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Abstract

Background

General Practitioneled walkin centres GP WICs) were established in the UK in
2009. Their purpose was to reduce unnecessary patient loaEmatgency
Departments (EDsand to increas¢he accessibility ofGP health care services. The
objectives of thistudy were to determine satisfaction and experiencesusers of
GP WICs the impact of GP WICs on local EDsand the views of health care

professionals about the centres.

Methods

A survey was conducted in two GP WIQ@s Sheffield and Rotherham dugn
September and October 201Routine data were obtained from EDs in Sheffield and
Rotherham, one year before and one year after the opening of the Gf t&/IC
estimate the impact aheir opening. Interviews were conducted with PCT managers,
GPs,andED consultants and nurses to determine their views about the impact of GP

WICs on other services.

Ethical approval of the study was obtained by Yorkshire and Humber NHS REC in
2010.

Results

Based on a sample of 1030 survey participants, 93% of patientsitleze highly or
fairly satisfied with the service #te Rotherham GP WIC and 86% at the Sheffield GP
WIC. The difference betweehe centres was due to the longer reported waiting times
in Sheffield

A statistically significant reduction of 5% (95% Cl1% to 16%) in minor ED
attendances was foundthe Sheffield adult ECfollowing the opening of the WIONo

impact was found on any other service.

There were some discrepancies betwd#sm views of managers and health care
professionals regarding the udekss of the GP WICn Sheffield Managers



perceived it as an important service whilst most of the healthcare professionals were
not in support of the idea of establishing GP WICs.

Conclusion

GP WICs provide easy access for minor health care problenes.sitily found
evidence that GP WIC reduced attendances at ED, but not by as much as would have
been estimated from the patientsd report
be closed down without finding an alternative, there might be a signifres in

attendances at other NHS services.

Glossary

WIC: walk-in centre

PC: Poly clinics

CHC: Community health cergr
NHS: NationalHealthService

MIU: Minor injuries unit

ED: Emergency Department
UCC: Urgent care centre

CCG: Clinical commissionig group
PCT: Primary care trust

CCC: conventional care centre
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Chapter one
Background

1.1 Introduction

Health services are evolving and new services are introduced from time to time for the
provision of better and timely care totigats. In the UK the National Health Service
(NHS) is responsible for providing healthcare services in the UK and for implementing
new services and healthcare related policies. The NHS has made a number of efforts to
strengthen primary healthcare serviteincrease accessibility of healthcare as well as
to address patientsdéd needs by introduci n
walk-in centres, urgent dental services, and-ajfthiours services to complement
existing General Practitioner (GPgrsices. In the past few years there has been a
particular concern about an increase in the use of Emergency Department (ED)
services provided by the NHS (Gillam, 2010; Nicholl et al, 2013) and part of the
rationale for introducing the new urgent carevems has been to stem this increase.
Although the new urgent care services may have benefits for patients, it has been
argued that they are unlikely to reduce patient load at EDs (Coleman et al, 2001). For
example, if a large proportion of patients preésen EDs with acute and serious
illnesses/injuries then alternative urgent care services for minor problems are not likely
to have an impact. Clearly, evaluation of local needs beforedunting a healthcare
service isimportant to ensure that the servisevaluable, and close monitoring and
evaluation of healthcare services is also required to maintain the quality of the services
and their proper utilization by patients (Dias, et al, 2008). Moreover, introduction of
new services needs to be inlinewghat i ent s6 needs aeba, pref
2004).

NHS nurse ledwvalk-in centres are one way of providing accessible healthcare services
to the general population without compromgsithhe standard of care (Mabroek al,
1998). Walkin centres functio in other countries under different names and with a
different range of servicesMpuntford et al 2001). The United States of America

(USA), Canada, South Africa and Austria have been developing walk in centres for
1



many years. The walia centres in Nohit America and Australia primarily provide

care outside office hours because unlike in the UK, where GPs are responsible for a

defined list of registered patients 24 hours a day (although they may provide this care

through a ceoperative or deputising secd for outof-hours), GPs in other countries

are often not accessible outside office hours, and patients are free to choose the most
convenient healthcare provider (Salisbury et al, 2003).

The NHS introduced nurse led waltk centres in 2000 which were @ped in almost

all cities. The NHS walkn centres provide basic healthcare service by trained nurses.
These centres are open for longer hours than GP practices and are also open on public
holidays. Unregistered patients can also get healthcare servioagtiithese centres
without needing registration or prior appointment. The main purpose of these centres
was to provide easy and timely access to every resident of the city and to decrease
patient load on other NHS services. The effectiveness and efficiehahese
healthcare centres regarding the provision of care is debatable. One ecological study
which was conducted to determine the effectiveness of-imatlentres for reducing
waiting times at other primary healthcare service found no impact of theesem

other services (Maheswaran et al, 20@ther studies have also shown no evidence of

a reduction in patient load on other services as a result of the opening efhwalk
centres $alisbury et al, 2003 and Chalder et al, 20@3)e possible explatian for

these findings is that new walk centres increase the number of patients seeking care
for minor and seHimiting illnesses. This might contribute to an increase in patient
load at other services as a result of an increase in referrals thrbegbentres
(Salisbury, 2003). In contrast to these disappointing findings, patient satisfaction with
the quality of service has been found to be greater afi imatlentres as compared to

GP practices as a result of easy access and much shorter waigadSiatisbury et al,
200273). Furthermore, the services have been found to provide a high standard of

quality of care and to be saf@rant et al, 2002).

A new kind of GP led walin centre was introduced in the UK in 2009 following a
report by the Departent of Health on the situation of urgent care services in London

(Darzi 2008) In the first instance these centres started in London where they are called



OPoCdly nicsé6 and they provide a mixture o
under one roof delered by GPs and trained nurses. Most of the primary healthcare
was supposed to be provided by these poly clinics in London, and one such centre was
supposed to be opened in every Primary Care Trust (PCT) in the NHS so that around
150 such clinics were ghned to open in the UKIngison et al2008). Most PCTs
established a centre in their localities in 200® In some areas the centre is known as

a Darzi Centre (after Lord Darzi who proposed the need of such centres by the
Department of Health), whilst iother areas they are known as GP walkentres or

GP led walkin centres. The range of services also varies from centre to centre.
However, most of the centres were initially planned to be equipped with a diagnostic
laboratory, a pharmacy, and other counity health services, such as smoking

cessation and sexual health, along with GP and nurse consultations.

Urgent care can be defined as care that is sought and provided on the same day that the
need arose. This is also sometimes called unscheduledradiate care and is care

that can be provided in the form of medical advice/reassurance, treatment or follow up.
The GP WICs were opened with the aim of strengthening primary care services as well
as providing urgent care. In the current urgent care syistehe NHS, these centres

act as a first point of contact for urgent care where the centre is available. Other first
point of contact urgent care services in the NHS include ambulance services, EDs, GP
in-hours and GP owdf-hours services, and NHS 111.

GP led walk in centre€GP WICs)are staffed by GPs and nurses in contrast to earlier
walk-in centres set up in the UK where only nurses have been providing care
(Sheffield GP Health Centre websit&here were some local consultations about the
services wich the centre was going to provide (apper®)iXGP WIC provide nurse
and GP consultation.hese new GP centres are also able to deal with chronic diseases
such as diabetes, asthma and heart disease, and the centres also provide the opportunity
to accessnedical records. Therefore, these new services were expected to satisfy many
of the previous objections to watlentres. However, another debate was raised
regarding how these new services were different from existing NH& ledvalk-in
services and hw patients should choose which service to use at the time of need.
Were they going to complement the existing services provided by the NHS or going to
compete with them in certain areas? Some of the new centres have already been closed
3



down because of thiack of the evidence to show any reduction in ED attendances
(Yorkshire post, 2011and in many areas, t@P WICshave been merged with the

nurse led centre such as in Sheffield and Rotherham where this study was conducted.
Another report revealed thatoaind half of the walkn centres have been closed down

(Brian, 2012) n t he | i ght of these concerns a
2009) clearly flagged the need to evaluate the impact of the GP WICs in the UK.

This new type of GP led walik centre hasalsobeen introduced in both Sheffield and
Rotherham and the purpose of this research were to determine the effectiveness of the

GP-walk-in services in Sheffield and Rotherham.

The literature search found several studies of the impact of vayipes of nurse led
walk-in centres, but no evaluations of the impact of GP WICs. The specific research
questions about any impact of these centres originated from considering the policy
papers about the purpose of establishing GP led-watientres in thdJK, which

mainly included better access to GPs and reducing unnecessary patient load at other
services. Considering the literature on the topic, it was found that critiques against
walk-in centres often came from health care professionals. It was thewdtwe
considered important to include the perspective of other local healthcare providers
about the role of GP WICs. Hence, exploring the views of key informants was also

included in the research questions.
1.2Why access is important?

The ter m a8 heertwsadsnhealth care for a long time without having a
particular definition (Khan et al, 1994Access is a complex idea and societies may
define access differently at different stages of development (Gulzar, 1999; Guagliardo
2004).
One of the eamst definitions of access was provided by Bureau of Health Planning
(1979) as
AThe ability of a population or a segt
services. This ability is determined by economic, temporal, locational,
architectural, cultural, orgezational, and informational factors which may be

barriers or facilitators to obtaining s



The World Health Organization (WHO) included accessibility to health care services
as an integral part of a Primary Health Care model. AccotdiMgHO (1978),
AAccessibility implies the continuing
geographically, financially, culturally, and functionally within easy reath
the whole community. The care has to be appropriate and adequate in content
and in amount to safly the needs of people and it has to be provided by

met hods acceptable to them. o

Geographic accessibilitymeans that the distance, travel time, and means of
transportation are acceptabknancial accessibilityneans that whatever the method
of payment,services are affordabl€ultural accessibilitymeans using technical and
managerial methods in keeping with the cultural patterns of a commEuaitgtional
accessibilityis having the right kind of care available on a continuing basis to those in
need vhen they need it.

This difficult concept of access to health care has been discussed by Gulliford et al
(2001) who argued that access can be conceptualised in at least four ways. The extent
to which a patient can have access to a healthcare service sleperfthancial,
organizational, social and cultural barriers which can potentially limit service
utilization. Gulliford et al highlight the issue of differing assumptions and expectations

in relation to access and suggest that the availability of seraicdsbarriers to
utilisation need to be evaluated in the light of the differing perspectives, health needs,
and settings of diverse groups in society. It is also note

worthy that access may not be related to need and hence it is sometimes difficult to

define and differentiate between the two (Giannone, 2003).

Access to health care is associated with the overall health status of the community.
Therefore, the difference in the health status of people in different communities is
likely to be associated with tural and financial accessibility. Sometimes there are
also legal barriers to health care access as a result of illegal immigration. In many
European countries, undocumented migrants have poor health status as a result of

restricted access to healthcagevices (Biswas, 2011).
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Salisbury C, and Bell D Emerg Med J 2010;27:186-188




In the UK, access to the primary healthcare is particularly important because it acts as
a gate keeper for other specialty services (Salisbury et aBRO®Fimary care is a

major component

of Engl and o s300N\ll®n consultationa per year with GPs in England
make up about 80% of all patient contact with the NHS. In addition to providing
healthcare to the registered population, GPs are charged with coordination and
gatekeeping ohccesdo servicesprovided by secondarygare tertiary careand other

allied healthcare providers (Gibbons et al, 2012). However, there is an issue with quick
access to primary care services (GPs) in the Bd there is pressure on GPs to
increase opening hours and improve urgame access (Lind, 2013)he Government

has taken a number of measures to improve primary care adoe2604, the
Government introduced Advanced Access to manage demand through a variety of
alternatives to facéo-face appointments with GPs (Lattiméd(5). The new model of
advanced access to GPs is an innovative approach where telephone triage is used in GP
surgeries, which was said to dramatically increase the capacity of surgeries, help
reduce unnecessary visits, and enable quick access to thosarevito urgent need
(Vance, 2007). One evaluation of advanced access in general practice found a slight
increase in quick access to GPs without any decrease in the continuity of care, however

no dramatic benefits were seen (Salisbury et al, 8007

In addition to access to health care in general, there are particular concerns about
urgent care access. Access to urgent care services is also defined in different ways
according to the health care system (Salisbury, 2010). For urgent care, access to
primary care services is important as it may prevent unnecessary work load on EDs.
There are a number of services in the UK for the provision of urgent care services out
of-hours and irhours to improve access which together makes up the urgent care
system (Salisury, 2010). There are multiple first points of contact available to access
health care services (figure 1.1). | n
first come into contact with the system either through telephone consultation or in
person ad are then classified as emergency cases, urgent cases or routine cases. The
emergency cases go straight to EDs and there is no confusion about those cases.
However, for cases classified as routine or urgent, there are a number of overlapping
services andeveral factors influence who uses which service. This confusing picture
7



may

make what t he Bur eau of Heal t h Pl anr

affecting access worse (Bureau of Health Planning, 1979).

1.3 Research questions

Theresearch gestions othis studywere;

T

What kind of patients (@racteristics ofservice users such as age, sex,
ethnicity) use th&P walkin service8

Do these centres have greatetiaty during out-of-hours when other GPs are
closed or irhours?

Why do patiets use these GP WIC services?

How satisfied are patients with the services and what are their expenmatites

the services?

Is there any impact on other NHS services as a result of the opening of the GP
WICs?

What do othehealthcareproviders think abduthe role of GP WICs inurgent

care services provisién



1.4 Different approaches to evaluation

The understanding of epistemology, that is how things come to be known, and
particularly the two different approaches of positivism and post positipivide

insight about the paradigm through which researchers can address a research question.
The positivist approach is concerned with measuring or recording observable
phenomena, and so is more concerned with numbers and quantitative kinds of research.
On the other hand post positivism argues that human beings cannot be taken as a
scientific tool or experimental elements, hence cannot be researched without an in
depth understanding of the social context. Therefore, post positivism uses qualitative
approates and tries to obtain an in depth understanding through richness of data. The
methodology used in a research study depends on the approach chosen and then
particular methods and tools are required to address the specific research questions.
For examplein quantitative researchypothesis testing methods require appropriate
sample sizes and representative samples to generalize the results, whereas qualitative
research methods help in theory generation and do not require a fixed sample which
may or may not be representative. The tools used miglar example be
guestionnaires or laboratory investigations in a quantitative approach or interviews or

focus group discussions in qualitative research.

Evaluation is a necessary component to every prograjardiess of its size, age and
orientation. There ar@umerous purposeand numerous approaches to evaluation
(Craig et al, 2008)The methods used for evaluation are very much dependent on the
research questions asked so it varies according to the respestions(Sackett &
Wennberg, 1997; Guyatt et al, 2000here are certain research questions which can
only be answered effectively through qualitative resedhdhys and Pope 1995),

while others need to be answered throagluantitative approach dhroughmixed
methods. In addition, it is important to consider who is the target audience for that
particular evaluation and who would benefit from the project. Answers to all these
questions help in deciding about a particular approach to be used tatevalu

healthcare service.



One of the evaluation approaches is the Rapid Evaluation Method (REM) which is
planned and executed with the active participation of the health service and the service
managers, staff trainers and supervisors, and the staffséiees. This evaluation
method is particularly important when information needs to be generated within days
or weeks (Anker et al, 1993). Hence, the method is more popular for commercial
purposes and where client satisfaction is required. The informatioduced is
followed by managerial action to strengthen the system and to develop further plans on
health care servicesSo this approach is most appropriate when the research questions
are about how to improve and strengthen services, rather than remtiveffor cost

effective the services are.

For determining costffectiveness, economic evaluation is necess&gonomic
evaluationusesa set of analytic tools to assess the value for money of alternative ways

of allocating limited resources to healtlre (Rilop et al, 2001). There are two
important aspest of economic evaluation; first, economic evaluation involves
comparison and it is only possible to report value for money service if an appropriate
comparison is available. Second, economic evaludtionses on both cost and Rron
resource consequences which are potentially valued for users such as health effects and

healthcare access.

The mationale for using economic evaluation includes appraisal of any change in the
allocation of resources, model oére and organisational changes such as service
delivery. Value for money is an important aspect of any new service as well as for any
change in the existing health care services. The isstleeabst incurred by patients
(service users) is a particulararin economic evaluatidior debate (Torgerson et al
1994). Drummond (2005) emphasised the need for impgrawethodology of
economic evaluation to produce more useful and generalisable results (Drummond et
al, 2005). One of the important limitationstbé economic evaluation approach is that
this approach mostly helps only in assessing the efficienclyeodrvice deliveryn

terms of healthand there islimited consideration of the impact @ther important
aspects such as access and satisfactibe G WIC would benefit from economic

evaluation if the research question would be more focused on cost effectiveness of the

10



services. Although cost effectivendssan important aspect of GP WIC services, the
main purpose of establishing the centres wasrmpraove patient access and reduce
unnecessary patient load at EDSo it was decided not to focus on the question of
costeffectiveness, especially since thesearcher had littlexpertise in economic

evaluation

The gidemiological approach includesset of research designs festimating the
magnitude obenefits of interventions to improve delivery of health services (Fulop et
al, 2001). The randomised controlled trial is considered as the gold standard method
for evaluating health services intervems atanindividual level and the equivalent is
cluster randomised trials ah organisational level (Cochrang979). Cluster design
address some of the issues of contamination which might occur in individual level
RCTs. However, in cluster desgfewer units (such as hospitalsare available to
randomisecompared to individual RCTso the balance between the groups can be
affected and the ample benefits of randomisation may not be achieved. Moreover,
randomisation is not always possible in health ses/iresearch because of ethical
concerns as well as due to tlaet thatimplementatiormay happerat a national level

sothe researcher is unable to evaluate an intervention through randomised trials (Black,
1996). Thus, other appropriate desigire needd in the epidemiological approach
which are more applicable in health services resedibseinclude beforeandafter
studies, timeseries analyses, cohort studies and-caserol designs Beforeandafter
designs aim to measutiee effecs by compariig thembefore and after the introduction

of an intervention. This design has a particular limitation of not being able to control
for other concurrent changes over the period of time. Researchers often use a control
population which is similar in characigics and study the effect before and after in
the population of interest whetige intervention was applied and compare that with the
control population. Time series dessguetect the effect of an interventi@adjusting

for the underlying secular trenfCook and Campbell, 1979 hese designs are
sometima known as interrupted time seriefienobservations over a time periade
interrupted by an interventiol©RD 6 s g ui d Agaic, & timeadids &nalysis,

it is possible to have a control arm whiis a set of observations in a similar setting

but without the intervention or interruptioihis helps in further ensuring that the

11



effect seen was due to the intervention and not becaum®yother changes over the
period of time which would have iokenced the outcome.

The aim of epidemiological studies is to determininere isany causal relationship.

For example, does national level cancer screening improve early detection of bowel
cancer? Researchers need to decide which desigppropriate ecording to the
purpose of research and the availal@sources However, if noarandomised or
observational methodsuch as time serieseed to be used, the findings should be
interpreted with caution (Craig et al, 2008). The main limitation of-namaonmsed
designs is the lack of randomised contralsich introducesa threat to the internal
validity of the study (Cook and Campbell, 1979).

Process evaluatigralso known as implementation evaluatios used to investigate

how a specific program operate$here are three main questions that process
evaluation can answer. First, why was this program developed? Second, how is this
program operatedand finally is the program operating as intended? This approach is
particulaty useful in complex public healtimterventions where outcome evaluation
needs to be combined with process evaluation (Moore et al, 2014). The process
evaluation may combine qualitative and quantitative data to investigate complex
interventions. In 2008he Medical Research Counpilibished revised guidelines on
evaluating complex intervention3he guidelines indicatthe uséulnessof process
evaluationin complex evaluationgCraig et al, 2008). However, no set guideliaes

availableon how to conduch process evaluation.

Realistic evaluation is another approach used in health services research and involves
gualitative and quantitative data coll ec
used i n aRlailes((®A7)ssminal work. They developed a theoretical model

that was not focused only what outcomes were produced after implementing new
interventions but also how they were produced, and whanportant about the

varying conditions in which the new interventions take plddes new framework

claims to befia blend 6 theory and method, quality and quantity, ambition and
realism, which promises greater validity and utility from the findings of evaluation
studie® P & ws andBiley, 1997) This is a new evaluation paradigm which shows

how programme evaluation neddsbe, and can b@anproved. This framework can be

12



applied to qualitative data as well as quantitative data derived from descriptive or

experimental studies.

Tilley criticises the quasexperimental model of service evaluation as the model is
unable to iéntify how different interventions work differently in different contexts.
Realistic evaluation on the other hand seeks to understand the contextual conditions
where the intervention is effecti@illey, 1998. Realistic evaluation does not use a
simple @useeffect model in terms of outcome, but sees an outcome as being produced

in a social context which must be taken into accolimrefore, one of the purpcsef

this evalwuation method is to determine
particuarpr ogr ams do and dondét wor ko, and O6wh
progr ams i n what c o0 ihe guestics) Os askEdowhetherxaa mp | €

intervention is working or not, the answer from a realistic approach would be that it
depends on the cirowstances where the intervention is particularly useful or not useful.
This method of evaluation provides comparison of interventions in different settings
and how an intervention fits into a particular system of health care delidery.
particular strengtlof realistic evaluation is the ability to take the lessons learnt from
one evaluation and apply them across a range of different contexts (Gill and Turbin,
1999).

One of the limitations othe realistic evaluation approach is that it is intellectually
enomously challenging. It requires sustained thinking to work through program theory
to come up with a defined outcome and contextual framework in which the

intervention is functioning.

This evaluation of GP WIE€ involves different models of healthcare sees in
different settings and the primary objectives were to identify how the model works in a
particular situation. However, no single hypothesis was made in this research and a
number of research questions were established. Both qualitative and guardida

have beertollected to come up with an answer to these research questions, hence the
study use a mixed method approachAlthough the study uses some elementshef
realistic approacho evaluation there is no specific objective to investigatby the

intervention works or notMy approach in this project wasixed method and it was

13



broader in a way that multiple research questions were answered through multiple
methodologies.

Mixed method researclwas defined by Johnson et al (2007) as

i Mi dxneethods research is the type of research in which a researcher

or team of researchers combines elements of qualitative and quantitative

research approaches (e.g., use of qualitative and quantitative viewpoints,

data collection, analysis, inference tecju@s) for the broad purposes of
breadth and depth of wunderstanding an
2007, p. 123).

This definition was based on and extracted from 19 different definitions available in

the literature on mixed methsdesearch.

There ae some important strengths of mixed method approach such as more
confidence in findings when rich data from multiple sources is obtained as well as
ensuring that the voice of hard to reach population is also heard in res@&ath@in

et al, 2006; O'Catiin et al 2007). The use of mixed methods approaritisasing in

health services research and it is considered as a very useful approach in health
services evaluation (Curry et al, 2013). Moreover, mixed method design is used for a
number of purposes imealth services research including determine the sample,
understanding how interventions work in real world, determining generalisibility and

designing study instrument®'Cathain et al 2007).

One of the strengths of this methodologyhis richness oflata from multiple sources

to help the researcher in understanding different aspects of the semieemixed
method approach useshe strength of both quantitative and qualitative research
methods.Investigators often integrate the qualitative and qtetnte data which
maximizes the strengths and minimizes the weakness of each of the data types
(Creswell et al, 2011)he underlying rationale for inquiry in mixed metisagsearch

is to generate broader and deeper insighto a topic of research (Grezrand
Caracelli, 1997). It provides bettand comprehensive understanding of the research

problem than either quantitative or qualitative approaches alone. A large proportion of

14



health services research studies aisexed method approach to bring compnension
in the study Q'Cathain et al 2007).

1.5 Study design

This was a mixed methods evaluation study in which quantitative data was obtained
through patient surveys and secondary data sets while qualitative data was collected

through interviews withhte key informants.

There are number of designs through which a healthcare service can be evaluated
depending on the purpose of evaluatiddowling, 2009) Either qualitative or
guantitative data can be used although many prefer a mixed method approeth whi
can achieve more than either approach alone (O'Cathain et al, 2007; Creswell, 2011).
The guantitative approach is usually considered as providing hard data which can be
used in decision making modeBdnzin, 2005)It may also help in describing theeu

of services, estimating the cost per visit and cost effectiveness, and to measure other
indicators which can be estimated through numbers. This kind of approach often
measures outcomes and evaluates healthcare services typically using questionnaires. In
addition, routine data (that is data not collected specifically for the research) can also
be used in the quantitative approach and is usually focused on the processes of care.
Qualitative research methods have been gaining in importance for evaluating
healthcare services and are particularly important whewdepth information is
required on a particul ar asega 010, Mdys& hea
Pope, 2000)These methods typically use focus group discussions with the patients, or
in-depth interviews of the patients and/or staff involved in providing healthcare
services. This method is more useful in understandingvitier aspects of healthcare
through indepth information. Researchers also use mixed methods (qualitative and
guantitatve) to come to a conclusion about the value of new services, and this
approach is becoming increasingly popular in health services reséésdo(n, 2012)
However, the principal objectives in this project wereléscribe the characteristics of
patients ging a new GP WIC healthcare serviameasure the impact of the new

serviceson the surrounding NHS servigemd to measure patient experiences of and
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satisfaction with the new services. Therefore, a quantitative method was considered to
be the major appach to achieve these objectives.

It was also considered importantdbtain a holistic view about the GP WIC services
and togain some insights intthe perspectives of other healthcare providers regarding
the role of the GP WIE€ and how the services veeworking and how they could be
improved. Therefore, in addition to the quantitative data, qualitative data obtained
from interviews with local healthcare providers was needed in a mixed methods

evaluation.

This evaluation study has not looked into theltheaconomics aspects and no cost
effective analysis was performedlhese services might be cost effective if a large
number of patients divert from EDs to the GP WICs. However, there is little evidence
that outreach services are cheaper than hospitatesyand relocation of services also
results in significant costsPowell 2002; Gruenet al 2003). Although cost
effectivenessis an important aspect of GP WIC services, the main purpose of
establishing the centres was to improve patient access angkredoecessary patient
load at EDs. So it was decided not to focus on the question of -effgictiveness,

especially since theesearcher had littlexpertise in economic evaluation

Ethical approval of the study was obtained by Yorkshire and Humber RES in
2010.
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1.6 Summary

In this chapter the context of establishing GP WICs in theidJ#iscussed and the
rationalefor their evaluation isiso discussed. GP WICs were established in 2009 after

a report from theDepartment ofHealth about howto improve patient access to GP

care One centre was established in every PCT. GP WICs open 7 days dowaek

least 12 hours a day. The purpose of this research was to understand the role of GP
WICs in the provision of urgent health care, patient satisfia with these serviceand

their impact on other NHS serviceBifferent approaches to answer the research

questionsaredescribed in this chapter.
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Chapter two
Literature Review

2.1 Introduction

In this chapterdifferent models ofvalk-in centresand other unscheduled care services

in the UK, theimpactof the walkin centres and thele of the walkin centresn the
urgent care services delivery will be discussed in the light of the existing literature. In
addition, themethods of liteature search will be discusséthe scientific literature on
walk-in centresis mostly related to NHS nurse led waitk services Thereare also
evaluation reports related to other kinds of wiallcentres such as commuter waik
centres and walkn centes celocated with EB. However, only little literature is
available on the GP WIC3herefore, some grey literature was also included to cover

the literature specifically related to the GP WICs.

2.2 Methods of literature search

The Medline (Pubmed)CINHAL, Scopus Embaseand Web of Science search
engines were mainly used for the index literature. Google Scholar was also used to
retrieve grey literature arfdr retrieving the full text of certain articles which were not
available elsewhere. Other lisgure was searched NHS newsletters, Pulse and NHS
Health Services Journal to retrieve local health service reports and natesltiethe

GP walkin centres. There was no restrictiappliedon the date of the publication of
articles. However, most dhe literature was published within the last 15 years (since
1995). No language restriction was made on the literature seéegfivords were
looked for anywhere in the text (title, abstracid main article). The primary aim of
the literature search was tetrieve scientific literature published in the UK or other
countries where walkn healthcareservices are functionalhe initial literature search

was conducted during the first year of PhD (2010) but the literature was updated
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throughout the projecthe primary keywordsused in the searchase given in box 1.
In addition, literature was also identified and retrieved through the references of the

selected articles.

Box 1 The primary keywords used for retrieving literature from Medline,
CINHAL , Scopus, Google Scholar, web of science

. Walk-in centre$

. urgent care centres

. walkin clinic$

. Darzi centre

. Retail clinic$

. Polyclinic$

. Ambulatory caréacilities
. Minor injuries

. Minor iliness$

10. urgent care centre

11. GP led walk-in centre
12. super surgeries

13. unscheduled access or unplanned access
14. Primaryhealthcare

15. Nurse led service$
16.drop in centre$
17.Nurse-Managed Centes

OCO~NOOTS,WNPEF

2.3 Quality of the studies included in the literature

review

An important part ofthe literature review process is to assess the risk of bias in
included studies. The bias can be introduced because of poor desiggppropriate
conduct or analysis of the study which can leadrtanderestimate or overestimate

the effect of any itervention being evaluated. In this reviewge tmethodological
quality of the included studies was assessed in order to understand about the quality of
literature. There are a number of scales available for assessidgscoringstudy

quality (Downs et al1998; Moher et all995; Ramsay et al, 2003However, he use

of quality scores might be problematic and it is preferable to consider individual

aspects of the quality of study in terms of how the study was designed, conducted and
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interpreted C R D 6 sdangeu2008Greenland, 1994; Juni et al, 1999 this review,
therefore,there was no speatfitool used to produce any scoring. Tdugality was
assessed by looking at the methodology of individual studies and some of the potential

biaesin the studes.

Quality is a complex conceptvolving the validity of a study. The validity of a study
is the assessment bbw near the studfindings aret o t he oO6trut hdé an:¢
findings are of relevance in the particular setting or patient group of intelies the
validity of a study should be assessed depends on the aims of the review.
The following indices are commonly considered to assess the quality of any study:
A Study design and its appropriateness t
A Any pot ¢hmestidal bias in
A Aissyerelated to study quality
A Choice of outcome measure
Statistical i ssues

A

A Quality of reporting

A Quality of the intervention
A

Generalisability

Appropriateness of study design
The ype of study can be used to assésssusceptildity to bias. Randomised
Controlled Trials are considered as the best design to evalmateffect of an
intervention followed by nomrandomized intervention studieguasi experimeist
cohort, caseontrol and case study/case series. However, simpbingrahe studies
according to the hierarchy of study design provigemadequate assessment and does
not consider variation in the quality of studies of the same study deSighD(6 s
guidance, 2008)Moreover, it needs to iememberedhatit is not alwas possible to
use anRCT design for evaluating an intervention.the case of GP walin centres
and other health care services, iteoduction of the services not likely to be under
the control of researchers which makes it difficult to evaluaténteevention usingn
RCT. In addition, it may not be ethically appropriate to conduct an, R&€Eexample
to evaluatethe effects of smoking on health. Sometimes the information provided in
the study is ambiguous (particularly time case of observatiohatudies) and it might
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be necessary to evaluate any potential bias using different aspects of the study rather
than relying on the descriptive label used. In general, it can be observed that
observational studies are more susceptible internal bias in ©mparison to
experimental studiegnd findings and conclusions are more tentative, indicating areas

for further research (Deeks et al, 2003).

One of the useful study designs in healthcare interventiaduationis quasi
experimental where a study detgnes the effect of an intervention by comparing
populations with and without the intervention, suclhef®re and afteits introduction

In before and after designs tleemparison is usually made in the same group of
participaits hence reducing selectidbias.An interrupted time series studyhich is

an alternativao a before and after studgeterming the effect ofan intervention by
observing sets of information ovarperiod of time, thus perntihg the separation of

real intervention effects fromther longterm trends.

Risk of bias

Bias refers to systematic deviations from the true underlying effect brought about by
poor study design or conduct in the collection, analysis, interpretation, publication or
reviewofdataCRD&6s gui dance, 2008)

Selection bias: This bias can be introduced at the stage of the selection of the
participants from the local population which can cause systematic differences between
the selected participants and the local population (Carneiro, 2@/$jematic
differerces may alsde introducel between different grouplseing comparedavithin

the study (Carneiro, 2011; Higgins, 2011).

Performance bias: This systematic difference can occur as a result of differences in the
provision of care to the participanits the intewention group in comparison to the
participantsn the control group.

Detection bias: This can occur where certain study participants or specific groups are
more closely observed then other study participants. Detection bias can be introduced

where the asessor is aware of the treatment provided.
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Other bias: It is also important to identify any other bias exist in the selected studies by

examining thestudiessuch as reporting bias, bias because ofnespondersetc.
Other issues related to study quality

It is important to identify and evaluate the outcome used in the studyder to
understand the validity and reliability of the study. For example, if patient satisfaction
is measured in a study, it is important to determine if a valid scale was uded an
whether or not the scalgasaimed tobe appliedin the same setting anqbpulationin

which it is beingused.

In addition to understand and evaluate the risk of bias it also needs to be considered
whether theesearcHindings can beapplied toothersimilar settingswhich is known

asthegeneralisability of the studylgni et al, 2001)

Quality of studies in the GP WIC review

Most of the studies included in the GP WIC review were observational studies and
surveys. In addition, most of the studieisl chot have a control arm to compare
findings of the intervention groups. Some of the important studies included in the
review were divided intdifferent groups in accordance witthe research methods
applied. These were cross sectional surv&algman € al, 2000; Hutchison et al,
2003; Larsen 2004Popeet al, 2005; Salisbury et al, 2005hixed methodstudies
(Chalder et al, 2007, Coster et al, 2009; O Cathain et al,; 288sbury, 2008
secondary data analysisweéinick et al, 2010; Christakis etl,a2001), and
miscellaneousreports (Gregory, 2009; Imison et al, 2008laybin, 2007 and
editorials Hellstern 1987; Salisbury, 2008; Nicholand Mason, 2013 In addition,

there were time series anadgs(Chalder et al, 2003; Munro et al, 2005), non
randomised controlled studieSyrner et al, 201,3Salisburyet al, 2007%, studies with

a before and after design (Hsu et al, 2003), ecological study (Maheswaran et al, 2007)
and reviews (Salisburand Munrg 2003; Desborough et al, 2013; Purdy, 2010).
Qualtative studies were also included in the review (Jackson et al, 20d%)st
designlimitations were identified in some studies, these were not to an extent that

warranted exclusion from the revielWwhe major limitation inapplying the findings of
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this literature review to GP WICsyas thatmostof the literaturerelated tonurse led
walk-in centres. Literature related to GP led wailk centres is scae

N

A |l arge scale study on patient s-inceatreper i e
services and geeral practitioners at 38 walk centres and 34 GP surgeries (Salisbury

et al, 2002). The survey questionnaire contained questions related to socio
demographic characteristics, location and opening hours, reasons for consultation,
satisfaction with the seice and treatment provided or referral information. The
response rate was 82% (85% at wiallcentres and 77% at GP surgeries). The study
also compared data of responders with -responders and found no significant
differences in terms of sex and agbeTstudy found that convenience and quick access
were the most common reasons for using walkervices. A greater proportion of
users were young adults. The study also revealed that the users -of waiire were

more satisfied in comparison to the &@Rrgeries. It was a large scale study with a large
sample of around six thousand patients (wallcentres patients: n=3785 and GP
surgeries patients: n=2263). The GP surgeries were also selected from the nearby
locations of the walin centres. In additio, the response rate was very high for a

questionnaire study (82%) so the results were likely to be representative.

Oneimportantstudy (Chalder et al, 2003) included in the review assdbsennpact

of NHSwalk-in centres on the workload of local accitend emergency departments,
general practices, and out of hours services. This was a time series analysis with
control sites to compare changes over time at EDs, GPs araf-lbotirs service in
towns witha walk-in centre within 3 kometresand those witout a walkin centre A

total of 20emergency departments, 40 general practices, and 14 out of hours services
were included in the study. The main outcome of the studytiheamean number
(emergency departments) or rate (general practices and out of $enises) of
consultations per month in the 12 month periods before and after the establishment of a
walk-in centre inthe locality. They found small and not statistically significant
reductions in attendances at ED and general practices. This appéangetbeen a

well designed and analysed study, though the estimate of the impact on general
practice is unreliable asnly around 25% of general practices supplied their routine

activity data.
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Maheswaran et al (2007) conducted a large scale ecologuchl 81 determinghe
impact ofwalk-in centreson waiting times for a general practice appointment. The
study examined the influence of 32 WICs &6 primary care trusts in England. The
main outcome of the study was waiting time to the next available rappent with a
GP surgery.The studyfound no effect of a single waik centre on workload or
waiting times in nearby practise One of the limitations of the study wake
unavailability ofdata on staffing levelat GP surgeries which might hagkangedn

response to changing patient loads, leaving the waiting time the same.

Salisbury et al (2007c) aimed to determine the impact of -imattentres cdocated

with EDs on attendances rates, visit duration and cost at those EDs. It was a controlled
before ad after study at eight EDs with wallk centres and matched controls with no
walk-in centres. Data was collected through observations, interviews with managers
and documentary analysis. Similar data were collected at control sites. The study found
that trere were only few differences between the EDs with or witholcated walk

in centres in terms of patients attendance rates, cost and waiting time. Only difference
found was the greater role of nurse management of patients at EDs witinwalk
centres. fie study had a limitation of using routine patient records so the quality of
data may be questionable. Secondly, the study was conducted just a few months after
the establishment of docated walkin centres so the organisational model and

pat i e nftthe dew fasiléies might change over time.

Another important study iSalisbury et @ seview of walkin centres (Salisbury et al,
2003b). The review aimed to look e international studies on walk centres to
generate evidence for the watk senices in the UK. The author utilised multiple
database (MEDLINE, the Science and Social Science Citatiodexes, the British
Nursing Index, PsychLIT, CINAHL, the National ReseaRduyister, and the Cochrane
Library) without using any language restrictidngroduce a comprehensive review of
literature on walkin centres. The review found that the users of walkentres ara
working age group population and a slightly different population from those using
conventional general practice services. Patierasty use the service for minor illness

and injuries when other health care services are closed.
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One mixed method study conducted on commuter walk in centres (Coster et al, 2009)
included six centres in the study. The study developed a questionnaae: dras
previously validated questionnairend included apatient satisfaction tool. The
guestionnaire was used collect data regarding sociodemographic details, reasons for
attendingthe walk-in service, commuting status, patient satisfaction, waitmg and
referral information. The study had a response rate of 58% 1828 patients
participated in the studyroutine data from the centveas not available which limited the
comparison of survey participants with routine patidiits. possibility of nofresponse

bias was also mentioned in the study as the response rate was lower than intended.

One study included in the review was a survey of managers in minor injuries units,
walk-in centres and at A&E departments to examine the extent to which nurse
praditioner prescribe medicines independently (Larsen 2004). The response rate in the
study was 62%. The study found that 44% of nurse prescribers dachatlly
prescribeevenafter completinga nurse practitioner course. The study did not aim to
explore tle reasons for not prescribing medicines and recommended further studies on

the topic.

A qualitative study included in the revi
preferences of choosing wailk centres (Jackson et al, 2005). The study included 23
semistructured qualitative interviews of patients who had recently asedlk-in

centre. The researcher approached 112 users and was able to interview 23 participants.
The sample was purposively selected to represent different times of attendance and sex
The analysis ofhe data was conducted usitige constant comparative method. The

study found thathe walk-in centre improve access for patients to healthcare as
perceived by the services users. However, the study was limited to onewalkire

andit was a possibility thadther patterns of service use and preference could be found

in patients choosing other services.
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2.4 International literature on walk -in centres

In the USA,walk in centres originated as fremstling emergency centres in thalg

1970si n | ate 1970s and 1980s, they evolved
car e c e rhe years1l886, a®yn8800 walk-in centres were dealing with 53
million patient contacts per year (Hellsterrl987). They are mainly located in
shopping mallsand usuallyprovided services outside office hours onljhe centres

are alsoc al | ecdnvenientc Br e cl inic -{@€C@eai omwmd Awhl
somet i merse tcail |l Thedeclifiits repeegent a significant innovation in the
delivery of simple acute and preventive healthcare in the United Statése US,

these clinics are usually located in retail stores and provide care for a limited number
of acute conditions, including coldsuflsore throats, ear infections, and minkins
conditions; they also offer limited preventive services and vaccinations. They provide
walk-in services have evening and weekend hours, and post fixed prices for insits.

the USA, patients pay separately for each viSdre is typically provided byurse
practitioners. There arrentlyaround 1,200 CC€across the country\einick et al,

2010). One survey reported that the most common redeonssing tlese walkin

services includedconvenient timings consultation without needing appointment

low cost and shorter waiting times as compared to other serihtagbin, 2007).

These centres offer lower pepisode costs thaamergency departmentRetail clinics
therefore may reduce overall health system spending if patients substitute catailat r

clinics for care at more expensive si{&aybin, 2007).

The first walk in centre in Canadeas opened in 1980 (Hutchison, 200Canadian
walk-in centres are more comparable WK walk in centrs than USA centres.
Canadian walkn centres are highlaccessible because of their large number, and for
exampleabout a third of Ontario residents visitwalkin centre each yegbDecima
Research, 1993However, there are important distinctions between the concejpe of
walk-in servicein othercountriesincluding Canadaompared withwalk-in centres in
the UK First, centres in other countries amestly led by doctors rather than nurses.
Second, they have developed in an entrepreneurial competitive healthcare economy, in
direct competition with family dctors.Doctorsin these countries areastly paid on a
feefor-service basisnlike in the UK where GPs are paid on their patient list size.
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Thus, in Canadian healthcare systeralkwn centres compete for business by offering
quick and convenient accesspecially when traditional family practices are closed or
are not able to offer a quick appointment. Two features of Canadian centres are similar
to the UK walk in centres. First, they are also funded by general taxation. S€&Bsd,

play a gate keeper ole for secondary and tertiary healtine A third feature which is
similar to the UK is that patients are not charged for using the walk in centres which is
different to the USA walk in centredMpuntfordet al 2001). Onestudy from Canada
reported a deease in hospitattendances as well as hospadimissiondecause of

the improvements in therimary care services (Christakis et al 2001).

Nurse led walkn centres have also been introduced in Australia very recently (2010)
as a result of a shortagé GPs (Parker, 2012). The consultations are free for the local
residents. The centres have beerdooated with EDs. Consultations are provided by
nurse practitioners only who get support from clinical decision support software. The
centres open from 7 ithe morning to 11 pm which is longer than the opening hours of
the walkin centres in the UK. The aim is to complement other healthcare services and

reduce patient load at other servicBggborouglet al 2013).

2.5 Understanding walk-in healthcare sewices in the
UK

The term walkin servicehas been used for several kinds of wialkealthcareservices

in the UK. Walkin centreshave beerfunctioning with different names and different
ranges of serviceprovided indifferent parts of the country. Foxample, in some
places walkin centres are providing consultations by trained nurses only intokber
placesthey aresupported by general practitioners. In addition, they differ in terms of
location, services provided at the centre, openinggiand fow they collaborate with
other servicesTable 2.1 summarises some of the services commonly providedsat n
led walkin centrescommuterwalk-in centreswalk-in centresco-located withEDs

GP ledwalk-in centres GP supporte@valk-in centresminor injuries units, urgent care

centrespolyclinics, andDarzi centres [Table 2.1].
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Table 2.1 Typical characteristics ofdifferent kinds of unscheduledwalk-in healthcare

services in the UK

Types of walk-in Opening | Services provided Healthcare Locations
service hours providers
Nurse led walkin 8:00am to | Consultations for minor| Trained mrses In the main city
centre 10:00pm | illnesses area or near the
hospital
Nurse led WICco- 8:00am to | Consultations for minor| Trained mrses Beside
located with ED 10:00pm | illnesses emergency
department
Commuters WIC 7:00am to | Consultations for urgen| GPs and trained Near train
7:00pm health problems nurses stations(ceased
particularly targeting to function in
commuters many areas)
GP led WIC 8:00am to | Consultaéions for urgent| Oneor more GPs as | Near the city
9:00pm health problems and GR well as trained nurseg centre area
surgery services such a
vaccination services,
contraception, along
with some diagnostics
facilities
GP supported WIC | 8:00 to Consultations for urgen) Trainednurses but Near the city
(where nurse led 10:00pm | health problems and GR GPs available under | centre area
walk-in cente moved surgery services such g the same roof and
to GP led walkin vaccination services, | patients can be
centre) contraception, along referred
with some diagnostics
facilities
Minor injuries unit* | 8:00am to | Treatment for minor Trainednurses Beside major
8:00pm injuries. X-ray facilities hospitals
are mostly available
Urgent care centre | Some open Services vary from GPs, nurses and Either co
24hours centre to centre. sometime other located with ED
Othes GPs/nurse consultation{ trained staff such as | or located in a
open treatment of minor emergency care local community
8:00am to | injuries,fractures and | practitioners
10:00pm | other illnesses
Poly clinics 8:00am to | Centres for GP GPs and trained
(supersurgeries) 8:00pm consultations, diagnosti| nurses. At some

services, urgent care
services, and availability
of other health services
such agOphthalmology,
Dentistry,Physiotherapy
and sometime
complementary and
alternative medicine

centres,
physiotherapy,
dentistry
and/ophthalmology
services may also be
available

Darzi centre

In some locations, GP led Wailk centres are known as Darzi centre

* At some placegpens until VOpm; WIC =walk-in centre; ED=emergency department
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Nurse led walkin centres

NHS nurse led walin centres were first established in 268@01 and aimed to
provide convenient access to a range of treatments for minor health problems. Whether
or not the services improve patient access and reduce patient load at EDs is
controversial. There have been studies which have showed high levels of satisfaction
with walk-in services as compared to GP services and the waiting time for treatment
was also significaht lower at these serviceSdlisbury andMunro, 2003).However,
studies have failed to find any significant reduction in patients load at ED as a result of
the opening of these centréddgheswaran et al, 2007; Chalddral 2003).

Commuter walk-in centres

Commuter walkin centres wee established in 2005 to improhealthcareaccess for
patients by providing easy health access on the way to the workplace (Department of
Health, 2004). The centres were placed near train statiorthe assumption that
commuterswould have easy access services. One evaluation of commuter wialk
centres showed that some of the centres were undesedil (O'Cathain et al, 2009).
Although patient satisfaction was high at most of the centres, the services were mostly

used by local residents or workerthex than commuters.
GP supported walk-in centres

In some PCTs, a new model of combining GPvedk-in centres with the traditional

nurse led walkn centres has been establish&hkis new model is sometimes callesl a

GP supported walkn centreas stéed by the Sheffield PCT urgent care commissioner

(D Masson 2010, grsonal communicatiori,1 Octobey. In this model, when a patient
presents to the centre, he/she is usually seen by a nurse first, but can be referred to a
GP within the centre Some casesiowever, are directly seen by a GP depending on

the nature of the health problem. There moacientificliterature on how effectivehis

new model will be and how much impact it will have on EDewglver, having two
services in one placmakes the urgat care services less confusitftan having a

separate GP led walk centre and a nurse led walkcentre.
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Minor injury units

Minor injury units (MIUs) were established much earlier than walkcentres and
other urgent care servicedlUs are usuallyled by nurses and an appointment is not
necessary. Some MIUs andalk-in centresdo not have facilities to treat young
children. Ths dependsn the capacity, resourcesdskill levels available at the MIU

or walk-in centre.Studies have shown some beneficial role of minor i@gumits for
providing timely care of minor injuries withotlie long waiting time at ED (Snooks et
al, 2@4; Byrne et al, 2000; Mabrook et al, 1998). In the presencapad changes in
urgent care services atlie introduction of new models, the future of minor injury
units is unknownln some places, minor injuries units have moved in to the ED to
have anntegrated one door urgent care servidee MIU in Sheffield is also likely to

be moved to ED in the near future as revealed in the meeting with the PCT manager

(Masson D, personal communication, 4 Oct 2012).

Urgent care centres

fiUrgentCare @ntred is avague term used for a number of urgeealthcareservices

The specificNHS urgent care centres started in 2008/9 and are usudlzaied with
emergency departments aatk thefirst point of contact for patientsho self referto

ED (Urgent Care Cendy, Leicester 2(; Healthcare for London, 2010pometimes,
these centres are located within polyclinics. Services are provided for illnesses/injuries

that do not need specialised care. Diagnostic facilities are also available on site.

Polyclinics

Polydinics were opened in London to provide GP access without appointment along
with diagnostic facilities and a pharmacy on site (Sharp, 2009). They open 8am to
8pm, 7 days a week and patients with minor health illnesses as well as patients with
long-term cormitions can present at these centRadyclinicswere started after a report
stated that ED attendances would rise by 60% in London by 2020 if no alternatives
were introducedHealthcare for London, 2008)hese centres were aimed at reducing
unnecessanhospital visits in London. Initially, seven polyclinics in London were
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established in Harrow PCT (Alexandra Avenue), NHS Hounslow (Heart of
Hounslow), Lambeth PCT (Gracefield Gardens), NHS Redbridge (Loxford
Polyclinic), Tower Hamlets PCT (The BarkantindHS Waltham Forest (Oliver
Road), and NHS Hammersmith & Fulham (Hammersmith Hospital). Although it was
reportedthat these servicesene established according tihe local needqO'Dowd,
2008) many argued that these clinics were unnecessaisome place (Rawson,
2008; Tiwari, 2008)or the service did not fulfill the expectations of the local residents
(Odent, 2008)However, most of the litetareis based on personal views (letters) and

no evaluation study has been published yet on the effectivengesefcentres.

Darzi centres or GP ledwalk-in centres

Darzi centres or GP led walk centres are relatively new services in the UK and little
literature is available on the effectiveness of the services in terms of costing, GP access
and effect on ottr NHS services(liver 2008).Centres were established in most
PCTS in 2009 and have been providing a different range of services in different areas
according to local needs. For example, the Rotherham GRimwakntre has been
established in a communitgentre, where a range of other services such as sexual
health, physiotherapy, diagnostic andray, laboratory, and pharmacy services are
also available, whilst the GP led walk centre in Sheffieldloes not have Xay or
Pharmacy on sitelhe SheffieldGP WIC provides GPs and nurse consultations along
with some basic procedures, such as contraceptive services and ear cleaning, similar to
other GP practices. In general, Darzi centres provide services 8am to 8pm, however,
again this varies from region tegion and some services are open until 10pm in the
evening. The centres open on bank holidays, evenings and weekends, hence providing
easy GP access for those who are unable to obtain their GP appointment because of
working hours. The policy paper reportib@ aims of these centres were improving GP
access as well as decreasing unnecessary patient load at other NHS denisoes (
2008).So far, there is little evidence on the effectiveness of these centres in reducing
patient load at other services. Feammore, some PCTs have already closed these
centres in their locations in the absence of any evidence of a reduction of unnecessary
patient load at EDsy(orkshire post 2011).
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2.6 The impact of the walk-in centres on NHS services

It is evident that EDs arever loaded with patients, which results in delays in
healthcare provision (Gerard et al, 2005; Nicholl et al, 2013). There are several
unscheduled care services at primary care level which complement the services of EDs
to share patient loadsP led anchurse led walk-in centres in the K are one of the
services that complement other urgent care services and ought to help reduce patient
load at other urgent services, along with improving accessibility to healthcare services
without compromising the standis of care. It has been demonstrated that visits to a
primary healthcare services may be much less costly than visiting ED (Campbell et al.
2005). However, the cost per visit depends on the volume of patients being treated, and
the benefit can only be abhed if a large proportion of patients use such services
instead of attending EDs. The impact mirse ledwalk-in centres on other NHS
services has been evaluated in research studies to determine their effectiveness in
terms of decreasing patients loddther servicegSalisbury et al, 20@/ Maheswaran

et al 2007) It has been claimed that a large proportion of patients presenting to ED
could have been managed by healthcare professionals at primary healthcare services
(Salisbury et al, 20@j. Hence, mst of the research studying the impact of watk
centres has investigated it by analysing their impact on the use of ED services as a
result of the establishment of the watkcentres (Salisbury et al, 20f)Maheswaran

et al 2007). Other studies hagtetermined the impact of the opening of wallkcentre

on the surrounding GP practices and GP out of hours services, in terms of the daily
attendance rate of patients (Chalder et al 2003; Hsu et al, 2003) and their attitude
towards the opening of walk centres (Pope et al, 2005). However, none of these
studies were able to demonstrate any significant effect on the reduction of patients load

on other NHS services as a result of the opening of these walk in centres.

Onestudy Chalder et al, 2003)as condctedin 20 EDs to determine the effect of a
nurse led walkn centres on EDs using a time series design. The study stzosligght
decrease in patient load (Mealnange in the moniy number of patients-175; Cl=-
387 to 36) after the opening of walk centres. Neverthelesthe decrease was not
statistically significant (P value=0.11) BDs with a walkin centre as compared to

those without any watkn centre. The study also evaluated the impact of the opening
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of walk-in centres on other primary carergices including GP practices and -0t

hours services. A total of 20 GP practices participated in the study (25% response rate)
and it revealed that the overall i ncreas
GP practices without any walk centre in the surrounding areméan=223.7 per 1000
patients/month95% CI=-8. 0 t o 55. 3) i n comparison t
attendanceate at the GP practices with alin centre in their surrounding area
(mean=3.9 per 1000patients/mont®5% Cl=-13.9 to 21.7), but the difference was not
significant (P value=0.25). Furthermore, no significant differemae found in the use

of GP outof-hoursservices between the towns with walk in centres and those without
walk-in centres (P value= 0.24A redudion in attendance rates was apparent at the
EDs and GPs working in the area surrounding the wvalgentres. However, the
reduction was not statistically significant and the study concluded that there is a need
for a long term assessment to determineirttygact of walkin centres on other NHS
services.Ilt was reported in the studyhat the effectiveness afalk-in centres for
reducing patients load BD would bebetter if the centres were-tacated withthe ED

(as only 3 centres were-bocated withan ED in the study no conclusive remarks were
given). The assumption of greater effectiveness of Awalgentresco-located with
Emergency departments was also reporteddajthcargrofessionals, presented in the
results of a postal surveyf NHS healthcargrovides (Popet al, 2005)No effect on

ED attendances were found as a result of théocated walkin centres.Another

before and after observational study (Salisbury et al, @0@/As conducted on 8
Emergencydepartmensites, wheravalk in centres we established, to determine the
effect of the opening of elmcated walkin centres orEDs They also selected BDs

as a control group for comparing patient:
There was a constant increase in patient atteredati€D both for interventional sites

and control sites with a mean increase of 813/month (95%3CB to 1655, p
value=0.06) in the interventional sites and 270/month in the control sites (95PA4CI

to 655, p value=0.17)he large increase D atterdance was a result of merger of

two urgent care facilities, theyalue was calculated after controlling for that effect.
Thus, Salisbury et al (20@J did not find any difference in the change in the
attendance rate between those EDs where-imatlentreswere colocated and those

without any walkin centre.
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Another studywas carried outo determine the impact of the openingaoivalk-in

centre on emergency visits of patients to GPs (emergency visit was defined as a visit to
a GP requested on the samay§i(Hsu et al, 2003). A total of 12 GP practices were
enrolled and routine data was obtaif@d6é months before and after the opening of the
walk-in centre (9 in Loughborough were taken as exposed GP practices, and 3 were
takenas controls in the nearligwn of Market Harboroughn Leicestershire). There

was no significant difference in the frequency of emergency visits at GP practices
before and after the opening of wailk centre. Furthermoreno effect was seen on
other emergency care services inclgdi@P outof-hours servicesED, and minor

injuries units.

There are several possible reasons for the failure of studies to show any impact of
reducing patient load on other urgent care services in the presence on watkres.

First of all it is obvias that opening a single centre may oafject the local
population in the surrounding area insteadafféctingthe whole town rhostly only

one centre is established in each town). Hence even if these centres are neskioing
other servicedy local mtients the effect may not be visible in the presencalafge
volume of patientsrom other localitiesusing different services. Secondly there is a
lack in the marketing of these centres to the public and very a large proportion of the
population is #her unaware of these centres or unaware of the purpose of these
centreqO'Cathairet al 200D).

In addition tothe lack of evidence of the effectiveness rmairsewalk-in centres in
reducing patient load &D, there are other issues about the credibilitthetecentres.
Health carerofessionalfiaveclaimedthat these walkin servicesonly duplicate other
NHS servicesand others doubt the quality of the services the basis of lack of
evidence of safbealthcare by independent nurses. One postal survey éPaphe2005)
was conducted on NHBealthcareproviderswho wereworking in the surrounding
area of 20 selected walk centres to determine their views on Sikvalkin centres
regarding the impact of service, effectiveness of the service and their attitude towards
walk-in centre. The professionailscluded in the survewere GPs, consultants from
EDs, nurses from hospitals and GP practices and commumatynasts working in
close proximity of the selected wailk centres. Overall79% responded to the survey
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and a sample of 1591 was obtained. As many as 76% of the respospierted that
the walkin centres did not bring any change in the work load of patiemitheir
services, 15% reported some increase in the work load, and 9% regmrtedlecrease
in the work load. Overall, respondents agreed that there was increased accessibility to
healthcare services for patients in the presence of-watlentres, whah is also
evident from other studiesChapman2004). Only 23% stated that they would
encourage their patients to use these services as an alternative to thearaaea In

the presence of mixed attitudes hafalthcargprofessionals to watkn centres, it was
advisedn the reporthat better communication is required between existegthcare
services and the new services. The walkcentre may complement the exisfin
services and decrease patient load onlyhéalthcargrofessionals encourage the use of

such services.

In 2009, the Department of Health announced the openintpeoiGP led walkn
centresin order toaddress some of the questions raised atheutppropriateness of
nurse led walkn centres. The new services also aimed to produsgynificant
reduction in ED minor attendances because of the presence of GPs in the centres.
However,these services rais@any other questions about hdhey different from
existing GP practices, and again whether opening one centre for a large population can
produce a significant impact on other urgent care setvidess possible that the
servicewould only produce an effect on the business of the surroundingnStesd of
producing any impact orED or other urgent care services. A comprehensive
evaluation of these new GP led wditkcentre may discover some of the answers to

these questions and help in predicting the future of these new services

27Patent s6 satisfaction aind pe

services
Healthcare services are considered valuable for populations if the services are

accessi bl e, appropriat e, acceptabl e to t
Lari et al 2004). The GP WICs, all as nurse led walln centres, were designed
taking into consideration most of these important features of a valuable healthcare
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service. The policy documents which initiated the development of GP Wi€gry

PCT explained that these centres wereeetgd to provide high quality care in a
smaller primary care setting which could complement urgent care departments in
larger hospitals @arzi, 2008) In addition, it was considered they would increase
accessibility for patients to healthcare services lse@f the longer opening hours of
these centres and opening during weekends and bank holidays. Furthermotia, walk
centres also provide services to unregistered patients. This is particularly important to
address the needs of newly arrived migrants gluas seekers or students who have

not registered with a local GP and who may use EDs for urgent health problems.

Hargreaves et al (2006) identified in a cross sectional survey at an ED and-ia walk
centre in inner London that as many as 68% of pathts were immigrants from
Australia and Africa were not registered with any GP. In addition, tourists may also
attend ED as a result of lack of registration with any GP. Furthermore, population
mobility within the country affects the proportion of registeatients. One study
identified that around 40% of people took longer than 6 months to register with a GP

after moving from one place to anothbfil{ett et al, 2005).

One study examined p a tincentrds sni reporten thatalong f u
with the expectation of shorter waiting times, there were other reasons such as that
some patients did not want to bother their GPs or were sent to the centre by NHS
Direct In the presence of an adequate number of staff, waiting time is expected to be
much shorter than at ED or at a GP surgery. Some patients were looking for a second
opinion (Chalder et al , 2007) . Anot her
walk-in centre service identified that most of the patients came to know aboutrwalk
centres through GPs (or GPsd6 receptioni
patients also felt that GPs® time is pre

serviceqJacksoret al, 2005).

Before the opening of NHS nurse led walkn centr es, it was ar
expectations may not be fulfilled as the centres were onlylddhimed nurses without
any GP supportGhappleet al, 2001). Nurses had already been involved in delivering
care at minor injuries units and EDs. Nevertheless, thers@ne restrictions on the
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delivery of care by nurses and the services that can be provided by nurses are limited
as compared to GPs. In addition, limited evidence exists about the safety of healthcare
delivery by nurses alone, although some researchdiesédghat nurses are able to
provide healthcare services for minor illness without any safety concern (Brooke, 2002;
Sakr et al, 1999). Moreover, most of the research studies orAnvedintres report that

patient satisfaction is high with the servicepded (Salisbury et al, 2003acksoret

al , 2005) , although one study founid t hat
centres cdocated with EDs comparedtapg i ent sé satisfaction w
2007). This was taken as an important concern because in the presence of shorter
waiting times and a large number of trained staff, it was expected that the satisfaction
with these centres would be higher patients presenting with minor illnesses/injuries.
Patients may feel comfortable using traditional healthcare services as compared to
newly introduced services. One population based longitudinal survey evaluated
patientsd choi ce fHeovicesbviera pariedef S5ydars.ahegtadyt ¢
revealed that a large proportion of the population do not use alternative services for
healthcare advice (NHS Direct, wallk centres etc) and continue to contact their own

GP (O'Cathairet al 2007).

The perception of patients and the general public about the use of healthcare services is
important in understanding their decision about choosing a service at the meedof
Patientsd choice of using a service is [
service. So it is important to use standardised patient satisfaction scales to obtain
reliable and comparable results for continuous monitoring of service provisio
(Salisbury et al, 2005). In addition, it is important to create awareness about the
availability of services to help patients make the best decision for themselves
(O'Cathain et al, 2007). It has also been reported that in the presence of a number of
alternative urgent care services, it may not be possible for the patients to be sure about

the kind of services to be used in case of emergdrattirher et al, 2010).
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2.8 Common health problems for which walkin
services are used

The common problemshich present at watkn services include respiratory problems
(coughs and colds), skin problems, musculoskeletal problems, and minor
injuries/wound care (Salisbury, 20@3esborough et al, 20).2Ear Nose Throat (ENT)
infections {ncluding tonsillitis or aryngitis, otalgia, cougtgre also very commonly
seen at walin centres. One study evaluated the cases of ENT presented atia walk
centre and found that the walk centre effectively dealt with around 85% of cases
(Rourke et al, 2009). In another gy the top five commonly presented problems at
walk-in centres included flu or systemic viral infection (5%), contraceptives for
unprotected sex (3%), wound dressing (3%), ENT problems (3%) and the common
cold (2%) (Salisbury et al, 2002).

It has been loserved that skin diseases are among the top ten disease conditions that
present at walin centres (Salisbury et al, 2003). One study looked at dermatological
conditions presenting at a wailk centre in Southern England over a period of two
years. Thetsdy identified that as many as 21% of patients at a-watilentre had
complaints related to skin problentsrgseret al, 2005). The GP WICs may be able to
provide carefor all such skin conditions without needing further referrals. However,
follow-up by their own GP might be necessary and updating medical records about
medication given to the patient is also important. Patients also sometimes present with
episodic problms related to chronic diseases such as diabetes and cardiovascular
diseases. The new GP WIC centres particularly advertise that they are able to deal with

chronic diseases in the presence of GPs.

One study evaluated the quality of care at wmalkentresand general practices for
some specific medical conditions and found that the quality of care for asthma and post
coital contraception was better at watkcentres than general practices. However, the
quality of care was better for chest pain at generattges. For other common
problems including headache and sinusitis, there was no different betweem walk

centres and general practices (Grant et al, 2002).
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Continuity of care has been reported as one of the potential issues with the walk
servicesparticularly for chronic diseases (Kinnersley et al, 1999). Continuity of care
refers to the continuation of care by the same GP or same GP surgery where the
patientds records are maintained. I f a p
patent 6s own GP there is a potenti al ri
Continuity of care can be maintained through good communication between different
primary care services. Continuity of care is particularly an issue if a patient uses walk

in centres for chronic health problems. Continuity of care for diabetes has been
identified as a particularly important issue because of the increase in the availability of
alternative healthcare serviceSUlliford et al, 2006). There are various ways of
helping © maintain continuity of care such as by providing access to the medical
records. The GP WICs have access to the medical records of patients. The GPs at the
GP WI C can access the previous medical h
GP also receiveupdates on the treatment/advice given at the GP WIC.

Prescribing antibiotics is one important issue with nurse led-imatientres which
helps decide whether such illness should be considered as minor and treated at the
walk-in centre or should be takes a serious illness and referred to a GP service or an
ED for further assessment and treatment. There are written instructions (patient group
direction) for nurses to prescribe certain antibiotics for some specified conditions
(Brooks et al, 2003). Nues receive prescription training in a course involving an
assessment and examination, which enables them to prescribe medicines without the
supervision of a GP. However, there is angomg debate about which kind of
antibiotics can be prescribed by nigsend how safe it is to provide antibiotics to
patients presenting at a nurse led walkcentre (Otway, 2002). One study which
evaluated the prescription and advice about antibiotics prescribed by nurses identified
inconsistencies in the advice providedthe patients. The study recommended that
some walkin centres need to conduct further training sessions for the provision of safe
prescriptions by nurse practitioners (Rosen, 2002). It has also been reported that
around 40% of nurses do not prescribeepehdently even after going through
prescription training courses (Larsen, 2004).
Urgent care services for dental problems are another important part of the healthcare
system. This is particularly noteworthy for unregistered patients who face difficulties
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in seeking healthcare eof-hours(Andersonet al, 20®). There are several kinds of
dental problems which patients perceive as an emergency and dental pain is ene of th
most common reasons for presenting to an urgent care service. Dental pain may arise
from several conditions ranging from a minor injury to a severe infection or some
other serious illness. However, studies have shown that most of the dental problems
preenting to urgent care services only need reassurance by a doctor (Anderson et al,
paper |, 2005) or a minor intervention (Anderson et al, paper I, 2005). Thus, this kind
of service can be integrated with other healthcare services for minor illnessesinju

under the same roof.

2.9 Summary

The literature on the effectiveness of the wiallcentress discussed in this chapter.
The literature search included searchisgveral databases including MEDLINE,
EMBASE, CINHAL, SCOPUS and Web of Science.dgte Scholar was also used.
Referencesn the key studies on the topic were also looketb find otherrelevant
studies. Theorganisation ourgent care services in the UK also described briefly

and the role of GP WICs in the current urgent careegyistdiscussed.
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Chapter three
Pati ent sodO sati sf a

3.1 Introduction

GP WICs started in 2009 and have been operating in many PCTs since their
establishment. Previously, wailk centres in the UK were mostly nurse led. The new
GP WICs are dierent in terms of the availability of a GP at the service, hence a wider
range of services is available, and the GP WICs are also able to register patients at
their service. Patient experience and satisfaction surveys are one of the important tools
in health service research to understand the quality of a new servicd8RR&ICs. In

this Chapter, the methods and findings of a survey of users of GP WICs will be
discussed. The survey methods in this study were used to identify what kinds of
patients use GRVNICs (demographics), why they present to these services, what
experiences they have, and how satisfied they are with the service. In addition, the
survey included questions to deter mine
before and after consation at the GP WICs to help determine any potential impact on
other NHS services. A pasisit postal survey of patients who attended the service was
also conducted around 4 weeks after visiting the GP WICs to determine whether or not
the patients had had use another service for the same health problEme. postvisit

(follow up) survey will be discussed in chapter four.

3.1.1 Objectives

1 To describe theharacteristics of patients using GP walkservices (age, sex,
ethnicity etc)

1 To describe the pegrn of ativity at thecentres dring opening hours

1 To identify the reasons for using a GP WIC service.

1 Toreport@mt i ent s 6 ansl axperiendesitic thel service.

1 To determine any potential impact on other NHS services.

1 To compare twdlifferentmodels of the GP WICs.
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3.2 Methodology

3.2.1 Research design

A cross sectional survey was designed to
data from both centres. In addition, the survey included questions related to the
potential impact of the BWIC on other services to help in understanding the role of

the GP WIC in diverting patients from other services such as Emergency Departments.

3.2.2 Measuring patientsatisfaction andexperiences

Patient satisfaction is commonly measured to helpriohgte the quality of healthcare
services. However, there are several important issues with measuring patient
satisfaction and using it for measuring the quality of a healthcare service. Patient
satisfaction is subjective in nature and depends on patieqgsctations and
judgements about a healthcare service. Therefore, patient experiences are sometimes
used to determine the quality of health care servRagent experiences with a service

are a selreported record of different aspects of the processesmre experienced

while using a service such as how accessible the service was for the patient, the
waiting time, and the availability of appointments (NHS Employers, 2009). On the
ot her hand, a patientdos sati s fnsedathosen wi t
experiences and this may be directly related to their prior expectations and a number of
ot her factors which can influence the sa
are considered to be less subjective than their reported satisf@Cleary, 1997) and

a patient may be satisfied with a service, although the reported experience was
suboptimal (Salisbury, 2010). So although there is usually a significant association
between patient experiences and global satisfaction with a sébaoelsen, 2010), it

is recommended that patient experiences with the service rather than satisfaction
should be used for monitoring purposes (Jenkinson, 2011). It was expected that a
survey questionnaire including both patient experience questions laaswglestions

related to satisfaction would provide a better understanding about the quality of the
service than questions about either alone. Therefore, the questionnaire used in this
research included questions related to experiences as well as satisteith the

service.
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Crow et al (2003) reviewed 139 studies to determine different aspects of measuring
patient satisfaction. They divided factors affecting patient satisfaction into two groups;
those related to patient characteristics and those retatbe services. It was found in

the review that satisfaction is related with patient health status. For example, sicker
patients were likely to report less satisfaction as their expectations were greater.
Similarly, satisfaction is also linked to priexperiences with the healthcare service.
Older patients are likely to be more satisfied with the service. Choice of service
provider is associated with higher satisfaction. In the USA, care provided under fee
for-service arrangements generates greatesfaetion than that delivered by prepaid
schemes, and gatekeeping arrangements score relatively poorly on satisfaction. The
review recommended that patient satisfaction surveys should be conducted in a way to
achieve a high response rate and obtain respoftsehard to reach groups. The

surveys should be designed and focused on consumers (patients) views.

There are multiple scales available in the literature to measure patient satisfaction in
different settings. Different studies use different satisfacsicales and it is sometime
difficult to compare the levels of patient satisfaction with one service in comparison to
others. Onereview conducted bySitzia J (1999) included 195 articles on patient
satisfaction to assess the reliability and validity ¢¢ #urvey tools used in patient
satisfaction surveys. The review found that a large proportion of studies had no
evidence or little evidence of the reliability and validity of the tools used for measuring
satisfaction. Therefore, findings of the patientissattion surveys should be
understood in the light of the methodology of the surveys and the reliability and

validity of the tools used in the study.
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3.23 Why two centres?

GP WICs with different service models have started functioning in mosg giritmary

care trusts in the UKIt was considered important to evaluate more than one model of
GP WIC in order to help determine whether the findings were generalisable to other
GP WICs or only applied to a particular type. Ideally, several centres hagh been
included, but for practical reasons it was only possible to study two centres. The two
centres that were chosen were in Rotherham and Sheffield in South Yorkshire and had
contrasting models of service provision. Although the primary objegta® not to
compare the performance of the selected centres, some comparisons were made to
identify if there were any differences in satisfaction or any other performance indicator
which might be due to the differences in the clinical model of the twoesentrsome

other factors.

The reasons why these two particular centres were selected in Sheffield and
Rotherham were their caasting locations and servicdsis a new centre and consists

of GPs andnurse practitioner consultation services, health cadleice services
(smoking cessation, contraceptive, weight reduction programmes etc) and is open from
8am to 10pm, 365 days a year. On the other hand, the Rotherham centre was included
in the study because it works in a different environment. The ceriveated within

the community health centre where a number of other health care services have been
provided. The community health care centre had already been operational for a number
of years. In this study, these two very different models of GP WIC emmpared to
identify which worksbetter and whether or not there would be any difference in the
use of such services by locating it intocammunity health centre or making an
independent unit. Furthermore, the two GP Wallcentres have been contracted b
different health care providers. The one in Sheffield is operated byMediare

(which also runs a similar kind of centre in Derby) while the one in Rotherham is
operated by Car&lK which is comparatively a bigger organization providing health
care sevices in a large number of locations. Further details about the two centres are

provided below.
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Rotherham GP WIC

The GP WIC in Rotherham is located in the Community Health Centre. This is a
newly constructed large building, opened in January 2009cdihtee is run by a team

of experienced GPs and nurses. Wadk-in facility complements other NHS services

by providing a range of treatments for minor illnesses and injuries. Theinvkility

is open every day from 8am9pm and offers a range of sams, including health
information, advice and treatment for a range of illnesses and minor injuries without
having to make an appointment. However the GP walkervice is only avkable

until 8pm, and the lastour is only covered by nurses (though GRsavailable under

the same roof for providing out of hour GP services). Averageawen of patients at

this centre is around 100 per day with slightly larger numbers at weekends. This GP
WIC is run on behalf of NHS Rotherham by Care UK, a leading ewiggnt provider

of health and social care services. The services provided at the Ginveaditre
include treatment and advice for conditions suchcasghs, colds and filike
symptoms, cuts, wounds, bites, stings, constipation, stomach ache, vomiting an
di arr hoea, childhood illnesses and feve
problems i thrush, cystitis, menstrual advice, emergency contraception, skin

complaints and minor burns, muscle and joint injurieprains and strains.

The centre also hadagjnostic facilities including »Xay and blood, urine and other
common laboratory tests. Furthermore, as the GP WIC is located within the
community health centre, the community health centre also provides other services
which includes physiotherapy, podiat, speech & language therapy, audiology,
contraception and sexual health services, community dental service, Phlebotomy
Services (see separate entries for these services), the health advice centre/patient

advisory liaison service (PALS), diagnostic seegicprimary ear care service.

Sheffield GP WIC

The GPWIC in Sheffield started in April 2009. Thertiee is near the city centréhe
services that are provided at the centre incldaBeand nurse practitioner consultations,

blood testing, preonceptualcounselling, contraception and sexual health, holiday
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vaccinations and travel health, diabetes care, asthma, cardiac diseases follow up
(stroke / chronic heart disease), influenza vaccinations, childhood immunisations,
cervical screening, smoking cessafitifestyle advice, cholesterol testing, wound care,

and ear syringing.

Initially there were plans for extending the services. A pharmacy serwiese also
expected to start in the future well asa diagnostic laboratory in the centre (all Darzi
centres e recommended to have a pharmacy service as well as diagnostics). In
addition, the NHS nurse led walik centre moved from the Royal Hallamshire
Hospital to the Sheffield GP WIC in Broad Lane in April 2011. The centre is a GP
supported walkn centre whez patients use aurse led walkin centre service but they

are able to see GP in the same centre if referred hyrse. Average turnover of
patients at this centre is around 120 per day with slightly larger numbers at weekends.

The Sheffield GRVIC alsorun by a private GP surgery (One Medicaf&nsultation

is providedby GPs and trained nurses 7 days a week and the opening hours are 8am to
10pm. The centre is also open at Christmas and bank holidays. Target waiting time for
consultation is 30 minute§ he centre also provides a registration service for new
patients so both registered and unregistegdgbpts present to the centiea patient
consents to the retrieval of his/her medical records, the consultabteigo access

his/her medical record=ven if the patient is registered elsewhere.

For certain chronic conditions where continuity of care is required such as asthma, and
diabetes, e centre provides a service ldbod tests and other necessary laboratory
tests. The results are sent to tlegistered GP of the patient. As with other Darzi
centres, the Sheffield City GP Health Centre is unable to deal with serious medical

emergencies which pose an i mmediate thre;

3.2.4 Approachingcentres tmanagers for study g@provals

The GP WICs were under contract to the Primary Care Trusts in their locations. It was
decided to first approach the commissioner at the Primary Care Trust who was
responsible for the commissioning of urgent care services. Urgent care managers in

Sheffield and Rotherham were approached and the purpose of the study was described.
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Managers in both of the PCTs were happy for the project to proceed and a meeting was
arranged with the Sheffield GP WIC manager. He was happy to approve the project
and to gve permission to collect survey data from their premises. Similarly, the
Rotherham GP WIC manager was approached and she also approved the project.
Managers of both centres gave assurance that they would provide their support to data
collection procedureBy involving receptionists to distribute the survey questionnaire.

In addition, both centres provided access to routine data during the survey period to
validate the survey responses. It was important to retrieve the routine data from the
centre to comparsome of the variables in the survey responses with the routine data
to ensure that the survey sample was truly representative of the patients attending GP
WICs. During the process of meeting with the nt r e s 6 manager s,
documents were submittdor ethical and R & D approvals. It took a few months to
obtain all approvals, and before commencing the survey at ttesgees it was
important to reconfirm their permission and finalise the data collect dates and the
procedures. Theentres thanagersvere again approached, although both centres had
different managers by that time. The project details were explained again and after

receiving their approvals, dates were finalised for the data collection.

3.25 Sample size

This research aimed teample at least 400 patients from each centre to obtain
statistically robust estimates of the proportions of patients reporting characteristics
such as satisfaction with care. This sample size was calculated in order to estimate the
proportions of patientseporting binary outcomes with 95% confidence intervals of

less than +/5%.

3.26 Study period

The Survey was conducted over a 3 week period at the Rotherham GP WIC"from 5
September 2011 to 95September 2011. Similarly, the Survey at the SHeff@P

WIC was also conducted over a 3 week period which was started"o8ep@ember
2011 and finished on"®ctober 2011.
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Initially 2 weeks at each centre was planned to achieve the required sample of 400
from each centre. It was realised from theiafly data that some of the questionnaires
were returned without filling in the pesbnsultation section (satisfaction). Therefore,
to achieve the sample of 400 fully completed survey questionnaire, it was decided that

the survey needed to be extendedoioe more week.

3.27 Study participants
All patients presenting to the GP WIC in Sheffield and Rotherham during the survey
period were eligible to participate.

Inclusion criteria

Patients who attended the GP WIC during the survey period were eligilibe
included. One potential problem was that of enrolling a patient twice in the research. It
was not considered appropriate to refuse participation in the survey for a patient who
visited the same centre more than once during the survey data coligetiod. In
addition, since the questionnaire was anonymous it would not be possible to identify
patients who attended the GP WICs more than once. Howéveonsidered it
appropriate to offer the survey questionnaire more than once to the same patient,
considering that each visit would have its own satisfaction/dissatisfaction with the
service and its own patient expewen If the same patient visitede centre with a
different health care problem, he/she might have a different opinion about the centre
on their second visit. Furthermore, as it was hypothesised that the centre might reduce
patient load at the ED and other NHS urgent care services, that is all attendances or
visits to these services, all visits to the GP WICs were important to help undettsta

effect of the opening of the GRICs on other services.

Exclusion criteria
Those patients who were unable to read and understand English were excluded unless
they were accompanied by a family member or friend who could read and understand

English.
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3.2.8Survey method

The primary survey questionnaire was distributed by receptionists at the céntres.
short training module was conducted for the receptionists to explain the study
procedures and to achieve a good response rate (appgndaning module).The
receptionists aimed to distribute the survey questionnaire to every consecutive patient
attending the wakn centre during the survey period. Questionnaires were also placed
near the reception for patients to take, should the receptlmmignable to hand them

out during very busy periods. A box was placed near the reception for patients-to drop
in completed questionnaires. Satldressed and prepaid envelopes for patients were
also provided so that they could return the questionnayresdt if they preferred.

In the primary questionnaire, respondents were asked for permission to send them
another short postisit questionnaire to ask if they had had to use another NHS service
after visiting the walkin centre for the same problem. Tpastvisit questionnaire also
inquired about compliance with the treatment or advice given at the centre and whether
or not the problem was fully or partially resolved or not resolved at all. Thevisdst
questionnaire was sent43weeks after the visialong with a seladdressed prepaid

envelope.

3.2.9 Study tools

The survey was conducted in two parts; the main survey which was conducted at the
GP WICs and a posiisit postal questionnaire survey43weeks after visiting the

centre.

Primary survey

All participants received a pigaid, selfaddressed envelope along with the
guestionnaire which was to be completed in two stages, one before the consultation
and one after. Two options were available to participants, either they coutdthig
guesionnaire on site and return it in the box provided beside the reception or take the

guestionnaire home and to post it directly to the researcher in the envelope provided.
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3.2.10The primary survey questionnaire

The primary questionnaire consists of 4teets (AT D) which include information
about patientsd demographics, reasons fo
Li kert scale regarding p a(appeadixd).dnbadddient i s f a
there was a participant information shattched to every questionnaire. Most of the
questions had optional answers to tick to ensure a better response rate. The primary
survey questionnaire was developed and validatedprevious study (O"Cathagt al,

2009) on walkin centres. However, ivas initially designed for evaluatirmpmmuter

walk-in centres sol had to make a few changes. For example, the modified
questionnaire for GP WIC asked the survey participants how they came to know about
the opening of the GP WIC. Some guestions were etklhich were purely related to
commuter walk-in centres such as the train station and work locations of the
participants. In addition to the detailed participant information s{z®iendix6), a

covering letter on the front page was added to providack guerview of the project
(appendix7). Initially, time of visit and date were not recorded in the questionnaire.

After a week, it was realised that the time and date of the visit would provide
additional important information so the remaining questiorsawere labelled with

small stickers on the top page to write down the date and time of the visit.

3.2.11 Participant information sheet

The information sheet was prepared according to the guidelines of the NHS Ethics
Committee. It consisted of part Ad part B. Part A was concerned with the details of
the project and the procedures involved in the study. Part B was concerned with
confidentiality issues, reassurance about data protection and the rights of the
participants. Contact details of the resbarcand the institute were provided for
participants to obtain any further information about the project or to complain if
anything went wrong. In addition to the information sheet, a short, one page covering
letter was also prepared and used as thep@gé of every questionnaire. The covering
letter provided concise details of the project to give some overview of the study. It was
decided that written consent was not necessary for this study as the study involved

selfreport questionnaire surveys. Fllfin the questionnaire by the patient was
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considered as consent. All documents were also reviewed by a user involvement
group, the Consumer Research Advisory Gr@iBAG), based in Barnslgappendix
8).

3.2.12Measures to increase response rate

The response rate needs to be as large as possible to minimize bias in survey research.
However, response rates vary in different settings and for different projects. It depends
on several factors such as how interesting the research topic is, how relevsmttiei
research participants, where the study is going to be conducted, and how the questions
are formulated in the questionnaire. Every research project needs to consider the
expected response rate for the specified questionnaire on the basis of greviou

studies/surveys or other service evaluation questionnaires.

The response rates of patients attending a primary care setting vary. In this study it
was expected that around 100 patients present to these centres every day and to
achieve the sample of anod 400 patients with an expected response rate of 33%, two
weeks were required for data collection. However, when the survey started the
duration of the survey needed to be increased to 3 weeks. The main reason for
increasing the duration was to incredlse number of questionnaires with section C
completed (which needed to be filled in after the consultation). Around 20% of
patients were returning the questionnaire without filling in section C. Therefore,
around 500 participants were targeted in the stodgbtain around 400 completely

filled-in questionnaires.

In the light of the experience of the Rotherham centre marnthgeesponse rate at GP
WIC could be very low (less than 10%). Therefatevasdecided to take additional
measures itthis research to increase the response rate. Folloliteature searclon
improving response ratess,was decided to include a short covering letter in front of
the questionnaire to provide quick useful information about the project in addition to
the lengthyparticipant information sheet, to use coloured paper for the questionnaire,

and to include a prize draw with three
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vouchers.lt was alsothought that direct contact with the patients at the centres to
remind thema fill in the questionnaire while waiting for the consultation would help
improve the response as the researcher could provide additional information about the
project to the participants. This requir
the daa collection period, and this was scheduled for half a day, seven days toweek

two weeks at each centrelowever, this needed additional changes in the ethical
approval, andl had to submit an amendment to the ethics committee about the
involvement ofdirect contact with patients to request them to fill in the questionnaire

as well as the addition of the prize draw. It was also observed in the literature that
university sponsored research projects receive a better response rate than other projects
so | added to the front page that the projectl baen funded by the University of
Sheffield. The boxes used to return the filladquestionnaires were also made
attractive by using university logos and the title of the project to create awareness
regarding tle purpose of conducting the survey at these centres. All of these measured
were collectively thought to increase the response rate to a level which could give

valid and useful data for this study.

Prize draw

During the meeti ngs wandPRCTS, it was @&lisedthaCthed ma
response rate from the participants might be very low. This was particularly worrisome

for the Rotherham Centre as it was mentioned by the medical director of Rotherham
that they had tried a few survey questionnairesbt ai n pati entsodé vi e\
had received less than 10% of questionnaires back from the patients. Therefore, there
was a discussion on how to increase the response rate such as using coloured
guestionnaires, simple questions and prepaid envelpgrize draw was another
measure considered. There are studies on increasing response rates by adding lottery
prizes (Deutskens, 2004). However, other studies that claim that no significant increase

in the response rate can be achieved through lott&zgspin surveys (Ulrich, 2005;

Roberts, 2004; Porter, 2003).

It was decided that even a small increase in response rate would improve the validity
of the study even if the increase in the responsenagenot statistically significant. It
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was also impdant to decide what kind of prize might significantly increase the
response rate such as cash prizes or vouchers, and how valuable the prize should be.
Second, there was the question of whether one high value prize would increase the
response rates bettdran a number of smaller prizes. It was decided that a number of
smaller prizes giving higher odds of winning for the participants would result in higher
response rates.

For this study, three nominal prizes wor
vouchers for each centre were offered. T
information sheet, on the covering letter, and also displayed on a small poster at the
centres. During the training session for the GP §VEBIaff and receptionists it ag
mentioned that if time allowed, the prize draw should be mentioned to the patient when
handing over the questionnaire. Section D of the questionnaire asked whether or not
the participant agreed to be included in the prize draw and asked for contdsttdeta

send vouchers. The prize draw was conducted at the Rotherham centre around a month
after the survey in order to include all questionnaires which were returning by post.
The draw was conducted in the presence of the centre manager and staffnAthdse

and addresses/email addresses of respondents who had agreed to be included were
printed on slips of paper to be included in the draw. Gémtre manager and staff
pickedt hr ee papers one by one for the firs
names were also given to the centre for their records. All vouchers were sent within a
week to each winner along with a complement card for winning the prize. The draw
was conducted on the same day that the preliminary study results were presented by
the resemcher to the centre manager and staff, and feedback received on the results.
Similarly, the results were also presented to the Sheffield centre manager and staff
around a month after finishing the survey. The chief operating officer of One Medicare
which runs the Sheffield centre also attended the presentation. The prize draw was
conducted after the presentation and winners were sent the vooolhieesnext day.

Colour of the questionnaire

It has been shown in the literature that along withdbntent bthe questionnairdyow

it is presented to the participangsalso important. Coloured questionnaires have been

shown toslightly increasdaheresponse ratéEdwards 2002) There are two aspects of
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using colours in the questionnaire; either by makirgtext colourful using colourful

ink or by using colowd paper for the questionnaire. Both coledpaperandcoloured

ink can have positive effects for increasing the response rate. Both coloured ink and
coloured paper, however, may not be used togetieetthey would not give a more
formal look to the questionnaire. For this project, it was decided to use etbfmaper

asit is less costly than using colad ink. First it was decided that green coledr

paper would be used for the questionnaire. Howet®/as noticed that one centre was
also using green paper for registration documents so using a similar colour scheme
could perhaps cause confusion. After confirming that no centre was aigiepw

colour for their documents, the questionnaire waallfmprinted on yellow colowd

sheets, with slightly different shades for the two centres.

3.2.13 Plan of analysis

Data was entered and arsdg in SPSS version 1®escriptive statistics were
presentedavith mears andstandard deviations for continus variables and proportions

for categorical variables. Variables were includeddéscribethe characteristics of

patients presenting to these cestend the timings when patienise these cense

(day time/evening or working hours/out of working houBatientsatisfaction data

werein the form ofLikert scale (45) responsesnd a comparisowasmade between

different centres, patients with different kendf health care problems, and different

age groupsMor eover, var i abl e gienceevithahe sedvicd werep at i
analysed such as convenience of the location of GP WICs, convenience of the opening
hours, waiting time for treatment and the expectations of patients about the services.
Satisfaction levels were compared for those who repohegdthey would have looked

after the problem themselves in the absence of the GP WIC with those who would
have gone to ED or another NHS servicegistic regression on dichotomised patient
satisfaction variables was used to estimate the influence fefetit factors on the
satisfaction of patients with the servicEhe responses were dichotomised between
those scoring ‘B (not very satisfied)and those scoring RFvery satisfied)as
recommendedCollins et al, 2003)The t er m 0 hiisgused wthisswutyi s f i e
which means the sameasv ery satisfiedd and represent
scale of 15. Theregressiormodel was developed using all factors which were likely

to influence patient satisfaction. Those variables which appeared smrtiécantly
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associated with the satisfaction such as age, location, and waiting time, were inserted
into the final model to determine the difference in the satisfaction level, after
controlling for any confounding effect& separate analysis was alsorfpemed to
determine if there was any difference in satisfaction levels between first time attendees
and those who had attended the service in the @assquare and-test were applied

for categorical and continuous data respectively. Frequencies, mednmanges are

also reported in the tables where appropri@mphical representations were made

using histograms, bar charts and pie charts where appropriate.

For the purpose of analysis, hous were defined as 8ain6:30pm, Monday to Friday
and outof-hours were defined as 6pm to 8am, Monday to Friday and all Saturday and

Sunday.

3.2.14 Ethical approval

The project was submitted tbe Yorkshire and HumbedHS Ethics Committee in
September 2010 and received approval in December (2pp@ndix9). | defendedhe

project in the ethics committee meeting. There wefew minor concerns about the
project such as using questionnaires in English only, not involving service users in the
project, and dealing with children presegtto the GPWICs. | addressed the first

issue using the example of previomalk-in centre surveywhich showed that most of

the patients presented at these centres had some ability to communicate in English or
they were accompaniday someone who could understand and speak Hndglikis
approach was justified because consultation was also provided in English language at
the centre. A second concern regarding user involvement was justifiechasising a
validated questionnaire and service users were interviewed in developiadginhal
guestionnaire. In addition, the project documents were also sent to a Consumer
Research Advisory GroufCRAG), based in Barnsley. All members of the committee
approved the questionnaire and information sheet with some minor amendments on
wording. Lastly, it was a concern of thgethics Committee that if a child was brought

to the centreby ther parents whether his/her satisfaction about the service would be
taken into consideration or woul?éwashe pa
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decikd to consider parentsodé satisfaction
understanding about the quality of sergice

In addition, there were two major concerns which needed resubmissionyame
related tothe participant information sket which needed a few additions. Second, it
was pointed out that secondary data ac¢essED attendances one year before and
one year after the opening of the GP WWs not clearly mentioned in the proposal
regardingwhat kind of data would be neededrfthis project. After making these
changes, the application was resubmitted and approved.silitly also needed
appovals by the relevant NHS Research and DevelopniB&D). Therefore,
applications were submitted to Sheffield and Rotherham Research dopment for
approval. After careful consideration of around two months, the project was approved
by bothTrusts(appendix D). Initially, it was planned to collect data from the centres
without having direct patient contadt.realised, however, that it wapossible to
achieve a better response rate if a person stood in the waitingp ameswer any query
from patients filing-in the questionnaire. Thus, the principal investigator needed to
apply for an honorary contract with theidss in order to have déect access to the NHS
centres and to provide information to the patients presenting at the centre. | received
letters of access from the tristin the meanwhile, | had meetings with the manager

the GPWICs and scheduled the data collection dates.

3.2.15 User involvement

Patient and public involvement (PPI) in research has increasingly become important in
every discipline of health researdirain et al, 2018). It is particularly well
established in health services resedf@leath et al, 2001)nvolving patients and the
public in research does not mean involving them as a research participant, but to
involve as a partner or advis@Royle, 2001) INVOLVE is a national institute for user
involvement in research and it provides complete guidelim$iaw users can be
involved in research. INVOLVE guidelines describe three levels of user involvement
in research; the first level is involving users for document consultation such as
reviewing information sheets, questionnaires, and protocols. The séeesidis

involvement as a collaborator where users work with researchers as a collaborator in
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research and give their feedback at every stage. The third level is user led research,
where professional researchers only provide consultation and the resaaaihly led

by service users. The guidelines also suggest that two or more users should be
involved to give feedback on a research project. For this particular project, a local
consumer advisory group was consulted and their members (service users) were
involved in reviewing participant information sheets, the survey questionnaire and the
postvisit survey questionnaire. A few comments on the wording of some questions
were given and amendments were made according the comments. It was also pointed
that usig the University of Sheffield name/logo is important to clarify who is
conducting the research. The group was acknowledged for their contribution and

notified about the changes made according to the comments.

3.2.16 Research cost

All research costs wereovered by an NIHR senior investigator award made to Jon
Nicholl. Around £5000 was spent on printing 2000 gquestionnaires (consisting of five
pages in the main questionnaire and a four pages long information sheet) and 1000
postvisit questionnaires (corsding of 1 page). In addition, around £500 was spent on
prepaid envelopes which were provided with each questionnaire to every survey

participant.

3.2.17 Time scales

The project proposal was developed in March 2010 and a complete protocol had been
devebped by the end of July 2010, when the project was submitted to Leeds and
Humber REC committee for ethical approval. Ethical approval was first obtained in
December 2010. The protocol and other relevant documents also received approvals
from R & D Sheffietl and Rotherham. The survey data was collected at the Rotherham
GP WIC from %' September 2011 to 95September 2011 and at the Sheffield GP
WIC from 19" September 2011 to™9October 2011. Data collection was initially
planned for two weeks. However, &chieve the desired sample, it was necessary to

continue the survey for the third week. Data entry was completed in March 2012.
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3.2.18 Operational details of the survey

Rotherham centre

The survey started on Monday' Beptember 2011 at the Rotherhasmtre. All
guestionnaires, information sheets and boxes were delivered to the centre a day before
the survey started. It was noticed during the first week that fewer patients attended the
centre in comparison to the expected number of around 100 patidais Later in the

week, it was noticed that a very large number of patients attermbhive during the
weekend period. There was a triage system in place which was based on the presenting
complaint written by the patient on the registration form. At thception, a triage

nurse goes through all registration forms and decides which patients need to be seen
first and which patients need to be seen by a GP or a nurse. It was written clearly at the
reception that patients are not seen sequentially analaditieg time could be different

for different patients. Some patients complained about the triage system because they
expected to see a doctor but were seen by a nurse. It was certainly confusing for some
patients whether the consultation would be giveral@P or a nurse. Some patients
attend the service with the expectation that they would be seen by a GP as they might

be looking for a second opinion.

The Rotherham Centre had a security officer available on sdaghout the opening

hours and the repéion areavasa closed room with a small window to talk to patients.

In contrast, the Sheffield Centrechao security officer on site and the reception is

open plan without any barriers. The waiting area at the Rotherham Qesstra

common area for theommunity health centre so the space is usually enough for a
large number of patients. Theresva a s mal | childrenbés playi
patients. Vending machinegere also available in the waiting area while there is no
vending machine or kevision available for patients at the Sheffield Centre. The

Rotherham Centre has free on site car parking for patient

By the end of the first week, around 150 questionnaires had been distributed at the
Rotherham centre and 100 were received back. Adthothis was a satisfactory
completion rate, in order to achieve the sample of 400 patiemtasdecided that the
duration of the survey needed to be extended for one more Wwees expected that

with an estimated 100 questionnaires completed eveekwn site, three weeks would
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achieve around 300 questionnaires filled in on site and questionnaires were also
expected to be received through the post asasklfessed prepaid envelopes were

provided with every questionnaire.

| visited the centiefor 6 hours each day as scheduled and reminded the receptionists
to hand over the questionnaires to every patiéimé receptionists aimed to distribute

the survey questionnaire to every consecutive walgatient attending the wailk

centre during the suey period. Questionnaires were also placed near the reception for
patients to take if the receptionist was not able to hand them over during very busy
times All filled -in questionnaires were collected from the centre on daily basis. The
number of questitnaires received was significantly higher during the weekends and
on some evenings. There were very few occasions when the questionnaire was
returned by the patient reporting an inability to read and understand English. However,
there were occasions when matient received the questionnaire and asked the
receptionist to help with completion because of the lack of capability to fully read or

understand English.

On one Saturday, it was noticed that the Centre was very busy and a number of
patients returnedfter inquiring about the expected waiting time. It was also observed
that a few patients left after waiting for a few hours and then cancelled their
appointments. At weekends the usual waiting time reported by the receptionist to
patients was 2 to 3 hoyralthough it was always mentioned by the receptionists that
the patient could be seen eatrlier if the problem was serious as the triage system was
also in place. It was also seen as a common practice that a few patients were taken
from the Centre throughn@bulance to ED. One or more ambulances were usually

available at the Centre to take patients with serious problems who needed urgent care

As the centrewas located within the Rotherham Community Health Centkrere wa

a separate reception for the GPGQNWhich located beside the entrance of the GP WIC
consultation rooms. The centre has about 5 consultation rooms including three
treatment rooms, 1 minor injury room and a multifunction room. déwmre staff

usually consisted of-2 GPs and -R nurse pradioners, although the number of staff
could be changed according the patients?o

nurse practitioners during the weekends. There was always at least one GP present on

59



site from 8 am to 8pm. The centre closed at 8prthe last one hour was only covered
by nurses. However, thereeve GPs present on site for the GP eafthours service

which could be consulted by the nurse if needed.

The centre also registers patients at the practice. There was a banner and publicity
material regarding the benefits of registering at the GP WIC. The centre also has its
own patientsd satisfaction survey 1instru
placed outside the reception. However, teatre manager reported that the survey
monitor was rarely used by the patisn

Sheffield entre

The survey was expected to be started on the same day in Sheffield along as in the
Rotherham Centre. However, the researcher was informed gt manager that

the Primary Care Trust in Sheffielvould be starting their own one week survey on

the same day. Therefore, it was decided to start this survey two weeks later to prevent
any confusion for thpatients.

The survey started at the Sheffield GP Centre dhSkptember 2011 and finished on

9™ October 2011. The survey information was already provided to all staff and the
guestionnaires and information sheets were already delivered to the Centre. One box
was provided for patients to return the filedquestionnaire, similar to the Rotherham
Centre. However, it was noticed that the centre structure is different and another box
would be required for the questionnaires. The Sheffield Centre is an independent GP
WIC which is based on two floors. The first floor is reserved for registered patients

only and all the walin patients present to the reception on the ground floor.

There are always at least two receptionists working at the counter and during busy
times, a third receptionist is also available. There are two corridors and each has a few
consultation rooms. Therefore, to facilitate patients to return the survey questionnaires,
each corridor had a box for patients to return the filledurvey questionnaire when

going out after having their consultation.

The Sheffield GP WIC seemedtohave gr eat er patientsé6é | oad
Rotherham Centre. The waiting times for patients were also comparatively much
higher than the Rotherham Centre. The car parking available on site is city council
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charged parking which resulted in patientsihgyroblems when the waiting times

were very long.

Survey questionnaires were delivered to the centre on every other day and the filled
guestionnaires were collected on a daily basis. It was noticed that a larger proportion of
survey questionnaires wereturned through the post as compared to the Rotherham

Centre.

A nurse led walkn centre was moved from the Royal Hallamshire Hospital to the
Broad Lane Sheffield GP WIC in April 2011. Therefore, the patients included both
types of patients; those whi@attended the service to get a nurse consultation and those
who expected to see a doctor at the GP WIC. The Sheffield centre also had a triage
system in place but it was different to the one in Rotherham. Patients are first assessed
face to face by a nuesand patients were only able to see a GP if the nurse referred the
patient after assessment. At the Sheffield Centre, no patient was observed to be
transferred to the ED by ambulance during the survey pddiaiing the survey period,

it was observed thaa large number of patients complained about not having any

vending machines and public telephones on site.

The survey finished on"80ctober 2011 and results were presented to the Centre staff
and manager for feedback during the first week of Deceikt.

3.3 Results

A total of 1030 patients participated in the study (responsebiéte, 529 from the
Sheffield GP WIC (response rate 51%) and 501 from the RotheGBRNWIC
(response rate 65%fyigure 3.1]
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Figure 3.1Responseaates of patientsto the primary survey
Sheffield Centre Rotherham Centre
Number of patients who

presentedduring survey period

Number of patientswho

received the quesonnaire

Number of patientswho

Returnedthe questionnaire

The survey sampl e was ¢ ompforthedamepetiob t he
examine the representativeness of the samidle major differences weréund
regarding the average agex, or timing of attending the centiethe Sheffield GP

WIC [Table 3.1]. The average age was also similar for the survey and routine data at
the Rotherham GP WIC. However, survey respondents in Rotherham were more likely
to be those who attended the GYC during outof- hours (evenings/weekends)
[Table 3.2]. No data were provided from the Rotherham GP WIC on the sex of the
patients who attended the service during the survey period. In addition, it can be seen
that the age distribution was also simitetween the survey and routine data for both

the Sheffield and Rotherham GP WICs [Figure 3.2, 3.3, 3.4 & 3.5].
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Table 3.1 Comparison of routine data (for the same period as the survey) from tf

Sheffield Centre with the survey data

Routine data | Suivey data | Test statistics | P-value
Sex
Male n (%)| 1481 (41.9%) | 209 (40.2%) 0.54 0.25
Female n (%) 2055 (58.1%) | 311 (59.8%)
Age mean (SD) | 30.65 (17.1) | 32.14 (17.9) 1.78 0.08
Patients (n %)
presented during;
Office hours | 1803 (51.0%)| 226 (49.1%)
0.56 0.24

Out of hours
(evenirg/weekends

1733 (49.0%)

234 (50.9%)

SD=standard deviation

Table 3.2 Comparison of routine data (for the same period as the survey) frc
Rotherham Centre with the survey data to determine representativéniesssaorvey

participants

Routine data | Survey data | Test statistics| P-value
Age, mean (SD) 30.76 (21.2) | 29.69 (22.1) | 0.98 0.33
Patients (n %)
presented during
Office hours
654 (34%) 70(18%)
Out-of-hours
38.38 <0.001

(evenings/weekends

Missing

1250 (66%)

458

314 (82%)

114

SD=standard deviation
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Figure 3.2 Age distribution of patients from the
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Figure 3.4Age distribution of patients from the Rotherham C e n t rodifeslata
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3.3.1 Demographics of the research participants

Most of the respondents visited theeffield GP WIC for their own health problem
(84%) while 11% came with a child and around 4% with others such as friends or
relatives. At the Rotherham GP WIC, 66% of patients attended the service for their
own health problem, 27% with a child and arouf€ With other relatives or friends.
Most were female at both GP WICs witio difference between Rotherham (58.7%
female) and Sheffield (58.8% femal@able 3.3] The average agef the participants

was 31.5 (SD=19.8) again with nodifference between th&otherham patients
(mean=30.1, SD= 21.7) and Sheffield (mean=32, SD=17.S%taftstics=1, P
value=0.3].

The percentage ofirét time attendees as significantly higher at the Sheffield GP
WIC (52%) as compared to the Rotherham GP WIC (33%). There were som
differences between the professioof the participants, such abe percentage of
studentswhich was ggnificantly higher at the Sheffield GP WIC (28%) than the
Rotherham GP WIC (17%)vhile that ofpre-school infants wassignificantly higher at

the Roherham GP WIC (11%) as compared to the Sheffield GP WIC (2%), possibly
because of the presence afchild ED locatednear the Sheffield GP WIQDther
professional groups were more or less similar at both GP WICs as shown irBBable
Patients at the Sheffd GP WIC had a significantly more diverse ethnicity as
compared with the Rotherham GP WIC. Around 89% of patients at the Rotherham GP
WIC belonged to White ethnicity compared to 79% at the Sheffield centr&Rhi
df=1, P value=<0.001].
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Table 3.3 Characteristics of patients presenting at the Sheffield and Rotherham

GP WICs

Demographic
characteristics

Sheffield

Rotherham

Total

Age Mean +SD,
(Median) [Range]

32.1+17.9, (27),
[0, 82]

30.9 +21.7, (28),
[0, 89]

31.5+ 19.8, (27),
[0,89]

Sex % (n)
Male
Female
Missing

39.0 (188)
61.0 (294)
19

40.2 (209)
59.8 (311)
9

39.6 (397)
60.4 (605)
28

First time user of the
GP centre% (n)

52% (272)

33% (164)

43% (436)

Occupation % (n)

1. Working fulttime 35.3 (184) 37.0 (177) 36.2 (361)
2. Student 28.6 (149) 17.9 (86) 23.3 (235)
3. Working Partime 10.4 (54) 8.6 (40) 9.5(94)
4. Retired 8.7 (45) 8.7 (42) 8.7 (87)
5. Unemployed 7.9 (41) 9.6 (46) 8.7 (87)
6. Preschool age 2.3 (12) 12.3 (59) 7.3 (71)
babies 0.8 (4) 1.9 (9) 1.3 (13)
/. House wives 6.0 (32) 4.0 (19) 5 (51)

8. Other 8 23 31
Missing

Ethnicity % (n) 483

1. White 80.0 (416) 92.5 (447) 86.2 (863)
2. Pakistani 4.2 (22) 4.2 (20) 4.2 (42)
3. Black African 3.1 (16) 0.6 (3) 1.9 (19)
4. Indian 2.1 (11) - 1.1 (11)
5. Black Caribbean 1.5 (8) - 0.8 (8)
6. Chinese 1.7 (9) - 0.9 (9
7. Bangladeshi 0.8 (4) - 0.4 (4)
8. Black Other - 0.4 (2) 0.2 (2)
9. Other ethnic group? 6.6 (34) 2.3 (11) 4.3 (45)
Missing 9 18 27

* Other ethnic group includddixed ethnicity, Afghani, Latin American/White,
Burmese, Somalian, Arab, Slovakia, Viethamiese, Yemeni
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3.3.2 Convenience of the location

The convenience of the location of the Rotherham and Sheffield GP WIC is shown in
figure 3.6. It can be observed thathigherproportion of patients (35%) reportéae
Rotherham GP WIidocationas fAExcel |l ent 0 as compared
(25%). The difference was statistically signific§@hi’=11.8, df=1, P value<0.001].

The average scores were also higher for théaétbam GP WIC (mean=4.2, SD=0.7)

as compared to the Sheffield GP WIC (mean=3.9, SD=0.8) with a statistically
significant difference [t statistics= 5.4, P value<0.001].

Figure 3.6shows the rating of the convenience of the Sheffield and Rotherham GP
WICsblocation

Rotherham
M very Poor
B Poor
CIFair
M Good
ClEexcellent
Sheffield
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3.3.3 Convenience of the opening hours
There was no significant difference in the rating for convenience of the opening hours

of the Sheffield GP WIGnd Rotherham GP WIGigure 3.7 showsdih GP WICs
had a large proportion o f patients r e p oopening gourdash e GP
A Ex c el I1%anRotberhfnd 39% in Sheffield].

Figure 3.7RatedConveni ence of GP WI Cés hours
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3.3.4 Why patients attend GP WICs?

Figure 3.8shows the reasorigr coming to the GP WIC in Sheffield and Rotherham
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Note: Number of responses exceeds the number of participants as it was a multiple response
question

Therewerea number of reas@why the participants decided attend the GP WIC as

showninfigure3.8¢ The most ¢ ommon | quickerehprogettingrd r e a ¢

appont ment at which was e forSboth $heffield and Rotherham GP
WIC patrticipants followed by comenienceof the opening hours of the GP WIC.
Other common reasons included convenient location of the GP WIC, and in several
cases, patid¢a decided to come to the GP WIC becausanaxpected shorter waiting

time as compared to EMost of the reasons for attending the GP WIC were similar
between the Sheffield and Rotherham centres as seen in the figure 3.8. However,
attending theservicebecause of not being registered at any other service was more

common among the participants in Sheffield, and attending the WIC because of a
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shorter waiting time than casualty was more likely to be reported by the participants of
the Rotherham GP WIC.

The proportion of patients in different age groups reporting each reason for attending
the GP WIC is shown in Table 3.4. It will be noticed that convenience of location was
generally reported in higher proportion by younger age group patients while more
confidence in treatment and shorter waiting time than going to ED were reported in
higher proportion by above 65 year old age group patients. In addition, shorter waiting
time than ED was also one of the important reasons reported by those who were

attendingte service with a child for childds

Table 3.4 Reasons for attending the GP WIC according to the age groups

Reasons for n (%) of all respondents in each age group (yrs) report
attending the GP that reason i? P-
WIC 0-15 16824 2544 41564 65+ | df=4 | value

More convenient | 34 (10.7)| 64 (16.1) | 59 (11.8) | 30 (8.3) 8 (7.6) 12.1 0.02
location

More convenient | 80 (25.2)| 93 (23.3) | 111 (22.2)| 64 (17.6)| 20 (19.1)| 7.5 0.11
opening hours

Easy becase | 25(79) | 31(7.8) | 81(16.2) | 58 (16.0)| 5(4.8) | 39.1 | <0.01
work

Quicker than 90 (28.4) 117 145 (29.0) 117 33(31.4)| 4.9 0.29
appointment at GH (29.4) (32.3)

More confidence 6 (1.9 9(2.3) 9(1.8) 5(1.4) 5(4.8) 4.1 0.38
in
Advice/treatment

Not regstered 5(1.6) 25 (6.3) 17 (3.4) 6 (1.7) 0 19.9 | <0.01
with GP

Better range of 4(1.3) 1(0.3) 13 (2.6) 5(1.4) 3 (2.8) 9.7 0.05
service

Did not want to 2 (0.6) 0 4 (0.8) 8 (2.2) 3 (2.8) 13.6 | 0.01
bother my doctor

Shorter waiting 34 (10.7)| 18 (4.5) 30(6.0) | 32(8.8) | 15(14.3)| 20.6 | <0.01
time than ED

Sent by ED or 5(1.6) | 12(3.0) 4 (0.8) 9 (2.5) 2(1.9 6.5 0.17
Minor injuries
Unit

Did not think of 8(25) | 12(3.0) | 11(2.2) 6 (1.7) 4 (3.8) 1.8 0.77
any other place

My GP was closed 24 (7.5) | 16 (4.0) | 16(3.2) | 22(6.1) | 7(6.7) | 11.2 | 0.02

Total 317 | 398 (100)| 500 (100) | 362 (100)| 105 (100)| - -
(100)
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3.3.5 How patients learned about theentres

Figure 3.9 How participants came to know about the GP WICs (%)

H Rotherham

M Sheffield

The most commonly reported way respondégasned about the centres what they

were informed by their friends or family members about the centre, which is true for
both Sheffield (35%) and Rotherham GP WIC (46%p(ire 3.9].It can been seen
that the number of patients who noticed the GP WHeén walking along the roaslas

much higher among the Sheffield Survey respondents (18%) as compared to
Rotherham (3%). In addition, larger number of participants from the Sheffield GP
WIC (12%) survey reportedn internet search abe source of informaon regarding

the GP WIC serviceas compared to Rotherham (4%). On the other hasgondents

who were informed by their GRveremore commorat the Rotherham GP WIC (20%)
than atthe Sheffield GP WIC (11%). Newspaper advertisements were also as
important source of information for the Rotherham GP WIC patients jIf%bnotthe
Sheffield GP WIQpatienty(4%).
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3.3.6 Intention to visit other service if the GP WIC had not been
established

Figure 3.1C0Patients reportingvhattheywould have done if the G®IC had not been
available
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Figure 3.10 shows combined data from both centres and it reveals that a large
proportion of patients (38.9%) reported that they would have gone to their GP practice
if the centre had not been there. This was followed by 2®0patients who reported

that they would have gone to ED if the centre had not been established. Around 12% of
patients reported that they would have looked after the problem themselves. Other
possible health care providers that might have been usesl GRhWICs had not been
established included Minor injuries unit, dentist, NHS direct, GRoblburs service

and in some cases private health care providers.

There were some difference in the responses between the Sheffield and the Rotherham
respondentsA higher proportion of Rotherham respondents (around 30%) reported
that they would have gone to ED if the GP WIC had not been established while the
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Figure 3.13 shows that there is slight variation in response to this question by different
age groups with a very high proportion of patients reporting that they would have gone
to their own GP or looked & the problem themselves in the age grow24 years,

while a large proportion of patients reported that they would have gone to casualty in
the age group above 65 years. It can be seen in the final regression model later in this

chapter that satisfactn also varied significantly according to age group.

Figure3.13 Proportion of patients reporting what tiweguld have done if the BEWIC had not

been available by age group
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3.3.7 Attendances during office hours and oubf-hours

The reason$or attending the GP WIC were different for those who presented during
office hours compared with evenings or weekends. A higher proportion of patients
who presented at the centres-otthours than during office hours reported that their
reason for visitig the GP WIC was because of better opening hours, or their GP was
closed, or there was a shorter waiting time than at casualty [F3gl4¢ Those who
presented during office hours reported convenience of location and quicker than
getting GP appointmeim higher proportion than those who presentedadttours.

Figure 3.14 Reasons for attending the GP S\l those who attended during office
hours and those who attended-otthours(in percentages)

40

B Office hours

B Out of office hours
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Most of the responses to the questionvbht patients would have done if the GP WIC

had not been available were similar between office hours andf-tiiurs attendees.

Out-of-hours attendees were more likely to report that they would have gone to ED

and also more likely to report that they wabdlave called NHS direct, while office

hours attendees were more likely to report that they would have gone to their own GP

or a Minor Injuries Unit. There was no difference in the proportion of patients would

have looked after the health problem themself¢he centre had not been available

(figure 3.15).

Figure3.15 Comparison of responses between office hours arof-bwaturs attendees

to the question of what they would have done if the centre had not been available
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3.3.8 Is the patient regitered with a GP?

Figure 3.16shows the proportion of patients registered with a GP in the town where
the GP WIC is located, registered at some other place, or not registered with a GP in
the UK. There were a larger proportion ofiregistered patients atetSheffield GP

WIC (6.4%) as compared to the Rotherham GP WIC (2.5%) [Chi2=8.8, P

value=0.003], possibly because tie larger number oftudents attending the
Sheffield GP WIC.

Figure 3.16 The proportion of participants who were registered with a Gihthe

same town , registered at somewhere else, or not registered with any GP

Centre
Name

Il Rotherham
[ sheffield

Percent

Yes, a GPin this town Yes, a GP elsew here Not registered with a GP

Is the patient registered with a GP
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3.3.9 Expectations of patients

Figure 3.7 Patient expectations with the GP WIC before receiving consultdiion
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Most of the patients expectestdme adwe, a prescription or some medicatiofrom

the GP WIC. Only a small number of patients expected the GP WIC to refer them to a
hospital or a GP Surgery. No major difference was fcagtdveen theexpectations of
patientsin Sheffield and Rotherhaffigure 3.17].
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Post consultation guestions

3.3.10 Waiting time for treatment

The waiting time recorded in this study was patient reported and it was estimated in
minutes from the time the patient entered the centre until they were seen by a health
care professional who treated thehie average waiting time for treatment, reported

by patients, was significantly higher at the Sheffield GP WIC (Mean=finRtes
SD=49.0) in comparison to the Rotherham GP WIC (Mean=dn@tes SD=32.2) [t
statistic11.8, P value<0.001]The median waiting time for treatment was also
different between the Sheffield GP WIC (60 minutes, range=269) and Rotherham GP
WIC (30minutes, range=237; minimum=3, maximum=24&pund 53% of patients

were treated within one hour pfesenting at the Sheffield GP WIC while around 86%

of patients were treated within one hour at the Rotherham Centre (Figure 3.18).

Figure3.18The di stri bution of patientsd report
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3.3.11 Seelby one or more health care providers

Overall 44% (n=379) of patients were seen by a doctor, 39% (n=330) by a nurse and
17% (n=147) were seen by both a nurse and a dddterproportion of patients seen

by more than one health care professionas significantly higher at the Sheffield GP
WIC in comparison to the Rotherham GP WIable 3.5)

The meanwaiting timefor treatmentwas also significantly higher for those seen by

two or morehealth care professionals as compared to those seen by a GP or a nurse
practitioner only 78.5mins, SD=8.6 versus53.3mins, SD=4.6, t = -5.1, P value
<0.001].

Table 3.5The number of patients seen by one or more than one health care
professionals at the Rotherham and Sheffield GP WIC

One health care| More than one Chi? P value
professional health care o
professionals Statistics
Rotherhamn 391(92) 33(8)
(%)
52 <0.001
Sheffield n (%) 318(74) 114(26)
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3.3.12 Satisfaction with the service

Overall satisfaction and satisfaction with a number of aspects ofdahéce was
measured on a 5 point | ikehdghysatail £f if & dan.
scale was dichotomised with the highly satisfied scoring 5 and other scodng (0

There was no differ bighys at ins fvahezD&or &, or t i C
Chi*=1.2] between those who visited the centre for their own health probieimy(
satisfied=55.9%), for a chilchighly satisfied=55.6% or a relative or friend (highly
satisfied=63.8%)There wasalsono significant difference betweehe proportions of

men and women repothighys@tt hat e@hdre.n Pevea lel

value=0.3) as shown in figu19

Figure 319 The proportion of Highly Satisfied male and female participants

Sex

B ale
[ Female

60.0%
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40.0%]
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0%~

Hghly satisfied Not highly satisfied
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Figure 3.20 shows that 63% of participgnt at t he Rot her ham Cen
Satisfiedo with the over al I5 whieonlyi4d2%eof ( sc o
participants were AHighly Satisfiedo at
overall satisfaction were also comparedwssn the two centres and showed a
significantly higher score for the Rotherham Centre in comparison with the Sheffield
Centre without controlling other factors.

Figure 3.20 The proportion of respondents reporting overall highly satisfied with the

service
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Satisfaction by reason for attending the service

There were only two reasons for attending the GP WIC which were different between
the respondents of Sheffield and Rotherhasnseen previously in figure 3.Birst,

more patients came to theoRerham GP WICbecause of shorter waiting tise
Secondmore of the patients attending the Sheffield GP W#he to the GP WIC
because of not being registered with any GP in the UK. $8bfeand 3.€ompare the

AHIi ghly Sati sf i e draupsNatbeing registeradnitrsanyiother G e s e
surgery did not affect satisfaction levels, while those who presented with the
expectation of a shorter waiting time than at casualty were more likely to be satisfied
with the GP W Csodoocowmmd3d]l | service [Tabl e

Table 36 Comparison of satisfaction between those who wereegmtered with any
GPand those who were registered with a GP Surgery.

Registered witla GP Not highly satisfied Highly satisfied
Yes n (%) 358(44) 464 (56)
No n (%) 20 (45) 24 (55)

PearsorChi’=0.06: P value=0.46

Table 37 Comparison of satisfaction between those who came to the GP WIC bg
of the expectation of a shorter waiting time than going to ED and all other seasor

Shorter wait than going to| Not highly satisfied Highly satisfied
casualty

No 343 (46) 405(54)
Yes 35(30) 83(70)

Pearson Ch+10.9: P value=0.001

Satisfaction with location and opening hours

There is amall, butsignificant positive correlation between the rating of convenience
of the location and the overall satisfactighe n d @drréladien=046, P value<0.001]
and also between theating of the convenience of th@pening hours and overall
satisfactionK e n d adrréladian=0.0, P value<0.001].
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Satisfaction ofoffice hours andout-of-hours attendees

There was no diérence in the proportion of highly satisfied patients between office
hours and oubf-hours attendees [Office hours=55%, out of hours=57%"=0Ht, P

value=0.5].

Satisfaction between different groups aarding to their intention

Table 3.8shows that the was no major difference in satisfaction levels between groL
who reported different intentions about getting care if the GP WIC had not been ava
Some of these categories where satisfaction seemed to be slightly higher included t
who would h&e looked after their problem themselves and those who would have gc
casualty. So these were further analysed as an individual variable as seen below.

Table 3.8 What wouldpatient have done if thecentre had not been available by

Satisfaction
Satisfaction
Highly Not highly
satisfied satisfied Total

What would you have |Looked after the 60 (58) 43 (42) 103
done if the walkin problem myself n (%)
centre had not been |Gone to my GP or 180 (53) 160 (47 340
available practice nurse

Gone tosee the 39 (72) 15 (28) 54

pharmacist

Gone to see the dentis 2 (100) 0 2

Gone to a Minor 21 (55) 17 (45) 38

Injuries Unit

Gone to hospital 123 (61) 79 (39) 202

casualty department

Telephoned NHS 34 (50) 34 (50) 68

Direct

Called my GP out 18 (56) 14 (44) 32

Had private health car 0 2 (100) 2

Others 13 (43) 17 (57) 30
Total 490 (56) 381 (44 871

Pearson ChEquare=16.3, df=9, P value=0.06
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Overall, 11% patients reported that they would have looked after their health problem
themselvesfithe GP WIC was not established, without any significant difference in
proportion between the Sheffield (11.9%) and Rotherham (11.1%Y={Ch4, P
value=0.4]. &tisfaction leved were comparedetween those who reportdtey would
havelooked after the lealth problem themselvebighly satisfied=58.3%) anthose

who reportedhey would have usesome other NHS service if the GP Whad not
beenthere(56.0%) There was no significant difference between these groups in the

proportions reporting themselvhighly satisfied (CHi=0.2, P value=0.3).

Additionally, an analysis was conducted comparethose who would have gone to
casualty (ED) if the GP WIC had not been establistadi othersThose who would

have gone to ED were slliyghSatyi snioreed ol iwkietl
(61%) than others (55%) with a borderline significance 3€hB, P value=0.07].
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Expectations and satisfaction

The survey respondentsho were expecting GP referral were less likely to eghly
satisfied than othersand those who were expecting medication at the centre were more
likely to behighly satisfied[Table 3.9].

Table 3.9 Satisfaction between different group of participants according to their
expectations with the service
Highl :
Expectations Satigfie)(/j n N_ot_H|ghI3g Chi? statistics P value
(%) Satisfiedn (%)
Advice Yes 300 (58.9) 209 (41.1)
No 189 (52.9) 168 (47.1) 3.1 0.05
Information
Yes 169 141 0.8 0.21
No 320 236
Prescription
Yes 260 195 0.2 0.36
No 229 182
Issue Medicatin
Yes 188 123 3.1 0.04
No 301 254
Othertreatment
Yes 59 57 1.7 0.11
No 430 320
Refer to GP
Yes 9 16 4.4 0.03
No 480 361
Refer to Casualty
Yes 28 30 0.2 0.12
No 461 347

Satisfaction levels in those who were seen by one health cam®fpssioral or by

more than one health care professional

The proportion ofrespondents who wefeHi g h | y \#aagreatsrif thosedvho

were seen by one health care professional (58%) in comparison with two or more (49%)
[Chi’=3.5; P value=0.06]. Hoewer, after controlling for waiting time, there was no
significant difference between the two groups as shiater in this chapter iTable

3.13.
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Satisfaction levels in different ethnic groups

There was significant variation in the level of satisfachoet ween paing ent s 6
to different ethnic groupswith the least satisfaction in Indiapatients(20%) and the

highest proportion of satisfaction in Black Ethnic group patients (64%) as shown

Table 3.10.The satisfaction reported with the serviesas significantly different

between the White Ethnic patients (58% reported highly satisfied) and others (44%
reported highly satisfied) [Chi7.8, df=1, P value=0.005].

Table 3.10 Satisfaction levels of different ethnic groups

Patient ethnicity Not Highly satisfied Highly satisfied
White 315 (42%) 439 (58%)
Black Ethnicity merged* 9 (36%) 16 (64%)
Indian 8 (80%) 2 (20%)
Pakistani 15 (41%) 22 (59%)
Bangladeshi 2 (67%) 1 (33%)
Chinese 5 (71%) 2 (29%)
Other ethnic group 25 (76%) 8 (24%)
Pearson Chi24, df=6, P value=0.001
*Due to small number in each group, Black Caribbean was merged with Black African g
other Black ethnicity

Age and satisfaction

There was a small, but significant positive correlation between age and overall
satisfactionratings( Kendal | 6s0.1@ Pvalue<0.@)Lt i Kendal | 6s c o]
was used as one outcome wasitcwous and other was ordinah the model of
satisfaction developed below, age was grouped into five categories to show the pattern

of AHIi gedy 9Patiehits in different age gro
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Occupation and satisfaction

There were some variations in the satisfaction levels among different occupational

groups

[ Tabl e

3.

117 .

I n

satisfiedesemwvibet h50 %),

Satisfiedo

wi t h

t he

service

gener al ,

while ret.i

(around

student
red pat

7 3 %)

housewives (n=13), carers (n=2), disabled (n=4), not working because ill (n=3), and

selemployed (n=%

Table 3.11 Satisfaction according to the occupation of the participants

Satisfaction
Not highly Highly
satisfied satisfied
Patient's Student Count 103 91
occupation % age 53.1% 46.9%
Working full Count 129 191
time % age 40.3% 59.7%
Working part |Count 38 48
time % age 44.2% 55.8%
Unemployed |Count 33 37
% age 47.1% 52.9%
Retired Count 22 58
% age 27.5% 72.5%
Other Count 21 25
% age 45.7% 54.3%

Pearson Chi2=17.4, df=5, P value=0.004

Note Children and infants wer®t included in this analysis

Satisfaction levels in those seen by a doctor or a nurse

There was naignificantd i f f er enc e

n

t he

proportion o

between those who were seen by a doctor, by a,urémth a doctor and aurse as
shown intable 3.12.
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Table 3.12 Satisfaction levebf patients who were seen by a nursa,doctor or both

Satisfaction
Not highly Highly
satisfied satisfied

Seen by |a doctor Count 158 209
% age 43.1% 56.9%

a nurse Count 133 191
% age 41.0% 59.0%

both a doctor and a |Count 70 68
nurse % age 50.7% 49.3%

Chi’=3.8, df=2, P value=0.15

Satisfaction and the waiting time for treatment

The waiting time for treatment was found to be inversely correlated with the overall
satisfactionscores K e n d adrrelatien=-0.31, P value<0.001] which was true for
both Rotherham GP WIK(e n d adrrélaiien=0.31, P value<0.001) and Sheffield
GP WIC K e n d adrrélalian=-0.30, P value<0.001)}igure 3.2shows a line graph

of therelationshp between thaverageoverall satisfaction scoring anehiting time in
minutes
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Figure 3.21IMeanoverall satisfaction scoring amdhiting time inminutes
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Comparison of satisfaction scales between Rotherham and Sheffield

Table 3.B compares thanean scoresn Sheffield and Rotherharof each of the
dimensions of satisfaction including attitude of receptionists, attitude of doctor/nurse,
satisfaction with waiting time, satisfaction with the treatment giveamd overall
satisfaction wth the service. Iwill be seerthat all dimensions of satisfactions scored
higherin the Rotherham GP WICAfter controlling for socio demographic factors
(including age, sex, ethnicity, office hours or -ofthours, first time us@r but not
quality rehted factors, there was still a significant difference for most of the

dimensions of satisfaction.
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Table 3.13 Comparison between Sheffield and Rotherham for each dimension of patient

satisfaction (Rating 15)

Dimensions of satisfaction Sheffield Rotherham | P-value for | P value for
raw adjusted
Mean (SD) | Mean (SD) | scores scored
Attitude of receptionist 4.36 (0.87)| 4.59 (0.67) <0.001 <0.001
n=466 n =449
Time you had to wait before saw a| 3.24 (1.34)| 3.99 (1.13) <0.001 <0.001
nurse or doctor
n =449 n =431
Attitude of nurse or doctor 4.56 (0.79)| 4.66 (0.67) 0.053 0.071
n =439 n =434
Satisfaction with the explanation 4.43 (0.88)| 4.6 (0.7) 0.002 0.023
about problem by doctor or nurse
n =430 n =434
Treatment or advice 4.40(0.9) | 4.52(0.78) 0.038 0.063
n =430 n =435
Overall satisfaction with the servicg 4.3 (0.97) 4.5 (0.78)
(for this visit)
n =439 n =436 <0.001 <0.001
Overall satisfaction distribution (%)
Rated 5 Very satisfied 49.0% 63.5% <0.001 <0.001
Rated 4 Fairly satisfied 37.1% 29.8% _ i
Rated 3 Uncertain 7.1% 3.0% ' -
Rated 2 Not very satisfied 3.4% 2.3% ] )
Ratked 1 Not satisfied at all 3.4% 1.4% _ -

! P-values calculated from t tests for a difference in the mean reported scores

2 P valuesafter contrding for the effect of other relevant factors including age, sex,
ethnicity, office hours or owdf-hours,andfirst time usewusing a general linear

regression model
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3.13 First time and repeat attenders

The mean rating on the Likert scale)Lfor the convenience of the location of the
WIC was significantly higher for participants who had previously attended the service
than for first time attendees as shown in Table 3.16. ketime attendees were
significantly less likely to report the locatioms fAExcel | ent 0 ( 24 %)
those who had attended the service before [38%i’=12, df=1, P value<0.001).
However, the diffeence was only apparemor the Sheffield GP WIC (first time
attendees=19% versus those who attended the service BFe<hf=116, P
value<0.001)and not for the Rotherham GP WIC (first time attendees=33% versus
those whohad attended the service before=36%, €hi6, P value=0.2)which
probably points towards the better location of Rotherham GP WIC. The waiting time
for treatment was also reported to be significantly higher by the first time attendees as
compared to those who attended the service before. There were no statistically
significant differences in any satisfaction component or the overall satisfactioa level
between the two groups. As expected, those who attended the GP WIC previously
were more likely to report that they would use the service again than those who were
attending the service for the first time. The difference was only found to be statistically
significant among the participants from the Sheffield GP WIC (mean scores=4.6 vs 4.1,
t=3.8, P value<0.001). For the Rotherham GP WIC, there was no difference in the
future intention of using the GP WIC service again between the first time attendees
(mearr4.5) and those who attended the service before (mean score=4.6) [t=1.6, P
value=0.14].
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Table 3.14 Comparison of responses between first time attendees and those who had
the service before. Data include both Rotherham and Sheffield (N815, missing=15)

Items First time Previously Statistics | P-value
attendees attended the
Mean (SD) | service
(n=436) Mean (SD)
(579)
Convenience of the location
. 4.01 (0.7 4.18 (0.7 . <0.001
(Likert Scale 15) 01(0.78) 8(0.73) 3.5 0.00
Convenience of the opening
hours (Liket Scale 15) 4.29 (0.61) 4.33 (0.69) 11 0.29
Patient reported waiting tim
o 62.1 (48.3) 54.3 (41.7) -2.47 0.01
(in mins)
Attitude of receptionist
(Likert Scale 15) 4.46 (0.81) 4.49 (0.78) 0.5 0.59
Time you had to wait before
saw a nurse or doctor 3.52(1.3) 3.69 (1.2) 1.8 0.06
(Likert Scale 15)
Attitude of nurse or doctor
(Likert Scale 15) 4.6 (0.76) 4.6 (0.71) 0.35 0.73
Satisfaction with the
explanation about problem
by doctor or nurse (Likert 4.5 (0.8) 4.5 (0.8) 0.399 0.69
Scale 15)
Treatmenbr advice received 4.5 (0.86) 4.4 (0.84) 0.68 0.49
(Likert Scale 15) o S ' '
Overall satisfaction with the
service (Likert Scale-5) 4.37 (0.92) 4.39 (0.87) 0.31 0.75
Going to visit another
. 22% 20.4% 0.3* 0.32
service for the same problel
Woul ki
ouldyou use s walkin |/ >5 94y | 4,55 (0.68) 455 <0.001
centre again in
Actually visited another
NHS service (response fron 41.2% (60) 40.5% (54) 0.01 05

postvisit survey) in %age

(n)

* Pearson CHistatistics
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Multivariable analysis of factors affecting satsfaction

The overall satisfaction was dichotomised as explained earlier to make a binary
outcome of AHi ghl ygavSasstoie ®ffSiom tHedlLikdrttStale)saed wh o
A Not Hi ghl y Satgdawh sceréob4 of leds ors the LikertScale).
Logistic Regression was applied on this outcome and all relevant variables and the
responses of multiple response variables which were significantly associated with this
outcome were included in the model. The following variables were inserted in the

model

Rating of theconvenience of thimcation of the centre
- Rating of theconvenience of thepening hours

- Reasons for coming to the centre (only easponsavhich was significantly
associated with the outcomeasincluded shorter waiting time than going to
ED)

- Age divided into five categories

- Sex

- Ethnicity

- Patient eccupation

- Whether the patient was seen by one health care professional or more than one

- Whatthe patient would have done if the centre had not been establishisd (
one response which was sificantly associated with the outcome was

included:l would have gone to ED

- Patient expectations (only three responses which were significantly associated
with the outcome were included: expected advice, expected medication,

expected retcs@R)r al to patiento

- The patient reported waiting time

96



Nagelkerke R square statistics showed that this model was able to explain around 31%
of the variation in the outcome, which was acceptable in this case as there are many

factors influencing patient satisfactiontivia health care service.

The waiting time for treatment was the most important determinant of satisfaction.
Table 3.15 shows that with each minute increase in waiting time, the probability of
being AHI ghly Satisfiedo r e d v explanatobyy ar
variables included the rating of the convenience of the GP WIC location and opening
hours; both of them show that satisfaction increases withetter rating of the
convenience of theocation and opening hours§hose who were attending thergice

because of the shorter waiting time than ED were around 1.8times more likely to be
Highly Satisfied than those who had other reasons to attend. The model also shows
that ethnicity became insignificant after controlling for other factors. Younger age
groups were less likely to be satisfied. No difference in terms of patient occupation or
sex was found. Furthermore, first time users and repeat users had no difference in
satisfaction | evels. The wvariabl enreegard
had not been thereo was B¢ fma mddal showsthate f f e
there was no difference in satisfaction between Rotherham and Sheffield after

controllingfor all major factors [Table 3.15].
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Table 3.15Logistc r egr essi on

of explanatory var
Sat i sf i e*@ddustédrorother@griables in the model.

Variable in the Model Effect size Adjusted odds ratio* (95%
(B) Cl)

Centre: Sheffield -0.24 1
Rotherham 0.8(0.5t01.1)

Reason for coming

All other reasons 0.57 1

Shorter waiting time than ED 1.8 (1.0 to 3.0)

Convenience of locatior(Likert Scale 15) 0.33 14(1.1t01.8)

Convenience of opening burs (Likert 1-5) 0.61 1.8(1.3to0 2.5)

Used the GP WIC previously 1

Not used the centre previously -0.27 0.8(0.5t01.1)

Ethnicity

White 1

Black Ethnicity merged* 0.37 1.4(0.5t05.1)

Indian -0.93 0.4 (0.1t0 2.6)

Pakistani 0.30 1.4 (0.6to 3.1)

Bangladeshi -1.01 0.4 (0.1to 4.5)

Chinese -0.37 0.7 (0.1t0 4.3)

Other ethnic group -1.29 0.3(0.11t00.9)

What patient would have done if no GP WiI

All other responses 0.09 1

Would have gone to ED 1.1(0.7t01.7)

Male 0.15 1

Female 1.2(0.8to 1y

Waiting time (in mins) -019 0.98 (0.97 to 0.98)

Occupation

Student 1

Full time working 0.46 1.6 (0.8 t0 3.0)

Working parttime 0.36 1.4 (0.7to 3.1)

Unemployed 0.47 1.6 (0.7 to 3.4)

Retired 0.81 2.3(0.8t06.6)

Child/Infant -0.23 0.8(0.4101.8)

Others 0.58 1.7 (0.7 to 4.4)

Expectations prior to consultation

Expected advice -0.1 1

Not expected advice 0.9(0.6t01.2)

Expected medication 0.1 1

Not expected medication 1.1(0.8t01.5)

Expected referral to GP -0.9 1

Not expected referral to GP 0.4 (0.1t0 1.0)

Age group 07 15 1

1671 24 -1.2 0.3 (0.210 0.6)

2571 44 -0.8 0.5(0.210 1.0)

457 64 -0.5 0.6 (0.3t0 1.4)

65 + 0.3 1.4 (0.4 t05.0)

Seen by one health care professional 0.1 1

Seen by more than one health care
professional

0.9 (0.6 to 1.9)
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3.3.14 Ability to look after the problem afterconsultation

After the consultation76% of patientsreported that they would now lable to look
after thér health problemwithout any difference between the Sheffield GP WIC
(75.3% and the Rotherham GP WICH.7%9 as shown in tabl8.16.

Table 316 Patients who reported to be able to look after the health problem after
consultation in Sheffield and Rotherham GP WIC

Able to look after the Rotherham Sheffield
problem

Yesn (%) 330(75.3) 329(75.7)

No (%) 108(24.7) 106(24.3)

Chi’=0.04, P value=@a

Of those patients whéelt unable to look after the problem, most reported their
intertion to visita GP (69%), followed by ED (18%) and other health care services
(13%), without any major difference between the participants from the Sheffield GP
WIC and RotherharGP WIC as shown iffable 3.7.

Table 3.7 The responses of the participants who reported ithteintion to visit
anotherservice after receing consultation at the GP WICs

Intention to use other Rotherham Sheffield
NHS service after _ _
receiving consultation n=100 n=105
% (n) % (n)
General Practitioner 67 (67) 70 (74)
Emergency Department 23 (23) 12 (13)
Another valk-in centre 4 (4) 3(3)
Other NHS service 6 (6) 15 (15)

Chi*=9.7, df=6, P value=0.1
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The proportion of patientssthowe e A Hi g h | y higlet (699%) fa thase wa s
who felt able to look after the problem aftertheir consultationwas significantly
higher han those who were not able (#2.)%[See table 39.

Table3.BThe proportion of fthbsegvhd were &ke toilosk
after the problem after consultation and those who intended to visit arethize

Able to look after the Highly Satisfied Not Highly Satisfied
problem
% (n) % (n)
Yes 59.9 (382) 40.1 (256)
No 43.6 (89) 56.4 (115)

Chi’=16.5, df=1, P value<0.001
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3.3.15 Advice/treatment received at theGPWIC

Most of the patients received some advice from the GP WIC and agoanirof the
patients at each GP WIC also receiweegrescription. Only a small proportion of
patients were referred to a GP surgerymED. There were no major differences in the
proportion of any of the treatment/advice received between Sheffield and Rotherham
(figure 3.23).

Figure 3.2 Comparison of advice/treatment received at the GP WICSheffield and
Rotherhan{in percentages)
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These outcomewere also similar tahe expectations of patients before receiving the
consultation at the servic@igure 3.24)which suggeststhat the GP WICs fulfil
pati ent s 0 Tleer were, hoaver tavonexceptions; ongas theexpectation

of receiving medication which was expectedaimuch higher propadion than actually
received medication, anthe other exception wagetting areferral toa GP surgery
which was expected in a lower proportibian got one.

Figure 3.3 Comparison of patient expectations before receiving consultation and the
actual treatment/advice received at ¢teatres (in percentages)
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3.3.16Views on sharing GP WIC visit information with
patientds GP

In the survey, p@entswere asked about their views on the wialkcentres sending
information about their visit to their GRMost of the patients agreed that the WRC
should always send information t othet he
patient should be askat each visit to the GP WIC. Thetkatwas reported in a higher
proportionof patientsat the Sheffield GP WI{igure 3.25)

Figure 3.2 The comparison of responses betw&otherham and Sheffiefghrticipants
regarding their views on sharing GP WASIit information withp at i e nGP6s o wn
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100.0% Name

Bl Rotherham
B Sheffield

50.0%-

60.0%

Percent

40.0%

20.0%

0.0%~ T
| think this should |think the patient |think this should Cther
always happen should give never happen
permist'_sion each
ime

103



3.4 Discussion

3.4.1Survey data and Routine data

It is important in a survey to determine the representativeness of the sample selected in
the survey. In this studyputine data from the cée wereretrieved for the same
duration a when the survey was conducted and some of the important variables were
compared to determine the representativeness of the selected participants. The
insignificant difference between the average ages of two @dsastows that the
selected study participants belonged to similar age groups as in the routine data and
selection bias was unlikely to affect the results. In addition, the patterns of the age
groups were also very similar in the survey and the routinethémwnore, the
comparison of the survey and routine data for the patients attending the service at
different times, either during working hours or evenings/weekends, was also a very
important variable to determine the comparability of the results of tilnily sIf a very

high proportion of respondents were those who attended the service during evenings or
weekends, there was a possibility of over estimating of the patient reported waiting
time variable. It could also result in the appearance of lower aaimh with the
service than the actual level of satisfaction of the patients attending the service. On the
other hand, if a higher proportion of respondents were from those who attended the
service during working hours, the satisfaction level would apfmeae higher in the
presence of shorter waiting times. In this study, no difference was observed between
the proportion of patients attending GP WIC in the evenings and weekends as
observed in the routine data and the proportion in the survey dataSitetiield.

The proportion of patients attending Rotherham GP WIGobwaiffice hours was

lower in the routine data as compared to the survey data. There are a few possible
explanations for the differences between survey and routine data for the propbrtion
patients attending the Rotherham @BMC during office hours and owf-hours. First,

the survey questionnaire was mostly filled in by the patients while waiting for
treatments, so it is possible that office hours waiting time was markedly lower which
did not allow patients time to fill in the survey questionnaire. Second, the time of visit

was not recorded for a large number of patients inchewmt r e 6s r outi ne
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missing out of 2362; around 20%) which might have affected the percentages of
patierts attending the service eat-hours.

However, it has been identified that there was no difference in satisfaction levels
between those who attended the service during office hours and those who attended

out-of-hours, which was the main outcomehiststudy.

3.4.2Main findings

This study provides the first evidence in the UK about patient satisfaction and
experiences of GRVICs. The GP WICs operate with longer opening hours than
routine GP surgeries and open during weekends and bank holidegsa &P at the
centre along with nurse practitioners,
update any treatment or advice given at the ceBineffield GP health centre, 2012

The location and opening hours of these centres are highly satigfemtthe majority

of the patients. Convenience of the Rotherham centre was reported as slightly higher,
possibly because of the availability of free onsite car parking for patients. Studies have
shown that patients use walk facilities because of eaggccess and much shorter
waiting times as compared to GiPactices $alisbury, 2008). Unregistered patients
were in higher proportion at Sheffield GP WIC, possibly because of the higher number
of students living in the locatioNo major differenceavas fownd in satisfaction levels

with this service between registered and unregistered patients.

On the other hand, the findings showed that the number of patients who knew about
the service because of noticing the GP WIC board while passing through the nearby
roads was higher at Sheffield than that of Rotherham centre. This was possibly because
the Sheffield GP WIC was located near the city centre, whereas the GP WIC was
located in a relatively isolated place where patients could not see them on their ways.
Howe\er, it can be seen that the newspaper and television advertisements seem to be
better working in Rotherham than in Sheffield. It also shows that referrals from friends
or families remain the most important source of information for choosing a health care

service.
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3.4.3Why do patients attend walkin service?

There are a number of reasons why patients decide to choose-ia waikice instead

of using an ED or a GP surgery. Some of the factors identified in this survey include;
unavailability of a GP appointment, convenient opening hours of the GP WIC,
convenient location and in some cases unwillingness to attend an ED because of longer
waiting times than at the GP WIC. If a patient needs an urgent appointment with a GP
and is unable to obtain ométh the registered practice, the GP WIC can be considered
the most appropriate alternative than going to the ED to get reassurance from a doctor.
On the other hand, if patient attends teatre for a problem which otherwise would

be manageable at honteeh this use ofentre use would be considered inappropriate.
This probably creates additional demand on health care services which otherwise
might not be needed. There is a large proportion of patients who reported that they
would solve the problem theniges if thecentre was not there. This shows that by
publicising the existence of the GP WIC in public, many patients will use the service
who otherwise would not use any health care service only because the service is there.
Conversely, if the GP WIC isoh publicised at all, then the centre may not be able to
reduce patient load at other services due to the lack of knowledge. The NHS 111
service can possibly play the most important role in this regard and can possibly divert
patient flow in the right diretion. Furthermore, 111 can be publicised freely among the
general public and in future it can become the first point of contact in case of urgent
health problems.

The other most important reason to attend the GP WIC was the convenience of
opening hours fothe GP WIC. The majority of the patients reported that they would
have gone to their own GP if the centre had not been established. This means that these
were the patients who were using the service as an alternative to a GP surgery and not
the ED. Neveheless, the GP WIC can still be very useful for patients who had urgent
health problems in the evening (or at weekends) and used this service as an alternative
to a GP because a large proportion of patients presented were unable to reach their own
GP. Inthese circumstances, the patients would either present at ED, wait for their own
GP, or may have just ignored their health problem, which could possibly have led to
presenting at ED at a later time. However, if a patient regularly uses the GP WIC

instead 6own GP surgery then that would an inappropriate use of the service.
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A high proportion of patients attending t6€ WICswerehighly satisfied overall with

the services. This was true for both first time users and repeat users and so is not just a
type o f 6survivoro effect due to dissatisf
services such as minor injuries units or ED. The satisfaction scale was dichotomised
into AHighly satisfiedod (scoreidwhich)js and
re@ommended as the most appropriate cut of
(Collis, 2003) The longer time to be seen at Sheffield centre, particularly during
evenings and weekends, was of concern. T
theservice. The results showed that the ooc
the service reduce by around 2% with every minute increase in the waiting for
treatment. After controlling for the effect of the waiting time there was no difference in

the satisfaction level between the two centres. Studies show that waiting time is one of
the important factors for evaluating emergency care services as it has significant

i mpact on t he gu alouttoge (Beniukc20kBernseem,200p)at i e n
Another studyhas reported that waiting time is a very important determinant of
satisfaction in primary care cof-hoursservices Yan Uden, 2005)Patients seen by

both a nurse and a GP had longer waiting times than those seen hgattiecare

professim a | onl y. I n addition, the proportior
those who were seen by one health care professional (58%) in comparison with two or
more (49%) [CHi = 3.5; P value = 0.06]. However, after controlling for waiting time,
therewas no significant difference between the two groups. Sheffield GP WIC had a
significantly higher proportion of patients seen by two health care professionals. The
triage system at the two centres works differently, which might be responsible for the
difference.

Previous studies have shown higher satisfaction rates with nurse ledhveaktres

(79% reporting being highly satisfied) compared to@RWICs | have studied (49%

and 64%), though our results are comparable with reported patient satisfatti@Pwi
practices (66%jSalisburyet al 2002). The patient satisfaction levels observed in this

study were also general§ymilar tothose reported for other walk centres in London

and outside London whiatanged from 51% to 79%Cpster, 2009).
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The daa also shows that the activity of these centres is higher at evening and
weekends than during office hours, and

accessibility to GPs at times when their own GP is not available.

There are a number of imgant limitations to this studgomponentFirst, only two
centreswere includedn the surveyAlthoughthe GP WIC services offered by these
two models are typical of others across the NHS, but it is possible that their locations
and patient populationgseanot. Most of the other GP wallik centre services in the UK
would be similar to one model or the other or lie somewhere between these two
models. The core purpose of the GP wialkentres is identical all over the UK, which
is to offer GP access withbappointment and available over weekends and evenings.
Therefore, the findings of this study can be used to understand satisfaction and
experiences with GP walk centre in the UK. Walin Centres have been established
in the United States, Canad&lutchison 2003) and also introduced recently in
Australia (Parker 2012) In countries where services have just started or are being
planned, it is very useful to refer to experiences with similar services in other countries.
Thus, it is important to understrhow these kinds of services work, what kind of
patients attend these services and how effective they are in addressing patient needs.
Thereforethe findings of thistudycan be extrapolated to other similar settings where
GP access needs to be impraved
Second, the response ratehts patient survey was only 57%, and the response rate to
the follow-up post visit survey only 50% of those who received the questionnaire.
Furthermoreonly around one third of the patients attending these services deng t
survey period received the questionnaire (an estimated 1821 out of 5899). In many
surveys, the response rate is a major source of (Bidgia 1998) There were a
number of reasons why the questionnaire was not received by every patient attending
the ®rvice. Firstly, the survey questionnaire was handed out by the receptionists, so
during some very busy hours it was not always possible to hand over the questionnaire
to every single patient due to the time required to describe the study. Secondly, the
guestionnaire was given to the patients along with the patient registration sheet which
every patient receives when they present to a“wabientre. If the patient returned
their completed registration sheet along with a-oompleted questionnaire, the
reaeptionists sometimes redistributed the questionnaire to the next patient. In this case
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it was not possible to keep a record of how many patients actually received the
guestionnaire. In addition, survey questionnaires were also placed in the waiting area
to be accessible for every patient. Thereftie estimates of the numbers receiving the
guestionnaire are based on the number of questionnaires known to have been
distributed and the number of filled questionnaires returned to us. However, the
number ofpatients who actually received a questionnaire may be larger than this.
Studies have reported that patientsd sat
with different characteristics including age, sex agttinicity (Campbell, 2001,
Salisburyet al, 2010) However the comparison of the demographicstiud survey
respondents with routine centre data did not show any significant difference between
the two populations, sib was expecedthat the sample is a true representation of the
population.

Another limitation was the lack of recording the perceived health status of the patients
in the survey. Ithas been reported that perceived health status is an important
determinant of patient satisfactioDgnielsen, 2010; Crow, 2002yherefore, it could

have been incorporated to help explain differences in satisfaction levels for example
between centres or age groups. Lastly, the questionnaire wasvaideded for the
purposes of this study, although the satisfaction scale used in the study wastk&actly
same as used in previous studi@sGathain 2009;Salisbury 2002) It is possible that

some of the dimensions of satisfaction with these services are missing in this scale.
However,the mainanal ysi s was based on dosalrall
dimensions of satisfaction. There is a systematic review which has questioned the
reliability and validity of questionnaires used to measure satisfaction wibi-dwurs

health careservices Garratt, 2007) The review found that most of the pubiisd
satisfaction questionnaires are not fully validated to measure satisfaction and need to
be used with caution. The review, however, suggested that it is preferable to use
published scales rather than those which have not been published. Thus, thiheise of
same satisfaction scale in thiangey which has been used in similar health care
settings by other studies enablew to make comparisons with other satisfaction

studies.
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3.5 Conclusion

The survey was able to answer the research question regtelinge of GP WICs in

Sheffield and Rotherham and patientsd sai

1 Both GP WICs were utilized by the residences of their catchment area although
the activity during office hours was relative low at the Rotherham Centre. Both
of the GP WICs were particularly busy at weekends which showed that it

i mproved patientsd access to a GP whe

1 It was identified that overall patient satisfaction was higher at the Rotherham
Centre in comparison to the ShelfiecP WIC. However, after controlling for
waiting time for treatment, the satisfaction levels were not significantly
different. The waiting time for treatment was the most important determinant
for satisfaction and in thigéel gt Sdayi af
category reduced by 2% with every minute increase in the waiting time. This is
probably true for ot her urgent car e

expectation of a quick service in case of an urgent health problem.

1 The locations anthe opening hours were found to be appropriate although the
Rotherham GP WIC was rated higher for its location as compared to the
Sheffield GP WIC. No major difference was found between the ratings of the

opening hours of these services.
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3.6 Summay

This chapter reports on the primary patient surveys. Patient experience and satisfaction
surveys were conducted at two GP WICs in Sheffield and Rotherham over three weeks
in 2011. The response rate in the primary surveys was 57% with a slightly higher
response rate at the Rotherham centre. Opening hours and locations were highly
satisfactory for the patients attending these services. Most of the patients reported that
they attended the GP WICs because of the unavailability of their GPs. One fifth of the
patients reported that they would have gone to ED if the GP WIC had not been there.
The findings showed that a majority of patients were satisfied with the services, with
slightly higher satisfaction rates at the Rotherham centre which were insignifigant af

controlling for the waiting time for treatment.
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Chapter four
Postvisit survey

4.1 Introduction

In this Chapter, thpostvisit follow up or secondargurvey will be discussed in

relation to thgorimarysurvey which was discussed in Chapkeee.

The postvisit survey was designed primarily to identify whether the patient had used
another NHS service for the same health problem after visiting the GP WIC so that the
potential impact of the introduction of GP WICs on demand for other secocks be
deter mi ned. Il n addition, it al so helped

primary survey.

4.1.1 Objectives
1 To determine if patients followed the treatment given at the GP WIC

T To determine i f the pat edaftetrecéivingeal t h |
their consultation/treatment at the GP WIC

1 To estimate the proportion of patients who had to use another NHS service for

the same problem after receiving consultation/treatment at the GP WIC

1 To identify which other services patients @igetheir health problem if their

problem is not resolved at the GP WIC

1 To identify any important factors which may predict the use of another service

after receiving consultation at the GP WIC
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4.2 Methods

4.2.1 Study Design

This was afollow up cross sectional, postal survey linked to themary on site
surveys at the Sheffield and Rotherham GP WICs.

4.2.2 Study period
The postal survey questionnaire was sedt\Beeks aftethe patients visitedhe GP
WIC. All questionnaires were sent betweefi @ct 2011 and 30 October 2011

sequentially to the patients who agreed to participate in the/gitssurvey.

4.2.3 Study participants

The last section (section D) of the main survey gquestionnaire asked whether the
participant would be happy tceeceive another, posisit, questionnaire and if the
patients agreed their contact details were requested. Only the primary survey

participants who agreed to receive the post visit questionnaire were sent it.

4.2.4 The post visit questionnaire

The secondry survey or postisit survey was a postal survey conducted ®eeks

after visit the GP WIC. The last section (section D) of the primary survey
guestionnaire asked whether the participant would be happy to receive another post
visit questionnaire and geested contact details if agreeable. Only the participants of

the primary survey who agreed to receive the -pisit questionnaire were sent the
guestionnaire. If the participant agreed to receive thepsistquestionnaire but only
provided an email gdress then the pesisit questionnaire was sent through the
researcher s email a d d wisitgygestionhaire wag dent layt h e r

post. No reminder was sent.

The primary survey questionnaire which was used in the main survey wagddopt
from previous research by O Cathain et al, 2009. The post visit questioongire
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included three questions about treatment compliance, resolution of the problem and
use of other NHS service8gpendix11).

4.2.5 Data collection procedures

The quesonnaire was printed on a one sided A4 sheet with a covering letter. The
unique serial number of the primary survey questionnair¢hat the participant had
completed was entered on to the post visit questionnaire they weressehgtthe
datafrom thepostvisit surveycould be matchedith the primary survey.The survey
guestionnaire was sent around 3 to 4 wee
selfaddressed, prepaid envelop was sent with every questiontidine. participant

agreed to regee the poswisit questionnaire but only provided an email address then

the postvi si t guestionnaire was sent by emai
address. In all other cases, the posit questionnaire was sent by posbne of the
participaits received the questionnaire through both email and [dosteminder was

sent.l did not use reminders in this study because of ethical concerns as the patients
hadalready been contacted by us twice for the study, first for the main questionnaire,
followed by the post visit questionnaire. In addition, the post visit questionnaire was
sent around -3 weeks after the visit, so if a reminder was sefirther 34 weeks

later, it was less likely that patientvould have rememberedahat actionsthey had

takenup to8 weeks earlier.

4.2.6 Data entry and analysis

Data were entered in SPSS version 19 and thewkdd to the survey datiom the
primary questionnairausing the serial number which wake same for the postisit
survey and the main survey questaire for each participant. descriptive aalysis

was conducted to determine the demogragdithe respondent® the postvisit survey

and this was comparé with the respondents of thprimary survey Treatment
compliance andesolution of the complat was described, and a compariseas
made between th8heffield and Rotherhamparticipants. The proportion of patients
who subsequentlyused another NHS service for the same health problem was also
compared between the respondents of the Sheffield atieéiRam GP WICPostvisit
survey data were also used to determine the proportion of patients who were referred

to another service by the GP WIC. Logistic regression was used to identify predictors
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for the use of anothdrealthcareservice (outcome). Theossible predictors examined
included age, sex, time of visit, ethnicity, occupation, treatment received at the GP
WIC, treatment compliance, the reasons for attending the GP WICs, and satisfaction
with the service.

Responses in the pegsit survey abut the use of another service were used to
examine the validity of patient reported intentions to visit EDs in surveys.

The results of the posisit survey were presented to managers and staff at the GP

WICs in Sheffield and Rotherham to receive feedlzuk validate our findings.

4.2.7 Ethical approval

No additional ethical approval was required for this component as it was agreed with
the ethics committee in the approval for grenary survey that patients would receive
another questionnaire if eged in the main questionnairllo written consent was
required as it was a seaktport questionnaire and consent was considered given if a

patient filled in the questionnaire and sent it back.
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4.3 Results

4.3.1 The response rate

Around half of the patients (258/538, 48%) who agreed to receive thevisast
questionnaire responded to the pasit postal survey [Figure 4.1].

4.3.2 Characteristics of respondents

The demographics of the participants of the st survey were slighthdifferent

from the respondents of the main survey in terms of age and ethnicity. The mean age
of the respondents of the paassit survey was significantly higher [Table 4.1]. The
respondents of the pesisit survey were more likely to be white ethnidipats. There

was no difference in the proportion of male and female respondents between the main
survey and the posfisit survey. Figure 4.2 shows the age distribution of the main
survey respondents and the respondents of thevmastollow up survey.Table 4.2

shows further description of the characteristics of the respondents from the Sheffield
and Rotherham GP WICs.

4.3.3 Survey results

The postvisit survey showed that almost all patiemtbo respondedollowed the
advice completely (90%) or para (around 9%) without any significant difference
between the two GP WICgTable 4.3) A little over half the post visit survey
respondents reported that the health problem they had attended the GP WIC for was
completely resolved and 33 (13%) said tlmetit problem was completely unresolved.
The reported health problem resolution rates between the two Centres were similar. A
large proportiorof patients at both centres reported the use of other NHS services for
the same problem after visiting the GHCs (n=114)[Table 4.3]. Figure &8 shows

the proportion of patients who visited different health care services after visiting the
GP WIC. Around 64%o0f patientsin Sheffield and 68% in Rotherhamisited their

own GP after visiting the centre. Around 14%udse who had to attend another NHS

service visited ED, both in Sheffield and Rotherham.
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Figure 4.1 Responseaates of patients to the post-visit follow up survey

Sheffield Rotherham

Number of patientswho
Received the primary

questionnaire

Number of patientswho

returned the primary questionnaire
N

Number of patientswho agreed

to participate in the post

-
-
-

visit survey

Number of patientswho returned

\ \— \—

the postvisit questionnaire
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Table 4.1 Comparison of the characteristics of p@st survey respondents and the
respondents of therimarysurvey

Variables used | Primary survey Postvisit
for comparison | participants who did | survey
not respond to the t-test P value
postvisit SurveyN = | N =
Age in years 28.9 (18.5) 38.9 (21.5) -6.6 <0.001
(SD)
Age groups
07 15 18.7% 18.3%
1671 24 29.5% 10.1% 77.1* <0.001
2571 44 31.0% 25.7%
4571 64 16.0% 33.1%
65+ 4.7% 12.8%
Sex
Male 40.6% 36.7% 1.2*%* 0.15
Female 59.4% 63.3%
Ethnicity
White 83.8 93.0
Black (merged? 3.2% 2.0%
Indian 1.1% 1.2%
Pakistani 4.8% 2.3% 16.9+ 0.009
Bangladeshi 0.4% 0.4%
Chinese 1.2% 0.0%
Others 5.2% 1.2%

* Pearson CHistatistics; df=4 , ** Pearson Chstatistics; df=1, *** Pearson Chidf=6

@ Due to small number in each group, Black Caribbean was merged with Black African

other Black ethicity
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Figure 4.2 shows the age distribution of the respondents of the primary survey

and the respondents of the postisit survey
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Table 4.2 Characteristics of the respondents of the pestsit follow up survey in
Sheffield and Rotherham

Demographic characteristig

Sheffield GP WIC

Rotherham GP WIC

Age in Mean +SD 39.4 £19.2 38.5 +23.6
Sex in %age (n)

Male 38.1 (48) 35.4 (46)
Female 61.9 (78) 64.6 (84)
Occupation %age (n)

1. Working fulttime 36.2 (46) 38.8 (40)
2. Student 15.7 (20) 20.8 (27)
3. Working Partime 16.5 (21) 11.5 (15)
4. Retired 17.3 (22) 20.0 (26)
5. Unemployed 6.3 (8) 4.6 (6)
6. Preschool age babies 2.4 (3) 7.7 (10)
7. Other 5.5 (7) 4.6 (6)
Ethnicity

1. White 88.8 (111) 96.9(127)
2. Pakistani 3.2(4) 15 (2)
3. Black African 2.4 (3) 0.8 (1)
4. Indian 2.4 (3) -

5. Black Carilbean 0.8 (1) -

6. Chinese - -

7. Bangladeshi 0.8 (1) -

8. Black Other - -

9. Other ethnic group* 1.6 (2) 0.8 (1)

* Other ethnic group includdsatin American/White, Somalian and Slovakian
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Table 4.3 Comparison of responses to the-pis#t survey questions between Sheffield an
Rotherham (n=258)
Survey questions Centre Sheffield Centre Rotherhan] Chi statistics| P-value
% (n) % (n)
Follow the advice
(treatment)
Completely followed
90 (113) 90 (118)
Partially followed
9 (12) 8 (11) 0.39 0.8
Not followed
1(2) 2(2)
Health problem
resolved
Completely resolve 61 (78) 57 (75)
Partially resolvec 2.80 0.3
24 (30) 32 (42)
Not resolved at al 15 (19) 11 (14)
Visited another NHS
service after visiting
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Figure 4.3 Services which patients had used for the same health problem after visiting
the GP WICYn=114 Sheffield Centre=56, Rotherham Centre}58

Centre Name Which senice patient
had to use

Rotherham Sheffield [ Gone to my GP or practice
nurse

o Gone to hospital casualty
department

[ Gone to see the pharmacist
I Other
[ more than one service
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Table 4.4 Comparison of the ED referrals at the GP WIC and the :
use of ED services by patients after attending the GP WICs
Referred to ED by Attended ED services for the sar
the GP WIC problem
Yes N¢

Total
Yes 11 8

19
No

3 227 230

Total 14 225

Table 44 looks at the post visit survey respondents by whether they reported in the
primary sirvey at the time of consultation whether they were referred to ED, and their
subsequent use of ED for the same health prablérare were3 patients who were

not referred to ED by the GP WIC but visited ED for the same health problem after
visiting the GPWIC. Eight patients whaeported in the primary survey that thegre
referred to ED by the GP WIC did not attend any ED service.
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Table 4.5 Comparison of the GP referrals at the GP WIC and the
use of GP services after attending tHe WICs
Referred to GP by Attended GP services for the sa
the GP WIC problem
Yes N¢
Total
Yes 15 8
23
No
58 168 226
Total 73 176

Table 45 shows that only a small proportion of patiel(®3/249) receivel a GP
referral from the GP WICbut the number of patients who usadGP service after

visiting the centre was much high@3/249).
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Table4.6 Comparison opatient intention to it another service afte
receiving consultation ahe GP WIC and the actual use other servig

Reported Attendedanother srvices
intention to visit
other servicafter
consultation

Yes N¢

Yes 53 8
61

No 55 135 190

Total 109 86

The postvisit survey resposes were alsased todeterminewhether those who stated

in the primary survey thatthey intended to visianother NHS servicafter the
consultation actually did soTable 4.6 compares patient intentions to visit another
NHS service (after the consultation at the GP WIC) and the actual use of other service
(as identified in the postisit survey). 109 patients visited another service, atthou

only 61 reported their intention to visit another service in the primary survey

questionnaire.

Thus, based on the data of th@wimary survey questionnaire and pesgsit
questionnaire, a positive predictive value8&.8%6 (53/61) (CI=76.6%, 8.7%0) and
negative predictive value af1.1% (135/190)(CI=64.3%, 77.26) was calculated of

the survey questiomegardingp at i ent 6 s amothér eNH$ isavvite aftey
attending the GP WICs. Here, positive prasievalue shows that that the proportion

of patientwho use another service of those who report their intention to use another
service whilst negative predieé value shows the proportion of patients who did not
use another service of those who reported their intention not to use another service in
the suvey question. This was calculated to determine the predictability of the patient

intention questions used in the survey.
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Table 4.7 Comparison of satisfaction level reported in the primary survey to the |
visit survey and between those patient vilad to use another NHS service
subsequently

Highly Satisfied | Not highly Chi? P value
Satisfied statistics

Participant of the
primary survey
who did not
respond to post

visit survey 53.0% 47.0%
(n=628) 9.3 0.001

Postvisit survey | 64.4% 35.6%
respondents

(n=247)

PV respondents | 57.1% 42.9%
who used another

service (n=98) 3.6 0.04

PV respondents

who did not use 68.9% 31.1%
another service

(n=148)

There was a significant di fference in t
among the postisit survey respondents and thether respondentdo the primary

survey questionnaire [Table 74. In addition, amongst the postisit survey
respondentsthe proportion ofi Hi ghly Sati sfiedo patients
did not use anber service after visiting the GP WIithan for those who did use

another service
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Table 4.8 Levels of treatment compliance and problem resolution, and use of 0

NHS services

Did you visit another

service -
Chi* test P value
Yes No| for trend*
Patient followed the
treatment/advice
Yes completely (n230) 38.7% 61.3%
3.6 0.06
Yes (Partially) (n23) 60.9% 39.1%
No (n=2) 50.0% 50.0%
Patientds hea
resolved after visiting GP
WIC
17.0% 83.0%
Fully resolved (r153) 79.3 <0.001
74.6% 25.4%
Partially resolved (n=71
81.3% 18.8%

Not resolved at all (n=32

* Linear by linear Associations at df=1

Table 4.8 shows the association between use of other NHS services after visiting the
GP WIC and bth treatment compliance (whether the treatment was followed
completely, partially or not at all) and whether patients reported that their health

problem was resolved (fully resolved, partially resolved or not resolved at all) using a

Chi® test for trendAs expected, the association with selported problem resolution

was highly significant, showing that those patients who reported that their problem
was fully resolved were least likely to visit another service as compared to other
patients. Similarly,lere was some weak evidence that those who completely followed

the treatment/advice given at the GP WIC were less likely to visit another service than

others.
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Table 4.9 Comparison of the use of other services according to the patient expectatic

the GP WIC (n=255)

Did you visit another Chi?
What patient received at the | service . P val
GP WICs Yes statistics value
NoO (df=1)
Expected advice
Yes (n=158) 40.5% 59.5% 0.01 0.50
No (n=97) 41.2% 58.8%
Expected to receerinformation
Yes (n=92) 44.6% 55.4%
No (n=163) 38.7% 61.3% 0.85 021
Expected to receive a prescripti
Yes (n=141) 37.6% 62.4%
No (n=114) A44.7% 55.3% 1.33 0.15
Expected to receive medication
Yes (n=91) 41.8% 58.2%
No (n=164) 40.2% 59.8% 0.06 0.46
Expected treatment other than
medication
Yes (n=30) 46.7% 53.3% 0.49 0.31
No (n=225) 40.0% 60.0%
Expected to referral to GP
Yes (n=7) 42.9% 57.1%
NO (n=248) 40.7% 59.3% 0.01 0.59
Expected to referral to Casualty
(ED) 60.0% 40.0%
Yes (n=15) 39.6% 60.4% 2.44 0.09
No (n=240)

Note: Only those participants were included who responded to both the main survey
questionnaire and the posisit survey

There was no difference in these of another service after visiting the GP WIC

between pagnts reporting differenéxpectation®f the care they would receivehen

they attended the GP WICs [Tableé9}4.0On the other hand, there is a significant
difference in the use of other services according to the treatment/advice received by the
patients athe GP WIC [Table 40]. Those who received a prescription or medication
at the Centresubsequently usedther NHS services in a significantly smaller

proportion compared to those who did not recaipeescriptionor medication
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Table 4.10 Comparisoof the use of other services according to the advice/treatment/referra
received at the GP WIC

What patient received at Did you visit another service | Chi? statistics
P value
Received advie
Yes (n=180) 42.2% 57.8%
0.98 0.38
No (n=68) 35.3% 64.7%
Given information
Yes (n=113) 37.2% 62.8%
0.86 0.37
No (n=135) 43.0% 57.0%
Given a prescription
Yes (n=158) 34.2% 65.8%
6.83 0.01
No (n=90) 51.1% 48.9%
Issued with Medication
Yes (n=2) 17.2% 82.8%
7.27 <0.01*
No (n=219) 43.4% 56.6%
Treatment other than
medication
18.8% 81.3%
Yes (n=16)
41.8% 58.2% 3.31 0.11
No (n=232)
Referred to GP
Yes (n=23) 69.6% 30.4%
9.01 <0.01**
No (n=225) 37.3% 62.7%
Referred to Casuait(ED)
Yes (n=19) 84.2% 15.8%
16.47 <0.01
No (n=229) 36.7% 63.3%

Note There was another category of MfAAske
reported this option and neither reported attending any other service.

*Actual value=0.008; **Actal value=0.004
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4.3.4 Characteristics of patients attending another NHS service after
visiting the GP WIC

A model was developed to identify the factors which predict the use of other services
after visiting the GP WIC. Logistic Regression was appliethéobinary outcome of

use of any other services reported in the p@st survey and all relevant variables or
those which were significantly associated with this outcome were included in the

model.

The following variables were inserted in the model.

Time of attendance (office hours/eafthours)
- Whether the patient attended the Sheffield GP WIC or the Rotherham GP WIC

- Reasons for coming to the centre (orthe one which vas important was

included te ashorterexpectedvaiting time than going to ED)
- Age grougdinto five categories
- Sex

- Ethnicity (due tosmallnumbers irsomecategories, ethnicity was divided into
White Ethnicity and Others)

- Patient occupation

- Treatment received, onlythree responseswere included which were
significantly associated Wi the outcomeréceivedadvice,given a prescription,

receivedmedication)

- Whether or not patient fully complied with the treatment or advice given at
the GP WIC.

- Whether or not the patient was highly satisfied with care at the GP WIC
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Nagelkerke Rsquare statistics showed that the model was only able to explain 15% of
the variation in the outcome. Predicted values showed that the model could correctly
predict around 66% of casg3mnibus tests athe model coefficients showed that the

model was sigificant (Chf=24.7; P value=0.03).

Satisfaction with the GP WIC was an important determinant of the outcome of the use
of another NHS service. Those who were not Highly Satisfied (reported score of 5 on
the Likert scale b in the primary survey) wergvice as likely to attend another NHS
service after visiting the GP WIC as those who were Highly Satisfied with the service.

Those patients who did not receive a prescription were also twice as likely to visit
another NHS service. Similarly, those pateentho were not issued with a medication
were around 4 times more likely to visit another service. There was no difference in
terms of age, sex, ethnicity and time of attendance. With all the variables in the model
there was no evidence of any differeneaween the two GP WICs in terms of their

patients visiting another service after visiting the GP Wi&bje 4.1].
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Table 4.1 Logistic regression of explanatory variables for the outcome of attende
other service or did not attd any other service after visiting the GP WIC (n=209)

Variable in the Model P value Adjusted odds ratio*
(95% CI)
Centre
Sheffield 0.09 1
Rotherham 1.8 (0.91 to H6)
Satisfaction with the GP WIC
services
Highly Satisfied 0.04 1
Not Highly Satisfied 1.9 (1.01 to 3.82)
Ethnicity
White 0.17 1
Other ethnic group 0.34(0.07t0 1.56
Male 1
Female 0.28 15(0.74t0 2.9
Occupation
Student 1
Full time working 0.99 (0.15t0 6.47)
Working parttime 0.42 (0.0
Unemployed 0.33 2.0 (0.32
Retired 0.7 ( 0.0
Child/Infant 1.2 (0.20
Others 2.3 (0.27
What patient received at the GP
WICs
Received advice
Yes 0.62 1
No 1.2 (0.59 to 2.44)
Received a prescription
Yes 0.05 1
No o 1.9 (0.99 to 3.71)
Received medication
Yes 0.04 1
No 3.8 (1.02 to 14.41)
Treatment compliance
Fully complied 0.37 1
Not fully complied 1.69 (0.54 to B9)
Reason for attending GP WIC
Shorter waiting time than ED 0.55 1
Others 0.76 (0.31 t01.85)
Age group
07 15 1
1671 24 0.64 1.4 (0.34 to 5.86)
251 44 1.27 (0.16 to 10.05)
4571 64 2.1 (0.28t0 16.32)
65 + 3.9 (0.351t0 44.52)

*Adjustedfor other variables in model.




Asimilar regression model was run on the
not but only for those who filled in the main survey questionrene returned ibn

site. The model only included 124 patie(teble 4.12) This model explained 14% of

the variation in the outcome and was able to correctly predict the outcome in 80%.
Possibly lecause of the smaller samplegne of the predictarwas significantly
associated with the outcome. Only treatment compliance was dgrline significance

showing that those who did not fully comply with the treatment were around 4 times

more likely to visit another service.
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Table 4.12 Logistic regression of explanatory variables for the outcome of attende
other servicer did not attend any other service after visiting the GP WIC (n=124 v
completed the primary survey on site)

Variable in the Model P value Adjusted odds ratio*
(95% CI)
Centre
Sheffield 0.57 1
Rotherham 1.3 (0.51 to #12)
Satisfaction with the GP WIC
services 0.42
Highly Satisfied 1
Not Highly Satisfied 1.4 (0.60 to 3.43)
Ethnicity
White 0.81 1
Other ethnic group 0.8 (0.15 to 429)
Sex
Male 1
Female 0.99 0.99 (0.42 t2.36)
What patient received at the GP
WICs
Received advice 0.71 1
Yes 1.2 (0.45 to 3.23)
No
Received a prescription 0.28 1
Yes 1.6 (0.68 to 3.77)
No
Received medication 0.63 1
Yes 1.4 (0.35t0 5.67)
No
Treatment compliance
Fully complied 0.05 1
Not fully complied 3.95 (0.97 to 1®7)
Reason for attending GP WIC
Shorter waiting time than ED 0.55 1
Others 0.8 (0.21 to 3.08)
Time of attendance
Office hours 1
Out-of-hours 0.37 0.67 (0.2810 1.62)
Age group
01 15 0.41 1
1671 24 2.5(0.54 t0 12.34)
251 44 1.3 (0.31t0 5.28)
4571 64 2.5 (0.65t0 9.69)
65 + 3.7 (0.65 10 21.33)

*Adjusted for other variables in model.
Note: Occupation has not used in this model as it could not be fitted$eof empty

categories
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4.4 Discussion

4.4.1The response rate

Overall 25% of patients who completed the primary survey returned avipibst
questionnaire. Amongst those who agreed to be sent avipthsfjuestionnaire, the
response rate was araurb0% which is comparable with other postal surveys
conducted in health care settin@e of the measures which were used in this study to
improvethe response rate was placethe tick boxfor agreeingto receive the post
visit questionnair®n the sam@ageas the tick box for agreeirtg enter into the prize
draw. Although the prize draw included all those participants who filled in the main
survey questionnaire and agreed to participate in the draw regardi@bgtber they
agreed to receiveéhe postvisit follow up survey agreement to both was highly

correlated.

Studies have identified that patients with white ethnic background are more likely to be
satisfied with a health care semith comparison to other ethnic groy@ampbel] et
al, 2001 and Salisbury et al, 2010joreover, satisfaction levels increase wéh
increase in the age of patients. Age and ethnicity have beene@@srtindependent
predictos of satisfaction with a primary care servi@@ampbel| et al, 2001). Irthe
postvisit survey a higher propoan of respondents were white ethnic patients and
their mean age was significantly higher than the respondents of the main survey. It
would be expected then that respondents to thevpgstsurvey were a group of
patients who were more likely to be sagsdfwith the service and this was found to be
true. The satisfaction scores were compared between theigibsespondents and the
main survey respondents and it was found that the average scores were higher for those
who also responded to the pesdit survey. Furthermore, a higher proportion of
patients in this group reported they wer
can be concluded that the pestit survey respondents were, in general, more satisfied
with the service than allgtiens attending the GP WIC3his studyalso found that
patients who were satisfied with the GP WIC were less likely to subsequently use
another service than patients who were not satisfied. So it is likely that the actual
overall proportion of patients whdtand a GP WIC who subsequently attend another
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service could be even higher than | have found. Although most of the patients who
used another service after visiting the GP WIC visited their own GP, and only a small
proportion of patients were actually refed to their GPs by the GP WIC, the frequent

use of other services for the same problem is a concern. This concern was discussed
with the GP WIC managers and operating officers and it was argued by the managers
that the GP WIC only provides treatmentsudogent health problems and if patients go
back to their GPs after urgent treatment, then it cannot be seen as duplicating a health
care service. In fact visiting their own &Rfter treatment for the urgent phase of a

problem could improve continuity obee.

The GP WIC can be seen as an alternative to a GP only when a GP appointment is not
available and a patient cannot wait until the next available appointment. Additionally,
those patients who could visit an ED for a health care problem can atteng W85

if the health problem is not very severe. However, this raises the problem of how to
enable patients to select the right health care service for an urgent health problem, and
whether patients are able to assess their own health condition to mag&isianden
choosing the right health care service is still debatdldémer et al, 2010)There are

some leaflets available locally for the general public to understand the available urgent
health care services and to decide to visit an appropriate es@agording to the health
problem [AppendiXl2]. These leaflets have been placed at various health care services
such as GPs, Minor Injuries Units, EDs, and Dental Practices. The leaflets have also
been translated into other languages according to leeslsAppendix3]. GP WICs

also have their own publicity and there are several publicity materials which have been
used to create awareness in the general public regarding the availability and
appropriate use the GP WIC services.

4.4.2 Postvisit survey response to validate patient reported intentions
to visit other service in the primary survey

There arananyhealth care surveys which rely on patiegpportedintentiors to assess
the impact on other servise(Salisburyet al 2002). Therefore, it $ useful to
understandvhethersuch surveygorrectly identify an impact on the biasof patient

reported intention to visibther services such &Ds. In this gudy, it was found that
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around 5% of patients over report their intention to visit othervises.However, it

is important to consider the limitations of the predicted values calculated in this study
which were based on a small sample. Furthermore, there is another limitation of this
kind of validation that it is based on the assumption thaemaconditions are the
same at the time of reporting the intention to visit another service and the time when
the patients actually decided to visit another service. There might be a number of
patients who were correctly reporting their intention attitime of filling in the survey
guestionnaire but a change in their health condition might be the reason for not doing
what they had reported in the survey. Therefore, the results should be interpreted with

caution.

4.4.3 Why patients visit other sevices

There are a number of reasons why patienéy need to visitother services after
visiting a walkin health care facility. Some patients may preseat@P WIConly for
advice/treatment odf-hours when their own GP is closed dhednvisit theirown GP

as soon as their GP is availablether patients may visit their GP to get some
reassurance regarding the treatment/advice received at the GPTW&€ .are some
chronic conditions suchs diabetes and asthrfa which patients need continuous
follow up so that after presenting to the GP WIC for care for an acute exacerbation
they return to their own GP for follow upn addition, sme of the patients might not
intend to visit another service after visiting the GP WIC but their health problem

bemmes worse and needurther investigation or treatment.

The GP WICstaff and managefglt thatsubsequent use of other services for the same
health problemwas only a concern if patients visd ED after attending the service
since it is sometime very usdul for patients to visit their own GRo maintain
continuity of careOn the other hand, it might be a concern for the PCT if there are
two visits (to the GP WIC and then to the GP) rather than one (to the GP) as the PCT
has to pay for each GP WIC visitwst if a patient directly visits their own GP there is

no additional cost. The PCT provides money to every GP according to the number of

registered patients at the practice whilst the GP WICs receive money for the number of
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visits by patients at each GRIC. Furthermore, the cost to the NHS also depends on
what the patient would have done if the GP WIC had not been established. For
example, if the patient would have gone to the ED the cost is reduced since the cost of
ED attendance even for a minor hegltibblem is much higher than the per visit cost

of the GP WIC. However, if the patient would have looked after the problem themself
or waited until their own GP was available, the cost of the GP WIC visit would be
considered as an additional and probalvigacessary cost. Chapter three has provided
some estimates from the main survey regarding the potential impact on other NHS
services by analysing patient intentions to use other NHS services. Chapter five will
discuss the impact of the GP WIC on EDs irttiar detail to provide some estimates
regarding the number of patients who diverted from ED to GP WIC for a minor health

problem.

It can be seen in the results section [Table 4.9] that several patients visited another
NHS service despite the fact that yhreported that their problem was fully resolved

after visiting the GP WIC. This shows that some of the patients may only be looking

for some reassurance from their own GP regarding the urgent health problem they
faced. Some patients might also be lookiagnform their own GP about the urgent

health problem for which they attended the GP WIC, particularly those with chronic
health problems. In this case the GP WIC can play a role by communicating clearly to
patients that the centre would be ableto sendilat es t o patientsd G
to the GP WIC. In additiorfpor those cases where the health care providers at the GP
WIC are confidentt can be communicated to the patients that the patient does not

A

need to visit any other service unlessthepae nt 6 s condi ti on deter

4 .4 .4 Satisfaction and use of other services

Satisfactionis an important quality assuraneeeasureof a health care service.
Alternative urgent care services need to provide highly satisfactory sstiwipatients
if they areto divert patients away fromther services such &Ps. In this study, it was
found that those who were less satisfieith the GP WICwere more likely to use

another health care servic&tudies have shown that a high level of patient satisfaction
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is particularly important for outf-hour services and patients are likely to be less
satisfied if receive owbf-hours care outside their own GP practiceiljowitz R et al,

2003). As discussed in the previous chapter, there are a number of factors which
determine patient satisfaction with a primary health care service. In this study the
waiting time for treatment was the most important deteant of patient satisfaction

with the service, as discussed in chapter three. Addressing some of the important
factors in determining patient satisfaction could help improve patient satisfaction with
these services and decrease the unnecessary useeloN&iB services after visiting

the GP WIC.

There ould be an argument that those who filled in thain questionnaire on site
would report satisfaction differentlp those who posted the questionnaire afterwards.
This couldbe possibe because those whhad to use another service and then filled in
the primary questionnaire might not have reported as being highly satisfied with the
service. Thereforep understand whether reported satisfact®oa good predictoof
subsequent use of other servidesould be argued that ontyrose who filled in the
main questionnaire on sighould beincluded in the modello explore this, thsame
model wadfitted justfor those who filled in the questionnaire on site and the results
showed no significant associatifor anyof the selecteg@redictos. Those who did not

fully comply with the treatment given at tie&P WIC werearound 4 times more likely

to visit another service, with a borderline statistical significance. There are a few
possible reasons why the rasubbtained from the two models were different. Fitst,
could be thathe argument is true that those who had to use another service responded
differently on the survey questionnaire if they filled itand returned iafter the GP

WIC visit. Second, té different resultgould have beenbtained because the sample
size for logistic regression modelling decreased from 210 to 124 after removing the
data of the questionnaires received by post.ekamine this the proportions of
AHIi ghl y Sat iosdmpaeed betweea these vahb sent the questionnaire by
post and those who filleid in on site which did not show any difference between the
proportions of Highly Satisfied patients among the two groups. This shows that the
results of theirst modelincluding boththose who filled in the questionnaire on site
and those who posted tpeimary survey questionnaire may be more reliable because

of the larger sample.
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There was an association between treatment compliance and the use of othex service
The reslis showed that those who were not complying with the treatment given at the
GP WIC were around 4 times more likely to attend another NHS service. This can be
explained inthreedifferentways Frst those patients who had to use another service
might haveignored the treatment provided at the GP WIC so repow@d€ompliance

with the treatmentSec ond, those who didnot t hink
treatment or advice at the GP WIC may not have complied and gone to another service
for a second opinianThird, there is a possibility that they did not follow the treatment
sothe condition got worse arileyhad to visit another service. There is a limitation

this data that it cannot explain the timeframe when the patient actually used another
service whether straight away or after a few days. If this informattasavailable, it

could further explain the association of treatment compliance with the use of other

services.

The otherinteresting finding in this study regarding the use of other sssvafter
visiting the GP WIC revealedthat those whodid not receive a prescription or
medicationwere morelikely to visit another NHS service. In generalmight have
beenexpected that those who did not receive a prescription would have less serious
illnessand so would be less likely to need other services. The results suggest that
patients often felt they needed a prescription antheee might be a possible rdier

the use ofplaceba in this situation to stop patients from unnecessarysvisitther

NHS services. Although the use of placeboan urgent care servieeould be highly
controversigl studies have shown that Geften use placelsan their routine practice
(Howick J,et al 2013).This could be one of the important benefits of hav@®s at
walk-in centresas itwould needrigorousassessment to rule out any serious condition

before prescribing a placebo.

In addition to the factorundin this studyto explainthe use of other services after
visiting the GP WIC, it is important tonderstand the age distribution of the pasit
surveyrespondents and the respondents ofpit@ary survey questionnaire as shown
in figure 4.2. The respondents the primary survey questionnaire containlarge

proportion of youngpeople which is conmonly found for walkin services as reported
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in other studies@'Cathain et al, 20QDesborougtet al 2012. On the other hand, the
agedistribution of the postisit respondentsid not show any specific pattern. Age
group has been found as an independent predictor for the use of ED séBuntee(

et al, 2013). Although in the regression model age group digxmainthe use of
other servics it is possible that the effect was there Wwat not foundecause of the
small sample size. Other studies have also found thatsame important factoin
determiningthe use of unscheduled care; children under five years are agiicely

to seek unscheduled caasot her age gr ou AD).(Thedeldrm tithisa i n
important to recognize the structure of the populatmuinderstand the dynamics of
the use of health care services.

Overall, the findings of the postsit surveywere usefuland identifiedthat a large
proportion of the ugs visitedanother service after visitinthe GP WICs which is
essentiallya dugication of the existing serviseHowever, only a small proportion of
patient usd anED after visiting the GP WIC.

4.5 Limitations

This study component had some limitations.

1 First, the survey was based on a-sefforted questionnaire and the response
rate of the postisit survey was low. Only three questions were asked in the
postvisit survey and the questionnaire was not validated. However, the
questions asked in the post visit survey were based on facts rather than
perceptions. For example it wasked if patient used another service or not. So
| thought that the validity of tool was less important for the Jp@st
guestionnaire.tlcan be argued that some additional information could have
been collected such as future intentions to use GP Wi€svhether they used
another NHS service on the same day or after a few days. The main reason to
keep the postisit survey questionnaire short was to achieve an appropriate
response rate. Furthermore, it was considered that patients had an opportunity
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to comment on the service in tipgimary survey questionnaire and this post
visit survey was only a follow up survey to determine if patients had used

another service for the same health problem.

1 There was a limitation of the regression model used to prédiaise of other
services after visiting the GP WIC. A few important predictors were missing
such as distance of patientsé | ocatio

illness.

1 It was not asked in the pegisit survey whether the patient later on diecl to
register with the GP WIC. The new GP WICs are unique in that patients can
register with the practice and take advantage of the longer opening hours of GP

WIC, although this is not the purpose of establishing these centres.

1 No incentives were usefbr the postvisit survey questionnaire which could

potentially have increased the response rate.

1 Finally, the sample size for this survey was small; hence, results need to be

interpreted with caution.

4.6 Strengths

1 Thiscomponent of thetudyprovided some very usefuhformationin relation
to thepotentialimpact of the GP WIC on other services.

1 The comparison of intention to visit another NHS service and the actual use of
another service provided important information regarding the validity of

pa i ent s &inintensign surveys.

1 Theanalysisof the satisfaction levels with the GP WIC also revealed that those
who were less satisfied with the overall service at the GP WIC were more
likely to visit another service. This information has an ingnat implication as
it can be expected that to reduce unnecessary patient load at ED, it is very

important to provide highly satisfactory services at the GPIWVIC
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4.7 Conclusion

In this chapter it has been shown that patients followed the GP WIC trefidwce.

A large proportion of patients reported that their problem was either fully or partially
resolved. However, around half of the patients reported the use of another NHS service
for the same health problem after visiting the GP WIC. Neverthetesst of the
patients visited their own GP and only a small proportion of patients visited ED after
visiting the centre. Those who were less satisfied with the service, did not receive a
prescription and did not receive medication as reported in the maeyswere more

likely to visit another NHS service for the same health problem.

4.8 Recommendations

1 This method of conducting a follow up survey was very useful and can be
recommended for future patient satisfaction surveys. It was found to be a very
effective andcost effective way to determ@rp a t i e nsttosother serviseis.t
The methods followed in this survey can be replicatdere the impact on
other servicesieeds to be determineHowever, further measures to improve
response rate in a postalrgey such as givingmall incentives or telphone

calls maypossiby improve the reliability and validity of the results.

1 It is important to improve patient satisfaction at the GP Wi@revent any
duplication services as the use of another NHS servase highly associated
with patient satisfaction with the GP WIC. As discussed in the earlier chapter
three satisfaction can be improved significantly if the waititighe for
treatment is reduced at tl&P WICs. Furthermore, ifnore patients receive
prescrptions (within the standard guidelines), the chances of patiasing

another service will be reduced as seen in the results of this study.

1 A number of patientsnay have visitedheir own GP to get some reassurance
about their conditions. However, in tpeesence of trained nurses ands@P
the GP WIC, the centres may need to providme &surance to thiepatients
that they might not need to visit their GP if their health problem is resofved.
GP WIC is also able to communicatdormationabout the pigent visit totheir
GPswhich can be very helpful to maintain continuity of care.
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4.8 Summary

This chapter discusses thpostvisit follow up survey which was conducted to
determine whether or not patisritadhadto use another service for the same theal
problem after attending the GP WI@sshort survey questionnaire was posted around

4 weeksafter their visit to the GP WICs to 500 patients who agreed in the primary
survey to receive another questionnaire. Around half of them returned the
questionnae. The survey found that half of the pateensed another service for the
same health problem after visiting the GP WICs. Most of them visited their own GP.
An analysis to find the reasons for using another service revealed that those who were
less satiséd, thosewho were not issued with prescription andthosewho were not

issued with medications were more likely to visit another service.
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Chapter five

Impact on Emergency Departments
5.1 Introduction

In the previous two chapterigvels of patient satisfaction with the GP WIC services
were discussed and whether or not patients used another NHS service after visiting the
GP WIC. In this chapter, the impact on Emergency Departments and Minor Injuries
Units as a result of the opening oktkeP WICs in Sheffield and Rotherham will be
discussed. Studie®énsoret al, 2012) have shown that the rate of attendances at EDs
are continuously on the rise and every year the number of patients attending ED
services increases at a much higher rate tha rise in the size of the local population.
Many studies have reported that a large proportion of patients attending ED consist of
patients with minor illness who could be seen by a health care provider in a primary
care settingPenson et al2012; Colemanet al, 2001).There is some evidendhat
increases in these visits amee of thedrivers for the overall increase in ED attendance
(Lowthian et al, 2011). One of the purposes of the opening of the GP WICs in the UK
was to decrease patient load at other services and providefaraminor health
problems at a primary care setting in the presence of a GP. However, the impact on ED
is only expected to be on the proportion of patients who present with a minor health
problem. Therefore, this study aimed to determine if there waslegiine in patients
attending ED for a minor health problem after the opening of the GP WICs in
Sheffield and Rotherham. This chapter will also discuss the impact by considering the

geographical location of the patients attending GP WICs in these twitiésca

Expectedimpact on Emergency Department

Many patients in need of urgent care think firstly abgoing to the ED This is
common because of the Bdurs openingnd the availability of a full range of staff
and services dED. This often resultpatients wi could have been treated in other

health care settingeingtreated at B. Thereforepne ofthe main purpossof opening
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any parallel urgent care service is to decréhsevork loadfor ED which mightalso
help in reducing waiting times &D. In addition, such a parallel urgent care service
which hasthe potential to treat patients wlotherwise would present D may also
result in reducing health care delivery costs for the NHS. The openiadséf led
Walk-in centre hashe potential to educe patient load &Ds because of the following

important reasons;

1. Pesence of GPs and trained nurse practitioners

2. Longer opening hours

3. Roviding care without prior appointments or registration
4. Potentiallyshorterwaiting times as compared EDs

However, establishing justne centre for a large populationay not be ableto
producea visible impact on the patient load BD even if the centre is diverting some
patients from EDIn addition, the impact may be different for child EDs and dg8Dis

as different proportions of adults and children present at GP WICs. Therefore, both
the <childrenos ED and the adul't ED in
Rotherham, the ED is combined, so for the purpose of analysis ED attendances were
divided into adult cases (>15 years) and child cases to determine the impact on the two

populationsseparately.

Expected impact on the MU

The mnor injuries unit (MIU) in Sheffield islocated at theHallamshire hospital
separately from the adult ED located the Northern General Hospital and the
childrends ED | ocat elopans 8amio8&pmC/hdays @ weekn 6 s
This Unit provides services to patients with less serious injuries which can be looked
after by trained nurses in a smaller settimfheUnit only provides treatmentdor adult
patients children with injuries present directly to the neaiBl in the childred s
hospitl. Patients can present to this serwvigéhout prior appointments or registration.

The casesvhich usually presenttahe MIU include sprains, cuts and grazes. The unit
does nottreat major injuries that require hospital admissiom comparison tceD,

waiting time is muctshorterat theMIU in the presence of a team of trained nurses.
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The GP walkin centre also provié care to minor injuy patients and are able to deal
with childrerd #njuries as well. In the presence of GPs and Nurse practitioBd?s,

WICs arelikely to be able todeal with more minor injuries cases than MIUs
Therefore,it was expected thawith the openingof another urgent care service in

Sheffielddemand for theninor injury unit could be affected along with tB®.
5.1.1Aims and objectives

The specific aims objectives of this component of the stughg w

1. To determine if there was any change itiggd attendance at ERd MIUs one
year before and one year after the opening of the GPsWiIGheffield and

Rotherham.

2. To estimatethe number of patients who were diverted from EDs to the GP WICs

as a result of the opening of the Centrethese loalities.

3. To identify if the GP WIC only attrasipatients residing in the nearby locations or

if the centrdully covesits catchment area.

5.2 Methodology

5.2.1 Studydesign

An interrupted time series design was used to determine the impact of thiegopke
the GP WICs on other serviceBhe analysis is this study component is primarily
conductedusing secondary(routine) data received fronthe EDs and Minor Injuries
Units. Some of the analysis required the use of the main survey datddrstandhe
dynamics of patients diverting from ED to the GP WIGnaihe opposite direction.

5.2.2Study settings

This study was conductecsingroutine data accessed from the EDshefSheffield
adult ED,the Sheffield childred bospital,the Sheffield MU andthe Rotherham ED
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(combined for children and adult#).geographical analysdf the location of
residence of respondents to firenarysurvey who attended the GP WI@as also

conducted in these two locations, Sheffield and Rotherham.

5.2.3Study period

The study period was from April 2008, one year before the GP WICs opened, to
March 2010, one year after.

5.2.4Routine data access

To understand the impact &P WICson other health care servicedich surround

the centresactivity data from other urgércare servicesvere neededAccess to
patient level datavas requestefftom the PCTE of Rotherham and Sheffield on the use

of these types of service in order to understand the impact of the opening of the GP
WICs on the use of other services by differgqes of patients and at different times.
requested individual level records of contaotduding information sch as when the
contact was made (date and time of contact with the service), who made it (age, sex,
possibly ethnicity) andhe post dstrict from where they came @. just first three
characters of the postcode of resideneighout any personal patient level confidential
information In addition information on the seriousness of the contact (such as

ambulance pority code, ED triage codavas also requested
Sheffield data

Data was received from SheffieRCT for the requested periddr contacts with the
Northern General Hospital adult Emergency Departmtrd, Sheffield Childred s
Hospital andthe Royal Hallamshire Minor Injury Unit. Theariables included in the
data were time of attendancege, sex, postal district (first three digits of the
residential post code) and ED tarifihe ED tariff included the HRG codedenoting

whether the attendance waor, standard or high cost.

For the purposesf this research, only caswith V08 tariff codesor standard category
patients with VO6 codesvere included that is patients wlb were discharged or
referred without any investigatiasr only a low cost investigationThe GP WIC wa

expectedo produceanimpact onlyon thesekinds of patientswho attend ED although
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their problem could be resolved at a primary care setting without needing advanced

investigations or admissido hospital

Thereis muchdebate about labellilgpme ED attend@es asi Mi nor caseso0 b
is a subjective term and difficult to interpret. Some petgidel minor attendancess

Ai nap pdwhiphris againelebatable as it may not be an inappropriate attendance
according to the patient who attended ED. It deisean how a patient feels abaleir
condition and how serious it is considered by an attending health care professional.
Unnecessary attendance is another term which has often been used for those ED
attendances which could have been seea primary cae setting.This term has a
greater degree of objectivity since it is possible to assess whether a patient had any
treatments or investigations only available in ED and not in primary care settings.
Therefore, in this study the most appropriate outcomedfevas according to the tariff

data which is objective rather than based on percepfidresimpact was determined

on these patients who presented at EDs but were actually discharged without any need

for investigationor only a low cost investigation.
Rotherham data

Rotherham PCT was not able to supply any activity data for their servicetheand
same outcome variable was not available for the Rotherham ED data and another
outcome had to be created to determine the effect on minor ED attendances in

Rotherham

Data for attendances at Rotherham ED wavailable at SCHARR fronHospital
Episode Statistics (HES). There are three HES datasets which codéails of
hospital admissiongutpatientappointmentsand ED attendances at NHiSspitalsin
England.HES data is designed for secondary use, such as administrative purposes and
for nonclinical purposes to monitor patient neettsassess effective delivery of care

and to evaluatdrends over timgHospital Episode Statistic2013. HES data is
collected nonthly. The data is available to local commissioning organisations,
providers, researchers and service users (patients/carbes)data was accessed in

2010 after receiving NHS ethical approval.
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Using HES A&E data, the outcome that was assessed forefRatih ED was
attendances byhose patients who presentad ED without needing an ambulance

transfer and were discharged without needinbe admitted.
Sheffield data retrieval

The information department of the Sheffield Primary Care Trust was cedtéat
retrieve data on the following variables from April 2008 to April 2010, one year before
and one year after the opening of the Sheffield GP :\ill&te of attendancdime of
attendancepatient ge, sx, post district (first three digit®f postcody A&E tariff
codes for categorising each cas® one of thalesignated codes shown in Table 5.1.

Table 5.1 Sheffield 2009/10 A&E #riff code classification

A&E tariff
code name name
No
U06 Attendance disposal Invalid for grouping Payment
DOA Deal on Arrival Standard
V01 High cost imaging (Died / Admitted) High
V02 High cost imaging(Referred / Discharged) High
V03 Other high cost investigation (Died / Admitted) [ High
Other high cost investigation (Referred /
V04 Discharged) High
V05 Low costinvestigation (Died / Admitted) Standard
V06 Low cost investigation (Referred / Discharged)| Standard
V07 No investigation (Died / Admitted) Minor
V08 No investigation (Referred / Discharged) Minor

5.2.5Sheffield outcome used to define minor cases

V08 (No investigationand referred or dischargeahd V06 (Low cost investigation

and referred or discharged
Rotherham data retrieval
The following variables were retrievéidm HES A&E data for Rotherham:

date of attendancéime of attendancepatientage, sx, post district (first three digits
of postcod® way of presenting at ED (Ambulance, air ambulance, others), disposal

from ED (Discharged, admitted, referred, died).
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5.2.6Rotherham outcome used to define minor cases

Those patients who were notobght in by ambulance (walked in) andere
discharged or referred from ED after assessment/treaiwatited out)were labelled

as minor cases

5.2.7Data format

The data was supplied in MS Excel file as individual cases. The data was transferred
into SPSS version 19 and aggregated monthly coarts é mi nor 6werat t en d
obtained. A new variable was developed according to the time of attendance to
categorise each attendaraduring the opening hours of the GP WIC or outside the

opening hours.

5.2.8Data analysis

SPSS version 19 was used for the secondary data analysis. For Sheffield, a General
l' i near model (GLM) was wused to fit a ore
counts of attendances to determine the effect of the opening ofPtlveal®in centre

on patient attendances at the EDs and MIU. A regression discontinuity model was used
instead of time series as autocorrelations between the residuals from the monthly
counts were negligible. Seasonal effects (fitting a categorical vamatiie6 annual

values representing each two consecutive months) and a linear time trend were fitted,
and then a step change in the trend for before and after the opening of the GP WIC.
The analysis was repeated using night time attendance counts, ohsidpening

hours of the Sheffield GP WIC, as a control.

Similar model was applied on tiRotherham datalhe Rotherham ED is combined for
adult and child patients, so in this analysis, the model was applied for combined data
as well as separately on thieild patients and adult patients. For the Rotherham ,data
only 10 months data were available for the period after the opening of the GP WIC and
14 months for the period before.
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Arc GIS version 10 was used to produce geographical mapping of theotocdti
residence of those who participated in the survey. The data was used from the primary
survey. The reason why maps were included in this chaaterthathe geographical

| ocation of GP WI Clelpin pnadrstaedimg anypotentiatbact ur t h-

of GP WICs on other services.

5.3 Results

5.3.1 Impact on Sheffield NHS services

A total of 92355 patients with the defined outcome (minor cases) attahded
Northern General Hospital ED (adult ED) in Sheffield from April 2008 to March 2010
(After the opening of the GP WHK25304; before=47051). 3138 cases were excluded
because of missing information regarding the time of attendditee.a@e and sex
distribution is shown in Table &. During the same period and for the same outcome
for minor case, 66816 patients attendetie Sheffield Childre® sHospital ED
(Before=32280; after=34536). 1402 patients were excluded as a result of missing
information about the time of attendance. Further information about the clildren
hospital ED data is shown table 53. Similarly, atthe Sheffield Minor Injuries Unit,
24223 patients attended the service (Before=12389; after=1183#g time of
attendance was not needed because the MIU is only open at times that the WIC is open.

The gye and sex distribution gitients is shown in tables.
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Table 5.2 Comparison of the Sheffield adult ED data before and after the opening of

wiIC

Before the opening

of GP WIC

n (Y%age)

After the opening
of GP WIC

n (Y%age)

Total

n (Y%age)

Average monthly
counts Mean (SD)

Day time attendances

2758.4 (190)

2616.8 (159)

2687.6 (186)

Night time attendances 1031.6 (73) 1027.9 (58) 1029.7 (65)
Age group

<25 26.1% 25.4% 25.8%
2544 38.5% 38.1% 38.3%
45-64 22.1% 22.5% 22.2%
65+ 13.3% 14.0% 13.7%6
Sex

Male 53.7% 53.0% 53.4%
Female 46.3% 47.0% 46.6%

Time of attendances

Day time (opening
hours of the GP WIC)

Night (closing hours)

Missing

33101 (70.4)
12379 (26.3)
1571 (3.3)

31402 (69.3)
12335 (27.2)
1567 (3.5)

64503 (69.8)
24714 (26.8)
3138 (3.4)

Post district

Patients from  pos
districts surrounding th
GP WIC

S1
S3

Patients residing in
otherpostcodes

Residents from outside
Sheffield

504 (1.1%)
1786 (3.8%)
42723 (90.8%)

2023 (4.3%)

471 (1.0%)
1750 (3.9%)
41227 (91.0%)

1857 (4.1%)

975 (1.1%)
3536 (3.8%)
83950 (90.9%)

3880 (4.2%)
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Table 53Compari son of the Sheffield child
the Sheffield GP WIC
Before the pening| After the opening Total
of GP WIC of GP WIC
n (Yage)
n (%age) n (%age)

Time of attendances
Day time
Night (closing hours)

Missing time variable

25804 (79.9)
5845 (18.1)
631 (2.0)

27159 (78.6)
6606 (19.1)
771 (2.2)

52963 (79.3)
12451 (18.6)
14@ (2.1)

Average monthly counts
Mean (SD)

Day time attendances

2150.3 (298)

2263.3 (269)

2206.8 (284)

Night time attendances 487.1 (74) 550.5 (83) 518.8 (84)
Age groups

071 4 years 18015 (55.8) 19509 (56.5) 37524 (56.2%)
0571 09 years 6867 (21.3) 7580 (21.9) 14447 (21.6%)
107 14 years 6224 (19.3) 6212 (18.0) 12436 (18.6%)
15+ years 1174 (3.6) 1235 (3.6) 2409 (3.6%)
Sex

Male 18187 (56.3) 19308 (55.9) 37495 (56.1%)
Female 14092 (43.7) 15228 (44.1) 29320 (43.9%)

Patients from post district
surrounding the GP WIC

S1
S3

Patients residing in other
Sheffield postcodes

Residents from outside
Sheffield

85 (0.3)
1345 (4.2)
30182 (93.5)

646 (20)

92 (0.3)
1486 (4.3)
32257 (93.4)

691 (2.0)

177 (0.3)
2831 (4.2)
62439 (93.5)

1337 (2.0)
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Table 54 Comparison of the Sheffield Minor Injuries Unit data before and afte
opening of the Sheffield GP WIC

Before the| After the opening Total
opening of GRH of GP WIC
WIC

Average monthly
counts Mean

(SD) 1032.4 (97) 986.2 (123) 1009.3 (111)
Agegroups
<15 years 13(0.1) 5(<0.1) 18 (0.1)
157 24 years 3119(34.7) 2885(33.2 6004 (34.0)
2544 4595(37.1) 4297(36.3) 8892 (36.7)
45-64 3050(24.6) 3061(25.9 6111 (25.2)
65+ 1612(130) 1586(134) 3198 (13.2)
Sex
Male 6930 (55.9) 6442 (54.4) 13372 (55.2)
Female 5459 (44.1) 5392 (45.6) 10851 (44.8)

The monthly count of minor cases at Sheffield adult ED, chittepspital ED and

Minor Injuries Unit are shown in figure 5.1, 5.2 and 5.3. Nighe attendances are

also shown which were used as a control arm for adult and child ED. There was no

control arm for the Sheffield Minor Injuries Unithese figures also show the point

when the Sheffield GP WIC started functioning in Sheffield.
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Figure 5.1Sheffield Childre® Blospital Emergency departmenbnthly patient coun{minor
attendancespne year before and one year after the opening of th&/IGPThe red line
shows the month of the opening of WIC.
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Figure 5.2Sheffield Northern Genelrddospital (adult Emergency Departmentpnthly
patient count, one year before and one year after the opening of the GP WIC. The red line
shows the opening of the WIC.
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Figure 5.3Sheffield minor injury unimonthly patient count, one year before and gear
after the opening of the GP WIC. The red line shows the opening of the WIC. Controls were
not obtained for this service as the service opens during the same hours as the GP WIC
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Estimation of impact on Sheffield NHS services

Using surveydata from chapter three, it can be seen that around 18% (n=80, 65 adults
and 15 children under 16 years) of the patienth@Sheffield survey said that they
would have gone to ED if the GP WIC had not been there, but only 3.6% (n=16)
reported their intetion to attend ED aftetheir consultation. Thus the net number of
patients in the sample of respondents potentially diverted from ED as a result of the
establishment of the GP WIC was 64. Based on the average number of patients
presenting at the GP WICaeh month and the average monthly counts of minor
illness/injury patients presenting to the EDs, the expected reductions in minor
attendances at the Sheffield crebT%andknods
20.6% respectively.

Table 55 showsmonthy counts of patient attendanc:
Hospital ED, adult ED and the minor injury unit over the period of two years, from

2008 to 2010. The two year period included monthly counts at these services one year
before and one year afterettopening of the GP walk centre. Based on the effect
sizesfrom the regression discontinuity analysmgthout controlling for night time
attendances, the estimated reductionhimmonthly patient counof day time minor
attendances was 14% ftire childrend kospital ED, 8% fothe adult ED and 4% for

the minor injuries unit. Howeveas statistically significant reduction was only seen for

the adult ED (P value=0.03).

It is notable that sing night time attendances as a control, thereanasppositeffect

of a2% rise in minor day time attendan@es$ t h e c laftet tiokrogeniny sf thE D
GP WIC as compared to befoneointing to the fact that night time attendances also
decreased during the same time peri@h the other hand,hére was agaira
significant reduction of 5% &ahe adult ED (P=0.02) if night time attdances were

used as a control.

Parameter estimatef the GLM modes for eachof the includedserviceareshown
in tables5.5a, 5.5b and 5.5c.
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Table 55 Mean monthly count oneegar before and one year after the opening of the GP WIC.
values obtained from a model allowing for seasonal variations and trend for the Minor Injurie
Adult ED and Children ED

Services Before the | After the opening| Effect P- 95% Effect
opening of | of GP Walkin sizel* | value | Confidence | size2**
GP Walkin | Centre Interval
Centre
Sheffield
Chi |l dr e 2150.33 2263.25 (269.4) | -322.% | 0.19 -814.5, 170.4| 49.5
Mean (SD) (297.6)
Sheffield adult
ED 2758.42 2616.83 (159.3) | -230.9 | 0.03 -438.9,-21.9 | -137.9
Mean (SD) (189.9)
Sheffield Minor
injury unit®
Mean (SD) 1032.42 986.17 (122.8) -44.6° 0.51 -184.0, 94.9
(96.9)

*Effect sizel were obtained by applying GLM after controlling for seasonal variation and time
trend. Sasonal effect was modelled using a categorical variable of bimonthly counts
** Effect size2 is the effect size if night time attendances were taken as a control along with

controlling the seasonal variation and time trend

1R?=0.642R*=0.85,3R*=0.81

Note: 95% Confidence Intervals and/&ues are shown for effect sizel

@Night time attendance were not available for the MIU as it only opens during the day time
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Table 5.5a Parameter estimates from adult ED data, one year brefapeayear
after the opening of the GP WIC usiagGeneral Linear model controllirfigr
seasonal variation, time trerehd using nightime attendances as a control

Dependent Variablévlonthly patient count

95% Confignce Interval

Std. Lower
Parameter B Error t P value| Bound |Upper Boung
Intercept 999.41/ 66.31 | 15.072| <0.000| 865.17 1133.64
Day time monthly 1726.8| 39.31 | 43.927| <0.000| 1647.25 1806.41
counts 3
Night time monthly 0 - - - - -
counts
Time trend 2.60 6.06 0.429 | 0.670 -9.67 14.88
Seaon Jan/Feb -188.70, 49.65 | -3.801 | 0.001 | -289.21 -88.18
Season March/April | 52.20 | 49.65 | 1.051 | 0.300 -48.31 152.71
Season May/June 87.85| 60.35 | 1.456 | 0.154 -34.32 210.04
Season July/August | 117.40| 53.91 | 2.178 | 0.036 8.25 226.55
Season Sept/Oct 22.82 | 49.65 460 0.648 -77.68 123.34
Season Nov/Dec o - - - - -
After -34.88| 82.72 | -.422 | 0.676 | -202.35 132.59
Before o - - - - -
Effect size (effecton |-137.91 55.59 | -2.481  0.018 A -250.46 -25.37

day time attendances
relationto the night
time attendance)

a. This parameter is set to zero because it is redundant.
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Table 5. Parameter estimatdso r

c hi lddta(rmimobday tidattendanceg)ne
year before and one year after the opening of the GP WIC asseneral LineaMode
controllingfor seasonal variation, time trend and night time attendances as a contro

Dependent VariabléMonthly patient count

95% Confidence Interval

day time attendances
in relation to the nigh
time attendance)

Std. Lower
Parameter B Error t P value Bound Upper Bound
Intercept 368.65 | 119.22 | 3.092 | 0.004 127.30 610.01
After -173.77 | 148.74 | -1.168 | 0.250 -474.88 127.33
Before o - - - - -
Day time monthly 1663.25 | 70.68 | 23.532| <0.000 | 1520.16 1806.33
counts
Night time monthly o - - - - -
counts
Season Jan/Feb -272.28 | 89.27 | -3.050 | 0.004 -453.00 -91.56
Season Mah/April 147.15 89.27 | 1.648 | 0.108 -33.56 327.87
Season May/June 178.72 | 108.51 | 1.647 | 0.108 -40.95 398.39
Season July/August | -71.31 96.93 | -.736 | 0.466 -267.55 124.92
Season Sept/Oct -42.59 89.27 | -.477 | 0.636 -223.31 138.12
Season Nov/Dec o - - - - -
Timetrend 19.76 1090 | 1.812 | 0.078 -2.31 41.84
Effect size (effecton| 49.50 99.95 495 0.623 -152.85 251.85

a. This parameter is set to zero because it is redundant.
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Table 5.5 Parameter estimatesrfSheffield MIU one year before and one y
after the opening of the GP WIC usiagseneral Linear model controllinigr
seasonal variatiomndtime trend
Dependent VariableMonthly patient count
95% Confidence Interval

Std. Lower
Parameter B Error | Pvalue Bound Upper Bound
Intercept 928.1/53.468 0.000 814.7 1041.4
After -44.6 165.785 0.508 -184.0 94.8
Before 0? : . : .
Season Jan/Fek -43.7 141.920 0.312 -132.6 45.1
Season 136.5/41.920 0.005 47.6 2253
March/April
Season 189.9/50.956 0.002 81.9 297.9
May/June
Season 211.7/45.519 0.000 115.2 308.1
July/August
Season Sept/O¢ 137.2/41.920 0.005 48.356 226.1
Season Nov/De 0% : : : .
Time trend -0.1 | 5.121| 0.979 -10.9 10.7
a. This parameter is set to zero besgail is redundant.

Location of residence of patients

Figure 5.4 shows the location of residence of the patients who presented at the GP
walk in centre during the survey period. It shows that patients came from diverse areas

of Sheffield and Rotherhamnd a few came from Barnsley and Derbyshire. A total of

19% of patients were resident within one mile of the \@F, but the geographical

spread was wider on weekdays than at the weekends. Figure 5.5 shows a closer view of
the four urgent care services inded in the analysis to show the distance between

di fferent urgent care services. It can b
radius of the Sheffield GP WIC whist the adult ED is further from the GP WIC
(around 3 miles by road distance). gliies 5.6 and 5.7 show residence locations of
patients who presented during weekends and during weekdays respectively, during the

survey period.
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Figure 5.4 The location of residence of patients who attended the Sheffield GP
WIC during the survey period
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Figure 5.5 The locations of the urgent care services which were included in the
analysis of this study.
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Figure 5.6 The location of residence of patients who attended the Sheffield GP

WIC during the weekends of the survey period
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Figure 5.7 The location of residence of patients who attended the Sheffield GP
WIC during the week daysof the survey period
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5.3.2 Impact on Rotherham ED

A total of 30641 minor cases were included in the analgEithe impact of the
opening of the Ro#trham GP WIC on the Eyhich was26% of the total Rotherham
attendances at the Rotherham HDe dataset included 14monthly counts before the
opening of the Rotherham GP WIC and 10 monthly counts for after the opening of the
GGP WIC. The average monthlyunt of day time minor attendancdsefore the
opening of the Rotherham GP WIC was 1057 (SD=134.7) and 1046 (SD=130.9) after
the opening of the centf&able 5.6] The age and sex of the attenders are also shown
in table 5.6.

Figure 58 shows the monthlygtient count at the Rotherham ED before and after the
opening of the Rotherham GP WIC. Figure$ &nd 5.1Ghow the monthly counts for

adult and child attendances at the Rotherham ED separately.

Figure 58 Total monthly counts for adult and child datambined of attendances at
Rotherham ED from April 2008 to March 2010.
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Figure 59 The monthly counts of adult patient attendances at Rotherham ED from
April 2008 to March 2010.
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Figure 5.0 The monthly counts of child patient attendanaeRotherham ED from
April 2008 to March 2010.
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Table 5.6 Comparison of the Rotherham ED data before and after the opening

Sheffield GP WIC

Before the opening
of GP WIC

14 months

After the opening of
GP WIC

10 months

Total

Time of attendances

Day time (opening time
of the GP WIC) n (%)

Night (closing hours) n
(%)

14798 (82.8)

3074 (17.2)

10468 (82.0)

2301 (18)

25266 (82.5)

5375 (17.5)

Average monthly countg
Mean (SD)

Day time attendances

Night time attendances

1057.0 (134.7)

1046.8 (130.9)

1052.7 (130.3)

219.6 (29.5 230.1 (45.8) 223.9 (36.6)
Age n (%)
Child patient <15 yrs 5742 (32.1) 3767 (29.5) 9509 (31.0)
Adult patient 12127 (67.9) 9002 (70.5) 21129 (69)
Sex n (%)
Male 9733 (54.5) 6980 (54.7) 16713 (54.5)
Female 8125 (45.5) 5778 (45.3) 13903 (45.4)
Missing 14 (0.1) 11 (0.1) 25 (0.1)

Time of attendances
n (%)

Day time (opening time
of the GP WIC)

Night (closing hours)

14798 (82.8)

3074 (17.2)

10468 (82.0)

2301 (18)

25266 (82.5)

5375 (17.5)
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Estimated impact on Rotherham ED

At the RotherhanGP WIC 29% (n=146) of theurvey respondenteported that they

would have gone to ED if the service was not therg,only 5.2% (n=23)of the
respondentexpressedn intention to VvisitED after receivingheir consultation at the

centre. Of these 5.2%, 3% (n=13) were referred to the ED by the centre (either after
Triage or after the consultation)Jsing these numberd23 of the respondents
presenting to the centre wetizertedfrom going to ED as a result of theasdishment

of the Rotherham GP W. Based on this number and the total number of patient
attendances at the Rotherham GP WIC, an estimate of around 163.8 patients per month
were diverted from Rotherham ED. This equals to around 15.4% reduction in monthly

minor attendances at the Rotherham ED.

Table 5.7 shows that the estimated changes from the regression discontinuity models
for the Rotherham ED average monthly attendance were negligible (around 0.5% rise
in minor attendances) for total minor attendancadult attendances and child
attendances. Parameter estimates for all three datasets (adult ED attendances, child

attendances and combine attendances) are given in table 5.8a, 5.8b and 5.8c.

Table 5.7 Mean monthly count (minor attendances), one yeaelaid one year after the
opening of the GP WIC at Rotherham EBvadtues obtained from a model allowing for seaso
variation and taking night time attendances asrarol

Services Before the After the opening| Effect size P- 95%
opening of GP | of GP WIC value | Confidenc
WIC e Interval

Rotherham ED
attendances (adu

and child 1057.0(134.7) 1046.8(130.9 -20.73 0.62 | -104.84
combined) 63.38
Mean (SD)

Rotherham ED
attendances of
Children (<15) 338.2 (50.3) 313.3 (47.8) -16.39° 0.34 | -50.33
Mean (SD) 17.568

Rotherham ED
attendances of

adult patient 718.6 (94.3) 733.5(89.2) -4.13 0.89 | -62.45
(>15) 54.20
Mean (SD)

R°= 85.9% °R’= 93.6%, °*R°=71.9%
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Table 5.8a Parameter estimates of total monthly patient countregrRam ED
controlling for the effect of seasonal variation and using night time attendances as
control

Dependent Variablévlonthly patient count

95% Confidence Interv:

Lower Upper
Parameter B Std. Error t P value Bound Bound
Intercept 84.54 42 .92 1.97 | 0.056 -2.35 171.43

Season Jan/Feb -62.98 36.19 | -1.74 | 0.090 136.24 10.27
Season March/April 109.46 36.05 3.03 | 0.004 36.46 182.45
Season May/June 154.30 37.44 4,12 | 0.000 78.50 230.10
Season July/Augus| 130.96 38.24 3.42 | 0.001 53.55 208.38
Season Sept/Oct 32.48 36.19 0.89 | 0.375 -40.77 105.74
Season Nov/Dec 0? - - - - -

After -67.71 52.16 -1.29 | 0.202| -173.30 37.86
Before 0? - - - - -

Day time monthly 837.42 26.82 31.22 | <0.000] 783.13 891.72
counts
Night time monthly 0? - - - - -

counts

Time trend 8.55 3.56 2.39 | 0.021 1.33 15.77
Effect size (effect -20.73 41.55 | -0.49 0.621| -104.84 63.38
on day time

attendances in
relation to the night
time attendance)

a. This parameter is set to zero because it is redundant.
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Table 5.8b Paraater estimates of adult patient count at Rotherham ED controllin
the effect of seasonal variation aide trendusing night time attendances asaatrol

Dependent Variable: Monthly patient count

Parameter B Std. Error]  t P value 95% Confidence
Interval
Lower Upper
Bound Bound
Intercept 54.57 29.765 | 1.83 0.075 -5.68 114.82
Time trend 6.18 2.473 2.49 0.017 1.17 11.18
Season Jan/Feb| -49.48 25.096 | -1.97 0.056 -100.29 1.31
Season 59.72 25.005 | 2.38 0.022 9.10 110.34
March/April
Season Maylihe| 101.82 | 25.964 | 3.92 | <0.000 49.20 154.38
Season 106.34 | 26.518 | 4.01 | <0.000 52.66 160.03
July/August
Season Sept/Ocl 27.86 25.096 @ 1.11 0.274 -22.94 78.66
Season Nov/Dec o* - - - - -
After -41.49 36.169 | -1.15 | 0.259 -114.70 31.73
Before 0? - - - - -
Day time counts | 570.93 | 18.599 | 30.69| <0.000 | 533.27 608.58
Night time counts 0% - - - - -
Effect size -4.13 28.813 | -0.14 | 0.887 -62.45 54.20

(effect on day
time attendances
in relation to the
night time
attendance)

a. This parameter is set to zero becauseredundant.
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Table 5.8c Parameter estimates of child patient monthly count at Rotherham ED
controlling for the effect of seasonal variation and time trend using night time attend;

as a control

Dependent Variable: Monthly patient count

Parameter B Std. Error t P value| 95% Confidence Intervi
Lower Upper
Bound Bound

Intercept 30.02 17.32 1.73 0.091 -5.05 65.09

Day time monthly 266.28 10.82 24.59 | <0.000 244.36 288.20

counts

Night time monthly 0? - - - - -

counts

After -26.26 2105 -1.24 | 0.220 -68.88 16.36

Before 0? - - - - -

Season Jan/Feb -13.50 14.60 -0.92 | 0.361 -43.07 16.07

Season March/April 49.63 14.55 3.41 0.002 20.17 79.10

Season May/June 52.38 15.11 3.46 0.001 21.79 82.98

Season July/Augus| 24.62 15.43 1.59 0.119 -6.62 55.87

Season Sept/Oct 4.50 14.60 0.30 0.760 -25.07 34.07

Season Nov/Dec 0? - - - - -

Time trend 2.37 1.43 1.65 0.107 -0.53 5.28

Effect size (effect -16.38 16.77 -0.97 | 0.335 -50.33 17.56

on day time

attendances in

relation to the night

time attendance)

a. This parameter is set to zero because it is redundant.

Figure 5.1 shows that thdocation of residence of respondents to the sumwhg
presented at the Rotherham GP WIC during the survey péiag.10% of patients

who attended the centraiihg the survey period were residing within a mile radius of

the Rotherham GP WICThe other patients came from different locations

Rotherham and few camefrom Sheffield, BarnsleyDoncaster and Nottinghamshire.

The distribution was similar for weeke patients [figure 52 and weekday patients

[figure 5.13].
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Figure 5.11 The location of residence of patients who attended the Rotherham GP
wIC
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Figure 5.12The location of residence of patients who attended the Rotherham GP
WIC during the weekends d the survey period
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Figure 5.13The location of residence of patients who attended the Rotherham GP
WIC during the week days of the survey period
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5.4 Discussion

This is the first study to date which has evaluated the impact of a GP WIC on other
local NHS services. Studies have been conducted previously on NHSnwektres

(which were mostly led by nurses), commuter wiallcentres (nurse led or GP led),

and the impact of NHS walk centres cdocated with ED has also been studied (Pope

et al, 2005 Salisbury et al, 20@7 Chalder et al 2003; O"Cathain et al, 2009). None of

the studies have shown any impact of wiallcentres on the amdance rate at other

local NHS services. There are a few possible explanations of why this study has shown
a small but statistically significant reduction in one location which was not seen in
other studies. First, as explained earlier, all the otherestwaere conducted on nurse

led services and this study has been conducted on GP ledrveadktres. As discussed
earlier in Chapter one, GP WICs provide the facility of registration at the service, they
have at least one GP present all the time alonig mitses so patients can see a GP if
needed, and are usually located near the centre of the city/town. Thus, the impact on
other services might be more visible because of the wider range of services available at
GP WICs as compared to other NHS waildkcertres. Second, the outcome examined

in most of the other studies was the reduction in the total number of ED attendances. In
contrast, this study has used minor attendances at EDs as an outcome to determine the
I mpact of GP WI Cs. | torwas asess isthheorud dd tble
outcome because the GP WIC may not be able to produce an impact on the ED
attendances rate of patients with serious health problems which need urgent attention.
In addition, the issue of the high rates of ED attendanceostlynconcerned with

Ami noro or unnecessary attendances. I f
because of serious health problems, more attention is needed to explore the causes

further rather than an attempt to divert these patients from ED toargrcare setting.

There are also arguments about how a case is labelled as a minor case at ED. There
are different definitions of minor attendances. Some researchers label them as
inappropriate attendances or unnecessary attendances rather than acasmor
attendance. In all cases, researchers agree that an attendance can be labelled as a Minor
case if the particular health care problem could have been seen in a primary care
setting rather than in an ED. In Sheffield this study has used ED tariffcofiter out
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minor attendances of patients at ED. All those patients who were admitted or died
(either after low cost or high cost investigation) were also excluded because these were
expected to be serious cases. However, ED tariff data was not avddabiee
Rotherham ED attendances so the outcome used was patient attendances of those who
went to the hospital without needing an ambulance and were discharged without
needing admission. Using this outcome, Rotherham ED attendances did not show any

redudion in the monthly patient count either for adults or for children.

There could be many possible explanations of the differences in the impact on ED
attendances for Sheffield and Rotherham. One possibility is the different outcome used
for the Rotherhamand Sheffield ED data which might explain why no impact on
Rotherham ED attendances was found. The other possibility is differences in the
proportion of adults and children attending the GP WICs in Sheffield and Rotherham.
There was a higher proportion dfild patients at the Rotherham GP WIC (as shown

in chapter three) than at Sheffield which might have diluted the effect on Rotherham
ED attendances. The Rotherham ED is combined for both children and adults whilst in
Sheffield there is a separate ED fdrildren. Therefore, the effect seen at Sheffield
adult ED was possibly more concentrated. Another possibility is the distance of these
services from ED; although both GP WICs are located near the city centre area, the
Sheffield adult ED is around 3 milesvay from the Sheffield GP WIC whilst the
Rotherham GP WIC is closer to the ED (around 1 mile). Therefore, for Sheffield

residents, access to the GP WIC could be much easier than accessing adult ED.

Analysis of routine data on minor attendances at thé& BEflushowed that there was a
significant change or o6interruptiond in
It is possible of course that this was coincidental and that some other external change
caused this interruption. However, night timesattance over the same time period
and for similar kinds of cases (minor attendances) was used as a cbmé&raohajor
purpose of using night timattendance as a control was to control for any external
changesuch as the closure of a local ED departménitivwould increase night time
as well as day time attendance. If | found the same decrease in minor attendances at
night as in the daytime | would certainly take this as weakening the evidence that the
WIC had had an effect. However, this was not the ,caise therefore, it showed that
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the effect was likely to be as a result of the opening of the GP WIC. Nevertheless,
there is a possibility of some other interventions during the same period of time which
might have only influenced day time attendancesvaeig responsible for the decline

in ED attendances instead of the GP WIC.

Studies have shown that the accessibility of a health care service is a very important
determinant for the use of servicéRufnbull et al 2008). Health care professionals

report that urgent primary care services can be more effectivelacated with EDs

(Popeet al, 2005). On the other hand, when comparing the impact on the Sheffield
adult ED and the Rotherham ED in this study, it may be hypothesised that these GP
WICs would have a greater impact on ED ifitteee located away from EDs, but in an

area of easy access for the residents. This hypothesis can be further reinforced because
no i mpact was seen on the Sheffield Minc
ED, both of which are located near to theefiibld GP WIC.

5.4.1Survey estimates and impact on ED attendances

The survey questions regarding the patie
and their intention to visit ED after consultation were used to determine how many
patients each G/IC might have diverted away from EDs. These estimates were used

to determine the potential impact on ED attendances. However, the results in this study
showed that patientsd reported intentior
reduction in ED attermhces. The actual impact was much lower than the survey
estimates. This might have occurred because a large proportion of patients perceive
their conditions as serious and report their intention to visit ED if the GP WIC had not
been established; althoughreality they could probably have dealt with the problem
themselves or would have waited for a GP appointment. Another possible explanation

of the discrepancy between the routine data and survey data is that patients are
sometimes confused between WIGHUs and EDs in questionnaire surveys of the use

of urgent care service®  Cat hain et al, 2011).

179


http://www.ncbi.nlm.nih.gov/pubmed?term=Turnbull%20J%5BAuthor%5D&cauthor=true&cauthor_uid=18611312
http://www.ncbi.nlm.nih.gov/pubmed?term=Pope%20C%5BAuthor%5D&cauthor=true&cauthor_uid=15560900

This study further explored the validity of the patient reported intentions after
consultation in the patient satisfaction survey. A positive priedigalue (PPV) and a
negative preditte value (NPV) were calculated for those who reported their intention
to visit ED after the consultation by comparing their intentions with what they actually
did as shown in their pesisit survey response. This revealedttB88% of those who
reported their intention in the primary survey after consultation actually did use an ED
(PPV) and 99% of those who reported their intention not to visit ED did not actually
attend any ED.

5.4.2Impact on the Minor Injuries Unit

Theremodel estimated that there was a reduction in the minor injuried paté@rst

count after the opening of the GP WIC in Sheffield but the effect was not statistically
significant. This could possibly be because of the lack of a control arm for estimating
and comparing the impact on the minor injuries unit. For ED data, night time
attendances when the GP watkcentre was not open were used as a control. This
assumes that any external changes which might have affected the day time attendances
wouldalsolave affected the night time attenda
hours were similar to the opening hours of GP WIC, hence, there was no control arm
available for this service. Another possible reason is that patients with injuries prefer to
atterd the minor injuries unit rather than GP WIC because of the availabilityraly X

and other diagnostics facilities which are not available at the Sheffield GP WIC.
Studies have shown that patients prefer to use a service where a relevant diagnostic
serviceis available, which is particularly true fofrays (Rassin, et al, 2006). Although

GP WICs claim to be able to deal with minor injuries, the core purpose of the GP WIC

is not to divert patients from a minor injuries unit which has specialised carebéeaila

for injuries.

5.4.3Mapping locations

The locationof residence of patientshowed that patients from a wide spread of
residential areas use the GP walkcentres and there is only a small gravitational
effect seeron the nearby residentsho may use this service. It has also been observed
for ED that patients living closer to an ED are more likely to use the ED service for
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unscheduled car€€plemanret al, 2001). Therefore, it is an important finding about the
GP WIC that its users come fraawidecatchment eea. Itcould be argued thahis is
becausepatiens working near the GP WIC might be using the GP W@t this
coul dnét dorestly belsarstie @abtcodes obtained in this study were only
residential post codes. Howevas described in chitgr three a large proportion of
patients (51% in Sheffield and 63% in Rotherham) used the centref-batrs
(evenings/weekendsJhesepatients werdess likely to come to the centre because of
their work location being near to the GP WICs. To expline further, separate
location maps were made for patiemtiso attended the service during week days and
for those who attended during theveekends, which showed a similar patténn
Sheffield and Rotherham

5.5 Strengths

1 Previous studies have looked at the function of nurse led-iwalkntres and
some studies have also looked at the impact of nurse ledimedintres on ED
attendance and waiting time. This is the first study to assess the impact of GP
WICs on EDs.

1 This studywas particuldy useful for producing estimates tfe number of
patients who divert from EDs to GP W4G@or minor health problems. T&
information is useful fopolicy makers and commissiers to help determine
the cost effectiveness of these services and to assess if GPar¢ichieving

one of the aims of establishing these services.

1 The geographical distribution maps are also useful to determine whether the
patients attending GP WIC services come framdely distributed areas or
whether they only have a local impact.

T The <calculation of the validity of

unique findings in this study component.
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5.6 Limitations

1 The outcome for minor cases was different for the Sheffield ED data and
Rotherham ED data. One to the main reasons may have been that the sources of
retrieving ED data were different; for Rotherham HES A&E data was available
in appropriate form to be used this study, while for Sheffield the data was
retrieved through the information department of the Sheffield PCT. Hence, the

variables available in the two data sets were different.

1 For the minor injuries unit, no control arm was available as the daartno
used in this study was night time attendances. The minor injuries unit opens
during similar hours as the GP WIC so it was not possible to obtain an

appropriate control arm.

1 There are other urgent care services available in Sheffield and Rothertfam su
as GP oubf-hours services, emergency dental care, health care for asylum
seekers, and late night pharmacies. It is possible that the opening of the GP
WICs had an impact on some these services as well which we were unable to
evaluate because of theawailability of data. It would certainly be useful to
determine for which other service there was an impact due to the opening of the
GP WICs. However, the core purpose of this study was to determine the impact
on EDs. As mentioned in the literature, inche seen that the initial policy
papers mentioned that one of the purpose of the creation of GP WICs was to

decrease unnecessary patient load at EDs.

1 No cost effectiveness analysis could be conducted for this study because of the
commercial sensitivity fothe information about the cost involved. However,
this report has produced some useful information about the number of patients
which the GP WIC is potentially diverting from EDs. This information can be
used by the policy makers, commissioners to deternthe cost benefit of

these services in relation to the cost of ED attendances.
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1 The locations of the patients were mapped according to the location of patient
residence. The GP WICs are located near the city centre area and there is a
possibility that may patients would be using the centres because of their
location near to their work rather than home. Thus, the association of the use of
the service and patient locality could be more appropriately studied if their
work location was also available. Howeyedt was observed that high
proportions of patients were using the GP WICs-adthours rather than in
working hours, and the geographical location of residence of patients was quite

similar for weekends and weekdays.

5.7 Conclusion

It is important to onsider the impact on the demand for health care when health policy
makes choose to open a new service or close an existing sehieeqening of a

new service may help in meeting unmet needs of the population but at the same time it
may also create nedemand for healthare Once the demand has been created, it may
cause significant impact on patient load in the ED and other services, as well as on cost,

especially if thenewservice has to be closed in the future.

There was a significant reductioi minor attendances at the adult ED Sheffield
possibly attributed to the opening of the GP WHowever, the reduction was smaller
than estimates from the survey responses. There wsigmtcanteffect on the minor
i njury wunit o inShefiiedd SecnHarlyl, tHereevasons redu@ion in ED
attendances at Rotherham EDhe Sheffield GP WIC may need to introduce some

specific childrenés services if it is to

Our data also suggest teglf-reporedintentions in survey questionnaires may not be
reliable, and can greatly exaggerate the impact on EDs. Thus, the actual flow of
patients at EDs and other sengcis a more appropriate measure to deterntime

impact of a newly established service.
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5.8 Summary

This chapter assesses the impact of the GP WICs onTEB.impact of the GP WICs

on EDs in Sheffield and Rotherhawas assesselly using routine data from these
services, one year before and one year after the opening of the GP Mdi&ets

were retrieved from the PCT for Sheffield and from HES data for Rotherham. There
was a significant reduction in minor attendanaethe adult ED in Sheffield. The

was no reliable evidence of changesttendanceat theSheffield childred bospital

the Sheffield Minor Injuries Unit, othe Rotherham ED as a result of the opening of
the GP WICsAnN analysis of the gpgraphical distribution of patientsing the GP

WICs showed that residents from a widespread area use the
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Chapter six

Percepions of health care professionals
regarding the GP WICs, A qualitative study

6.1 Introduction

In the previous chapters, quantitative data sets have been used to determine the
effectiveness of the GP WICs in Sheffield and Rotherham. This chapter vadl tot

the perceptions of health care professionals regarding Stieffield GP WIC,;
particularly those who are directly or indirectly involved in delivery the GP WIC
services and those who are likely to be affected by the opening of the Sheffield GP
WIC.

The process of service evaluation needs raitiensional data sources to obtain
useful results. Important information can be overlooked by only considering
guantitative data (Greeand Britten 1998). In this project, secondary data were
retrieved fromte NHS services in addition to the
However, the views of service managers, staff working at the centre and PCT
commissioners who were involved in establishing this service are also important.
Therefore, a mixed method appoh was adopted to use both data sets to identify
findings in one data set and compare them with others. In addition, the outcome of
mixed method research may allow a further or deeper analysis and interpretation of the
data (Bryman, 2008). Thus, it wastiaipated that the addition of a qualitative
component would be useful to provide a comprehensive understanding about the role
of the GP WIC in the urgent care system and to understand the role of the GP WIC in

providing urgent care services in the future.
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6.1.10bjectives
The objectives of the qualitative component were:
1 To identify the perceptions of health care providers regarding the services
provided athe SheffieldGP WIC.
1 To identify staff perceptions regarding the impact of the GP WIC tpatiant
load in other NHS services such as EDs and Minor Injuries Units.
1 To identify staff perceptions regarding the effectiveness and cost
effectiveness/value for money of the service.
1 To identify staff perceptions regarding the future role of the Ge ¥¢érvice in
the NHS.

6.2 Methods
6.2.1 Research design

A qualitative exploratory study was designed to determine the perceptions of
healthcare professionals (GPs, ED consultants, Nurses, Managers) about the impact of
the GP WIC on the NHS services. Qtatlve methods were considered as an

important tool in this study in identifying their perceptions about the GP WICs.

6.2.2Study period

Semistructured qualitative interviews were conducted from August 2012 to December
2012.

6.2.3 Study settings

Quditative interviews were conducted with healthcare providersthat adult
emergency departmemt Sheffield Sheffield ¢vi | d r e n 6 Sheffietd stpnort a |
injuries unit,the GP WIC GPs from surrounding surgeries and GPs from an Academic
Unit of Primary Medical Care.

The Sheffield GP waln centre has now become GP supported walkentre after

the NHS nurse led walik centre moved to this service. The centre is now essentially
nurse led, where the majority of consultations are provided by nursetipress but

at least one GP is always present on site to provide support.
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6.2.4 Study tools

Semistructured interviews were conducted using an interview guigpefidix )

based on a search of themes in existing literature (Pope et al, 2005) andaftealin

di scussions with the PCT and GP WI Csbd

following topics:

- I ntroducti on: Participantsd rol e

WIC were discussed.

- Perceptions about the services provided at the TBx was to obtain some

overview on the perceptions of the participant regarding the services provided

at the GP WIC. The differences between traditional vimlkentres and GP

WICs were also covered in this section.

- Effectiveness of the GP WIC: Percepisoabout whether or not the GP WIC
was currently working effectively were required. Effectiveness was defined in

terms of whether or not the centre was achieving what it aimed for when it was

established in 2009.

- Impact of the GP WIC: In this section, gtiens were asked in relation to the
perceived impact of the opening of the GP WIC on other NHS services. In
particular, it was asked whether or not the centre had had any impact on the

service in which the participant worked. In addition, perceptions tatheu

potential of the GP WIC to have an impact on EDs were also discussed.

- Public awareness: Finally, questions were asked regarding the awareness of the

general public about the GP WIC service and the possible wlagromoting
the service.

- Furthermoregquestions were asked in relation to the future role of the GP WIC

in the urgent care system.

All interviews were digitally recorded and then transcribed into word format.
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6.2.5 Rationale for data collection method

Semistructured interviews provideicher and indepth data in comparison to
structured interviewgSmith, 1995). In qualitative interviews, researchers aim to
di scover t he participantos o wnstructunetd e r pr e
interviews are conducted in a way that the researstets a topic by posing a
guestion but deviation is possible to make the interview more meaningful and giving
opportunity to participants to express their views freely (Britten, 19B&8. focus
group method is also a good way of extracting informaftiomn multiple participants
(Kitzinger, 1995) However, there were important reasons why a focus group was not
an appropriate method of data collection in this study. All participants were
professionals in this study and belonged to different institutel$ would be very
difficult to manage a common time and place to arrange a focus group. Secondly, the
perspectives of different professionals may be different about GP WICs. For example,
the managerial group may have a very different perspective than @PRdoators.
Focus groups may be particularly useful where there is a group of similar participants
(Kitzinger, 1995). So participants in a focus gromghis study might not have been
comfortable in expressing their views about the GP WIC. Therefore;sterotured
interviews were considered as the most appropriate approach for data collection.
6.2.6 Sampling

Purposive sampling was used to identify the research participants from each of the
selected NHS services and the GP WD@ly one GP WIC location a&s included in

this study.The sampling was planned to achieve diversity in terms of professional
group. Nurse practitioners and consultants, GPs, ED consultants, ED registrars, PCT

and centre managers were included in the sample.
6.2.7Study sample

- Two PCT managers

- Two GPs (one was working in a GP surgery within a mile radius of the GP WIC and

the other from the group of GPs working in a unit within a hospital

- One GP surgery manager working within a mile radius of the GP WIC
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- One of the managemworking for a private health care provider which operates the
GP WIC.

- Two nurses working at a minor injuries unit.

- Three doctors working at Emergency Departments
6.2.8Procedures

- Participants were contacted through the centre manager (in c&e \WiC),
through the GP surgery manager (for GPs and nurse practitioners working in
the nearby GP surgery) and directly via email for the centre managers and the
PCT managers to arrange sestructured interviews at a location convenient
for the participantin the offices of the participants).

- Consent forms and information sheetpendix 5) were provided to the
participants in advance and written consent was obtained on the interview day
before starting the interview.

- Each interview lasted for approxately 30i 45 minutes

- Interviews were recorded on a digital recorder and transcribed.

6.2.9Methods of analysis

A number of potential methods for qualitative data analysis were considered including
grounded theoryframework analysis and thematic arsaé. Grounded theory could be
used to generate a theory from the data. Grounded theory wdestinanalysis of the
interviews and compares and contrasts views to generate a theory out of the qualitative
data (Strauss and Corbin, 1998). The developmieiieory was not a key objective in

this study. Framework analysis was also considered. Framework analysis is a five step
process including familiarisation, identifying a thematic framework, indexing,
charting, mapping and interpretation (Ritchie & Spend&94). The reason why
framework analysis was not used was becawsanted to explore the data without a
prior structure to develop themes iteratively from close reading of theTdeeefore,
thematic analysis was considered as the most appropriatedngt this study to
identify key themes in the interviews via an iterative process of reading -aeddiag

the interview transcripts to describe the perceptions of the participants regarding the
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GP WIC role in Sheffield. Thematic analysis is widely ugsedhealth care research
(Braun and Clarke, 2006). Braun and Clark (2006) described it as a six stage process
including familiarizing with data, generating initial codes, searching for themes,

reviewing themes, defining and naming themes and producinmpe re

6.2.10Analysis plan

Data were coded usingematicanalysis to identifyrecurringthemes(Mason, 2002)
Each interview was read lidgy-line to identify ideas or conceptwithin the text.
Similar ideas or conceptacross the transcripts were brougbgether and givem
descriptive code. Each code was thdarther examined to develop themes and
subthemes within the datset. A thematic diagramwas developedo illustrate
relationships between the theméghen all themes were finalised, the daithin each
codewas recheckedor consistency of coding within each transcript and across all the
transcripts. The coding was primarily carried out by the student, with input from SB to
discuss emerging codes and data within each theme.

6.2.11 Ethial approval

Ethical approval was obtained from the NHS Ethics Yorkshire and Humber REC.
Amendments were submitted for the qualitative component of the study in early 2012.
Informed written consent was obtained from all participafagpendix B5). An
information sleet was also designed which was sent along with the invitation to all
participants. The interviewees had an opportunity to look at the interview guide before
the interview. Anonymity of the participants was maintained throughout the data
collection and argsis. The results were reported in a way that no individual

participant was identifiable.
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6.3 Results

A total of 11 participants were interviewed in this study. The 11 participants of this
study were broadly from two categories; health care professigoonsultants, GPs,
nurses) and managers (GP WIC managers, PCT managers). All the participants from
the managerial group were either directly or indirectly involved in managing or
commissioning the GP WIC services whilst the health care professionasthese

who were likely to notice the impact of the GP WIC on other NHS services. Two
health care professionals were from a minor injuries unit, two GPs from the surgeries
near the GP WIC and a GP practice manager working within a mile radius of the GP

WIC and three doctors from the Emergency Department. Table 6.1 provides the

characteristics of the participants.

Table 6.1 The characteristics of the participants interviewed in the study
Interviewees Organisation Gender Role in the Years of Direct Groups
of work organigtion experienceg involvement
. in GP WIC
(categorie} | services
2x Nurses | Minor 2xFemaleq Nurse >10 No ED nurse
injuries unit practitioners
3x ED Emergency | 3xMales | 1x Registrar | 1x (5710) | No ED
doctors Department 2xConsultants doctor
2% (>10)
3% 1x GP WIC | 1xFemale | 1x GP WIC 1x0-5 Yes Manager
Managerial _ operational group
group 2xPrimary | 2x Males manager 2x5-10
care trust 2xUrgent care
services
commissioners
3x General | General 2xMales | 2x GP 2x0-5 No GPs
practitioners| practitioners 1xPractice
1x Female manager 1x>10
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Analysis of the data provided useful insights regarding the role of the GP WIC in the
urgent care system. Seven key themes were identified (TableT@2}hematic map

also shows the relationship betwebarhes and sub themes (Figure 6.1). Some quotes
have been subject to minor editing to clarify the meaning of the extracts and to
maintain the anonymity of the participants. Furthermore, the quotations have been
referred to only by the group to which the tpapant belonged in order to preserve
anonymity. The following four groups were used to refer to the quotations; ED nurses,
doctors, GPs and managers. The practice manager of a GP surgery near the GP WIC
was also included in the group of GPs becausei#veswof the practice manager were
more in line with the views of the other GPs rather than the views of the participants in

managerial group.

Table 6.2 Key themes identified in the data

1. Uncertainty regardinghe clinical model of the GP WIC

2. Lack d public awareness about the services provided at the GP WIC
3. Concerns regarding th@propriate use afervices

4. Uncertainty regardinche impact of the GP WIC on other NHS services
5. Increased émand for health care services

6. Choice and confusion

7. Mixed views of the health care professionals on the services provided by t
WIC
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Figure 6.1 Thematic map shows seven major themes and subthemes
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1. Uncertainty regarding the clinical model d the GP WIC

The participants had differing views about the existing model of the GP WIC and the

future model that should be developed.
Nurse led vs. GP led

Some participants reported their perceptions that the GP WIC was typically nurse led
and only usé GP referrals when needed, whilst others believed that the triage nurse
decides if a patient is going to see a doctor or a nurse. One participant reported that the
payment received by the GP WIC was to run a nurse led service. However, if nurses
were unaailable the service provider provides GPs without adding any extra cost to

the Primary Care Trust.

AThere are some GPs there but my und
GPs are there because they candot get
there so theget GPsWe used to commission GPs and nurses but now we
only commission nurses, although the company themselves provide GPs if
t hey havend@manages)t nur ses. 0
On the other hand, another manager reported his perception that the centre is GP led
and atleast one GP must be working at the centre all the time.
il mean this is a GP |l ed one so we ou
get support throughout, 14tr s support f(manager)GP on sit
The manger also highlighted that all patients shouldibged and only those
requiring to see a GP should be seen
ARnThe patient is not allowed to request

advance nurse practitioner. One who will automatically go to GP;
pregnancy related will always go to GP but anything elsddvoe up to
the front | (manegeassessment. 0

One GP reported confusion being created after the nurse lednadktre moved to a
GP led WIC.

Many of the GPs participants seemed unclear about the services at the GP WIC and
whether it is GP led d¥urse led.

AYou can go to GP W C 365 days a year
understood in the beginning but now the [nurse led] WIC has moved in,

which confuses thing greatly. Now you walk into the WIC and you see a

nurse and who then mightreferou t oGP GP O
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Service provided

Many of the participants viewed the watkcentre as a GP service with some
extended hours.

Al t pr ovnisehwcs to pateht&kwho are not registered with GPs but they also
have their own (Nusgi ster of patientso

GPs perceptions about the service were also that the GP WIC provided services just
like a standard GP with extended hours.

AThey [the GP WI C] wuswually provide GP
services really. ... b they ame thérdkfori né . i n a
people who dondét have acaoblensswitht o GP whe
their appointments of by virtue of whetheey are within or they are not

within rdoctd)y of GPO

Another participant from the nurse group reported

~

il t hi[thekGP WICgaye providing a walk in service for people with
minor illnesses... potentially with some long standing chronic problems for
which they canodot get their own GP f
go and see their GdP,bcctahudNersda)l hheenyd d o n

or ,
0t
The centre was originally created with the aim of providing all urgent care services

along with a pharmacy at the centre. So many healthcare providers were unaware of
whether the centre is an urgent care centre or a GP providezxtathded hours. The

triage process at the GP WIC was also reported to be working differently than how it

was originally planned by the PCT.

AnThe original set wup was that there wo
building and the people would be shuffiefito the pharmacy if the senior

clinician or decision makers would feel it was appropriate. The pharmacy

has never opened up, and it is never likely to be opened. They have never

put a senior clinical @Mamagedi on maker a

195



The model of private providers

The centre is operated by a private healthcare provider and many participants were
unhappy about the service being provided by the private company. A nurse practitioner

was concerned that the centre was a money oriented service.

Al think NHS services taken on by priwv
become mone(Murse)ri ent ed. O

Another staff member similarly mentioned that

nlt [the GP W C in Sheffield] i's provi
get a sense of finances being ativating factor for them in delivering
some of t h(Murse) serviceso

The participant added

ce shoul d

il donot t hi nk [ S
k their mot i

t
reallvy. I just d
wor ks f or(Nushle NHS. 0

S erv
ot t hin

Similarly, amongst the group of GPs there was concern about the services being
provided by the private company.

AFor patients who are not sure where
treatment, they [GP WIC] should have a comprehensive sigtingorole

to advise where to go. But that can o
andnompparty and not | inke@Pto a private ¢

2. Lack of public awarenessabout the GP WIC

The GP WIC has advertised its services in several placessuwwspapers,
magazines, flyers and radio. However, many participants reported that the publicity
was not enough to create awareness in the general public about the use of the right
urgent care service in case of urgent health problems.

it t a k dnge toagetIthe puplic to understand which services are
availabl e at(Nuksé)f ferent ti meso

Another participant emphasised the need for a national campaign to create awareness
amongst the general public.

AWe need to do a nat i mopeattedoesaampwho gn o f
needs its services, and | donodot even t
currently going thr ouynghagar)s enough to h

196



In contrast, other participants believed that advertising is not optimal for creating
awarenes in the general public regarding the appropriate use of urgent health care
services.

St

Il just think the public..... people i
ome through the ddMumse)unti |l they need

(@]

Al think nobodyugsesadsr trheg®abtsar)cika mghl et s

The GPs6 role was mentioned to be i mport
general public to use the right service in case of an urgent health problem.

~

Al think GP surgeries celetaloutwhay have a
services an@) appropriateo

A participant from ED did not agree with the concept of having several alternative
services and then providing information to patients on choosing the right service. He
preferred the traditional system of hbattare delivery where the patients used to either
attend a GP or an emergency department.

AThe idea of providing information to
facilities is appropriate, | think become in itself inherently quite
bewildering. So you gback ten or fifteen years, patients decided between

these two things emergency department and general practitioner. Now that
person is having to decide between fo
(Doctor)
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3. Uncertainty regarding the impact onother NHS services

Impact on EDs

The participants were unclear about any impact of the GP WIC on reducing patient
load in EDs. Some of them viewed that the centre would mre impact on GPs, if
any, rather than on EDs.

AWe donodot s ee ieatrayenddnees (ai BEDeThadsenproplems

are increasing year by year and | suspect these [minor cases at EDs] are
increasing year by year around the country. We in our department see more

of these probl ems wit hDoct@) ati vely mino

Anothe participant reported that

nlt is stildl a problem even i f the Dar
[ unnecessary patient | oad at ED] whi ct
oversubscribed ED attendance because the problem is still({G&e.

However participants from the managerial group reported that the centre must have an

impact on most of the unscheduled care services.

Afit has] probably a combination of i
theirouto-hour s GP servi ¢Masagegnd t he A&Es. 0

Managers were also concerned about the increase in patient load if the GP WIC closed

down in the future.

AThe ED buil dings are not big enough t
Remember the GP WIC has around 200 pat
lotofextragopl e for A&E(Mamdet)i ng rooms. O

Other participants also perceived that closing down the centre and not having any
alternative might increase patient load on other services. One ED consultant believed
that it might increase patients at ED but he vt consider that as an issue because the
money would be saved by closing down the GP WIC so a little increase in ED
attendances could be acceptable. Another ED consultant described that some patients
might come to ED if the centre is closed down. Howgetee more likely outcome

would be that patients would just wait for GP appointments. So the perception was that
198



if the GP WIC closed down, there would be little effect on ED and patients would be

using their own GPs.

Al think i f yeywillhasekne choice bubtogoartdeeen t h
the GP! Obviously some might come here [ED] and some might see the

Childrendés Hospital but | think some o
people to do.... have a bit common sense and look aftdimsiiihg
conditons by t hemselDoctog, you knowo

In contrast, another participant reported that patients would go to another urgent care
service if the GP WIC closed down because patients perceived their problems as

urgent.

AMy experience of 2wB8herypatientsdecidenthey he NHS
to be seen, they (Muse)t to be seen

Participants were asked how big a decrease in the patient load on ED attendances as a
result of the opening of the GP WIC would be considered as significant. idasdth
providers as well as managerial staff believed that around 10% reduction in minor ED

attendances would be considered as a significant reduction.

fWe expected to see a reduction of son
off in number of minor attendanceseaD, but | dondét think 1
that much drop off in minor AE attendance. However, there is no
substanti@®éanagethcr ease. 0

In addition to the discussion regarding the impact on ED attendances, the data
describes perceptions regarding the immecsurrounding GPs. GPs were particularly
concerned about their list size of patients because of the opening of the GP WIC. GPs
believed that the centre offered registration service to the patients so many of their
patients transferred from their practicethe GP WIC or the centre might be attracting
new patients in the area which otherwise would have registered at their GP surgeries.

it [t he GP WI C] had a negative effec
surgery X, the numbers are getting lower. Thel A@ave established a

health care provider within a 150 meter radius of the one which is there for

30 years. Patient can also register there. It definitely has an effect on our
registration. Our registration has gone down, which means our overall

income hag o me d(GRyn . 0O
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Another GP reported that

~

(GP)

Impact on the minor injuries unit

The role of the GP WIC in treating minor injuries seemed to be a grey area.
Particpants were unclear about whether or not the GP WIC provided care to patients

with minor injuries.

One participant from the managerial group was unclear about the policy regarding

where patients should go in case of a minor injury.

il Suppos e Wwonléesee doreRMindviin@ries like sprains etc. |
suppose some people would go to the minor injuries unit and some people
go to GP WI C.0 (Manager)

It was a concern that the GP WIC deals with some minor injuries cases although a
separate minor injuries urexists where specialised facilities are available for minor
injuries patients. A participant from the managerial group reported that the GP WIC

deals with some minor injuries.

Al think that It unfairly disadvantages

AGP WI C can do some minor injuries bu
likethat t hey [patients] have to go to th
(Manager)
Aln my depart ment [ ED] , there is no m
out there provides that servig@octor)

Some participants perceived that the centre had no expertisaltwith minor injuries

and all injuries cases should be referred.
Al would say they havendt got the expe

(Nurse)
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Another participant mentioned that the GP WIC may not be able to deal with injuries.

i I w o udmithantty thimkdtheir service is to deal with minor illnesses
rather than injuries as | know they do not have angyxfacility down
there and | dondt think théeNursshave much

Participants also were concerned that some adsasor injury were referred to the
minor injuries unit after patients had waited and seen a health care professional at the
GP WIC. This created an additional cost of the visit to the PCT and also reduced

patient satisfaction with the NHS.

i We [ miumes unit] donhave people who have gone there clearly
with injuries, with cuts, lacerations which needed treatment and they have
gone there and waited (Nliser e and then b

One participant was concerned about the referral system aPtheélG.

ATheir [ GP WI C] receptionists donot r
comes in with bandage around their finger and says they caught the finger

t hen | donot see why their receptioni
wrong place. We had patientsat were quite frustrated that they waited an

hour and a half to belNuse)l d that they c

Another reason for a potential impact on the minor injuries unit was the shifting of the
nurse led walkn centre from the local hospital, wherevias celocated withthe

minor injuries unit, to the GP WIC.

il think there was probably a decreas:
because if they [Nurse led wailk centre] were next door it was easy for
them to senuse)lhem to us. O

It was also repied that moving of the traditional nurse led wallcentre to the GP

WIC was inappropriate.

A T h elocation of the nurse led centre with [GP WIC] in my view is
undesirable and | thGRMk it had a negat
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4. Increased cemand for health cae services

One concern mentioned by several participants was regarding the possibility of an
increase in the demand for health care services as a result of the opening of alternative
services such as the GP WIC. Participants perceived that the GP WIChangh

created a demand and would only be fulfilling the demand it created rather than

meeting unmet needs.

~

il tohei ohttke problems that occurred over the last ten or fifteen years
is that the demand of services has increased with the aim of imgreasi
patient choicel think there has been a significant rise in confusion towards
seeking health caréDoctor)

Another participant mentioned patient demand as the reason why no impact on ED

attendance would be seen as a result of the opening of the GP WIC

ARA&E has not seen any reduction in th
patient will use it, you could have three walk in centrethencutyand all

three would be used and you may still not see any dropping in A&E
counts. o0 (Manager)

Other GPs alsoansidered the service just an additional choice for patients
Alt i s just another option WBRther or

One ED consultant mentioned that

il think it i s v-eprthyngsdike dirgenticard centvess, h av e
walk in centres to deal with that [unnecessary demand]. Most people
accessing urgent care dondét need it bu

of need. So they [patients] feel they need instant health care they feel they

need instant access to nurses, docam so on but actually for most of

them there is no physiologically need whatsoever but we live in a society

with thoughts of(Dactarst ant grati ficati on

Another ED consultant mentioned that

Alt creates an artificiainlomggeendin and pr c
t er ms of bl urringe. y ou know the I i
appropriate @actbr)ywhi ch i snét. o

Participants from GPs considered that patients sometimes use the centre only for a
second opinion.
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Al think when wse waltkeinnhsceérendes o sorr
second opinion. They have been told 1t
see uUsS next day not necess&P)ly realis

Another GP reported that

APatients use t he obtanltheir medicatorear maye t o tr
be even the second opinion@ith our s when t he(GP) GPs ar e

Similarly, it was reported that the GP WIC only duplicates the services which were

already there at general practices.

~

il think it pwhat b gebdray pradtigep urgerdt autger or
emergency surgery would see and what the GPoeatour s woul d see
(Doctor)

5. Concerns regarding gpropriate use ofthe service

Most of the participants reported that it is difficult to label a patient assan
appropriate or inappropriate attendance. It might be appropriate use of the GP WIC
service if a patient was diverted from ED to the GP WIC whilst it is inappropriate if
the patient could have managed the problem without going to any serviceybut onl

used the GP WIC because it was there.

AYou have got to make a judgement, t he
what i s appropriat e(Managegr) what I s inapptr

One participant mentioned that patients of middle age probably use the GP WIC who

maynot be able to attend their GP because of their working hours.

~

il get the notes when people have beer
younger people so not so many children or not many elderly people so

probably working age, probably mainly people vadre in work and people

who dondédt tend to c@Re to the GP very

However, participants also described cases where patients clearly used the GP WIC

i nappropriately. For exampl e, when a pat
did not inquireabout that and preferred to use the GP WIC. A participant gave an
example that it is an inappropriate use of GP WIC in a case where a GP practice runs a
walk-in clinic in the morning but a patient does not wait and goes to the GP WIC.

Another participantmentioned examples of patients attending the centre for ear
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syringing which is not an appropriate problem to be presented at the GP WIC for two
reasons; first, it might not be an urgent problem. Second, the PCT already pays GPs for
this service and the PGNould have to pay twice for the same thing if a patient attends

GP WIC for ear syringing.

~

il have heard of patients turning up
which is not something the walkn b i (Mandge® s 0

There were similar concerns ab@atients presenting inappropriately to the ED.
However, participants had different views of underlying causes oEbigonsultants

were concerned about a very high proportion of inappropriate patients with minor

probl ems at t he cGparisoth with thé adultlED.s pi t a | I n
AChi | dr e n 6see aHlat shoreibhappropriate or primary care

attendances. &we [adult ED] have 10% inappropriate attendances and
they [chidED]pr obabl y ap(Poctorlach 509%. 0

Some participants suggested that somepnapriate ED attendance happens because
migrants or students from other countries do not have primary care services in their

country so they might not realise the difference.

AEur opean countries donot have pri mar.y
one ofthe reasons why these populations in Sheffield tend to go to hospital
when they dManaygdr) need t o0

Another participant mentioned that students might not realise the appropriate use of
NHS services in the UK.

NA&E tends t o getenthinalotwofecasygs abthetelang by st
students who have never been away fro
what i s t hM®anegerj or t hem. 0

6. Choice and confusion

Patient confusion

Many health care participants perceived that patients get confused abaihghbe

right health care service for their urgent health problems. They described that for
unscheduled care, often there is more than one service available and sometimes it is

very difficult for a patient to decide which service is appropriate for thecpkar
health problem.
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One GP reported that

think itdéds often confusing and diff

Al
they need; they need(G®ome assistance w

Another health care provider from an emergency department said

~

il a m dalth busihess amd my wife was unwell probably six months
ago and | found it confusing where she should go and you know | have
been working within the NHS for eighteen yearsl | find it confusing. So

| have got a lot of sympathy with patients who faodtoctor)

Managers also believed that patientso col
considered it as a national problem and not linked to having a local walk in centre

AnPatients | think remain confused bec:
services in[city] and this is a common national problem as well. We do

have some communications and marketing material but | would say

patients are still confused about which service to go to at what time and

what services wi(Managér)e provided there. o

The needfor a one front door service

The interviews with the study participants revealed that almost all health care

providers were in the favour of moving all urgent care services to one place and having

a A0One front door 0 ser vitcaeservichsisikouldbe atl d m
one place and patients could be streamed into an appropriate service such as primary

care or minor injuries. One participant from the minor injuries unit said that

~

il personally would 1| i ke teotsfikeeed one fr
into primary care stream, minor injury stream or the main A&E
depar t(Nuse)t O

Another doctor mentioned that it would be useful if all services moved to the

Emergency Department. If all facilities are available at the hospital, it weutddy to
manage and the issue of patientsod6 conf usi
resolved.

nlf they [patients] go to oneofsingle p
the availability of nurses, doctors;rays, blood tests all that kinaf thing.
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| personally would advocate a single place, one door and one single point
of ac(bDosters . 0

Another participant from the nurse group favoured all services moving to the hospital
(adult ED).

il think you need t opatemssgo tathes thantryh e s er \
and change behaviour and thatdés based
experience in tMuse) AGE department o

In contrast, participants from managerial group were more pragmatic about the issues
with establishing a one froxoor service in Sheffield. The issues they mentioned were
related to the availability of space at the main Hospital, car parking issues and issues of
overcrowding. Moreover, in the city studied, the Emergency Department is divided

into adults and childreand located at two different sites. Therefore, even if all

alternative services are moved to the adult ED, there would still be issues of alternative
emergency care services for children, unless another similar one front door service is
developed forthe hi | dr endés hospital as well, whic
cost. Furthermore, it was reported that the ED may not be a pleasant environment for
taking children compared to the GPWICwhglhh ovi des a Gener al Pr
Clinic-like environmentplaced in the centre of the city.

AA | ot of people are concerned about
because patrticularly at night times there are drunk people, there is fighting
sometimes, the police are there. [it is] Potentially a difficult emarent to

wa i t(Managerd

A manager who was also not in the favour of moving all services to the ED mentioned
an example where docationofawalk n service with ED didno

needed to be moved away from the ED.

AManchest er kdn antréd atacked @ thewraAKE and then

moved it! Sheffield is another strange one because you have an A&E
department for adults only and an A&E department for children. You

woul dndét be able to have a walk in cen
youwoul dndét Hoeatedbdchuse youavoutd @nd up doubling the

r e s o (Marageo
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The GPs also understood the possibility of overcrowding if all services move to one
single site. One GP mentioned that

AThis one front doorte avery busynprobablg woul d
unpleasant area and possibly a long waiting time. Also the [hospital] is very

much on one side of the city and actually maybe keeping something
centrall (GP)i s better. o

Moreover, a participant from EDs was also unsure about thefiteeof moving all

services to the adult ED from the centre of the city.

nCertainly there is no good evidence
the city centre or co | ocated (with a
(Doctor)

7. Mixed views of theGP WIC

Health care providers had positive as well as negative views about the GP WIC service
but a common perspective was that the service should not continue in the future in the

same way.
Positive views

Healthcare providers believed that the GP WIC wapd access because of its
convenient location.

il think it is easier for patients who
to the GP WIC than to go to the GP collaborative which is at the Northern
Gener al hospital and (GP) | ess preferabl

The location was also reported to be convenient because of the availability of car
parking at the centre.

AnParking is a | ot better at the GP WI
easy for(Mandagerfent s. 0O

One of the ED consultants also bee\that the centre provides a good alternative to
an ED because if a patient does not have an access to their GP, A&E would be the only
option to go to.

il f someone has no access to the GP t
(A&E) because this is a 24 howsrvice. If there is GP walk in centre then

most patients probably should go there first and then A&E should be a

kind of secondary(oceonpti ary referral <ce
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The centre was also perceived to have some positive impact on the local EDs.

N Ob v i dereswoyld be patients who historically would go to an A&E

are now going to the GP WIC. I coul dnbo
and | know she doesndt need to go to t
so | chose to (damagero t he GP WI C. o

Negative views

Healthcare providers had different reasons for having negative views about the GP
WIC. GPs, for example, reported that they would like to see a service which would
complement GP services by providing a wallonly service but not a service where
patients can register. Health care professionals at the minor injuries unit preferred that
the GP WIC should be clearer about the policy that the centre should not be treating
minor injury cases. ED doctors were clearly in the favour of closing down all

alternative services and bringing all urgent care services to the ED

One consultant mentioned the need for closing down the service as it was complicating

service provision

ARnThe service [GP W C] should not be cc
severakeasons, mainly in the interest of simplifying access to unscheduled
care(Doctor)

GPs based at practices further from the centre were particularly unhappy about the
advertising of the GP WIC.

nlf a patient comes to tlhyeanvwegstetk i n cet
with a GP | think they should be able to be told about any of the GPs

nearby and in practice the walk in centre only tells them about their own
practice and they declined p@R)mission

They believed that th&P WIC had a negative effect on their business.

Ailt [ GP WI C] definitely has an effect
has gone down, which means @G®r overall

On the other hand, participants from the managerial groupteejpibrat other

healthcare providers were unaware of the services provided at the GP WIC so they
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might not be aware of the benefits of the servicerals mentioned as a major concern

and a barrier in promoting information about choosing the right service.

AThe difficulty is.... i f primary heal
do, how do the general public understand what we do? Because GP
practices are nofManade ar on what we do.

One participant provided an example showing the lack of urahelisig of GPs about
the services provided at the GP WIC.

rys

RGP practice sent a patient here for
have people sending for ear syringing, those kind of things which are not
appropriate f oManagerwal k i n settingo

Concerns about ost-effectiveness

Many of the health care professionals had concerns regarding the service in terms of
value for money what the service was achieving and the cost involved. One GP

mentioned that

il think that it os [etviee adl eSffaras | very e
understand it, they are paid on a sort of a patient contact or arrived on

service basis, which means every time a patient walks in they receive a

payment for that which is very different to GPs paid in primary care. |

think the incone per patient or expenditure per patient for patients who
attend the walk in centre is signific:
think it provides(GRood value for money

Another participant described a serious concern about the cost involthe i

establishment of the service which he considered unnecessary.

Al think it is a terrible waste of mon
UK tax payer, removing my medical background, as a UK tax payer | think

it is ridiculous. What has happenedti®e creation of a service which
essentially ({Weador)unnecessary. o

The participant had the view that by bringing all alternative services under one roof it

would create a better value for money service.

il think i f wusing oatplacewasshuat doiviyandhs an e
all cost was bumped here to the Hospital with the idea of co locating

general practitioner facilities here, maybe some nurse practitioners, minor
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i njuries services, I suspect the valu
(Doctor)

However, other professionals were unsure about the cost effectiveness of the service as
a whole.

Al am not sure about that and | say th
are providing unmet need or whether patients are just going there because
itédsncenwve | dondét know (Nursegevenodt seen
il do not know the dat a. | f we found
cough and <colds are going then proba
(Manager)

The health care professionals also mentionedieaP WIC was opened without any
prior consultation which could be one of the reasons why the service was considered as
unnecessary. The health care professionals did not feel their involvement in the

development and the operation of the GP WIC.

Al k htime consultation was not widespre
PCT have considered all the important issues. It continues to have a

negative effect on some aspects of primary care provided by other GPs.

(Doctor)

Another participant mentioned the issof the lack of consultation before establishing

the service.

il dondt think t h befoee it was®stablished irctliren s ul t a
c i t(yoctar)

6.4 Discussion

The examination of the views of the healthcare professionals provide insight into the
perceived effectiveness and model of care provided by WICs. Seven recurring themes
were identified in the data relating to the impact of the impact of the GP WIC on other

services and its role in the urgent care system.

There were some discrepancies lesw the managers and health care professionals
regarding the usefulness of the GP WIC in the current urgent care system. The
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perception of many managers was that it is an important service which needs to be
continued in the future to prevent any additiobatden of patients on EDs. Many
health care professionals, however, particular those working in EDs, were not in
support of the idea of alternative urgent care services. Previous studies have shown
that alternative services in the UK have failed to predany impact on reducing
unnecessary patient load at ED (Chalder et al, 2003; Munro et al, 2000). It has also
been reported that alternative urgent care services confuse patients and patients may
not be able to decide which service to choose in case afgamnt health problem.
(Lattimeret al, 2010).

The health care professionals in the study reported in this thesis were clearly in favour
of a fione front dooro service which woul
emergency department of the mhwspital. This model has been used elsewhere in the

UK and has been shown to divert patients with minor problems from ED to the co
located walkin centre Lattimer et al, 2004). This could possibly reduce unnecessary
patient load at ED instead of having alternative urgent care service at a place other

than at ED. However, the study did not aim to measure the impact on EDs. Other
studies have shown that-tmcation of walkin centres with ED does not reduce patient

load at EDs (Salisbury et al, 2G£)7

The present study found that the clinical model of the GP WIC was not clear to
participants. For example, the PCT reported that the payment they provide is for nurse
consultations only. However, the centre has its own practice within the same building
so hey can switch GPs from one service to another. Thus, while it was not mandatory
for the GP WIC to have GPs at the centre all the time, the services provided at the
centre included services which can only be provided by a GP, such as health problems
relatad to pregnancy. The centre reported that they always send those patients directly

to a GP instead of triage.

Another area of confusion highlighted in this study was the lack of policy about
patients with minor injuries. The WIC claims to be able to semescases of minor
injuries whilst the centre also refers some cases to the minor injuries unit. This means
the PCT is essentially paying for two services for minor injuries cases.
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The majority of the participants were unsure about the impact of the IGRORWEDS
because of the lack of availability of data whilst others were sure there was no
reduction in patient load at ED as a result of the opening of the GP WIC. Many of the
healthcare providers perceived that if a service is established in the dethieeciy,
patients would use it regardless of whether or not they really needed to. There are a
number of studies which have shown that alternative services may not be able to
reduce patient load at EmM(nro et al, 2005Penson et al, 2010; Coleman et al, 2001)
However, in chapter five of this study, it has been shown that there was a small, but
significant reduction in minor attendancesta aidult ED after the opening of the GP

wl C. Neverthel ess, no significant i mpact
neighbouring town. Therefore, it remains unclear in which situations a GP WIC is able
to produce a positive impact on EDs and ihieck conditions it fails to have any

impact.

Studies have reported the lack of awareness of the alternative services as a major
reason for not having an impact on patient load at ED. One study has reported that
only a few patients at ED were aware of #irnative urgent care centre-lozated

with ED (Land and Meredith 2013). Another has shown that around half of the
patients at an ED were unaware of the existence of the Ge&f-bours or walkin

centre servicedPenson et al, 2012)

This brings up another question of whether or not the GP WIC should continue in the
future even if there is no impact on ED. In terms of cost effectiveness, the answer may
be straight fonard: the service should not continue if it cannot reduce patient load at
ED. One report suggested that around 25% of the-imadlentres have already been
closed down because of the budget cuts in 20diZe€eler,2012). However, in terms of
improving patieh access, the GP WIC has improved access to GPs for those who
would need to visit a GP out of working hours. The geographical mapping of patients
(chapter three) has also shown that patients from wider areas use the GP WIC service.
Moreover, the average a@f the patients attending GP WIC is different; more patients
in the working age group use the GP WIC, than those who attend a standard GP.
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Health care professionals were unaware of the activity data at the GP WIC and most of
them were unsure about hamany patients visit the GP WIC every day. Many of them
were also unaware of the role of the GP WIC in the urgent care services. There are two
possible reasons for this: first, communication is not up to an optimum level between
the GP WIC and other healtare providers regarding the services available at the
centre. Second, the GP WIC does not have an active role in the urgent care service
provision in Sheffield which is why most of the health care professionals were
unaware of their services. Studies éahown that GPs are mostly against the concept

of walk-in centre services (Pope et al, 2005). Most of them believe that it only
duplicates the GP services and may not have any role in urgent care services provision.
Other studies have also reported thesgiality of some duplication in health care
services because of the establishment of the-imatlentres in England (Maheswaran

et al, 2007). In addition, all of the participants reported that some patients use the GP
WIC inappropriately: for example, fa problem which could be sdifiting or the

patient could wait for a GP appointment. Participants also had a concern about the
service being provided by the private sector. In NHS England, there are many
healthcare services provided by a private compavtyilst NHS Scotland did not
accept the concept of introducing the private sector into primary healthcare service
delivery (BBC News, 2008)Moreover, GPs were clearly against the wiallservice

model where patients can also register. It was claimedathegistered service at the

GP WIC also gets promoted because of the advertisement of the GP WIC. It was
proposed that walin services should not be -tocated with a GP surgery which
offers a registration service. It is understandable that if a pagpeatedly attends a

GP WIC and realises that GP registration
opening in the evening and weekends, it is a possibility that that patient might decide
to register at that service. Therefore, it was also a titcagong the participants that

an alternative urgent care service like GP WIC increases the demand for the health
care services. However, it was mentioned by the participants that it can be a serious
risk to the system if the GP WIC closed down withoutlifig an alternative service,

even if the centre has created an artificial demand.
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In the UK, an appointment with a GP is necessary to visit a GP whilst it is possible to
visit a GP without needing a prior appointment in several other countries. Stugkes ha
shown the need for i mproving patient c |
(Salisburyet al, 200B). One study revealed that around 168the patients attending

an ED reported that unavailability of an appointment with their GP was the main
reason for visiting the EDPenson etla2012) This could be one of the factors which
necessitates the existence of GP WIC services. One possible intervention would be to
operate a wakln clinic at every GP practice along with the facility to have a prior
appointment. This could possiblydrt those patients back to their own GP who were
using the GP WIC instead of their own GP. Studies have shown that being able to
obtain preferred GP appointments is associated with a reduction in hospital attendances
(Purdy, 2010 an@unther et al, 2013)

6.5 Limitations

There were some limitations of this study

1 Firstly, the qualitative interviews were only conducted in one city and therefore
may not be applicable to other health service locations. However, the findings
may resonate with other similaettings as the interviews focused more on the

general use of GP WICs rather than a specific centre.

1 Secondly, only health care professionals and GP WIC staff were included in
the qualitative study and did not extend to patients attending these services.
The reasons for including health care professionals rather than including
patients were; firstly, it was considered that the other components of this
evaluation, in particular the survey element were fully focused on patients and
the perceptions of patientabout the GP WIC services. Secondly, the
gualitative study was intended to focus more on questions related to the
perceived impact of the GP WICs on other services which could be better
understood by interviewing those who observe patient flow at oneocg m

health care services such as staff and health care professionals. Finally, in the
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new structure of the NHS (implemented in April 2013), GPs have an important
role in commissioning healthcare services; therefore, it is very important to

understand theperceptions about the existing GP WIC services.

Thirdly, only GPs from a surgery near the GP WIC were included in the study
and other health care professionals such as dental practices and urgent dental
care services were not. It was possible that theyldvhave had useful views
about the GP WIC services and the effect on the use of dental practice. Initially
it was planned in the study to include dental practices by considering some
overlap services such as oral ulcers which can be treated at eithalr aten
general practices. However, after discussion with PCT managers, it was
realised that any impact on dental practices was less likely as the GP WICs
were more likely to attract patients from the GPs. Moreover, the GP WIC did
not aim to produce any inapt on dental practices or urgent dental care services.
Therefore, it was less important to include those services in this particular

research.

Although an operational manageom the GP WIC was interviewed for this
study, no GP from the GP WIC could bedarviewed as none of them accepted

the invitation to participatdespite several reminders
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6.6 Strengths

1 The GPs who were working in the two nearest practices were included in the
study. This was very useful as one would expect the GP WIC to thave

greatest impact on their practices.

1 This study component discovered important findings which were not identified
in the other study components such as how the GP WIC affects surrounding
GPs and how the location of a GP WIC is important to have padtron ED
attendances.

T I'nterviewing PCT commi ssioners who we
commission was very important in this study because it discovered the main
purpose of establishing these services and how these services fit into urgent

careservice delivery in Sheffield.
6.7 Conclusion

Participants reported that they had not noticed any decline in the demand for ED after
the opening of the GP WIC in the locality. Most of the health care professionals
believed that the GP WIC duplicates teristing health care services. There were
concerns about the provision of minor injuries care at the centre in the absence of any
specialised care and the lack of diagnostic facilities. The provision of the service by a
private healthcare provider was alBa@oncern. It was a common belief of the health
care professionals interviewed that the public has poor awareness of existing urgent
care services and most of the time it is difficult for a patient to decide which health
care service to go to when theyedeurgent care. Available leaflets and publicity
materials were perceived as insufficient to fully educate the general public about the
existence and role of the GP WIC.

Moving all urgent care services under one roof was the most favourable solution given
by the health care providers to eliminat
considered that moving all services under one roof at the ED might create a very busy
place and it is likely to be less accessible than having an alternative urgesecace
in the centre of the city.
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There is a need to have a better communication system between the GP WIC and other
health care providers working in the same region. Other health care providers should
be informed about the services available at theVE which might bring a very

positive change in the use of GP WIC for urgent health problems by the general public.

6.8 Recommendations

1 There is a need to have a better communication system between the GP WIC
and other health care providers workingthe same region. Other health care
providers should be informed about the services available at the GP WIC which
can bring a very positive change in the use of GP WIC for urgent health

problems by the general public.

1 Most of the information about the usdé the GP WIC should be publicly
available or at least to the concerned health care providers, unless it is highly
confidential. It would be encouraging for other health care professionals to
know what the patient load at the GP WIC is and to understandte centre
is helping other services and about the cost involved. It is a common matter of
concern that if the cost of this service is as high as ED then it is difficult to
justify the existence of a parallel urgent care service to the emergency
departnent. On the other hand, if the GP WIC is offering a very competitive
per visit cost then the service is more likely to be acceptable to other health
care professionals. Hence, if other health care professionals are aware of the
cost involved then other hidla care professionals will have an opportunity to

decide whether or not they should be supporting these services in their locality.

1 Publicity material about the urgent care services might need some
improvement and be made available to a wider populatioraddition, the

material could clearly indicate the purpose of establishing the GP WIC.

1 There is a grey area regarding the service providers at the GP WIC and some
health care professiondielieve that it is essentially a nurse led service whilst
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otherbelieves that the service is led by both nurses and GPs. Particularly since
the move of the nurse led wailk centre to the GP centr&herefore, it is
important to be clear about the services provided at the centre and who
provides treatment to the preseg patients. It might be more convincing for
other health care professionals if the centre clearly states that the GPs are also
available to pick up fairly serious health conditions which need immediate

referral to EDs.

Measures need to be taken to mmvany decline in the number of registered
patients in the surrounding GP surgeries. The GP WIC providers are also well
aware of the fact that the purpose of the service is not to attract patients from
the surrounding GPs but only to provide temporarye garan urgent health
condition. Yet, the concerns of the surrounding health care professionals need
to be resolved carefully.

Al t hough there are discussions about
services under one roof in different partste UK, | feel that in the city under
study that may not be a very wise decision as ED services are located at two
different locations for children and adults. Therefore, moving the GP WIC to
one ED might negatively affect the use of the service by theratbelonging

to the other age group. Instead, moving all alternative services, such as minor
injury services and mae led services, to a central place like the GP WIC would
prevent some confusion. Patients would only have two options to choose from;

ED or the alternative urgent care centre.
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6.9 Summary

This chapter exploreshé views of local health care providers through qualitative
interviews with key informants. The interviews were conduate8heffieldwith ED
doctors and nurses, PCT commisgars, local GRsandthe GP WIC manager. It was
found that most of the healthcare providers believed that the GP WIC was an
unnecessary service addplicates existing services. It was also found thase key
informants believe thadll alternative urget care servicg including GP WICscreate
confusion and patients are unable to decide about the right health care &ensee
when they havan urgent health problem. Staff at the GP WIC #redPCT believed

that the GP WIC is an important service #ritie centre is closed down there will be a

rise in ED attendances.
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Chapter seven

Discussion and kture Research

7.1 Introduction

This chapter will focus on the integrated results from ezdde study components,
both qualitative and wpnttative. Chaptes three and four focused on the patient
experience and satisfaction with the GP WICs in Sheffield and Rotherham. Chapter
five mainly focused on the impact of the opening of the GP WIC on local EDs through
the analysis ofsecondary data sefBhe focus of hapter sixwas to explorghe views

of healthcare professionals regarding the role of the Sheffield GP WIC delikery

of urgent care through qualitative interviews.

This chapter willdiscussthe overall resultsand theconclusiors from the study with
some recommendations for the GP WICs and policy makers. Iticeddhe proposed

direction offuture research will be discussed in this chapter.

7.2 Integration of results from all three studies

Triangulation was used to integrate theutessfrom the multiple methods used to

answer the research questions in the study. Triangulation is one of the three commonly
used methodologies for answering research questions addressed from different aspects
(O6Cathain et al, 2r0iladn)g u lHeotwieovredr , h a sh eb e een
it implies that in theory different methods should converge to produce similar findings.

In practice, it is a possibility that different methods produce completely different
findings. Therefmatei,ondhei ¢ eacfmt ArCrysdad lil n s
method to produce different findings and combining the different methods means we

can look at a problem from different aspects and find different information from each

methodology.

The study focused momn quantitative approaches to answer the research questions

using surveys and secondary data from EDs. However, qualitative data was also
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collected to address those aspects which would not be answered through the

quantitative approach only.

A total of 1030 patients participated in the primary survey at the Sheffield and
Rotherham GP WICs. At 57%é response rate to the surveyasweasonable for this

sort of study.The results of the patient experience and satisfaction surveys at the GP
WIC showeda hich level of patient satisfaction with the services. Aro&o of
participants were highly satisfied with teervices ofGP WIGCs. The satisfaction was
higher with the Rotherham GP WIC mainly because of the shorter waiting times.

The survey showed th@B8% (207/871) of articipants reported that they would have
gone to ED if the GP WIC was not established in Shefaiald Rotherhantowever,

the analysis of far tweyeddspanhninth® apeningy e thel GPt a
WICs did not show anyreductionin minor attendanceat Rotherham EDor at the
Sheffield childre® bBospital as seen in chapfere. However there was a statistically
significant reduction of5% in minor attendances at the Sheffield adult ED. The
magnitude of reduction wasmaller han expected. The qualitative interviews with
managers and health care professiomasheffieldrevealed that a reduction of 10% to

20% in minor ED attendances was expected when these centres were established.
However, the participants in the qualitatiiedy did not perceive any reduction in

patient load at ED as a result of the opening of the GP WIC.

Theprimary patiensurveys also showed that aroud&bs (n=23)of patients inteneldto
usethe ED afterreceiving consultation/treatment thie Rotherham B WIC and3%
(n=13) atSheffield. A large number of patients (50.5% of those who responded to
postvisit survey) visited their own GP after visiting the GP WIQkis probably
confirms the concerns of the health care providers regarding the duplicatibe of
services because of the opening of the GP & shown in chapter six. The health
care providers also mentioned that the GP ®Wistly attract patients who would

have gone to a GP rather than those who would have gone to an ED.

The qualitative studyalso revealed that health care professionals believed that the

establishment of an alternative service like the GP WIC can increase the demand for
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health care services. This coudd another reasomhy despite the high use of the GP
WI Cs 0 s er vitaas,produced onnthe &Rotherham ED and the Sheffield
childrenbds ED.

On the other hand, accessibility to the healthcare services has been thaseasesult

of the opening of the GP WIC. Patients from widespread areas used the centres as
shown in chpter five and the major proportion of patients attended the serviesf-out
hours. Chapter three (survey) also showed thatrtbeal age group of the patients
attending GP WI€was 30 year$ 40 years. Iterviews with healthcare professionals
(chapter six)also revealed thawhilst the patients of working age graupere more
commonly attending GP Wi@atients preseimtg to standard GP surgeries are usually

the elderly and children. This one of the indicators which showsat the GP WIG
improved GP acas for thosdocal workerswho otherwise were less likely to be able

to access their GPs because of their working hours.

The findings which were obtained in common throudhhaike study componengse
that:

1 There is some duplication of the services beeanf the opening of the
GP WIGs

1 The GP WIGimprove patient access to GPs

The three study components produced different results about the iofigaet WIC

on the local EDs

1 The surveys showed \ery high potential of theGP WICsto divert
patients from EQo the GP WIG.

1 Theanalysis ofroutine ED data showed impact on one local ED but not

on others.

1 Interviews withhealth care professionals showed that the GP Et€s

unable tareduce patient load at ED
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7.3 Discussion

In this mixed method evaluatioh,used multiple methods to evaluate the GP WIC
services including surveys, interrupted time series analysis and qualitative interviews
with the key informants. The primary objectives weredscribethe characteristics of
patients who attend GP WIQsnderstandwhy patients attend these servicegasure

the impact of GP WIC on other servicesd assesghe views of local health care
providers regarding the GP WIC services. In addition, there were a number of
secondary outcomes in the study which origgdafrom the data and helped in
understanding the overall role of the GP wilkcentres in the current urgent care

system.

In this GP WICevaluation the mixed method approach was usedrderto havea
broader understanding about the role of the GP Witbe current urgent care system.
There are several advantages of using mixed methods. However, there are some

drawbacks which limit its use, particulamwhen few resources are available.

Some of the key methodological issues in mixed methods aréomezhin Creswellet

al (2011) and Teddlie & Tashakkori (2009). These include utilisation of more time and
resources in planning and conducting mixed method research and sometimes
researchers need to wovkith different teams to have expertise in more tloeae
method. Sometimeshere are discrepancies in the findirfgppm different methods and

no clear answer howo address the discrepancies in the interpretation of the findings.
Interpretations based on integrated results may also be difficult sometieseaicher
emphasis was unequal on each datasets. In addition, thecereeptual stances in
mixed methods research such as the issue of moving from one paradigm to another.
Moreover, there is an issue of publishing mixed methods studies in jourrialssas
studies tend to be lengthy. However, there is increase in the number of mixed methods
journal in the past few years. Also, researchers sometime choose to publish qualitative
and quantitative findings in separate journals for diffeamdiencegTruscott et al,

2010).

The mixed methods approach used in this study unveiled some of these issues as it

took longer than expected to conduct the study. | needed to learn both qualitative and
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guantitative data analysis skills to analyse qualitative and qaiivgitdata in this study.

In addition, there were some discrepancies in the findings from the quantitative and
qualitative part. Somef the positive findings in the quantitative part pointed towards
the importance of GP WIC in the provision or urgent caice. On the other hand,

the qualitative part revealed that the role of the GP WICs in unclear in the existing
urgent care system and most of their services only duplicate other primary care

services such as GP surgeries.

This study provides the firglvidence in the UK about the effectiveness of\GIZs.

The GPWICs workfor residentsdy providinglonger opening hours armtingopen on
weekends and bank holidaysy havinga GPpresentat the centre along withurse
practitioners, andbeing able to retieve and updatep at i e n tssaboutang c or d
treatment or advice given at the centre. Patients comednidespread arda attend

the centresin case of urgent health problsiffrain et al, 201B). Most of the patients

are satisfied with the serviceshd location and opening hours of these centres are
highly satisfactory for the majority of the patientfie mnvenience of the Rotherham
centre was reported as slightly high#tran Sheffield possibly because of the
availability of free onsite car parkirfgr patients. Studies have shown that patients use
walk-in facilities because of easy access and much shorter waiting times as compared
to GP practicesSalisbury et al, 2003).

The estimation of the number of patiegetting divertedrom ED to the GPRNICs is
an important finding of this studyo help policy makers calculate the cest
effectivenessof establishingGP WIGs. The GP WICs have a potential to reduce
unnecessary patient load at E@s seen in the Sheffield adult EBut are unlikely to
fully resolve the issue of minor ED attendance. The GP WICs essentially provide
primary care servicelike a standard GFbut with extended opening hours. National
and international literature has shown reductions in patient load at local EDs in the
presence ofbetter primary care service&nther, 2013; Van Uden et al, 2005;
Christakis, 2001)On the other handjther international literature shows a lack of
evidence for a reduction in ED attendances as a result of the establishment of
alternative primary carservices Qterino et al, 2007), possibly because additional
services can increase demand as well as redirect it. In thetuddes showed that
NHS nurse led walin centres were unable todugce patient load at E[Balisbury et
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al, 2003 Chalder et al, @03). There were two major differences observed between the
traditional nurse led wallkn centre and the GP WIC; first, the GP WICs have GPs
available at the centre all the time so a wider range of services are available at these
centres in comparison witthe nurse led walkn centres. Second, the GP WICs are
usually located in the centre of the citilthough some of the nurse led waltk
centres were also located in the city centre areas, establishment of GP WICs in the city

centre areas was one of thaimcharacteristics of the GP WICs.

Health care professionals believe that GP ¥v#teunable to produce any impact on

the ED.Most of the health care professionals believed that alternative services such as
GP WIC and nurse led walk centres only aofuse patients, and patients are unable to
decide which service is appropriate in case of an urgent healthcare prbatémer

et al (2010) emphasised the complexity of the current urgent care system, particularly
during outof-hours, where the generalifgic face confusion about choosing the right
urgent care servic&Ps and other local healtlareprovidersare also concerned about
continuity of care and duplication of services in the presence of alternative services

like walk-in centresPopeet al, 205).

There are several reasons why patients still attend EDs for minor problems instead of
using alternative serviceEDs are openand are known to be ope?4 hours seven

days a week andreable to deal vih all kinds of health problemPerceived ned for
having an Xray or other investigation has also been shown to be associated with the
use of ED [and et al, 2013Rassin et al, 2006 he SheffieldGP WIC does not have

an X-ray facility, and patients may not know that the Rotherham centre dakthian
could further explain the reason for not having a high impact on ED attendances.
addition, many countries offer GP access without needipgor appointment whilst

in the UK it is almost always mandatory to have a prior GP appointment. In such a
case, ifa quick appointment is not available, patients are likely to attend some other
service. Studies have shown th&®o of patients at an ED reportétattheir reason to
attend EDwas because they were unable to obtamappointmentwith their GP
(Penson et al, 2012)

This research study has sought to understand more gbeut i eeedssadd

satisfaction with such walin facilities. Duing out of hours, patients do not usually
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have quick access to see a doctor, and if needed, they are left with no option but to
visit an ED. In the UK, primary care trustgere until recentlyresponsible for the

quality and accessibility of primary heatthare services and masttheprimary care is
delivered by GPs who are responsible for 24 hours care. However, GPs can opt out of
providing 24 hours care, and can delegate this to GPofdubtur services which
typically operate from 6pm to 8am during wesaéys and for 24 hours at weekends
(Huibers et al, 2009), and are staffed by nurses and GPs. GP WICs are an easy way to
access a GP without prior appointment. T
to GP services as seen in the results. A large ptiopoof patients presented to the
centre because they were unable to reach their own GP and in some cases they were
not registered with any GP at all. In these circumstances, the patients would either
present at ED, waited for their own GP, or may haveigmored their health problem,

which could possibly lead to presenting at ED at a later time. These centres are now
co-located with traditional Nurse led waik centres. Studies have shown high patient
satisfaction with nurse led walk centre in the & (Salisbury et al, 201@alisbury et

al, 2002).

This study reported patient experiences and satisfaction with the GP WICs. Although
satisfaction was measured in the study using a validated scale, the inherent issues with
measuring patient satisfactioand its limitations need to be understood. The
measurement of patient satisfaction depends on multiple factors such as the response
rate of the survey, the characteristics of the patients and satisfaction scales used in the
study. This study had a reasblferesponse rate which was comparable with other
studies that used the similar sedport survey questionnaire (Coster et al, 2009).
However, the results are likely to suffer from Ar@sponse bias and sampling bias. For
example, the survey questionnaweas not distributed to every patient so if the
receptionist did not hand over the questionnaire during very busy times then selection
bias might havéeen introducethe results. In addition, the differences in satisfaction
levels between the two centresght have beemppearednly because of sampling

and norresponse bias.

There iswidespreaccriticism d patient satisfaction research, yEdtient satisfaction
surveys have been frequently used in the past 20 years. The critiques say that most of
the suveys tend to report high lewlof satisfaction and only few express
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dissatisfaction (Wilkin et al, 1992).a8sfaction is highly subjective, has large ceiling

effects, and is known to be very high regardless of topic, so the association between
satisfadibn and quality of care is questionable.

One review identified that around 80% of survey participants express satisfaction for
any survey tool (Fitzpatrick et al, 1991). Another study reported that pétieptsted
satisfaction is lower if a questionnails completed ahomeratherthan at a general
practitioner s sur ger y-hi (K992) reemmnsehded thae t al

dissatisfaction rates should be given importance than satisfaction rates.

In the GP WIC study, | used a patient satisfacBoale to determine the satisfaction
levels with the consultation/treatment received at the centre. The results were likely to
havesuffered from the same problem of over reporting of satisfaction. However, some
of the patient experiencmeasuresvere assoated with satisfactian For example,
waiting time for treatment was inversely related to the patient satisfapaming

towards the fact that some of the findings were correlated with paixeriences,

which arerelatively more objective measureStudies suggest that questionnaires
should aim to measure patient experience and then determine how such experiences

are related to satisfaction (Cleary et al, 1992; Jenkinson et al, 2002).

In this studythe outcome was dichotomised into very satiséied not very satisfied to
determine the predictors of being very satisfied with the servitkis might give

better interpretation of satisfaction leyak patients may not be able to understand the
exact scoring andiccurately differentiatdbetween sae 4 (satisfied) and 5 (very
satisfied) on d.ikert scale of 1 to 5 (Collins et al, 2003Although it might seem

likely that patiend can distinguishbetter between the highest level of scoring (very
satisfied) and anything less than the highest scorg df for examplethey found
something was missing in the service provided, there is evidence that patients who
reportbeingvery satisfied with services might still have problems withrtii@/illiams

et al, 1998).

The findings from the two centras this studyshowed that there were differences in

the satisfaction levels between the two centres wimal indicatethat the instrument

was able tadetect differencesHowever, as reported earlier, there was a difference in
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the response rate at the two GPGAwhich might have accounted for the difference in
the satisfaction scores.

Another limitation of measuring satisfaction in this study was the lack of some
important variables in the questionnaisech as perceived health status and previous
experiencevith the servicewhichare known to be associated with patient satisfaction
(Crow et al, 2003)Secondly, as mentioned previoussatisfaction is also related to
pat i e n tlderyatients are likely to be more satisfied with ses/{€&row et al,

2003). A large proportion of the users dhe GP WICs were o& younger age group

in comparison to patients attending general practitioner surgeries which also needs
considerationvhen comparing the satisfaction levels of GP WIC patients with other
primary care serviceslherefore, the results should be interpreted with caatnal the
satisfaction levels can only be comparable with other settings wdnesinilar

satisfaction scale had been used on a similar group of patients.

One of the important purposetestablishing walin centres was to improve access to
healthcare services (Salibusry et al, 20@&)cess to healthareservices is not equal

in relation to ethnicity, socieconomic status, age and genoethe UK (Goddard &

Smith, 2001) There is Bghtly higher utilization of health serviseby socially
disadvantaged groups which is associated with greates (Bakler and Hann, 2001)

but generally the inverse care law applies and use in disadvantaged groups does not
increase as fast as need (Rawmd Saul, 19973 atisfaction in ethnic minoritgroups
regardingaccess ttealthcareservicess low, particularlyfor specialised services such

as cancer (Conway et al, 2014). There are issues of cultural accessibility and barriers
for ethnic minoritygroups to have equal access to healthcare facilities sumiitasal

health beliefs, difficulties in communicating with health care providers and perceptions
of stigma (Salisbury et al, 200;7Gardner & Chapple, 1999)n the GP WIG, the
language barriehas been addressed by providihg facility of language translation

for patients who are unable to speak or read English. Moreover, the publicityféiyers

the GP WIC have also been available in multiple languages for different communities.

Variation n the use of general practice is well recognised in different age and sex
groups Qffice for National Statistic2005) However, it was noticed in the GP WIC
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study that the age distribution of attenderas slightly different than those at GP
surgeries The attenders at the GP WICs were mbkely to be ofworking age.
Jacksoret al (2005) also reported thamajor proportion of users of walk centres
areyoung, betwen the ages of 17 and 45 yeaithether this is because of difficulty
of access to WICs for the elderly, or ease of access for workers is not certain.

In addition, distance from a health care service is inversely refatis utilization
(Asthana et al2004). Although the geographical mapping of the patients attending GP
WICs showed that patients from a widespread area of the city were using the service, it
is likely that some of those were working near the GP WIC. This was one of the
limitations of thestudy that the study only recorded home addresses of the patients and
there was no information about work locations or educational institutes in case of

student patierst

In 20023, the Government created a Primary Care Access Fuftio8im and about

one third of it was to improve primary care access (Salisbury et al 00he
remainder was to increase capacity in the health care system by developing mere walk

in centres and enhanced nursing teams. However, speedy access needs to be balanced
with patiensdchoices and preferences to make the health care system more responsive

to the public neesi(Rubin et al, 2006). Speedy access to primary care is probably more
important for patients with straightforward negdsile for those withmore serious
problems continuity of careand trust in the health care servisanmore valued (Baker,

2007)

Rapid access t&GP appointments Babeenshown to improve over time but the
problem has not been eliminated (Salisbury et al, 2007; Boyle, 2011). The NHS Plan
stated lhat patients would be able to see a primary care professional within 24 hours
and a GP within 48 hours (Boyle, 2011). The target has not been fully achieved yet. In
the 20089 GP Patient Survey, 89% of patients repottez) wereable to see a GP
within 48 hoursand dout 83% of patients said they were satisfied with the opening
hours of their practice (Boyle, Appleby & Harrison 201Quick access to GPs in
terms of appointment availability is one of the important factorpdtient satisfaction
(Campbdl et al, 2013). The GP WIC provides quick access to healthcare service by
providing same day consultation without needangrior appointment. Moreover, the
relationship between waiting time for treatment and patient satisfaction was also found
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in this study which showed that even & patient gets same day access to healthcare
through GP WIC, the satisfaction level decreases aitincrease in the duration of

waiting time for treatment.

Improved access to health care Hmenshown to decrease unnecegshospital
admissions for patients with chronic disease (Bindman et al, 1995). Thus, it could be
anticipated that the improved access to primary care ssrwicald reduce patient
visits to emergency departmentdowever other studies have shown that thee of
emergency care is not associated with access to primaryHames(et al, 201)L This
ecological study evaluated 68 general practices in North London in terms of their
patientsd6 use ofs Nomignificam wadagion dusepod EDtelatedn t

to GP access was found between the practitlesonly significant variable found was

the Index of Multiple Deprivation (IMD). The study concluded that vattery unit
increase in IMD score of the GP practice, there would be an increase of 6.1&8(95%

= 4.56, 7.70) per 1000 patients per year in emergency department attendances (Harris
et al, 2011).

This evaluation studidentified that GP WICscan potentially improve patient access

to urgent care serviceflong with walkin centres,ie NHS has wtertaken several
measures to improve health care access such as NH®Tl4thainet al, 2013) and
advancd patient accessAdvanced accesat GP surgeries aime@d improve access
through telephone triage and consultations. Murray (2005) described advanced access
as 0 Do idvprk today lay pffering a same day appointment to all patients who
c a |Advanced acess aimed to provide sameydgpointment by ensuring there is
sufficient capacity to meet the demand (Murray and Tantau, 19B8)NHS 111 has
shown to be acceptable for the general public and patient satisfaction isChigh (
Cathainet al 2013). However, the evaluation of the pilot NHS $ités las not shown

any decline in the use of ambulance sewioce ED(Turner J et al, 2013). Ifact, the
study reported a pagde increase in ambulance use as a result of the introduction of
NHS 111.

In case of GP WIE, access to direct contact withhealthcare provider has been
improved. The centres are located in the centre of the city/town so the geographical

access to hethicare services might have improved. It was also shown that patients
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from a widespread area were using the service and the majority of the survey
participants rated the centre location as excellent or very good. In addition, functional
accessibility has e improved as a result of longer opening hotdereover, the
opening of the centres on weekesmahd bank holidays improved accessibility for those

who otherwise were less likely to access their own GPs.

Most of the healthcare professionals now belihag multiple urgent care services at
different places only confuse patients and do not achieve their objectives. Thus, the
concept of one front door service appeared which means that all services should be
under one roof and patients can be streamed diogoto their needsT he fAone fr
door 0 satsoawygood idea inhe sense that the issue of patient confusion will be
resolved if patients know that there is only one service availablefdwdurs which

they could attend (Salisbury 2010) Howeve |, I f t hat N wiceeis f r on
established next to theD and the GP WIGs closed down at the current location, it

will decrease access for a large population who wptéder toaccess a service in the
centreof the city. Afione f r on tce shkboldideallybe ér all ialternative
services such as minor injuries unit, walkcentres and GP owff-hours, all in the

centre of the city With this arrangement there would be just two places for urgent care,

ED andanintegratedi o n e f r altarhativd serviceoPatientvouldonly need to

decide between ED if they consider their condition to be serious and the centre for
alternative service#\t the moment, in Sheffield for example, patients have more than

five available options including a inor injuries unit, GP oubf-hours, GP WIC,

calling 111 or NHS Direct, and two Emergency Departments (child and adult). The
establ i shment of a fone front dooro alt
patient confusion about the services and coulssipdy lead to a reduction in ED
attendances, especially if the system runs for a longer period of time since one of the
major reasons for patient confusion is also the rapid changes in urgent care services.
Moreover, theial t er nat i v e sergi@deshodldr omly provideoawatk-in

service without having an opportunity to register with all@Pause of the number of

issues discussed in chapter six about the concern of localTBEsservicecould be

provided bya private companyas with several othédHS servicesunder continuous

monitoring for quality control.
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7.4The new NHS structure in 2013 and the GP WICs

In 2013 the NHSstructure went through the biggedtangessince its creation. The
PCTs havebeen abolished in the new structure of tHeIS and 211 Clinical
Commissioning Groups (CCGs) took over the commissgaof health care servise

The CCGsare made up dbcal GPs a representative doctor from a hospital, a nurse
and a member from the general public whwll take decisions abouthe
commissiomg of health care services based on local community nesdstegic
health authorities and topic networks have also lawtished in March 2013There

were 32 topic networks in NHS England including cancer netwdibetes networks,
stroke networks and comprehensive local research netwolksthe new structure,
academic health science networks have been developed to support research and
innovations into practice and improve engagement of healthcare providers into
research activities. Allfathese changes can have direct or indirect effects on the GP
WICs.

In terms of the effect of the new NHS structure on GP WICs, there are opportunities as
well as challenges for the GP WICs. In the new structufe,VACs can take an
integrd placein urgent care provision if the CCGs have sufficient evidence about the
effectiveness of their role in the provision of urgent care servizeshe other hand,
there is a mjar conflict of interest in commissioning GP WIC services by CCGs in the
future. In mary parts of England, th GP WICs are opeld by private companies
(Nowottny, 2009;Heins et al, 2009 andthe providers of the GP WICs included in
this study were also private companies. So there are two major issues in
commissioningGP WIC services in # future First, GPsare generally againsghe
introduction of private companies into primary health care service delikzéiys et al,

2009; Salisbury 2008). This is because if a private company runs a practice, GPs are
employed by them and their meadition is different than if they are running their own
practice and involved in patient cai®econd,a GP WIC may attract patientaway

from the surrounding GPs amlgis wouldhave a negative effect on the list size of the
GPs and their income(Ashcroft 2009) This is a direct conflict of interest and

competition in business. One GP reported that it is not possible for a practice to
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compete with GP led walln centres because the centres receive higher funding than a
routine practice and their opening neare longer so patients would obviously prefer

to register at a GP waik service Ashcroft 2009).

In a recent example, one CCG in Barking and Dagertasralreadyplanned to close

down the walkin centre and divert patients to the local GPs underthd sur ged p
(Madlen, 2013) The plan intended to reduce ED attendances by enabling GPs to be
prepared for 50000 more appointments every year. In the pilot six month phase, 25000
new appointments were arr anppenddoamtroduGePs . T
GP weekend services. The amasto reduce those ED attendances that do not result

in investigation or significant treatment. The local GPs, however, were unsure whether

or not the intervention would reduce ED attendances. One GP said

6 Thi ss cnheenme , it |l ook s as i f it shoul d !

ent husi astic about it and none of t he o1

The GP added that patients prefer to go tobePause although patient can wait four
hours at EQtheywould prefemotto wait four hours at a GP.

Another GP has explicitly reported that Darzi centres (GP WICs) must go as the
centres have not shown amyprovemenin patient load at other servic€3ell, 2011)

Monitor, which is the investigating body in the NHS,abed an investigation in May
2013 regarding the closure of GP WICs. Monitor stated that it is in the interest of the
public to investigate the reasons why GP WICs are closing down in th& &je€gen
2013).

Thus, in some regionSP WICsface severe regance from the local GPs, and some
are already closingA report from House of Commons (2013) also mentioned the need
to improve primary care delivery through improved GP services. ¥atkntres were
reported to be inefficient in reducing any patiesaid in EDs (House of Commons,
2013). Therefore, the future of the GP WICs is unclear in the UK in the new NHS

structure.
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7.5 Conclusion

This evaluation study has found some important evidence regarding GP WICs. The GP
WICs provide easy and quick acsds patients with minor illnesses. Overall, most of

the patients are satisfied with the services of the GP WICs studied. The largest
proportions of patients who attend GP WICs are those who report they are unable to

secure an appointment with their own.GP

Health care professionals also believed that the GP WIC is an easy place to access for
urgent health care problems. However, it was identified in the interviews with key
informants that the opening of alternative urgent care services like a GP WIC can
increase demand for health care services. Patients sometimes inappropriately use these
centres such as for health conditions which can bensatlaged by the patients or

which could wait for a GP appointment. Therefore, the centres may be treating
demand wkich was created by the centre itself and so may not produce any impact on

ED services.

This study identified that there was a small (5%) but statistically significant reduction
in minor attendances at one adult ED as a result of the opening of th&RA3AIC,

but there was no significant effect at the other EDs. However, a high attendance rate
was observed at both the WICs studied which might be the result of an increased
demand for healthcare services. Therefore, if the GP WICs had to be closed down
without finding an alternative in other primary care settings, it is likely that

attendances would rise at other existing NHS services including ED.

7.6 Strengths

1 GP ledWICs haveonly recentlybeenestablished in the UK and this is the first

study toassess theeffectiveness.

1 GP WICs are still evolving anidl has not beerfully established which model
works best. This is onef the reasons that services are rapidly changing at

these cent®e The new NHS structure will also have a considerable affect
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the future model of GP WICs in the UKlherefore, this wasa timely
evaluation to generaterobust evidence regarding theppropriateness or

inappropriateness of tleervicedn the changing urgent healthcare system.

The structure of the NHBas chang#in 2013 andurther changes are expected

to appear with time. Ais year will probably see the most-faaching changes

in the NHS structuresince itscreation. The changs relevantto GP WIG
include the abolition oPCTs which were the commissiorg body for GP
WICs. Clinical Commissioning Groups (CCGpve taken over the role of
commissioning GP WICs along with other primary, secondary and tertiary care
services.The future strategy of the CCGs is unclear especraliyprding the

GP WICs. Thus, this stdy may help CCGs indeciding the future role of the

GP WICs

In June 2013 NHS Monitor started investigating the closure of-imatlentres
in the UK. The reports produced from this thesis have been included in the

literature reviewed by NHS Monitor.

Multiple approaches were used in the study includpagient surveys,
gualitative interviewswvith health care professionakmd the use of routine ED
datato assess impactherefore, the findingare based on multiple methods
taking different aspects ondlservices into account. Each aspect of the study
was, independently, a significant piece of work and contained important

information

The perspective of the health care professionals, who are directly or indirectly
related to or affected by the GP WICsuld only be achieved through the
qualitative component of the study. The information produced imtbeviews
revealed a different perspective which could not be discovered through the
other two components of the study. Similarly, the survey produakdble
informationabout patient experiences and satisfaction Wigservices ofthe

GP WICs. Finally, the retrieval ofroutine ED data revealed the pattern of
minor attendances at the EDefore and after the opening of the GP WIC
These three compents have been brought together to make a comprehensive

assessment of the benefits of GP WICs. For exgnipéeroutine data was
235



analysed in the light of responses from the survey data to determine whether
the impact produced at the ED was in accordanitie tive patient intentions
reported in the survey. The results showed thatuah higher proportion of
patiens reported thi intention to visit ED if the centread not been open than

were actually divertettom the ED service to the GP WIC.

The incluson of two centres, working in two different settings and covering

different population structusein terms of demographics and socioeconomic

status, provided a comparison of GP WICs. The two centres were alsontliffere
in thetypes of services they prowd andvereoperated by different providers.

The findings of thesurveys at th&P WICs wergresented to the staff at each
centre and this gawkem the opportunity to give their feedback. Furthermore,
Sheffield and Rotherham PCTs were involved in thelstplanning and the
results were also shared with the PCTs. The results were also sent to
Rotherham R&D (omequest)

The survey data was compared with the routine data of the centres for three
variables (age, sex, time of attendance) and no mdjerehces werefound.

This strengthened the findings of the stugitycethe participants in the study
were consideredo be a representative sampdé patients who use these

services.

The patient satisfaction analysis of the survey data was conductedtsbpa

for both first time users and repagers.Similar high levels of satisfaction

were found in both groups,andi i s not, therefore, a
due to dissatisfied patientstsequently using alternative services.

The postvisit suwvey in the study was very useful in terms of determining the
impact of the centre on thsubsequentuse of other services. Thus, the

reliability of patient intentions was also determined using these findings.

The useof Geographical Information Systemots provided a distribution of
theplace of residence giatients who use these GP WICs. Only one GP WIC is
located in each PCThus t is important to understand if these cenprasvide

accesgo allresidentsiving in the catchment areas.
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7.7 Limitat ions

The following are some important limitations of the study

T

Only two GP WICs were included in the study from one region of the country
which may raise the question of the generalizabilitghefresultsfor all GP
WICs in the UK. In an ideal situatiom, larger number ofentres woulchave
beenincluded in the study but that would have required more time and
resourcesln the given time and resources, it was decided to include only two
centres whiclwere chosen because thdiffered markedly in the ramgof the

services provided.

This evaluation study did not include an economic evaluation of the cost
effectiveness of the services provided at the GP WICs. However, the study
provided some useful information for policy makers about the effectiveness of

the centres in terms of patient access and impact on EDs.

The study tools included self report surveys, interviews, and secondary data. In
selfreport questionnaire surveydata quality is dependent on the response rate.
The response rate in the survey wasnparable with other similar studies.
However, there is a possibility that non respondents had different
characteristics, different experiences, and different levels of satisfaction.
Secondary data also inherit some limitations as the data were irstidibgted

for other purposes. So overall, it was an observational study and there

vulnerable to bias and confounding.

During the study period, the NHS went through a major transition of its
structure and the results of this study might reflect thesetstallcchanges.
However, most of the data was collected before the transition in April 2013.
The GP WIC in Sheffield also went through some organizational changes
during the study period and the centre became a GP supportethveaiiktre
rather than a GRetl walkin centre in April 2011.

Another limitation of the whole study is that it was conducted shortly after the
GP WICs opened. New services, and particularly new urgent care services,
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may take time to evolve and reach their full potential in terms ulfliQ
awareness, eordination with other services, facilities and services provided,

levels of use, and effectiveness.

7.8 Future Research

1 This evaluation has providexibass for looking at GP WIC services in terms
of their operation, impact on otherrgiees, patient satisfactiopmnd patient
experiences with these services. This was, however, a dattess which has
limitations of time and resourceend could notinclude a large number of
centresFuture researchhouldbe conducted at a larger nber of GP WICs in
the UK. This might enablesome additional analysesuch as the effect of
different localities of GP WICsand the effect of having differerservices
available (xrays, laboratoriespn activity rates and impact on other services,

patiert experiences anghatient satisfaction

1 A future concurrent survey at GP WICs and E€mild produce a deeper
understanding of theeasons why some patients with minor health problem
attend ED whit othess attenda GP WIC. The factors which will be ideh&d
in such researcloould help develom targeted educational intervention for
specific patientgroups to helpdecrease unnecessary patient attendances at EDs.

1 Geographical information about patients glayan important role in
understanding the use ofrgees. As mentioned in the lintations of the
survey, only thdocation ofresidence othe patientsvasaskedfor and not the
location of their work. Future researatould be more focused orihe
geographical location of patients in terms wbrk as well as residence.
Calculation of the distances to alternative urgent care services, including ED as
well as GP walkin services, might help explain how demand, and hence the

impact of new services, varies with relative asdahty.
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1 This study hasnterviewed GPs and stafin GP practicesworking in the
surroundingareato determine their views about the GP WIE.did not
however, look atany quantitativedata from GPs working in the surrounding
area Some of the concerns mentioned by the GPs aleod a decline in the
number of registered patients at thgiactices It is highly recommended that
future research in this area should take that into accawetexaminethe

impactof GP WICson surrounding GPs.

1 This study did not aim to provide any ceftectivenessanalysis. The future
researchcould modelthe costeffectiveness of the diversion of patients from
EDs to GP WIG.

1 There were some methodological limitations in this study witchld be
overcome in future research such as sh&all numberof postvisit survey
participants which producedwide confidence intervals for the results. The
response rates from this study can be used to calculate the samepidich
would give a higher number of participants anfuture postvisit follow up

survey.

1 Some important variables were identified during the research pradesk
could be included in future research in this area. This includegperceived
health status of patients on the day they fill in the questionrtiuelies have
shownthis to berelated to the reported satisfaction with the service. Another
important variablenot recorded in this studyasthe number of visits patiest
had made to the GP WIC in the past. Although the questiorsskezivhether
the patient had used the servicéobe or notthe number of previous visits was
not collected.t was pointed out by one of the
patients routinely usthe GP WIC as a wakn patient instead of using their
GPs. This would be interesting data to determine theportion of such
patients and possibly the reasons why they regularly visit a-iwadkervice
instead of a GP Although many studies have been done of frequent attenders
at ED, this has never been studied at other urgentwalkrvices.In addition,
same information about whether or not the patidad visited ED in the

previous 6 months could further help in predicting their use of ED after visiting
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the GP WICs. Finally, the inclusion af question abouhe means oftravel

which the patient used to ¢one to the centre would possibly give further
clarification regarding the rating of
Sheffield GP WIC is located close to the city centre in comparison to the
Rotherham GP WICand a higher proportion &heffieldpatients reported that

they noticed the existence of the GRIC while passing through, which
probably showsit has better visibility. Yet, the overall rating of the
convenience oftheecnt r eds | ocati on was signific
GP WIC, whth possibly poird towards the fact thatunlike Sheffield,free

onsite parking is available at the Rotherham GP WIC and many patients use

private transport to attend these services.

7.9 Recommendations

Sheffield GP WIC

1 The GP WIC in Sheffieldppearsd have caused a small reduction in adult ED

attendance, but has not had any 1 mpac
walki n centre can deal with childrenoés
to increase awareness amongst the public, and atithé ¢hr e n 6 s ED, a

services and skills available at the walkcentre for children.n addition, it is
particularly important to target areas where parents are involved, such as
primary schod, nurseries and leisucentres. This may facilitateraduction in
unnecessary patient numbers at the child ED. It is also very important to
improve links between the child ED and the GP WIC and to advise parents to
take children with minor health problenio GP WIC services in future.
However, the staff workip at the child ED might need reassurance about the
capacity of the GP WIC to deal with child health problems. The consultants
working at the child e rED might be involved in providing additional training

for theGP WIC staff to improveatisfaction witlthe service.
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1 The location of the GP walin centre is appropriate and the possibility of
moving the GP walin centre under one roof with the E€hould notbe
considered in Sheffield. There are two important reasons which make the
current location the mostppropriate. First, EDs in Sheffield are based in two
separate locations for children and adatsl so cannot be docated with both.

The second reason which indicates thatooation ofthe walk-in centre with

ED may not make any differende its impactis that in its current location

about 3 miles from the adult ED it has had a small effect, but has had no effect

on the childrends ED whi c fhisistowsdhatl y atk
probably what is more important is easy access to a serviwr than being

located with ED.

1 It might address some of the concerns of the surrounding GP services if the GP
WIC was reserved only for waik services andlid not provide for patient
registrationwith the centre. Thisvould achieve the main purpose bietCentre
to meetpatient needs in case of urgent health problesthout affecting the

number of patients registered at the surrounding GP practices.

1 The triage system at the Centre may need some amendment to reduce the high
proportion of patients whoeed to see two health care providers; first by a
nurse and followed by a GP. This might also significantly reduce the waiting
time for the patients as the data has shown that the average waiting time was
significantly higher for those patients who needeth¢ seen by more than one
consultant. A symptom based triage system, similar to the one used at
Rotherham GP WICg¢ould be used in which a nurse at reception can triage
patients by observing their presenting complaints. Furthermore, this system
may help n preventing any confusion for patients regardwgether thar
consultatiorwas witha nurse or a GP. The triage nurse at the reception might
clearly inform the patient whether they are going to see a GP or a Nurse after

assessing their complaint.
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Rotherham GP WIC

1 The Centre is located at an appropriate location with availability of onsite free
parking making it accessible to the general public. However, activity at the
centre is low during weekdays which might be due to the lack of publicity
aimed at tk general public.

1 Itis often difficult for the patients attending the service to understahdyf
will be seen by a nurse or GP. Clarity regarding this would prevent any
confusion for the patients.

1 The Centre has advertised the benefits of registatitige service. In the future,
this could lead to higher proportions of registered patients as compared to
walk-in patients attending the service. Thigjht detracfrom the actual
purpose of the centre which is to serve wiallpatients. In addition, the
surrounding GP practices might be affected as a result of the establishment of
the GP WIC in Rotherham. An ideal situation would be for the service to
provide walkin consultation only for urgent health problems and not offer
registration at the GP WIC.

Recommendations for policy makers

1 GP WICs improve patient access to a GP out of hours and in the case of an
urgent health problem when the patient is unable to obtain a GP appointment at
the GP practice where the patient is registered. However, GP WIQ®¢ bag
betteraccepted and supported by other health care professionals if the service

only providael a walkin service without offeringatientregistration.

1 GP WICsdo have a potential to reduce unnecessary patient load at the ED. It is
important to consler interventions to reduce patient loadedx by childrenas
a large proportion othildren presento ED with conditions which can be
treated at the GP WIC.

1 The issue of patient confusion about choosing the right urgent care services can
be resoled to some extent by bringing all alternative urgent care services
under one roof. This will leave the patient with only two options; either
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Emergency Department if the problem is serious or the centedl flternative

urgent care services.

1 The fuure research may also be an educational intervention for tseaP
other health care professionals regarding the use of-iwaflervices. As
noticed in this study, there is a clear gap in the communication between the
staff/providers of the GP WIC andher health care professionals working in
the surrounding NHS health care services such as GPs, ED consultants, nurses.
Most of the health care professionals are unaware of the role of GP WICs in the
urgent care system and the services provided at thesexeA research trial
to overcome this hurdle may produce a very useful outcome in relation to the
appropriate wuse of GP WI Csd services
EDs. Moreover, the future research needs to involve the newly developed
clinical commission groups to understand their perceptions about the GP WICs.

7.10 Summary

This chapter summarises the findings, discusses the strengths and limitations of the
study, identifies future research needs, and makes some recommendations for
improvemens in GP WIC servicesGP WICswere found tamprove patient access to
health care sgices, andio have a small impact on patient load at ED. Most of the
patients use the service as an alternative to their GP surgenedocal health care
providers baeeve that the servieeare not worthwhile anshould be provided bthe

NHS and not by private compaies Future research is required to addrdke
limitations of this study angdin particular, to determine the cost effectiveness of GP
WICs.
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Abstract

Background: GP led walk-in centres were established in the UK in 2009. Around 150 such clinics were initially
planned to open. Their purpose is to provide a primary health care service to complement the urgent care services
provided by Emergency Departments (ED), to reduce unnecessary patient attendance at ED, and to increase
accessibility of health care services. The objectives of this study were to determine patient satisfaction and
experiences with GP led walk-in centres in the UK

Methods: A survey was conducted in two GP led walk-in centres in the North of England over three weeks during
September and October 2011. A self reported, validated questionnaire was used to survey patients presenting at
these centres. A short post visit questionnaire was also sent to those who agreed. Ethical approval for the study
was obtained from an NHS ethical review committee.

Results: Based on a sample of 1030 survey participants (Centre A= 501; Centre B = 529), we found that 93% of
patients were either highly or fairly satisfied with the service at centre A and 86% at centre B. The difference
between centres was due to the longer reported waiting times which were seen in centre B. There was no
difference in satisfaction between first time users and repeat users (P value = 0.8). Roughly 50% (n =507) of patients
reported that their reason for using the walk-in centre was having GP access without an appointment, and 9%

(n =87) reported that their GP surgery was closed. A further 20% of patients (n = 205) reported that they were not
able to see their own GP because of their working hours.

In the post visit survey (n=258), nearly all patients reported complying with the advice given (around 90% at both

same problem, mostly their own GP (66%).

the service.

NHS, England

study centres), and most of the patients (86%) reported their problem had resolved a few days later. In addition,
56% of patients at centre B and 58% at centre A reported that they had also visited another NHS service for the

Conclusions: The GP led walk-in centres increased access to GP care and most of the patients were satisfied with

Keywords: Health services, Urgent care services, Primary care service, Health care centre, Walk-in centres,

Background

General Practitioner (GP) led walk-in centres were
established in England in 2009 to increase GP accessibility
and to decrease unnecessary attendance at Emergency
Departments (EDs). The centres were set up after a report
by the Department of Health which identified a need to
improve accessibility to urgent care services [1]. Each
primary care trust (PCT) was expected to set up one
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centre to cover the needs for the residents to see a GP
without prior appointment in case of urgent need. The
GP led walk-in centres aimed to improve health care
accessibility for the general public by making GPs avai-
lable during evening times as well as at weekends. The
centres provide a number of health care services such as
nurse practitioner consultation (and GP consultation if
needed), repeat prescriptions, vaccination services, and
health care advice. The centres are able to refer patients to
the Emergency Department in case of a serious problem.

© 2013 Arain et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative
Commons Attribution License (http://aeativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly cited.
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Nurse led walk-in centres were first established in the
UK in 2001, and consultations were predominantly pro-
vided by nurses (nurse practitioners, advanced nurse
practitioners, or consultant nurses). One postal survey of
GPs revealed that around one third believed that walk-in
centres increased patients’ expectations, and they were
also concerned with continuity of treatment and patient
safety [2]. There was also a concern about the need for
better communication between these service providers
and the registered GPs. On the other hand, another
survey showed that patient satisfaction with the quality
of service was greater in walk-in centres as a result of
easy access and much shorter waiting times as compared
to GP practices [3]. Recently, Australia also adopted the
model of nurse led walk-in centres and some of the
centres are already functional [4]. However, a recent paper
suggested that these walk-in centres would be more bene-
ficial if there was a doctor available [4]. In Canada, walk-in
clinics are mostly run by doctors and studies have shown
a high satisfaction with these clinics [5].

In the UK, Primary Care Trusts are responsible for the
quality and accessibility of primary health care services.
Most primary care is delivered by GPs who are respon-
sible for 24 hours care. However, GPs can opt out of
providing 24 hours care, and can delegate this to GP
out-of-hours services which typically operate from 6pm
to 8am during week days and for 24 hours at weekends
[6], and are staffed by nurses and GPs. Alongside the GP
service, most areas now have walk-in centres led either
by nurses or by GPs where patients can turn up without
an appointment. Other than a GP, patients can see a
pharmacist or call NHS Direct (a national telephone based
service), in addition to the option of visiting an ED. EDs
in the UK (formerly known as Accident and Emergency
Departments) can deal with all urgent health problems
and most are open 24 hours/day. However, EDs are not
recommended to be used if a problem is not urgent or
can be managed in a primary health care setting.

GP led walk-in centres in the UK provide nurse and
GP consultations, and hence are expected to address
some of the above concerns about nurse led walk-in
services, where consultations are only provided by nurse
practitioners. We have sought to determine patients’
experiences and satisfaction with GP led walk-in centres
to help clarify the role of these services in improving
primary health care provision.

Patients” experiences with a service are a self reported
record of different aspects of the processes of care expe-
rienced while using a service such as how accessible the
service was for the patient, the waiting time, and the
availability of appointments [7]. On the other hand, a
patient’s satisfaction with a service represents their res-
ponse to those experiences and this may be directly
related to their prior expectations and a number of other
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factors which can influence the satisfaction level. Patients’
reported experiences are considered to be less subjective
than their reported satisfaction [8] and a patient may be
satisfied with a service, although the reported experience
was suboptimal [9]. So although there is usually a signifi-
cant association between patient experiences and global
satisfaction with a service [10], it is recommended that
patient experiences with the service rather than satis-
faction should be used for monitoring purposes [11]. We
expected that a survey questionnaire including both
patient experience questions as well as questions related
to satisfaction would provide a better understanding about
the quality of the service than questions about either
alone. However, the main focus of this paper is patient
satisfaction with the GP led walk-in centre services.

We aimed to survey patients attending GP led walk-in
centres to identify whether they addressed the patients’
needs. In addition, we were interested in looking at the
impact of the opening of GP walk-in centres on ED ser-
vices. We conducted two surveys, one on site, and the
other a post-visit survey 4 weeks after visiting the GP
walk-in centres to determine whether or not patients had
had to use another NHS service for the same problem.
This paper is about patient satisfaction and experience
with the service.

Methods

We conducted a mixed method evaluation that consisted
of a cross-sectional survey, ED routine data analysis, and
qualitative interviews. However, this paper only presents
the first component of the study which is the cross-
sectional survey of patients, a subsequent paper will report
the impact of the GP led walk-in centre on the NHS.

Patients were enrolled from two GP walk-in centres in
the North of England (Centre A and Centre B). The two
centres represent two different models of GP walk-in
centres. Centre A was built in a community health centre
alongside a number of other primary care services such as
a sexual health service, physiotherapy, a diagnostic labora-
tory and a pharmacy. Centre A was in a large town with a
population of around 250,000. Centre B was built as an
independent GP led walk-in centre which provides consul-
tations for minor health problems, and is located in the
centre of a large student city with a population of around
500,000.

The survey was conducted from September 2011 to
QOctober 2011 at these GP walk-in centres. A self-report,
validated questionnaire [Additional file 1: Appendix I]
was used to determine what kind of patients used these
services, how satisfied they were with the location and
opening hours of the centre, what they would have done
in the absence of the GP walk-in centre service, their
experience of waiting, satisfaction with the service, and
referral information to other NHS services. For a child
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patient, the questionnaire was filled-in by the accom-
panying adult. The questionnaire was originally deve-
loped and piloted in 2002 by Salisbury et al. [3] for
evaluating nurse led walk-in centre services and their
validity data showed a high level of internal consistency
for different questions. Another study used the same
tool with some amendments to enable it to be used for
commuter walk-in centres [12]. The satisfaction scale
used in this study was exactly the same as used in these
previous studies [3,12] to enable comparisons to be
made between different models of care. The question-
naire was not re-validated in this study. There were
some differences in other questions such as location of
the centre but the satisfaction scale used in all these
studies was the same. All patients who presented to the
centres during the study period were potential study
participants and the only patients excluded were those
in whom language was a barrier since the questionnaire
was only available in English. Patients with serious
health conditions were offered the survey questionnaire
but clearly informed that the questionnaire could be
filled-in later on and posted using a prepaid envelope
provided.

We aimed to sample at least 400 patients from each
centre to obtain statistically robust estimates of the
proportions of patients reporting characteristics such as
satisfaction with care. This sample size was calculated in
order to estimate the proportions of patients reporting
dichotomous outcomes with 95% confidence intervals of
less than +/- 5%.

The survey questionnaire was distributed by recep-
tionists at the centres. The receptionists aimed to distri-
bute the survey questionnaire to every consecutive patient
attending the walk-in centre during the survey period.
Questionnaires were also placed near the reception for
patients to take if the receptionist was not able to hand
them over during very busy times. We placed a box near
the reception for patients to drop-in completed question-
naires. We also provided self addressed, prepaid envelopes
for patients to return the questionnaire by post if they pre-
ferred. Three nominal prizes were offered at each centre
for patients randomly selected from those who returned a
questionnaire and agreed to participate in the draw.

We also offered to send respondents a short post visit
questionnaire [Additional file 2: Appendix I1] to ask if they
had used another NHS service after visiting the walk-in
centre for the same problem. The post visit questionnaire
also enquired about compliance with the treatment or
advice given at the centre and whether or not the problem
was fully or partially resolved or not resolved at all. The
post visit questionnaire was sent 3—4 weeks after the visit,
along with a self-addressed prepaid envelope.

Data was entered and analyzed in PASW statistics 18.
Logistic regression on a dichotomised patient satisfaction
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variable was used to estimate the influence of different
factors on the satisfaction of patients with the service. The
model was developed using all the factors available which
were likely to influence patients’ satisfaction. Those vari-
ables which appeared to be significantly associated with
the satisfaction such as age, location, and waiting time,
were inserted into the final model to explain any dif-
ference in satisfaction between centres, after controlling
for any confounding effects. Chi-square and t-test were
applied for categorical and continuous data respectively.
Frequencies, means and ranges are also reported in the
tables where appropriate.

Ethical approval of the study was obtained from an
NHS ethical review committee (REC reference number
10/H1304/31). Every patient received a patient informa-
tion sheet, approved by the NHS ethics committee and
the project was reviewed by the Consumers Research
Advisory Group (CRAG). We reported back the results to
each centre to explain our findings and obtain their feed-
back. We also retrieved routine data from each centre to
compare with our respondents to establish whether the
survey participants were a true representative sample of
the patients attending these GP walk-in centres. We
compared the mean age and the age distribution, sex, and
time of presentation at the centre between those who
responded to our survey and the routine data to help
validate our results.

Results

A total of 1030 patients participated in the study (response
rate 57%), 529 from centre B (response rate 51%) and 501
from centre A (64%) [Figure 1]. A majority of patients
were female (59%) and the mean age of the patients was
31.5 years (range = 0 — 89yrs) [Table 1]. The survey sample
was compared with the centres’ routine data to examine
the representativeness of the sample and no significant
difference was found for age distribution, sex, or time of
attending the centre. However, the respondents at Centre
A were in higher proportion of those who attended the
service during evenings and weekends.

Most of the patients used the centres as a walk-in
service and only 4% of patients had made a prior
appointment. 50% (n = 507) of patients reported the rea-
son for coming as having quick GP access without an
appointment and an additional 9% (n=87) reported
their GP surgery was closed. A further 20% of patients
(n =205) reported that they were not able to see their
own GP because of their working hours, and 5% (n = 54)
were not registered with any GP. There were a sig-
nificantly higher proportion of unregistered patients at
centre B (n=44) as compared to centre A (n=10);
P value < 0.001. About 13% (n=131) reported shorter
waiting times than in ED as a reason for coming. Only
4% (n=33) were referred from other NHS services.
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Figure 1 Response of participants to the main survey and post-visit survey.
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Around 65% (n=548) of patients presented during out-
of-hours periods.

At centre A most of the patients (64%) were highly
satisfied overall with their visit to the service and a
further 30% reported themselves to be fairly satisfied
[Table 2]. The mean satisfaction score was 4.5 on a five
point Likert scale. Most patients rated the opening hours
as excellent (41%) or very good (52%), without any
significant difference between first time attendees and
those who had use the service before (P value =0.6);
35% rated the centre’s location as excellent and 53%
rated it as very good [Table 3]. 54% of the patients were
seen by a GP only, 38% by a nurse practitioner only, and
8% by both a GP and a nurse. The patients’ reported
mean waiting time was 40.9 minutes (SD = 32mins, range
3mins to 240mins) with a small difference between office
hours and out-of-hours (evenings and weekends), [office

hours =33.5, SD =274 versus out-of-hours =42.2mins,
SD =32.3; P value = 0.06].

At centre B, 49% were highly satisfied with the overall
service provided at the centre and the mean satisfaction
score was 4.2 on the Likert scale, which was significantly
lower than the average satisfaction score at centre A.
However, the difference was not significant after control-
ling for the effect of waiting time. Most of the patients
were either highly satisfied (39%) or fairly satisfied (51%)
with the opening hours of centre B. 25% reported the
location of the centre as excellent and 52% reported it as
a good, but those who had used the service before were
more likely to report the convenience of the centre’s
location as excellent (score = 5) than first time attendees
[32% vs 19%, P value =0.01]. 38% of the patients at
centre B centre were seen by a nurse practitioner only,
35% by a GP only, and 26% by both a GP and a nurse.
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Table 1 Characteristics of patients presenting at the GP
walk-in centres
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Table 2 Patient satisfaction scale (Rating 1-5),
comparison between the centre A and B

Demographic Centre B Centre A Total Survey questions Centre B Centre A P-value*

characteristics n=529 n=501 n=1030 Mean (SD)  Mean (SD)

Age (years) Mean + SD, 321+179, 309 217, 315+198, Attitude of receptionist 4.4 (0.87) 4.6 (0.67) <0.001

(Median) [Range] @082 Q80,8 (27 D89 n=466 n =449

Sex % (n) Time you had to wait 320134 40(1.13) <0.001

Male 375 (188) 395 (209) 385 (397) Efz’fﬂie’mg a nure n =449 n =431

Female 587 (294) 588 311) 587 (605) Attitude of nurse or doctor 4.6 (0.79) 47 (0.67) 007

Missing 38(19) 15 (9) 25(28) N —439 434

Egtcgng‘e “U/Sue(’n‘)’f the 52% (272) 33% (169) 43% (436) Satisfaction with the 44 (088) 46 (0.7) 002
explanation about

Occupation % (n) % (n) % (n) problem by doctor or nurse n =430 n =434

Working full-time 348 (184) 353 (177) 350 (361)  Treatment or advice 44 (0.9) 45 (0.78) 006

Student 282 (149 17.2 (86) 228 (235) n =430 n =435

Working part-time 102 (54) 80 (40) 9.1 (94) Overall satisfaction with 43 (097) 45 (0.78) <0.001

Retired 85 (45) 84 42) 84 87) the service (for this visit) N =439 n =436

Unemployed 78 (41) 92 (46) 84 (87) Overall satisfaction 43 (097) 4.5 (0.78) <0.001

Pre-school infants 23(12) 11.8 (59) 6.9 (71) distribution (%} n =430 n =435

Homemakers 0.8 (4) 18(9) 13(13) Rated 5 Very satisfied 49.0% 63.5% -

Other 6.0 (32) 38 (19 50(51) Rated 4 Fairly satisfied 37.1% 29.8% -

Missing 1.5 (8) 46 (23) 30(31) Rated 3 Uncertain 7.1% 3.0% -
Rated 2 Not very satisfied 34% 23% -
Rated 1 Not satisfied at all 34% 14% -

The reported mean waiting time for the patients was
74mins (SD =49mins) with a significantly longer dur-
ation during evenings and weekends as compared to of-
fice hours on week days [85.lmins, SD =543 vs
62.4mins, SD =39.4; P value <0.001]. The waiting time
was also significantly higher for those seen by two health
care professionals as compared to those seen by a GP or
a nurse practitioner only [85.3mins, SD=53.3 versus
69.5mins, SD =47.4; P value <0.001].

The post-visit, postal questionnaire asked about com-
pliance with the treatment or advice given, resolution of
the problem and whether or not the patient had had to
visit another NHS service [Table 4]. Most of the patients
(90%) followed the treatment/advice completely and
there was no significant difference between the centres
regarding the patients’ reported compliance for the
treatment/advice. Similarly, there was no difference be-
tween the responses of patients about resolution of their
health problem after visiting the centre. In addition, 56%
of patients at centre B and 58% at centre A reported that
they had also visited another NHS service for the same
problem, mostly their own GP (66%). Those who did not
use any other service were more likely to report that
their health problem was fully resolved than those who
had had to use another service for the same health pro-
blem (84% versus 25%, P value <0.001).

Table 5 shows the regression model for the patient’s sa-
tisfaction variable. The satisfaction scale was dichotomised

* P values are obtained after controlling the effect of other relevant factors
including age, sex, ethnicity, office hours or out-of-hours, first time user.

into highly satisfied (scored 5 on the Likert scale) and not
highly satisfied (scored 4 or less on the Likert scale). The
most significant factor affecting satisfaction, responsible
for the difference in the patients’ satisfaction at the two
centres, was the patient reported waiting time. After
inserting this factor into the model there was no sta-
tistically significant difference in the satisfaction levels
between the two centres. The other significant variable
was the age group which showed that the least satisfied
were those aged 15-24years and the most satisfied were
those aged above 65years. The convenience of the GP
walk-in centre’s location had also a significant association
with the overall satisfaction.

Discussion

This study provides the first evidence in the UK about
patient satisfaction and experiences of GP led walk-in
centres. The GP walk-in centres operate with longer
opening hours than routine GP surgeries and open dur-
ing weekends and bank holidays, have a GP at the centre
along with nurse practitioners, and are able to retrieve
patients’ records to update any treatment or advice given
at the centre [13]. The location and opening hours of
these centres are highly satisfactory for the majority of
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Table 3 Comparison of responses between the patients
of the Centre A and B on the main survey at the centre
(n=1030)

Survey questions Centre B Centre A  P-value*
n=529 n=501

Convenience of the location 3.9 (0.80) 42 (067) <0.001

mean Likert scale (1-5) score (SD)

Convenience of the opening 4.3 (0.67) 43 (0.64) 0.58

hours mean (SD)

Patients’ reported waiting time 742 (49) 409 (32) <0.001

in minutes mean (SD)

Expressed intention to visit
another service for the same
problem % (n)

24.7% (108) 24.3% (106) 047

First time user of the GP 52% (272)  33% (164) <0.001
walk-in centre % (n)

Would you use this <0.001
walk-in centre again

Rated 5 Definitely Yes 51% (222)  67% (292)

Rated 4 Probably Yes 37% (164)  27% (119)

Rated 3 Uncertain 7% (30) 4% (16)

Rated 2 Probably Not 4% (16) 1% (5)

Rated 1 Definitely Not 2% (8) 1% (4)

* P values are obtained after controlling the effect of other relevant factors
including sex, age, ethnicity, office hours or out-of-hours attendance.

the patients. Convenience of centre A was reported as
slightly higher, possibly because of the availability of free
onsite car parking for patients. Studies have shown that
patients use walk-in facilities because of easy access and
much shorter waiting times as compared to GP practices

Table 4 Comparison of responses between the patients
attending centre A and B who responded on the post-
visit, postal survey (n=258)

Survey questions Centre B Centre A Chi? P-value
statistics
% (n) % (n)
Follow the
advice (treatment)
Completely followed 90 (113) 90 (118)
9(12) 8(11) 0.39 08
Partially followed
1(1) 2(2)
Not followed
Health problem solved
Completely resolved 61 (78) 57 (75)
Partially resolved 24 (30) 32 (42) 2.80 03
Not resolved at all
15 (19) 11 (14)
Visited another NHS 397 (56) 414 (58) 0.09 0.81

service after visiting the
walk-in centre
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Table 5 Logistic regression of explanatory variables
against outcome of being “Highly Satisfied”

Adjusted odds ratio*

First model, all variables

(95% Cl)
Centre: A 1
B 1.1 (0.71 to 1.66)
Office hours 1
Out-of-hours 1.1 (076 to 1.72)

First time user 1
Used the centre before 0.84 (058 to 1.21)
0.58 (097 to 098)

1.8 (1.26 to 243)

Patient reported waiting time (mins)

Convenience of the location mean
Likert scale (1-5) score

Seen by one health care professional 1

Seen by more than one health care professional 09 (058 to 1.61)

Sex
Male 1
Female 1.1 (0.74 to 1.54)
Age Group
0-15 1
16 - 24 04 (024 to 0.75)
2544 08 (048 to 1.41)
45 - 64 14 (0.77 to 246)
65 + 34 (136 to 846)

*Adjusted for other variables in model.

[3]. Unregistered patients were in higher proportion at
centre B, possibly because of the higher number of
students living in the location. We found no major
difference in satisfaction levels with this service between
registered and unregistered patients.

Our study has sought to understand more about
community needs and satisfaction with walk-in facilities.
This is important because some of these centres have
been closed because of lack of evidence of having any
beneficial effects for the NHS [14]. Studies have shown
that patients prefer to see a GP for unscheduled care
instead of using other parallel services [15]. A large
proportion of patients presented to the GP led walk-in
centre because they were unable to reach their own GP
(either the GP surgery was closed or the patient’s work-
ing hours did not allow them to see a GP) and in some
cases they were not registered with any GP at all. In
these circumstances, the patients would either present at
ED, wait for their own GP, or may have just ignored
their health problem, which could possibly have led to
presenting at ED at a later time. Some GP led centres
are now co-located with traditional nurse led walk-in
centres. Studies have shown high patient satisfaction
with nurse led walk-in centres in the past [3,16]. Thus,
the model of combining two services, a nurse led walk-
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