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Essay

Development and implementation
of a nurse-led walk-in centre: evidence
lost in translation?

Jane Desborough1, Rhian Parker2 and Laura Forrest3

Abstract

Objectives: The design of the first Australian public nurse-led primary care walk-in centre was modelled on those

established in the English National Health Service (NHS). An independent evaluation of the first 12 months of operation

of the Australian Capital Territory (ACT) Health walk-in centre, in 2011, analysed the translation of evidence from the

national evaluation of the NHS walk-in centres to the policy development and implementation of the ACTwalk-in centre.

Whilst in a number of ways the evidence was used well, our interest for this paper was to examine three areas identified

as problematic and to identify the points at which the evidence was lost or diluted.

Methods: In addition to data obtained through nurse and key stakeholder interviews for the evaluation, an analysis was

undertaken of documents on the planning and establishment of the ACTwalk-in centre, either provided to the evaluation

team or made publicly available.

Results: Three areas were identified as problematic in the way that evidence from the NHS evaluation was translated:

the use of clinical decision support software (CDSS); the marketing of the walk-in centre; and its location.

Conclusions: Our examination indicates that despite seeking evidence to inform the development of the ACT walk-in

centre, the evidence was not fully used and some clear lessons ignored, resulting in much of the evidence being lost in

translation.
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Background

Like many countries, Australia is faced with providing
comprehensive and timely primary health care services
to an ageing population with high levels of chronic dis-
ease. Challenges are also being experienced in the
supply of health professionals across the country.
Despite the fact that Canberra in the Australian
Capital Territory (ACT) is the nation’s capital, short-
ages of health professionals, particularly general prac-
titioners (GPs), are being experienced. Recent figures
show that the ACT has 67.2GPs per 100,000 people
compared to the current national average of 90.7.1

Amongst a range of strategies aimed to address this
shortage and improve access to primary health care is
a nurse-led primary care walk-in centre.

The key features of walk-in centres are as follows:
they are nurse-led; have walk-in access, with no need
for an appointment; have wide opening hours (in the
ACT 7 am–11 pm daily); are in a convenient location;

generally treat minor illnesses and injuries and offer
health promotion; provide nurse-led care supported
by clinical decision support software (CDSS); aim to
complement rather than replace existing health services;
and (in England) have strong links with local GPs.2

The first Australian public nurse-led primary care
walk-in centre opened in the ACT in May 2010. The
aim of this centre was to fulfil an unmet primary health
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care need in the community demonstrated by the short-
age of GPs, better meet projected demand for health
care services and relieve pressure on the public hospital
system.3 This ACT walk-in centre was modelled on
walk-in centres established in the English National
Health Service (NHS). The extensive body of literature
arising from the evaluation of English NHS walk-in
centres was reviewed to inform its design.3–6 To supple-
ment this, a team from the ACT Health Directorate
visited England ‘to observe the structure and oper-
ations’ of a number of established NHS walk-in cen-
tres.2 : 9 The availability of such evidence provided a
valuable opportunity to learn from past experiences
and through this, to refine and improve the model.
To maximize this opportunity, the evidence needed to
be well understood and translated into health policy
and practice, keeping in mind local requirements and
differences associated with the Australian health
system.

There are a range of models for translating know-
ledge into policy and practice. These models have been
described as the ‘push’ model, the ‘pull’ model and the
‘interaction’ model.7 These models describe the way
that research findings are ‘pushed’ into policy and prac-
tice, the ‘pulling’ in of research to inform policy and
practice and the interaction between researchers, policy
makers and practitioners to address a lack of evidence
in an area. In the context of the ACT walk-in centre,
the ‘pull’ model was used.

Whilst the ACT Health Directorate actively sought
evidence to inform the development of its service,
the way this evidence was interpreted and applied
did not always reflect the lessons from England. The
aim of this paper is to analyse the translation of evi-
dence from the evaluation of the NHS walk-in centres
to the development and implementation of the ACT
walk-in centre.

Methods

An analysis was undertaken of documents on the plan-
ning and establishment of the ACT walk-in centre,
either provided to the evaluation team or made publicly
available.2,8–11 As part of the broader evaluation,
nurses who worked at the centre (n¼ 13) and key stake-
holders (n¼ 15) were interviewed. Data from these
interviews were also used for this analysis. All inter-
views were recorded and transcribed, and any identify-
ing information about the participants removed. NVivo
8 software (QSR International Pty Ltd., Melbourne,
Australia) was used to manage the data and facilitate
coding. An initial deductive approach was applied to
interview transcripts using content analysis structured
according to themes identified during study design. An
inductive approach was then used to identify new ideas,

concepts and patterns within the data, comparing for
similarities, relationships and tensions.12

Ethical approval for this research was received from
The ACT Health Human Research Ethics Committee
and by The Australian National University Human
Research Ethics Committee.

Results

We identified three problematic areas in relation to the
translation of evidence from the NHS to the ACT: the
use of CDSS; the marketing of the centre; and its
location.

Use of CDSS

Evidence regarding the use of CDSS to guide nursing
consultations at NHS walk-in centres highlighted
difficulties encountered by the nurses related to this
software. This evidence indicated that the adaptation
of clinical support software originally developed
for telephone consultations for use in face-to-face
consultations was problematic3 and recommended cau-
tion when implementing CDSS. However, ACT Health
chose to use a CDSS that was adapted from a program
originally developed for telephone consultations.

The nurses acknowledged some benefits associated
with using the CDSS. However, it was a source of frus-
tration in terms of the time needed to develop and
change protocols, and the time it took for these changes
to be approved by the Walk-in Centre Clinical
Advisory Group.13 Similar to the experience of nurses
in the NHS,4 their capacity to deliver high-quality,
timely nursing care was perceived to be hampered by
the onerous and limiting nature of the CDSS.13

Respondent: It increases my consult times by 40 to

50 percent because of trying to navigate through the

software and because I’m trying to find ways to navigate

through the grey areas so the patient can get the best

possible care . . .We’re forced to go through every

aspect of the patient’s life before I will initiate something

as simple as a hangnail [laughs] you know . . .

Nurses in the NHS experienced tensions between the
extent to which they should rely on the CDSS or use
their professional autonomy,3 whereas the nurses in the
ACTWalk-in centre were not given the option to utilize
professional autonomy due to a directive requiring
them to use the CDSS at all times. This was a signifi-
cant source of dissatisfaction for these highly trained
nurses, which they believed limited their practice.13

Respondent: The computer system. It’s lengthy, very,

very lengthy. I could honestly see, a lot of these . . . don’t
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get me wrong I don’t want to rush people through, but a

lot of these simple cough/colds or these simple splinter

removals or some of these very simple stuff that we’re set

up for that take us ten minutes to do, write a quick note

and we’re done, take us 20 minutes to half an hour

because of the computer system.

On a practical level, the ACTWalk-in Centre CDSS was
a standalone system, which could not interface with
other systems within the ACT Health Directorate or
the tertiary hospital campus, thus duplicate registra-
tions and manual faxing of reports were required.13

Location of the walk-in centre

The ACT walk-in centre was located on the campus of
Canberra’s tertiary public hospital, approximately
100m from the Emergency Department (ED). A key
rationale for establishing the walk-in centre was to
relieve pressure on the two existing EDs in the ACT.2

This rationale, and a consultative process entered into
by ACT Health involving local stakeholder groups,
determined the location of the walk-in centre.9,10 The
ACT Division of General Practice (ACTDGP) would
not ‘support stand alone nurse-led or allied health ser-
vice centres that propose to substitute for services cur-
rently delivered by GP coordinated teams’9 : 4; however,
the Division agreed to trial the centre co-located at a
hospital.

There were eight walk-in centres co-located with
EDs in the NHS, which were included in the national
evaluation. However, there were two distinct differ-
ences between the co-located walk-in centres in
England and the ACT. First, in the NHS, patients
were triaged on arrival to attend either the ED or the
walk-in centre according to their needs. Whereas, in
the ACT, the patients decided whether to present at
the walk-in centre or the ED. Second, the co-located
walk-in centres in the NHS were not nurse-led. Doctors
and nurses moved between the walk-in centres and EDs
in accordance with demand; in fact, 39.5% of patients
in the co-located walk-in centres in the NHS were seen
by a doctor.5

In England, patients who fell outside the scope of
practice of nurses at the co-located walk-in centres
could be seen and treated by a doctor, minimizing the
need for referral to another service. In contrast, in the
ACT, patients who fell outside the scope of practice of
the walk-in centre were referred to other services,
including the ED. Stakeholders noted that the location
of the walk-in centre brought patients with primary
health care complaints to a tertiary health care
campus; if their complaint fell outside the scope of
the walk-in centre, the patient often ended up in the
ED inappropriately13:

Stakeholder: It would be better placed away from a ter-

tiary care site – a shopping centre.. . .This would prevent

people who are presenting with primary care problems

from subsequently presenting to tertiary care sector,

ED if they can’t be treated at the ‘Walk-in Centre’.

There was no evidence from the national evaluation of
the NHS walk-in centres that co-located walk-in centres
had had ‘any effect on attendance rates, process, costs
or outcome of care’ on the EDs.5 : 265 This lack of evi-
dence had significant implications for the establishment
of a walk-in centre on the campus of a tertiary hospital
with the stated rationale of relieving pressure on the
ED. Contrary to this rationale, the location of the
ACT walk-in centre actually resulted in a ‘net increase
in ED activity’.13

Marketing

The highest users of NHS walk-in centres were those
aged between 18 and 35 years.4 In England, this type of
health service was found to be attractive to many in this
age group, who enjoyed the anonymity afforded by a
walk-in centre and for whom an ongoing relationship
with a health care provider might not be considered
important. However, improving access to health care
for this cohort was considered problematic for a
number of reasons including the increased cost of
delivering health care services for minor health prob-
lems that might otherwise be self-managed at home.

With the idea that the co-location of the walk-in
centre at the tertiary hospital would take pressure off
the ED, the ACT policy makers targeted this cohort
of 18–35 year olds, as at that time it represented
‘33% of the total number of ED presentations with
minor conditions’ and was a potential way to alleviate
pressure on the EDs from this age group.11 The peak
age group of attendees was 20–29 years, with a mean of
29.6 and median of 27.13 : 32 Hence, the marketing cam-
paign supported an increase in access to health care
primarily for this mainly affluent and able group, rein-
forcing previous findings that ‘walk-in centres represent
another example of the inverse care law, whereby
health care resources tend to be disproportionately
spent on those groups at least risk, thereby increasing
health inequalities’3 : 4 and, as previously stated, con-
verse to its aims, the walk-in centre did not alleviate
pressure from the ED through this campaign.

Discussion

The use of evidence to inform the development of the
ACT walk-in centre provides an example of knowledge
transfer in a ‘user-pull’ manner.14 The potential users of
the evidence sought it to inform the planning of the

176 Journal of Health Services Research & Policy 18(3)

 by guest on July 23, 2013hsr.sagepub.comDownloaded from 

http://hsr.sagepub.com/


walk-in centre. However, in the three areas described,
the way the evidence was interpreted or used had sig-
nificant impact on implementation and subsequent out-
comes, affecting those who chose to attend the walk-in
centre, the care that was provided and the impact on
the co-located ED.

Pawson et al.15 talk about ‘flows, blockages and
points of contention’ when discussing the realities of
using evidence to inform policy. ‘Intervention theories
have a long journey. They begin in the heads of policy
architects, pass into the hands of practitioners and
managers, and (sometimes) into the hearts and minds
of patients. Different groups and relationships will be
crucial to implementation’.15 The success of an inter-
vention thus depends on the cumulative success of the
entire sequence of these mechanisms as the programme
unfolds. Whilst a number of blockages or points of
contention were observed at the policy level, difficulties
with the CDSS were encountered at the implementation
level affecting nurse consultations and hence provision
of patient care.

There are a range of barriers to effective knowledge
translation, including competing interests or values and
‘cognitive’, ‘structural’ and ‘organizational’, or ‘cul-
tural’, constraints.16 Whilst nurse-led care has been
found to be clinically effective in a variety of health
care settings,17 the novel nature of nurse-led walk-in
centres requires consideration of their integration into
the existing health system;18 in this case, a system not
experienced in nurse-led primary care and risk-averse.

The use of CDSS in primary care has been con-
sidered precarious, with evidence indicating that
‘patients’ reasons for consulting are multiple and com-
plex and that a linear and mechanistic approach to their
presenting complaints is unlikely to be appropriate’.3

Studies evaluating the ability of CDSS to improve clin-
ical practice found that the majority of systems (66%)
contribute to a positive improvement; however, for
34% this does not occur.19 Subsequent research identi-
fied a number of features which were ‘closely correlated
with decision support systems’ ability to improve
patient care significantly’.20 With the NHS evidence
advising caution in the use of CDSS in walk-in centres,
consideration and application of further evidence might
have resulted in a more effective application of CDSS at
the ACT walk-in centre.

A key rationale for establishing the ACT walk-in
centre was to reduce pressure on the ED, despite the
English evidence of no impact. During the establish-
ment of the centre, some interest groups were, and con-
tinue to be, vocal in their concern about the nurse-led
model.9,21 These interest groups pushed for the centre
to be established on a hospital site to ensure medical
support was close by should the nurse-led model prove
to be deficient in providing adequate patient care.22 The

ACT Division of General Practice’s caution regarding
the walk-in centre was due to the absence of ‘medical
supervision’9 : 5 and was also underpinned by know-
ledge that funds used in this way could mean a dimin-
ished possibility of enhancement of existing GP
services.9 As Almeida and Bascolo23 : S11 suggest ‘the
formulation, implementation, and evaluation of social
policies are heavily guided by the values and concepts
of social realities shared by the leading actors in the
various process levels, or by bureaucratic elites’. Had
evidence from the NHS been heeded, the ACT walk-in
centre would have been located in a more accessible
community location.13 : 47

Given that the walk-in centre was aimed at improv-
ing access to affordable and timely primary care, mar-
keting could have been better directed towards
marginalized groups, who would benefit from free
access to primary care. Marketing the ACT centre to
a younger group seemed responsive to two things: a
misunderstanding of the English experience in regard
to the impact of walk-in centres on co-located EDs and
other health care providers; and a lack of regard for the
fact that the NHS walk-in centres had increased
demand from a cohort who were not underserved,
rather than improving equity of access. The two
pieces of evidence were inconsistent and resulted in
poor knowledge translation.

Lavis24 : 37 notes that ‘Public policymakers must con-
tend with a particular set of institutional arrangements
that govern what can be done to address any given
issue, pressure from a variety of interest groups about
what they would like to see done to address any given
issue, and a range of ideas (including research evidence)
about how best to address any given issue’.

The application of knowledge and experience from
another setting is not always straightforward, as con-
text and ‘culture’ matters. There is often what has been
coined the ‘precautionary principle’25 which urges
policy makers to be . . . ‘watchful and circum-
spect’.25 : 172 It may well be that the pressure of powerful
interest groups, such as the medical profession,9 and a
precautionary mindset led those closely involved in
implementing the walk-in centre policy to take little
heed of the evidence about the location of the centre
and the use of the CDSS. However, the marketing of
the centre to a specific demographic group seemed to be
more a failure to target the population in most need of
access to primary care.

Conclusions

The modelling of the ACT centre on the English NHS
centres was sensible given that such a service had not
previously been implemented in Australia. The avail-
ability of evidence from the evaluation of those centres
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could have been a powerful tool to support the devel-
opment and implementation of an appropriate model
for Australian primary care. Despite seeking out evi-
dence, this seems to have been used selectively and cau-
tiously, at times misinterpreted, and largely influenced
by the views of powerful interest groups. We conclude
that this contributed to much of the evidence being lost
in translation.
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