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SUMMARY

Background. In 1992, the Tomlinson Report recommended
a shift from secondary to primary care, including specific
primary care provision in accident and emergency (A&E)
departments. Availability of short-term so-called Tomlinson
moneys allowed a number of experimental services. A study
of the experience of A&E-based staff is reported to assist
general practitioners (GPs) and purchasers and identify
areas for further research.

Aims. To find the number and scope of primary care facili-
ties in A&E services in North Thames; to find factors encour-
aging or inhibiting the setting-up of a successful service; to
examine the views of a range of A&E staff including GPs,
consultants, and nurses; and to suggest directions for more
specific research.

Method. A postal questionnaire was sent to all North
Thames A&E departments, and an interview study of staff in
one unit was arranged, leading to a questionnaire study of
all GPs employed in North Thames primary care services in
A&E. This was followed by interviews of staff members in
five contrasting primary care units in A&E.

Results. By mid-1995, at least 16 of the 33 North Thames
A&E departments ran a primary care service. Seven mainly
employed GPs, the others employed nurse practitioners
(NPs). Problems for GPs included unclear role definition and
their non-availability at times of highest patient demand. GPs’
reasons for working in A&E sometimes differed from the aims
of primary care in an A&E service. Staff interviews revealed
differing views about their role and about use of triage proto-
cols. Ethnicity data were being collected, but not yet being
used, to improve service to patients.

Conclusions. A number of benefits follow the introduction
of primary care practitioners into A&E. Different models have
evolved, with a variety of GP and NP staffing arrangements
according to local ideas and priorities. There is some confu-
sion over whether these services aim to improve A&E-based
care or to divert it to general practice. Cost information is
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inadequate so far, though the use of GPs has shown the
possibility of economy. Appropriate location of services
requires clearer identification of costs. This may be possible
for the proposed primary care groups.

Keywords: primary care; accident and emergency; general
practitioner; nurse practitioner; cost-effectiveness.

Introduction

THERE is a long history of attempts to control the inexorable
rise in accident and emergency (A&E) attendaricEbe
problem was again addressed in the Tomlinson Report on
London’s health serviceésOne of the report’s key thrusts was
the shift of resources from secondary to primary care. The devel-
opment of primary care units within A&E departments was
specifically recommended as a way of giving more appropriate
care. A promising model was in place at King's College
Hospitaf (Box 1), where general practitioners (GPs) worked
shifts within the A&E department, co-operating with surrounding
GPs and other primary care agencies.

Post-Tomlinson projects within inner London were allocated
new money for up to five years. Successful projects were to
receive mainstream funding at a later date.

In order to guide future developments, the new North Thames
Research and Development (R&D) Directorate commissioned a
worldwide systematic review of the cost of alternative models of
care for primary care patients attending A&E departments,
together with a local regional study of the day-to-day working of
primary care units in A&E. In 1995, the North Thames region
served a population of some 6.9 million and included 33 A&E
departments and approximately 3800 GPs.

The systematic review has been reported elsevir@rdy 17
studies published between 1978 and May 1996 met the inclusion
criteria. The key findings were:

« Specially designed primary care projects are associated with
reduced waiting times and increased patient satisfatfion.

¢ GPs working in A&E units incur fewer costs than junior A&E
staff, particularly for investigations and referrals.

» Attempts to divert patients away from hospital A&E units to
primary care do not necessarily reduce overall costs.

¢ The unit cost of patients attending primary care A&E is small
and likely to be comparable with that of patients attending
general practicé.

» Generally relevant cost data were not available as units have
not been set up to evaluate their cost-effectiveness. There is as
yet no evidence regarding the cost-effectiveness of NP projects.

In this paper, we describe the findings of the regional study,
which aimed to establish the scope of primary care A&E services
in North Thames, seek factors that enable or inhibit establish-
ment of services, and identify fields needing more detailed study.

Method
The project was carried out jointly by members of two academic
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departments of general practice at the Royal Free Hospital and @dre workload, based on A&E attendance, and the wide range of
Imperial College (previously Charing Cross & Westminsterthe proportion triaged as primary care. Since none of these pro-
Medical School until August 1997). We worked together in thregects provided a 24-hour service, these data reflect a combination
phases: the initial questionnaire survey was shared (phase A)f workload and availability. The remaining eight projects, all
and the Royal Free group then looked for factors acting as barémploying NPs, were almost entirely funded by the relevant
ers and enablers to the introduction of primary care services iacute Trusts.

A&E, concentrating on the experience of GPs working in A&E

(phase B). They interviewed GPs and other key staff in one A&BPhase B: barriers and enablers to a primary care in A&E
unit and, based on these interviews, developed a postal questigiroject

naire to the_ GPsin the remaining six sP(es_. . . The first part of this phase concentrated on a service where the
Meanwhile, the Imperial group purposively sampled five pri-op input had been reduced from the original level. Key staff
mary care projects contrasting in their fundmg and Staff'n%ere interviewed, including six of the seven GPs; five of these
(phase C): two involved GPs, and three involved nurse pract-aol by now left A’&E employment. This departmeni offered rela-
tioners (NPs). During 22 semi-structured interviews, they studiegvely low rates of pay (clinical aésistant) and staff recruitment

organization and management, triage, and service provision fQr : . .
ethnic minorities. They then analysed the data for recurrer%tlnd retention was a problem. Subsequently, it was decided not to

o L TEIe e re-launch the service because of the difficulties in recruiting at
;Eﬁ;"l;z.e\llzvlﬁgrl;gs about ethnic minority issues are reported mo[fgmes of highest ‘primary care’ demand.

In this part of the study, we identified a number of ‘barriers’
and suggested ‘enablers’ for the successful implementation of
Results primary care services in A&E (Box 2). To seek the generalizabil-

Phase A: postal questionnaire (conducted mid-1995) ity of these views we sent a postal questionnaire to the 63 GPs in

. . . the other six North Thames projects. Most views found support
Thlrty-.one out of 33 A&E departr_nents in North'Thames fep"?df om the 36 responders (57%); no new barriers or enablers were
(94%); 16 of these reported a primary care project of some kin e

. . R i entified.

(Figure 1). Five of these were close to the King’s model; all were

funded with ‘Tomlinsorn monev. Three other ‘Tomlinson’ bro- Prominent among the barriers was unclear role definition.
X X Y. Pro” poles were variously perceived between A&E staff and GPs, and
jects were somewhat different. One was a separate GP unit on

n . L
A&E site, and a common triage point was the only link with thegmong GPs themselves. Triage criteria were not clearly recog-

main department. The second involved NPs in addition to GPQ.'Zed' Even with clear triage criteria, the need to use all available

(These were available at times when no GPs were present.) T Eaff for direct patient care in a busy department, together with

: . e tendency of GPs to choose cases interesting to them, com-
third employed NPs only. Table 1 shows the reported primar ounded this apparent role confusion. Some GPs worked in A&E

in order to see non-primary care patients. Some remarked that if
to attend A&E, and that care provided should be appropriate fo the .they Were.‘ (Or]ly) prowdlng p”mary care thef‘ th.ls was b.GSt. done
patient's immediate needs. in the patient's own practice with better longitudinal continuity.

. Triage process to prospectively identify patients with primary gare A few GPs found that they lacked their accustomed autonomy

« A philosophy that accepts that patients have a right to choose Wwhen

needs. and control, seeing this as a barrier to the effective running of a
+  Staffed and led by GPs. primary care facility in an A&E service. This view was not sup-
¢ A philosophy of educating other A&E staff about the role of primary ported in the questionnaire survey.

care. . . ) . An important barrier identified by consultant staff was the
¢ Strong links with associated hospital and community services

; X ' non-availability of GPs at times when the primary care workload
including local GPs. . . . .
. Rigorous selection/recruitment of GPs. was highest because of either unsociable hours or practice com-
«  Continuing programme of audit and professional developmentffor mitments. Some GP.S also found the”: practice commitments a
GPs involved in the service. barrier, even employing locums for their practice to enable them
to work in A&E. However, few postal responders reported con-
Box 1. The criteria given by the King's College Hospital Project for their flict petween A&E and practice commitments.
model of a primary care service in AZE. Many of the enablers clearly address the barriers. However,
some needs, such as appropriate accommodation, a primary care
33 mailed project team with dedicated nursing staff, and regular properly
resourced team meetings, reflect the desire to bring some suc-
2 no reply
15 none in 1995

cessful features of modern general practice into the A&E setting.
We hope that addressing these will contribute to the successful
setting-up and implementation of future services.

31 replied

[_16 primary care projects | Phase C: 22 staff interviews in five contrasting primary

care in A&E projects

| 8 Tomlinson funded | | 8 acute Trust funded | Organization and managemetRole ambiguity was confirmed,
| with reports of GPs looking for a change from their normal prac-
tice experience when working A&E shifts. There was a contrast

[_5Kingsmodel | | 3other models | in training between GPs and NPs. The GPs were employed part-
5 | 1 | 1\1\8 time on a sessional basis and generally reported less training than

the NPs, who were full-time and more formally trained. Trusts

6 GP staffed | 1 GP + NP staffed | | 9 NP staffed | only paid GPs for clinical sessions and not for educational time

Figure 1. Phase A: questionnaire survey of 33 North Thames A&E depart- OUt of their practices. NPs themselves fell into two contrasting
ments. groups: those with primary care training and orientation were
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Table 1. Reported annual workload in the eight Tomlinson funded primary care units within A&E departments in 1995: North Thames Region.

Total number Percentage designated Number of new primary care

Hospital of patients as primary care patients seen in primary care units

P (GP) 61 000 3 1920

Q (NP) 40 000 NA 2800

R (GP) 60 000 16 960

S (GP) 52 000 31 3800

T (GP) 40 000 45 1200

U (GP) 84 000 23 2160

V (GP) 80 000 23 3600

W (GP + NP) 62 000 NA NA

NA = data not available.
Barriers All units were collecting data on ethnicity. Interpreter services
Recruitment problems (lack of suitable GPs) and written materials in different languages were generally avail-
Short-term funding able. This, with the use of patient advocates, was evidence that
Unclear role definition the needs of patients from ethnic minorities were acknowledged.
Conflict between GP autonomy and A&E employee status However, this preliminary investigation suggested that recording

Rostering problems (GPs unavailable when most needed)
Inadequate remuneration
Conflict with practice commitments

of ethnicity was seen as difficult and, arguably, not a high priori-
ty. None of the units arranged formal training for staff to gain an
appreciation of issues facing patients from ethnic minorities, and
Suggested enablers only one reported actively recruiting staff from ethnic minority
Across-the-board staff support for aims of primary care project groups.

Clearly defined aims and objectives for the project
Planning input from both A&E staff and GPs
Clearly defined and agreed professional status and title for GPs Discussion

Appropriate accommodation Specific primary care services had been set up in over half of all

Agreed triage process
Primary care project team with dedicated nursing support North Thames A&E departments by 1995. Of these, more than

Regular, properly resourced project team meetings half involved NPs (_usually employed fuII-time)_, and generally

Relevant and meaningful audit, with clear aims offered more restricted, protocol-based services over longer
Defined leadership and accountability hours than the GPs in the other services. However, questionnaire,
Appropriate orientation, training, and feedback and especially interview, data highlighted a tension between two
Box 2. Barriers and suggested enablers to the successful implementation oynderlymg service aims — whether to give a better service and

primary care services in A&E. thus_risk attracting more demand with' Iittle'pr'ospect pf extra
_ ) ) ) ) funding, or whether to provide a service aiming at diverting

more interested in health promotion, while A&E-trained NPspatients elsewhere, particularly to general practice. A rational

preferred to offer a minor injury service. solution must involve GPs and NPs, and A&E departments. The

_Information systems generally did not enable identification ofrecent government White Paper’s proposals for locality commis-
primary care records and costs separately from the A&E depargjoning offer a promising framework for tHis.

ment as a whole. All five units studied had undertaken local eval- Evidence of some confusion of roles points to a need for clear-
uations, but significant subsequent change seemed primaril; definitions and appropriate training, as shown in our list of
owing to other pressures, such as funding and workload, rathesnaplers’ (Box 2). Perhaps we should not be surprised that roles
than to the evaluation findings. envisaged by those planning a new service might not be per-
. . . . ceived as desirable by those filling them. Our findings suggest
Triage. Protocols were available in each unit but seemed to havg,at recruitment of GPs to A&E from primary care partly
limited practical relevance. Triage was not confined to the triag?iepends on the perceived glamour of working in a hospital
desk; primary care practitioners, both GPs and NPs, often ovegrapartment, including some contact with more seriously ill
rode nurse triage decisions and chose patients according to tth‘[tients.
own interests and perceived skills. This complemented other Triage protocols seemed to have little practical relevance so

findings of role confusion and seeking work beyond the scope gf; \hile categories may have seemed too rigid and insensitive
primary care. However, change was ?”"C'Pat.ed at aI_I units with, e realities of a busy unit with a mixed case load, we would
the imminent finalization of new national triage guidelifes |jq 1o have heard evidence of triage decisions being audited and
(announqu ]ust.after our study). . . revised rather than ignored. Also, triage systems only operated
In addition, trlage to selgct primary care patients generall hile the extra service was available, making it difficult to assess
only happengd while the primary care units were open. Hence lfo\anq at other times. The extent of this problem is suggested
was not possible to assess potential demand at other times. by Table 1. Some units, for example P, appeared to confine defi-
nition of primary care patients to those actually seen in the pri-

Ethnic minority issuediVe tried to establish: mary care unit; while others, such as T, counted over 10 times

« the level and type of ethnic monitoring being carried out, this number. However, GPs are unlikely to be available to staff
¢ how the data were used, such units at periods of peak demand unless they are paid sub-
« staff recruitment and training policies in place, and stantially more than they can earn in general practice. This would
e written material available and the availability of interpreting be a perverse incentive in the wider NHS context.

services. The barriers and enablers to successful working, if addressed,
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represent a microcosm of good management, ranging from clea#.
objectives and adequate resources to teamwork, education, and
feedback. 5.

North Thames has one of the most diverse ethnic populations
in England, and A&E departments are the ‘shop window' of the
Trusts. These units seemed well placed to provide culturally seng
sitive services. However, while some data collection is taking ~
place, we found little evidence that it was being used locally or
that staff were aware of its potentfalo provide more appropri-
ate services we believe providers need to undertake compreher?-'
sive studies on the utilization and health needs of ethnic minori-
ties attending both primary care and A&E services. 8.

Perhaps owing to perceived pressure for quick results, these
initiatives were introduced without sufficiently clear mechanisms
for financial control or evaluation. As a result, the total costs
associated with the projects could not be identified from infor-
mation available to the staff that we interviewed. We did notl0-
attempt direct access to finance departments of Trusts.

Thus, there is as yet little economic evidence to inform deciq1.
sion-making that is likely to remain pragmatically based on the
availability of suitably trained staff. The case for more wide-12-

spread use of NPs seems reasonable but this still needs evalyg-

tion. While it may appear cheaper to provide a more restricted
NP-led primary care service, there is as yet no evidence that this
reduces the expense of the A&E unit as a whole. 14.

While this research was being done there have been many
other changes in the health service. Most relevant is the change

Leydon GM, Lawrenson RA, Meakin R, Roberts JA. The cost of
alternative models of accident and emergency care: a systematic
review.J Accid Emerg Med998;15: 77-82.

Dale J, Lang H, Roberts JA. The cost effectiveness of treating prima-
ry care patients in accident and emergency: a comparison between
general practitioners, senior house officers and regisB&31996;
312: 1340-1344.

Murphy AW, Bury G, Plunkett Pket al Randomised controlled

trial of general practitioner versus usual medical care in an urban
accident and emergency department: process, outcome and compara-
tive costBMJ1996;312: 1135-1142.

Ward P, Huddy J, HargreaveseBal Primary care in London: an
evaluation of general practitioners working in an inner city accident
and emergency departmeditAccid Emerg Med996;13: 11-15.

Craig G, Meakin RThe North Thames primary care in A&E project:
Barriers and enablers to primary care initiatives in A&Ebndon:

R&D, North Thames Regional Office, 1996.

Lawrenson RA, Leydon G, Freemanebal Are we providing for
ethnic diversity in A&E departmentd?Ethnic Health1998;3(1/2):
117-123.

Royal College of Nursing and British Association for Accident and
Emergency MedicinePriorities for accidents and emergencies: a
standard scale for triage_ondon: Royal College of Nursing, 1996.
Secretary of State for Healffhe new NHS; Modern Dependable.
[Cm 3807.] London: HMSO, 1997: 32-43.

Freeman G, Hjortdahl P. What future for continuity of care in general
practice™BMJ 1997;314: 1870-1873.

Robertson-Steel IRS. Providing primary care in the accident and
emergency department: the end of the inappropriate attender.
[Editorial.] BMJ 1998;316: 409-410.

Craig G, Meakin RPrimary care in Accident and Emergency: expe-
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Thames Regional Office, 1996.

in provision of out-of-hours GP services. There has been a magcknowledgements

sive movement towards co-operatives, often associated with pr,

e are very grateful to all the A&E staff and GPs who completed ques-

mary care treatment centres, many working in or near A&Bijonnaires and interviews. This project was funded by the North Thames
departments. A number of natural experiments are in progresRegion Research and Development Office.

Leaders of out-of-hours cooperatives and of A&E departments

should cooperate in setting up the necessary systems to evaluaigdress for correspondence

costs and outcomes.

There is still the question of emergency primary care during/e
working hours, when GP and other primary care facilities ar
open. Some evidence should soon be available from total pur-
chasing schemes. These should enable diversion of patients and
costs from A&E to general practice to be identified. If the pro-
posed primary care groups have to bear the cost of their patients
attending A&E departments, it could prove more cost-effective
to provide suitable practice-based services. If GPs wish to keep
the leadership role in primary care, it may be worthwhile for GP-
led groups or cooperatives to run daytime primary care units in
A&E. These could care for unregistered patients and those such
as visitors and commuters registered with a distant practice. A
better balance could then be achieved between the ‘one stop’
anonymity of the A&E-based primary care facility and the famil-
iarity and personal continuity of the practi@e.

It is likely that demand for emergency primary care will con-
tinue to rise. Providing primary care in A&E is unlikely in itself
to mean ‘the end of the inappropriate attenéfefhere is, how-
ever, a place for imaginative experiments that offer rewards to
practitioners and patients for not treating minor problems as
either accidents or emergencies. Experience in North Thames
suggests that carefully managed implementation is needed for
such experiments to become part of normal service.
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