact significantly on the perceived role of Accident and Emergency Department within a hospital.  


	6
	Itinerants
	
	Itinerant labour and seasonal labour often impact in two ways.  Firstly, itinerants do not understand or know the local basis of normal General Practice clinic use and after hour’s policies or practices in specific locations.  This then impacts on perceptions held on clinics and availability of after hour’s clinics.  Secondly, itinerants by their nature are not resident and therefore cannot easily be followed up for non-payment of services provided through after hour’s clinics at the hospital.  In most cases the experience has been that any gap charges will often become bad debts, where charged to itinerant patients.  

Higher levels of itinerant patients impacts on after-hours and normal hours usage as well as the ability to recover debts for gap charges levied by the GP as a result of an Accident and Emergency consultation.


Relative location

	#
	Factor
	Importance of Factor ()
	Definition

	7
	Regional dynamics
	
	The level to which health services are integrated and the relationship of these services across the region will be an indicator of perception that assist in gauging the level to which community, hospital and GP co-operation may occur in the locale. 

The stronger the perceived level of Regional integration, the greater is the potential for more successful and more efficient education and communication programmes.

	8
	Proximity to Capital City or Large Regional Centre
	
	The relative proximity of the location to the capital city will have a varying impact on the views held by the community regarding after-hours services and the way in which these after-hours services should be provided from a hospital.  Generally the closer the location is to the capital city the more demanding the community will be regarding access and provision of after-hours services.  The expectation is that the Hospital provides a resident medical officer for Accident and Emergency and that this accident and emergency service incurs no greater charge that the schedule fees.

As the relative distance increases from the capital city/large regional centre, the perceived demand for after hour’s services, that are provided by a A&E Department, diminishes, and the demand for free primary medical services, abates.


	9
	Major towns/Cities 
	
	Major towns and/or cities within a location tend to provide a microcosm of views and perceptions as they relate to communities and their relative distance from the capital city.  That is the major town/city tend to have a significant hospital, several general practice clinics, and a mixed community with varying community expectations.  Where there is a predominance of major towns, after-hours services and perceptions about access to and knowledge of those services tend to mean communities will move from one service provide to another.  That is, the community holds limited allegiance to the after-hours and the normal general practice clinical services within their own town, and will look at services in other towns.

Identification of large towns in a location will have an effect on the extent to which community members will travel and substitute services between towns. 

	10
	Isolated town with hospital
	
	Isolated towns or towns that are some distances apart have learned to cope with the current levels of resources available.  Whilst there may be concern about the breadth and depth of resources, there is a level of perceived resignation that additional resources are generally not going to materialise.  These communities tend to be content with the existing relationship that exists in their towns, particularly between the GP, hospital, other rescue (volunteer ambulance and Royal Flying Doctor Service) and allied health services.  

Generally these communities have had past circumstances where either uncertainty or loss of some of the medical services (temporarily or permanently) has occurred within their communities.

These communities tend to have a high regard and value the contribution of their GP.  Furthermore, these communities recognise the importance of the GP to their community and as a valued community member, and as such do not place the GP under undue after-hours pressure by attending hospital A&E unless it is assessed by the community member to be a necessary requirement.  Service level knowledge is generally high.


	11
	Isolated town without hospital
	
	Isolated towns or towns that are some distances apart and do not have a town hospital, generally express some concern about resource availability.  These communities tend to be content with the existing relationship between the GP on circuit, and other rescue (volunteer ambulance and Royal Flying Doctor Service) and allied health services.  

Generally these communities have resigned themselves to the fact that they are too small to sustain permanent health services and as a result rely on visiting services or attending the service provider in another town.  These communities rely on Accident and Emergency services being mobilised through effective Accident and Emergency providers that include volunteer ambulance, Royal Flying Doctors Services, and the Retrieval Teams from Adelaide.  

These communities tend to have a high regard for their “out of town” GP but are substantially reliant, in the case of After-hours services (specifically Accident and Emergency), on effective service mobilisation and knowledge of how these services are made available.  


Rural General Practice Environment

	#
	Factor
	Importance of Factor ()
	Definition

	12
	Number of General Practice Clinics/Practitioners
	
	In general terms as towns become more populous, an increased number of General Practice Clinics and GPs provide primary medical care services.  Community consideration for the personal/lifestyle needs of GPs is perceived to diminish as the number of GPs available in a community increases.   

Sensitivity of community members to the personal/lifestyle needs of GPs, and knowledge of access requirements to after-hours services is a significant communication point for the maintenance of the lifestyle for GPs.

	13
	Ratio of GP to population being served
	
	The perception of the community is the higher the ratio of community to GPs available to provide primary medical care, the less sensitive is the GP to the needs of community and access to after-hours primary medical care.   That is, a town that has a ratio of 1:1100 has a better and more understanding relationship with the GPs in that town when compared to a higher ratio of say 1:1500.  An anomaly to this, is that as the town becomes more isolated and more reliant on a smaller number (or only one) GP, then the GP(s) may have to develop a circuit, to increase the community being serviced which impacts on this ratio.

As the ratio of GPs to community increases there is a greater need to better inform and communicate service requirements, in regard to after-hours primary medical care services, with the community.


	14
	Female GPs
	
	Community interest in female GPs being recruited and employed in rural and remote locations for the provision of normal consultations as well as after-hours consultations, particularly to serve the needs of women generally within the community and more specifically to serve the needs of culturally sensitive women is a significant area of concern.

As the number of people from diverse cultures increases in a location then the need to communicate relevant information and establish effective communication processes for these cultures (and specifically women) increases.  Each Rural General Practice Clinic and GP needs to be sensitive to the information needs and relevant information channels.

	15
	Information/
communic-ation champion
	
	Clinics that appear to have the most effective or community sensitive print communication are those where a GP has taken a lead or has become the information champion in the General Practice Clinic.

Development of GP champions in General Practice Clinics is an important contribution to communicating messages to the community. Communicating after-hours messages can also be developed through this approach.

	16
	Information sources and availability
	
	General Practice Clinics provide information through practice newsletters.  In some cases info-videos have been used to promote health messages and in others, nationally printed medico-newsletters have been adopted in some clinics.  The provision of information (in print, aural or video) form will provide significant contribution to the knowledge base of community members.  

A range of information methods and sources impacts on the knowledge of the community in accessing after-hours primary medical cares services.


NESB and Aboriginal communities

	#
	Factor
	Importance of Factor ()
	Definition

	17
	The number of NESB communities
	
	Non English Speaking Background communities provide a set of issues that revolve around, language and culture.  As the number of NESB communities’ increases, both in terms of number of communities and number of community members, then the range and intensity of services requirements increases.  This impacts on the services provided by GPs and particularly after-hours services.

NESB communities believed that medical services generally, were not focused adequately on the needs of their communities, due to lack of understanding, or misunderstandings of their community’s needs.  The need to inform adequately and assist the level of understanding of cultures that are unfamiliar with local culture is sought.  


	18
	The structure of each NESB community
	
	Many NESB communities have a well developed community structure, which may revolve around community leaders, community clubs, religious and cultural organisations.  Often the most effective way to communicate with these communities is through their structures, and to recognise that within these structures there are formal and informal processes, including community newsletters, notice boards and providing details through relevant community leaders.

Effective communications with NESB communities will be achieved through understanding and utilising the communication structures within each community.

	19
	The size of Aboriginal Communities
	
	The Aboriginal community in South Australia is spread widely though the State but with significant areas of concentration.  In many circumstances the community has developed social and medical service supports organisations and allied health groups.  The extent to which support groups exist in a location impacts on the use of after-hours services and the quality of information provided to Aboriginal communities.  

In the absence of these organisations, communication and education activities suffer.  With active participation of these organisations in health issues, the quality of communication and education is potentially enhanced.


Rural Hospital Environment

	#
	Factor
	Importance of Factor ()
	Definition

	20
	Hospital’s policy position
	
	Hospitals have a significant role in the provision of After-hours Primary medical services through A&E Departments.  Hospital administrations have expressed different positions in regard to after-hours services and their level of involvement in communication of service levels and in modifying the current arrangements. Some have developed a strong proactive community position whereas others tend to be more silent regarding after-hours services. 

The perceived relationship between the hospital, community and GPs is seen as a guide to the level interest in communicating and educating the community in a location. 

	21
	Strength and structure of Regional Health Services
	
	A regional health service that is proactively building and developing relationships between health and community providers and recipients, is facilitating a way for the community to be better informed about a wide range of health related topics.  Regional health services are capable of informing communities of health practices and procedures through current processes & structures.  

The network of health organisations and infrastructure is substantial and should be recognised for its potential impact in providing appropriate communication channels.


	22
	The current relationship with GPs
	
	The relationship that hospitals have with GPs is affected by the demands of the GPs on the nursing resources within the Hospital, and the way in which the GPs may utilise those resources for A&E services and possibly for clinic extensions to the GPs normal private business clinic activities.  

Where the clinic is A&E service only the relationship between hospital and GP appears to be precise and managed well.  Where the service from the hospital is A&E and has the perception of being an extension to the private clinic arrangements of the GP then the relationship is more stressful and of greater concern to the hospital in terms of appropriate use of resources.  This view is then affected and ameliorated by the relationship the GP has with the community, the relative isolation of the community and whether the GP is the only practicing GP in the town.

The quality and acceptability of communication and education programs will be affected by the perceived relationships existing between hospitals and GPs.

	23
	The current A&E agreement
	
	The majority of local hospitals have an A&E rostered service with General Practice Clinics for after-hours services.  This service is remunerated on the basis of the hospital providing a rostered service fee (minimal).   In addition, the rostered GP charges fees according to their interpretation on the severity of the A&E and the time of night that the A&E occurs.  That is, a presumed A&E that occurs early morning, will be charged a higher rate than if presented before midnight; irrespective of whether the GP is residing in the hospital for the rostered period or not.

In at least one hospital a session fee has replaced the Service fee for the rostered GP.  This has impacted on service delivery and the perceived ability from the community to access a GP after-hours.

The nature of after-hours services financial benefits to the GP are a significant factor in the behaviour of GPs and the way after-hours A&E is provided.  This has a significant impact on the quality of information being conveyed and the form that education programs can take, due to the views held by the community regarding after-hours service provision. 

	24
	Frequency of GP being Rostered 
	
	Perceptions held and comments received suggest that the more often a GP is rostered on (particularly where there are a number of GPs available), the higher is the likelihood of the GP being more aggressive to educating the community through financial deterrents, i.e. higher after-hours charges and greater incidents of cash up front (or equivalent means of achieving early commitment to) payment.

Communication and education strategies are affected by the relative frequency of occurrence in being rostered for after-hours A&E services.


	25
	Nurse Triage
	
	Both hospitals and GPs comment with equal fervour that well trained and experienced nursing staff in assessing a potential A&E patient (via telephone call in or direct presentation at the A&E clinic); will impact directly on the number of times that the GP will be called in.

However, whilst hospitals promote the quality and training of their nursing staff and the ability of the hospital to provide a triage nurse (whilst possibly not attending to other core responsibilities), the GPs often comment on the minimal training and abilities of nursing staff to assess a patient effectively.  This situation is further complicated by some GPs wishing to be notified of any patient and to make medical decisions on behalf of the patient, whereas other GPs wish only to be contacted (whilst on roster A&E) if the patient is in substantial discomfort.  The range of dilemmas and complexities confronting the triage nurse because of a range of standards being applied by the GPs have resulted in a perceived level of confusion in the community.  

Effective education programs that promote the management of after-hours services through consistent nurse triage practices would provide a basis of clearer communication of protocols for access and use of A&E after-hours.

	26
	Information/
communic-ation champion
	
	Hospitals provide information through general health based literature and specific hospital related service brochures.  In some cases info-videos are used to promote health messages.  The provision of information (in print, aural or video) form provides significant contribution to the knowledge base of community members who frequent the hospital.  

A range of information methods and sources impacts on the knowledge of the community in accessing after-hours primary medical care services.


Rural Community Environment

	#
	Factor
	Importance of Factor ()
	Definition

	27
	Age Profile of Community >60;<10
	
	It has been suggested through several discussions that the major users of after-hours services are people over 60 years of age and children less than 10 years of age.  Perceptions held would further suggest that the older age group utilise these services as a result of a significant emergency that has arisen after-hours and requires attention.  In most circumstances this group tend to defer their visit until their appointment with their own GP.  In regards to the younger group the decision to attend an after-hours A&E clinic at the hospital was made by a parent/care giver based on their assessment of the urgency of the health problem.  Whilst the health problem for this group may be assessed by the parent/care giver as significant, the attending rostered GP may assess these problems as being minor through to significant.  

There is significant opportunity to provide effective communication and education programs, focused on specific age groups to assist the decision making to ensure attendance at an A&E clinic is appropriate.

	28
	Size of population
	
	The size of population centres impacts on the use of and knowledge of after-hours services by the community.  The smaller population centres tended to have a higher level of empathy with the needs of their GP.  As population centres increase in size the perception and views expressed were that the knowledge of GP needs and the ability to understand (or want to understand) the needs of the GP (his/her family) and lifestyle, diminish.

Communication and education programs need to acknowledge the relationship between a small population centre and their GP and a larger population centre and their GP(s).


	29
	Relative location of A/H services for specific communities
	
	Some rural/isolated communities do not have access to a resident GP due to their population size and lack of associated services within their community.  This void is generally overcome through a visiting GP attending clinics in the community on a regular (weekly) circuit.  These same communities generally appreciate this level of access to a GP.  Whilst concerned by the lack of a GP located in their town these communities are also realistic and are accepting of a visiting GP service.  This also affects community views regarding access to after-hours services.  The tyranny of distance is not seen as a major factor for these communities, and they are prepared to travel to a hospital in another town if an urgent after-hours visit is required at the hospital A&E clinic.  They also appreciate their access to volunteer ambulance services as well as the Royal Flying Doctor Service in the event of a substantial accident or emergency occurring.   These isolated communities are perceived to have a sound knowledge of after hour service arrangements.

Isolated communities, due to their relative lack of services are perceived to have knowledge on how to access services in Accident and Emergency situations.  Isolated communities tend to use these services only where they assess a significant accident or emergency has occurred, i.e. a life-threatening situation.

	30
	Service, community and sport club infrastructure
	
	Service, community and sporting clubs, tend to be significant meeting places for rural communities.  They are also effective vehicles for the communities to share information.  

The structure of these organisations and access that these clubs have to community members in rural areas is substantial and must be recognised as part of communication to, and education of, communities regarding after-hours services and A&E usage.

	31
	Perceptions of A&E (A/H) services
	
	The perception held by many community members is that the A&E service and hence after-hours service is not just for A&E but is also an after-hours clinic that can be accessed as required.  Whilst this view is discouraged by some GPs, others remain silent.  Where it has been discouraged actions have been taken by some GPs to deter attendance at the A&E clinic, by increasing fees, or applying a strict nurse triage system.  In these instances community members recognise that it is difficult to access after-hours arrangements and defer until the next available consultation with their normal GP clinic.

The need to communicate the purpose for seeking treatment, and access to the A&E after-hours clinic should be relatively consistent between hospitals.  Nevertheless, due to different arrangements between the hospital and the GP there may be varying access rules from one location to another.  A communication and education program that can accommodate these variations and promote them effectively is therefore required.


	32
	Current awareness/
knowledge of A&E (A/H) services
	
	In general terms the level of awareness of after-hours service access is based on historic knowledge, with minimal recall of details of clinic advertising relating to when and under what circumstance a person should access the service.

Although many community members recognise there are posters and signage within the GP clinic and on the access door to the A&E clinic at the hospital, the level of awareness through advertising is generally low.

	33
	Current expectation of A&E services
	
	Expectations of A&E services vary considerably.  Whilst more remote communities have expectations that the service will be available in life threatening situations, in larger rural centres have an expectation that a 24-hour service will be available when they require it.

A communication and education program needs to explore these different expectations and provide solutions to the communities that may be inappropriately using these services.

	34
	Empathy with GP lifestyle
	
	As communities become more remote from larger urban centres (more remote) their knowledge of the GP and A&E services becomes clearer and better understood.  This is due to the GP often being a key part of the community’s social structure and as a result is well known and the needs of the GP well understood.  The availability of the GP for A&E, and after-hours services is well recognised and in most situations, the local community does not invade the GPs personal time.  The converse applies to larger rural centres and those within closer proximity to urban centres.

The impact of distance from urban centres and remoteness affects the relative knowledge and understanding of the availability of the GP and access to after-hours services at the hospital.


5. Strategy Options for Key Factors

5.1 Effective dissemination of Information

During the community consultation participants were asked their opinions on the most effective means of communicating information and messages in their community.

Participants were sceptical about the effectiveness of printed notices and general practice clinic newsletters that were available as pick-ups in the general practice clinic.  It was pointed out that, in any case, these would only be accessible to those visiting the general practice clinic.  Patients seeking after-hours primary medical care may not have attended a general practice clinic for some time.

Practice Newsletters

A general practice clinic newsletter distributed to all households as a letter drop rated better as an effective means of disseminating information broadly to the community.

Accident and Emergency Department Notices

Notices displayed at the Accident and Emergency Departments of the local hospital that explicitly outline the nature of the service and arrangements for payment were effective but were limited to patients presenting for treatment. This was tantamount to providing the information after the event.

The two most effective means of communicating messages and information cited by the community consultation were the (1) local newspaper (2) the Community Newsletter.  In smaller centres the local Newspaper is widely read, often from cover to cover.  In larger centres the local newspaper is still considered an effective means of communication but is not universally read.

Local Government Newsletters and Media

Monthly or quarterly free “to the householder” newsletters from Local Government were quite commonly cited as the best means of communicating information to the community. Many of the Local Government Authorities within the study areas are producing such newsletters.

Another effective communication vehicles cited were the Community Calendar and Community Information Directories which had the advantage of being preserved from year to year.

Caravan Parks and Tourist Establishments

Information in Caravan Parks and tourist establishments, not only providing contact numbers for the hospital and surgery, but also explaining the nature of the service and how it differs from the service offered a public hospital in the Metropolitan area, were cited as the best ways of providing information to tourists and itinerants. 

Word of Mouth

Word of mouth and community networks were also cited as important in disseminating information in the community.

Range of Tools

In summary the range of information sources for information regarding specific services include:

· Signage at the general practice clinic

· Information delivered directly by the GP during consultations

· Taped messages from the general practice clinic after hours

· Signage at Accident and Emergency Departments,

· General practice clinic Newsletters

· Local Government Community Newsletters

· Community Calendars

· Community Information Directories

· Community Information Boards

· Local newspaper.

· Word of mouth

· Community networks.

Education and Behaviour Change

Designing an education campaign aimed at changing or modifying behaviour in terms of the “inappropriate use” of after-hours primary health care, particularly by high user groups, requires more sophisticated and longer-term strategies than those cited above.

The consultation showed that, where the community has an appreciation of the nature of the services offered and a personal understanding of the role of the GPs in providing 24-hour access to Accident and Emergency services, the levels of inappropriate use of after-hours services are low.

Community Organisations

Community organisations and networks, for example Community Health, Child and Youth Health, Service Clubs, Community Houses and culturally specific community organisations eg Aboriginal Health Services, can play key roles in developing understanding regarding the nature of the after hours services and in initiating consideration of “appropriate use”.

Information gatekeepers, that is people in the community who are recognised by the community as “the people to ask” can influence the attitudes and behaviour of high user groups.

Identifying organisations and individuals for each community and ensuring that they are exposed to an education program addressing the particular concerns of the GPs in a particular location, is a proven effective means of disseminating information and influencing behaviour over time. 

Resource Kits

A generic resource kit containing a power point presentation, a booklet, handouts and a video could be developed centrally as a resource kit and tailored to suit local needs as determined by local GPs.  The local Division of General Practice could coordinate the implementation of the program at a local level.

Other Instruments

Other instruments that could be utilised to increase understanding and change community behaviour in terms of their utilisation of after-hours Accident and Emergency Services include articles in the local newspaper and use of regional television.

1. A regular medical column dealing with topical issues and providing details of arrangements for after hours services has been run on an irregular or occasional basis in several of the locations visited.
It is suggested that this be run more widely on a regular basis.

The preparation of a regular column requires commitment from one or several of the local GPs.  The country press is usually only too happy to receive free general interest stories.  A series of articles (for example, A day in the Life of ……….) designed to create a better understanding of the impact on  GP’s lifestyle and personal health of providing an Accident and Emergency Service after-hours could potentially influence the degree of inappropriate use.   Port Lincoln ran such a series some years ago when the complement of GPs was particularly depleted.  Anecdotal reports suggest that it did reduce the incidence of Accident and Emergency after-hours call outs.

It would seem that a community is more receptive to messages designed to encourage more considerate behaviour in the use of after-hours medical services when it is experiencing difficulty recruiting sufficient GPs as it is recognised that the existing staff of GPs are struggling to provide the community with an adequate service.

Communities also understand that if not managed satisfactorily, the impact of after-hours care could be a major disincentive to recruiting and retaining GPs.  Whether communities with a full complement of GPs, (who may be rostered on a little as once a fortnight), would be as receptive to these messages is debatable.

The larger the community, the more GPs to share the roster, the less sympathetic patients appear to be towards the impact of after-hours care on the GPs lifestyle.

The converse is true in smaller communities.

2. Other effective means of information used in many general practice clinics for health education are the use of info videos.  Many community members reported watching these programs while waiting in the surgery.  This situation provides a captive audience looking for a diversion if not information.  

Packaged Product Opportunities

1. A well-produced generic short documentary, which conveys the main messages about the Accident and Emergency service, being an extension of the general practice clinic and is provided by the same GPs who attend a patient in normal working hours, has great potential as a community education tool.  Local information pertaining to specific arrangements for after-hours care could be added in each location as a screen runner.

2. A regional Television campaign (where there is access), with regionally generic messages provided as free- to-air community service on Regional Television, could also be effective in presenting punchy, discrete messages particularly discouraging inappropriate use.

3. Locally produced TV Advertisements have been used by the Aboriginal Health Service in Port Lincoln in their immunisation campaign and have been so successful that they have been picked up in the northern part of the Region overlayed with different contact details.  Television was reported as the most effective medium for reaching the Aboriginal Community.  

4. Community and local commercial and ABC radio can also be a very effective communication medium.  An interview with a GP followed by talk back, either as a one off or a regular slot dealing with topical issues, can be very effective in raising the levels of community knowledge and understanding.

5. Encouraging documentary TV filmmakers, for example the recent ABC Australian Story or Television drama series makers or Blue Heelers, to incorporate some of the messages regarding GPs’ life-styles and after hours care into their scripts. This approach has the potential for a very strong impact and huge audience reach.  This device has been previously used to convey community health information (for example the ABC TV series G.P.) and has proved to be very effective.

Inappropriate Use of After Hours Services

Community education objectives designed to alter community behaviour in terms of “inappropriate use” of after-hours primary medical care require clarification in the context of each community.

The definition of “inappropriate use” is problematical as there is not only a great variation between patients in their perception of what is legitimate, reasonable or necessary and essential use of After Hours Primary Medical Care but also amongst GPs, even in the same general practice clinic. 

In locations where the GPs consider that there is a higher than desirable degree of inappropriate use, the following community education and support mechanisms are suggested.

· A community education program utilising community health services and social support networks to improve first aid skills and confidence in assessing when an after hours consultation should be sought.

· A 24 hour free call telephone access number which would allow the patient or carer to discuss symptoms with a GP so that they might be better informed when deciding if and when to seek medical treatment. This concept was received positively in some communities. Other communities considered that a similar service was already available through the nursing staff at the Hospital.


Some GPs favoured this concept. Others thought it would be of only marginal value as this service was virtually available through the local hospital with the nurse acting as an intermediary between the Doctor and patient.

Some GPs thought that the nursing staff could utilise it as an alternative to ringing the rostered GP.  Others considered that it could have some value if offered on a regional basis but that any advice from a central service would be limited by the lack of knowledge of local services and distances involved.

It is interesting to note that several trials of a centralised telephone patient advisory service are currently operating.  One in Tasmania has shown encouraging initial results in reducing the number of after-hours consultations by rural GPs.

Child and Youth Health offer a similar service operated by an experienced nurse offering advice on child health and management matters.  

Young mothers participating in the community consultation reported that they had used this service and had found it very helpful and reassuring, particularly in the early days with a new baby. As their confidence increased they used it less.

Some private health funds and insurance companies also offer similar services to their clients. 
Range of Tools

In summary

· Enlist and educate Community Networks

· Education Kit Power- point, Video booklet and handouts.

· Human interest series of newspaper articles 

· Education in first-aid, symptom identification and decision making re appropriate use.

· 24 hour phone access line.

· TV Advertisements (Free to air)

· TV Documentaries 

· TV Drama series

· Local radio interviews and Talk Back 

5.2 Ancillary and related Community Support Services

The lack of after hours services to deal with emergency situations which are not primarily Accident and Emergency, for example domestic violence, alcohol drug and psychiatric problems, means that a percentage of after hours call-outs for GPs are to deal with situations, which in normal working hours, would be referred to the relevant support workers.

A&E nurses find these situations very difficult to deal with on their own, apart from the issues of physical security.  Currently they can only call the GP or the Police.  GPs find these situations very time consuming and emotionally and physically draining as well as being disruptive to the hospital.  They often occur late at night.

The availability of some after-hours support services in the areas of aboriginal health, social work and mental health in the larger centres would be helpful and would reduce the impact of after hours call-outs on the GP.

5.3 Other arrangements that could improve management of After Hours Services 

The provision of extended surgery hours (one or two nights per week and Saturday Morning) could make it easier for those with work commitments to attend the general practice clinic rather than Accident and Emergency both for themselves and their children.

Requesting the nursing staff to arrange appointment times for non-urgent cases so that they are seen together, thus reducing the number of call-outs particularly on a weekend, is an option for GPs.

5.4  Community intervention 

Port Lincoln Aboriginal Health Service become aware that its client group was one of the high user groups of after-hours primary medical care.  Many would never go to the general practice clinic because of the need to make an appointment. 

The Port Lincoln Aboriginal Health Service now has a GP providing a service in their premises on a sessional basis most week day mornings for two hours.  Since this service was introduced, the number of Aboriginal patients presenting at Accident and Emergency has dropped dramatically during the week.  There are still attendances on weekends, particularly relating to alcohol and domestic violence.

Aboriginal patients are very reluctant to call the hospital for advice.  In the past they have just attended.  

The service also runs an education program aimed at improving skills in symptom identification and first aid designed to reduce inappropriate use of after-hours services.  Aboriginal Health Workers are now generally the first point of call for advice and often take patients to A& E if they consider they require treatment by a GP.

5.5 How Strategies link to Key Factors

The strategies identified above form a basis of developing workable plans and programs for communities in rural and remote locations.  How these strategies link to the range of key factors identified earlier is an important next step.  

Broadly based strategies are linked below as options for each key factor.  It should be noted that new strategies may emerge or existing strategies become redundant over time.  Furthermore, the strategies listed in the following table are not meant to be definitive, or specify precise actions. Each must be selected and applied based on the circumstances surrounding the location being considered.

	Key Factor
	Strategy #
	Strategy Options
	Importance of Strategy (
	Possible point of application

	#
	Name
	
	
	
	State
	Region
	Local
	Clinic

	1
	Unemployed
	1.1
	Promote to rural communities attendance during normal consulting hours
	
	(
	
	(
	

	
	
	1.2
	Promote an understanding of the role of after-hours services 
	
	(
	(
	
	

	
	
	1.3
	Explain difference between city and rural hospitals
	
	(
	(
	
	

	
	
	1.4
	Design effective print media campaign
	
	
	(
	(
	

	
	
	1.5
	Identify and use community specific outlets for media/information
	
	
	(
	(
	(

	2
	Low Income
	2.1
	Promote attendance during normal consulting hours
	
	(
	
	(
	

	
	
	2.2
	Promote understanding of the role of after-hours services
	
	(
	(
	
	

	
	
	2.3
	Promote difference between city and rural hospitals
	
	(
	(
	
	

	
	
	2.4
	Design effective print media campaign
	
	
	(
	(
	

	
	
	2.5
	Identify and use community specific outlets for media/information
	
	
	(
	(
	(

	3
	Single Parent Households
	3.1
	Promote attendance during normal consulting hours
	
	(
	
	(
	

	
	
	3.2
	Promote understanding of the role of after-hours services
	
	(
	(
	
	

	
	
	3.3
	Promote difference between city and rural hospitals
	
	(
	(
	
	

	
	
	3.4
	Design effective print media campaign
	
	
	(
	(
	

	
	
	3.5
	Identify and use community specific outlets for media/information
	
	
	(
	(
	(


	4
	Children
	4.1
	Promote understanding of the role of after-hours services
	
	
	(
	(
	

	
	
	4.2
	Promote critical symptoms identification and what to do 
	
	(
	
	
	

	
	
	4.3
	Collaborate with existing Children’s Health organisations and others for continuous education programs
	
	
	(
	
	

	5
	Tourism
	5.1
	Promote understanding of role of after-hours services
	
	
	(
	(
	

	
	
	5.2
	Design media campaign for use in tourist locations
	
	
	(
	(
	

	6
	Itinerants
	6.1
	Promote understanding of role of after-hours services
	
	
	(
	(
	

	
	
	6.2
	Promote local GP policies at major locations for itinerants
	
	
	(
	(
	

	
	
	6.3
	Design media for clinic and venues (print or audio/video, as required
	
	
	
	(
	(

	7 
	Regional dynamics
	7.1
	Develop regional literature for use across clinics or towns, promoting after-hours services integration
	
	
	(
	
	(

	
	
	7.2
	Participate in management of regional program
	
	
	(
	
	(

	8
	Proximity to capital city
	8.1
	Promote differences between rural and metropolitan locations
	
	(
	(
	
	

	
	
	8.2
	Develop media for use within after-hours services Departments
	
	
	(
	(
	

	9
	Major towns/cities
	9.1
	Develop program on how services are integrated/ not integrated and the general service level and arrangements between towns
	
	
	(
	(
	

	
	
	9.2
	Promote understanding of the role of after-hours services
	
	
	(
	(
	

	10.
	Isolated town with hospital
	10.1
	Promote community involvement and after-hours services role
	
	
	(
	(
	

	11.
	Isolated town without hospital
	11.1
	Promote community involvement and after-hours services role
	
	
	(
	(
	

	12.
	Number of General Practices/Practitioners
	12.1
	Promote inter-relationship between general practice clinics and the roster arrangements at hospitals
	
	
	(
	(
	(

	
	
	12.2
	Promote service levels and access requirements
	
	
	(
	(
	(

	13.
	Ratio of GP to population being served
	13.1
	Promote access requirements
	
	
	
	(
	(

	
	
	13.2
	Promote understanding of the role of after-hours services
	
	
	(
	(
	

	
	
	13.3
	Promote and educate through relevant media family life of GP
	
	
	(
	(
	

	14.
	Female GPs
	14.1
	Promote services to women in community
	
	
	(
	(
	

	
	
	14.2
	Promote access to services
	
	
	(
	(
	(

	
	
	14.3
	Promote women in rural general practice
	
	(
	(
	(
	(

	15.
	Information/
communication champion
	15.1
	Develop champion role and provide support
	
	
	
	
	(

	
	
	15.2
	Provide key messages for promotions at clinic level
	
	
	
	(
	(

	
	
	15.3
	Collaborate with Rural Divisions of GP
	
	
	(
	(
	(

	16.
	Information sources and availability
	16.1
	Develop literature and information sources
	
	
	(
	(
	(

	
	
	16.2
	Develop audio-video information sources
	
	
	(
	(
	(

	17.
	The number of NESB communities
	17.1
	Develop media in appropriately sensitive cultural information packages
	
	(
	(
	(
	

	
	
	17.2
	Promote understanding of the role of after-hours services
	
	
	(
	(
	

	
	
	17.3
	Develop information on appropriate use
	
	
	(
	(
	(

	18.
	The structure of each NESB community
	18.1
	Develop linkages to key NESB community leaders
	
	
	(
	(
	

	19.
	The size of Aboriginal Communities
	19.1
	Identify relevant Aboriginal Health groups and develop appropriate media to communicate focused messages
	
	(
	(
	(
	

	
	
	19.2
	Develop strategies with groups to impact on relevant use of A&E – after hours services, in their communities
	
	
	(
	(
	

	20.
	Hospital’s policy position
	20.1
	Develop a strategic relationship with hospital for information development and dissemination
	
	
	(
	(
	(

	21.
	Strength and structure of Regional Health Services
	21.1
	Identify relevant health service structures and existing policies and priorities
	
	(
	(
	
	

	
	
	21.2
	Using relevant media promote after hours services through relevant health services
	
	
	(
	(
	(

	22.
	The current relationship with GPs
	22.1
	Hospitals and GPs develop joint promotional programs marketed through general practice clinic and hospital A&E Departments
	
	
	(
	(
	(

	23.
	The current A&E agreement
	23.1
	Market GP family life (life style) and the risk of GP “burnout”.
	
	
	(
	(
	(

	
	
	23.2
	Market messages such as “Looking after your GP”
	
	
	(
	(
	

	24.
	Frequency of GP being Rostered 
	24.1
	Promote role of after-hours services
	
	
	(
	(
	

	
	
	24.2
	Market cost/funding structures
	
	
	
	(
	(

	25.
	Nurse Triage
	25.1
	Market how nurse triage works
	
	
	(
	(
	(

	
	
	25.2
	Market alternative methods, where adopted
	
	
	(
	(
	

	
	
	25.3
	Market the relationship between nurse/patient and GP
	
	
	(
	(
	(

	26.
	Information/
communication champion
	26.1
	Develop champion role and provide support
	
	
	(
	(
	

	27.
	Age Profile of Community >60; <10
	27.1
	Develop segmented marketing program
	
	
	(
	(
	(

	
	
	27.2
	Utilise media using illustrations of appropriate use
	
	
	(
	(
	(

	28.
	Size of population
	28.1
	Strategies are developed that are sensitive and acknowledge existing programs
	
	
	
	(
	(

	
	
	28.2
	Market use of after-hours services – Market the use and role of allied services in after hours service delivery
	
	
	(
	(
	

	29.
	Relative location of A/H services for specific communities
	29.1
	Reinforce current knowledge and practices
	
	
	(
	(
	(

	
	
	29.2
	Promote after-hours services usage and appropriate use
	
	
	(
	(
	(


	30.
	Service, community and sport club infrastructure
	30.1
	Identify and develop linkages with relevant service, community and sporting clubs
	
	
	(
	(
	

	
	
	30.2
	Design practical approaches to the implementation of developed media
	
	
	(
	(
	

	31.
	Perceptions of A&E/after-hours services
	31.1
	Ensure consistency of message across rural; areas of South Australia
	
	(
	(
	
	

	
	
	31.2
	Ensure program at State through to clinics are consistent in quality and purpose.
	
	(
	(
	
	(

	32.
	Current awareness/
knowledge of A&E/after-hours services
	32.1
	Ensure methods employed to impact on community knowledge and education levels are consistent with suggested media and strategies broadly stated in previous chapter
	
	(
	(
	
	(

	33.
	Current expectation of A&E services
	33.1
	Promote understanding of the differences in A&E services and after-hours services
	
	(
	(
	(
	(

	
	
	33.2
	Market how A&E/after-hours services work
	
	(
	(
	(
	(

	
	
	33.2
	Market what to expect when using the services in a rural/remote environment
	
	(
	(
	(
	(

	34.
	Empathy with GP lifestyle
	34.1
	Market GP activities and their role as a valued member of the local and regional community
	
	
	(
	(
	


Identify Relevant Key Factors for Locations

It is important to identify which key factors are relevant for the location being considered; that is decide that the location is a

· General Practice Clinic, 

· Local (Town),

· Regional organisation, or

· State.

An assessment must be made by relevant stakeholders to determine what is important for the defined location.  As illustrated below, for a specified location, (say Local) the key factors are identified, in this example.  A total of 8 key factors have been identified as important for the “local” location and are seen as impacting on the effectiveness of community communication and education outcomes regarding after-hours primary medical care. 

	Identified Key Factors (illustration)

	1

	5

	8

	2

	9

	15

	21

	10


Each of these key factors may have different impacts through the strategies that are subsequently applied, depending on whether the factor and its strategies are viewed from a state, regional, local or clinic perspective.  This is developed further, below.

Relevant Strategies

Once key factors have been identified it is then important to identify relevant strategy options, and to determine which of these options are appropriate for the stakeholders.

The illustration is expanded to include the relevant strategies identified against each key factor.

	Identified Key Factors
	Selected Relevant Strategies
	State
	Regional
	Local
	Clinic

	1
	1.2
	(
	(
	
	

	5
	5.2
	
	(
	(
	

	8
	8.1
	(
	(
	
	

	2
	2.1
	(
	
	(
	

	9
	9.1
	
	(
	(
	

	15
	15.1
	
	
	
	(

	21
	21.2
	
	(
	(
	(

	10
	10.1
	
	(
	(
	


The application of these strategies (next chapter) becomes the key to processes for sustainable communication and education.

Working with Relevant Strategies

Relevant strategies are identified of each location of interest.  That is, for a group of stakeholders at a specific location.  In the illustration the group of stakeholders represents a location at a local level, which may be a town.  The stakeholders have identified 8 key factors and selected a range of relevant strategies that are considered to influence communication and education programs.  

Each strategy has in itself different impact levels, with some of them being State, some regional, some local and yet others at a general practice clinic level.  Whilst this knowledge is useful for stakeholders, they must examine as a first level of interest those strategies that they can control the best.  That is the strategies that are considered to be manageable at a local level.

Accordingly, of the selected relevant strategies for the identified key factors, only 5 strategies have a application at a local level, i.e. strategies, 5.2, 2.1, 9.1, 21.2, and 10.1.

It is now important to ensure that these strategies are implemented in a logical and timely sequence to minimise cost and to facilitate effective outcomes.

The next chapter develops this approach to enhance sustainable outcomes.

6. Developing a sustainable approach for effective Community Education

Determining Priorities for Strategies

Faced with the task of determining the implementation of strategies, it becomes important to ensure that implementation is orderly and cost effective.  An approach that assists in developing an implementation structure process can be achieved by determining which strategies are independent or dependent on other selected strategies.  Through this analysis of relative dependence, priorities can be set.  

The mechanics of the approach is assessing the relationship between selected strategies (relationship analysis) and evaluating that relationship by considering whether one strategy has a “cause and effect” impact on the other.  This process enables evaluation of each strategy in relation to each other strategy on a sequential basis.  The question that can be posed to assist the process is “ Does strategy x have a significant impact on the achievement of strategy y”.  

Illustration of Priority Setting

An example of this is looking at the possible “local” strategies shown in the illustration in the previous chapter.  If the question posed above is asked of strategies 5.2 and 2.1, it may be concluded that “5.2 has a significant impact on the achievement of strategy 2.1”.  

A cause and effect arrow indicates the relationship.






This analysis is undertaken for all strategies relative to all other strategies. That is 5.2 relative to 9.1, 5.2 relative to 21.2 etc. then 2.1 relative to 9.1, 2.1 relative to 21.2 etc.  Based on analysis of the strategies and the number of arrow-tails (cause) and arrow-heads (effect), the priorities would be set by the net of cause over effect.

 In the above illustration, strategy 9.1 has 1 tail and 2 heads, which means on balance the strategy is dependent on two other strategies being commenced and it in turn impacts on one other strategy.  

 Based on this approach, and the net effect of independency (tails) and dependency (heads), the illustration would produce a priority order as shown, with priority being weighted in favour of the “independency” factors.

	Strategy
	Independency/Dependency relationship
	Priority

	5.2
	2t;0h
	1st 

	21.2
	2t;1h
	2nd 

	2.1
	2t;2h
	3rd 

	9.1
	1t;2h
	4th 

	10.1
	1t;3h
	5th 


Whilst this is a basis of determining priorities between strategies, it is not meant to have any basis of scientific rigour, and must be applied as a process that assists the debate and ultimately the decision making process.

Nevertheless, the above process is a means of promptly achieving a basis for debate and agreement between stakeholders.

7. Next Steps

Implementation of the strategies selected for a particular location is the next step in the process of ensuring there are suitable communication and education programs in place for community benefit.  

The process of implementation will be guided by identifying appropriate strategies for key factors and evaluating the impact and effectiveness of each strategy.

Given that the strategies selected are part of a flexible approach to communications, the costs associated with implementing these strategies will vary and must be seen as highly flexible. 

7.1 Implementation Processes

The next steps must comprise a program that commences the implementation of effective strategies and develops over a period of 2 years a process and funding base that has the potential for sustainability in the longer term.

Accordingly the suggested next steps are:

Year 1: 

1. Appoint a Project Manager/Coordinator, Communications and Education

2. Commence the development of a coordinated Communications and Education program for the State, Regions, Local areas and Clinics (as per earlier chapters as of this report. 

3. Identify performance measures for each action.

4. Develop budget management plan for funds application to State, Regional, Local and Clinic based programs.

5. Implement action-planning processes in conjunction with relevant stakeholders depending on the location for such processes to be taking place.  That is, creating processes that identify and develop actions at agreed locations within the State, Divisions, Local or clinics.

6. Develop broadly based budget plan for year 2.

Year 2:

1. Identify programs that can be transferred as a result of year 1 management to relevant regional, local and clinic-based organisations.

2. As part of 1). Identify the possibility of sharing future costs, secure cost and secure these arrangements by end of year 2.  (This activity is critically important as it has the real potential to reduce the ongoing reliance on grant/project funding).  

3. Identify ongoing programs for implementation, including enhancements to the range of communication and education programs.

4. Identify cost implications for year 3 and beyond.

5. Seek relevant grant/project funds that satisfy the funding requirements (embracing the principle of a shared funding) of the communication and education program.

7.2 Funding Requirements

It is anticipated that the funding requirements for the program over the next 2 years would be:

	Cost
	Year 1

Grant Funds
	Year 2 

Grant Funds*

	
	
	

	Project Management 
	$80,000
	$80,000

	Development/Implementation of Communication Strategies
	$50,000
	$70,000

	Development/Implementation of Education Strategies
	$50,000
	$120,000

	Evaluation Assessment
	$20,000
	$20,000

	Total Funding
	$200,000
	$290,000


*constant dollars
The funding proposal is based on funding contributions being provided through Grant funds from the Commonwealth Government

Sustainability of the program beyond year 2 may require additional grant funding but with an intended growth in financial support from the health sector.   The potential for this to occur will be based on the success of the program during years 1 and 2.  

Nevertheless, there are risks associated with assuming this financial support will occur from within the health sector.  The most significant risks being, stakeholders will not or cannot participate financially to the levels anticipated due to:

· Other priorities,

· Lack of interest, or

· Lack of “buy in” on the importance and long-term impact of effective communications and education programs for the community.
8. Appendices

8.1 Appendix 1 - Summary of question sets

General Practitioner and Practice Managers

Current Services

· What is the current range of medical services available within the community?

· What arrangements do you (or the practice) have in providing after hours primary health care services now?

· How were these arrangements determined?

· How effective are these arrangements for you?

Current and new education strategies

· What are the education strategies used by you (or the practice), in the community, regarding after hours medical services?  How do you measure or know that these strategies are effective?

· What views, do you believe, are held by consumers about after hours primary medical service provision?

· In your view are there any major misunderstandings about after hours medical service provision held by consumers/community?

· What do you consider to be an effective model for after hours medical service provision? 

Elements of a “GP and Consumer friendly” service
· What do you consider to be the current community expectation of GPs regarding lifestyle and number of hours per week they should be working?

· How does this relate to the actual lifestyle and hours being worked?

· What do you therefore consider to be an appropriate and accessible service? 

Barriers to provision of after hours services

· Are there any barriers to awareness and access to after hours medical services? I.e. environmental, cost, cultural sensitivities etc.

· Do you see any patterns of use that impact on awareness and access?

· What do you consider to be solutions to these barriers.

Health Administrators

Current Services

· What is the current range of medical services available within the community?

· What arrangements do you have in providing after hours primary health care services now?

· How were these arrangements determined?

· How effective are these arrangements for you?

· What factors impact on the functionality and quality of after hours services in your Region?

· What changes should be considered to provide a better service to the community, in the short term?

· What changes should be considered to provide a better service to the community, in the longer term?

Current and new education strategies

· What educational processes are currently provided in the Region to add to the knowledge held by the community, regarding after hour primary healthcare services? 

· What changes to these educational processes do you believe need to be embraced to improve knowledge and influence behaviour?

· What are the education strategies used by you (or the practice), in the community, regarding after hours medical services?  How do you measure or know that these strategies are effective?

· What views, do you believe, are held by consumers about after hours primary medical service provision?

· In your view are there any major misunderstandings about after hours medical service provision held by consumers/community?

· What do you consider to be an effective model for after hours medical service provision? 

Elements of a “GP and Consumer friendly” service
· What do you consider to be the current community expectation of GPs regarding lifestyle and number of hours per week they should be working?

· How does this relate to the actual lifestyle and hours being worked?

· What do you therefore consider to be an appropriate and accessible service? 

Barriers to provision of after hours services

· Are there any barriers to awareness and access to after hours medical services? I.e. environmental, cost, cultural sensitivities etc?

· Do you see any patterns of use that impact on awareness and access?

· What do you consider to be solutions to these barriers?

Community

Current Services

· Are you aware of how the after hours medical service works in your town?

Current and new education strategies

· What is good about the way the service is currently provided?

· What are you dissatisfied with in the way the service is currently provided?

Elements of a “GP and Consumer friendly” service
· What do you expect of the GPs in your town/location regarding lifestyle and number of hours per week they should be working?

· Does the current after hours medical service meet what you expect? 

Barriers to provision of after hours services

· What do you take into account when deciding to attend an after hours primary health care service? (eg cost, quality of service, unfamiliar doctor, environment, etc).

· What distances do you currently travel when accessing after hours services?

· Is there a limit to the distance you are prepared to travel after hours?
· What do you consider to be solutions to these barriers?
· Under what circumstances would you use after hours services rather than visit your doctor during normal consulting hours?

· If you have a choice between after hours and normal consulting hours what do you prefer and why?

· Do you have views about how the service should be changed and provided now and into the future?

8.2 Appendix 2 - Detail of Community Contribution

See attached table

Legend

	Heading
	Identifier
	Description

	Gender
	M
	Male

	
	F
	Female

	Age Profile
	1
	18-45

	
	2
	46-60

	
	3
	61-75

	
	4
	76+

	Socio Economic (household income)
	1
	<$20,000

	
	2
	$20,000-$35,000

	
	3
	$36,000-$50,000

	
	4
	>$50,000

	Number in household
	1
	One person

	
	2
	Two people

	
	3
	Three people

	
	4
	Four or more people

	Children <10 years
	0
	0 children

	
	1
	1 child

	
	2
	2 children

	
	3
	3 or more children

	Locality
	1
	In Town

	
	2
	< 10km out

	
	3
	<25km out

	
	4
	>25 km out

	Mobility
	1
	Walk

	
	2
	Access to vehicle at all times

	
	3
	Access to car by negotiation

	
	4
	No transport (private)
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