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Streaming primary urgent care: a prospective
approach
Jane Bickerton, Jacqueline Davies, Helen Davies, Daniel Apau and Susan Procter

London School of Health Sciences, City University, London, UK

Aim: To identify the appropriate service provider attendees of emergency departments

(EDs) and walk-in centres (WiCs) in North East London and to match this to local service

provision and patient choice. Design: An anonymous patient survey and a retrospective

analysis of a random sample of patient records were performed. A nurse consultant,

general practitioner (GP) and pharmacist used the presenting complaints in the patients’

records to independently stream the patient to primary care services, non-National Health

Services or ED. Statistical analysis of level of agreement was undertaken. A stakeholder

focus group reviewed the results. Subjects and setting: Adult health consumers

attending ED and urgent care services in North East London. Results: The health user

survey identified younger rather than older users (mean age of 35.6 years – SD 15.5),

where 50% had not seen a health professional about their concern, with over 40% unable

to obtain a convenient or emergency appointment with their GP. Over a third of the

attendees were already receiving treatment and over 40% of these saw their complaint as

an emergency. Over half of respondents expected to see a doctor, one-quarter expected

to see a nurse and only 1% expected to see a pharmacist across both services, although

WiCs are nurse-led services. More respondents expected a prescription from a visit to a

WiC, whereas in the ED a third of respondents sought health advice or reassurance.

Conclusion: A number of unscheduled care strategies are, or have just been, developed

with the emphasis on moving demand into community-based services. Plurality of

services provides service users with a range of alternative access points but can cause

duplication of services and repeat attendance. Managing continued increase in emer-

gency and unscheduled care is a challenge. The uncertainties in prospective decision

making could be used to inform service development and delivery.

Key words: general practitioner; nurse practitioner; pharmacist; streaming to emergency

and urgent primary care; unscheduled care service development and delivery
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Introduction

Increasing demand for urgent care services con-
tinues to challenge western health-care provision
(Lega and Mengoni, 2008; Scott et al., 2009; Hughes
et al., 2011). In the United Kingdom, it is com-
monly assumed that up to 60% of patients attend-
ing emergency departments (EDs) are non-urgent

(Audit Commission, 2001; Ya’ish et al., 2007); more
recent figures using a standardised definition indi-
cate that between 10% and 30% of cases could be
classified as primary care (Carson et al., 2010). In
response, the United Kingdom has seen an expan-
sion of unscheduled local care services including the
introduction of general practitioner (GP)-led poly-
clinics/primary care resource centre (Department
of Health, 2007a; 2007b), extended GP hours and
implementation of urgent care centres (Department
of Health, 2008; NHS, 2010;). Recent research
indicates that two-thirds of EDs in England have
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primary care services operating within or alongside
them (Carson et al., 2010).

Expansion in service provision has been accom-
panied by an expanded workforce and primary
care skill mix. Legislative changes in 2005 now
permit qualified, independent and supplementary
prescribers to write prescriptions using the full
range of drugs available in the British National
Formulary, depending on local policies, enabling
autonomous non-medical practitioners to see, treat
and discharge attendees at these services. The
number of advanced health practitioner-led ser-
vices is increasing and include services provided
by physiotherapists, emergency care practitioners
and pharmacists (Department of Health, 2009).
Expanding the role of nurses and allied health
professionals within an expanded primary care
service creates opportunities to increase service
capacity in response to increasing patient demand.

The policy literature indicates a lack of con-
sensus about the future role and function of EDs.
Both the British Association for Accident and
Emergency Medicine and the Department of
Health (British Association of Emergency Medi-
cine, 1998; Department of Health, 2006) have
advocated meeting increasing demand by applying
a tighter definition of core activity to EDs in order
to limit attendances and to ensure access to urgent
care facilities, which reflect the severity of the
presenting case and the level of care required. A
similar distinction is made by Coleman and Nicholl
(2010) who used a consensus survey of experts to
identify a comprehensive set of indicators to
monitor the performance of systems of emergency
and urgent care. The performance indicators iden-
tified focused predominantly on life-threatening
events requiring specialist emergency interventions.

In contrast, the expansion of the role of the
pharmacist, the introduction of primary care prac-
titioners in EDs (Freeman et al., 1999) and the
introduction of walk-in centres (WiCs) and of GP
services in or alongside EDs provide an expanded
primary care role for EDs, which increasingly blurs
the distinction between primary care and acute
emergency medicine. This problem was recognised
by Salisbury et al. (2002), who highlighted the
importance of developing a coherent vision of what
each service (WiC, GPs, pharmacists and EDs)
offers and how the services fit together.

More recent policy directives advocate a whole
system approach to emergency care provision in

which the patient and their journey through the
system become the focus for service delivery, rather
than a more traditional service-centred approach,
which focuses on defining the role and function of
individual departments (Bell et al., 2006; Depart-
ment of Health, 2007a; Mason and Snooks, 2010).
Currently, there is a paucity of evidence available
to support service re-configurations and re-design
(Fisher et al., 2010). In order to encourage service
re-design, commissions are moving from block
contracts to payment by results; however, indica-
tors to measure results from urgent care are under-
developed and are more likely to measure activity
than results and this can give rise to perverse
incentives (Carson et al., 2010; Hughes et al., 2011).
More recently, the 4-h waiting time standard for
EDs has been replaced with a range of clinical
quality indicators (Department of Health, 2010a)
and with a more decentralised approach to the
provision of primary and urgent care facilities
introduced, enabling local commissioners to design
services for local populations.

As well as routine data on patient utilisation of
services, understanding the patients’ experience
of urgent care and the choices made by patients
is a necessary pre-requisite to service re-design.
Expanded primary and urgent care provision leads
to increasing complexity with patients expressing
confusion as to which service to use and the need to
negotiate access to the most appropriate service for
their health-care problem (O’Cathain et al., 2008;
Salisbury and Coulter, 2010).

The study reported here builds on a pilot study
(Bickerton et al., 2005) that aimed to see whether
National Health Service (NHS) staff, using only
the information available at initial presentation,
could identify specific groups of patients who
received treatment in ED, but who might have
been more appropriately directed to a WiC. The
pilot study found that experienced health-care
professionals had difficulty in classifying patients
on the basis of the information available at first
presentation. However, as there was as much
disagreement between the WiC staff as between
the ED and WiC staff, it is unlikely that a lack of
clarity about departmental function was the root
cause. The pilot study was limited as a con-
venience sample of patients was used. The study
presented here is designed to build on the
pilot study and to incorporate information about
patients’ decisions to use EDs or WiC services in
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order to better understand the behaviour of both
patients and health-care professionals in response
to non-critical use of urgent care facilities.

Aim of the study
This study aimed to identify the appropriate

service provider for a sample of patients attending
EDs and WiCs in North East London and to match
this to local service provision and patient choice.

Objectives
> To conduct a survey of patients attending ED

and WiCs to identify why they chose to use this
service.

> To identify the level of agreement between
NHS primary care staff on the appropriate
service (ED, WiC, GP, pharmacist) to treat a
random sample of patients attending ED and
WiCs in North East London.

> To establish how many of the patients identified
as more appropriately treated in primary care
actually have recorded access to a GP locally.

This article focuses specifically on emergency
and urgent care services for attendees in North
East London and considers patient perceptions of
need and service provision and professional
agreement on the appropriate service using only
the complaint presented by the patient upon
arrival in the emergency or urgent service.

Methods

The research methods included a randomised user
survey and a retrospective analysis of case notes.
Validation and interpretation of the case note ana-
lysis were achieved by group discussion and inter-
pretation of specific cases by clinical experts.

User survey
All non-critical users over the age of 16 years

attending one of the five sites during 12 days
staggered at each of the sites during March, May
and July 2006 were asked by the receptionists
to complete an anonymous questionnaire while
waiting for treatment and to return it in a post
box located by the reception desk. The ques-
tionnaire was piloted before the main study in one
of the WiCs. The questionnaire was anonymous
to encourage participation. The participants were

asked demographic details, whether they con-
sidered their problem an emergency as well as
questions around previous treatment. Questions
were related to registration with a GP and why
they were attending the urgent service as well as
whom they expected to see and their expected
outcome. User symptoms were coded and cate-
gorised and up to four symptoms were recorded
for each person. Patients were excluded from the
study if they came in an ambulance and/or if the
staff advised us not to approach them.

Data collection was staggered to enable members
of the research team to attend the data collection
sites. Members of the team were present during
peak hours and the team ensured that researcher
support was available at least once during all
opening times for each centre. Research staff sup-
ported both the clinical staff and patients in facil-
itating recruitment of patients and were requested
in helping patients complete the questionnaire. At
each site, arrangements were made for interpreters
working at the site to alert non-English-speaking
patients to the study and/or to use the language
translation service. Arrangements were made for
the questionnaire to be interpreted verbatim by
the language translation service if a non-English-
speaking patient wanted to complete the ques-
tionnaire. However, although a number of patients
did not speak English, most were accompanied by a
friend or relative who was able to translate for them
and help to complete the questionnaire.

Randomised retrospective analysis
of case notes

The dates of the survey were used to identify a
randomised retrospective sample of patients who
attended the Department during the survey period.
The presenting symptoms as recorded in the users’
case notes were anonymised by the NHS staff and
passed onto the research team, along with a range of
demographic information about each patient sam-
pled. The following information was made available
from the case notes of each patient sampled:

> details of current complaint
> past medical history
> medications
> recent history of current complaint.

A spreadsheet with a drop-down menu listing
was used independently by a GP, a nurse consultant
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and a community pharmacist (CP) with WiC and
ED experience to identify the most appropriate
service to meet each user’s needs on the basis of
the information provided. These choices included
the following:

> suitable for ED
> suitable for GP
> suitable for CP
> suitable for WiC
> suitable for other NHS facility (eg, district

nursing service, family planning clinic)
> suitable for other non-NHS facility (eg, social

work referral, social care, housing).

Their choices were later compared using general
descriptive statistics on the basis of Altman (1996).

Sample
The study was conducted in the area served by

three inner city boroughs in North East London.
All three areas have deprived, multi-ethnic popu-
lations that are younger than the national average,
and there are high rates of migration into and out of
these areas. The relevant services in three inner city
boroughs of North East London agreed to take part
in the study, which included two WiCs and their
adjacent EDs as well as a primary urgent care
centre (PUCC) based in an ED. Approval was
given to undertake this study by the local NHS
research ethics committee.

The sample size for the retrospective analysis of
case notes was based on the calculation for inter-
observer agreement (Donner, 1998). A sample of
200 patients from each of the three participating
sites (600 total) was required to detect an average
kappa level of agreement of 0.42 on the basis of
the pilot study (Bickerton et al., 2005) and the
findings from a study of previous professional
comparisons (O’Cathain et al., 2003) with 90%
power and 5% significance. This assumes that
there is an agreed proportion of necessary atten-
dances triaged to ED by each person of 62%
(on the basis of average sensitivity; O’Cathain
et al., 2003).

Validation of case note analysis
The results of the retrospective analysis of

patient case notes were validated by open discus-
sion among a group of clinical experts including the
assessors, nurses and pharmacists from the primary

care trusts (PCTs), WiCs and EDs involved in the
study. The findings were presented and cases
selected about which there was total agreement,
total disagreement and mixed agreement between
the assessors as to which service the patient should
attend. Discussants were invited to make their
own suggestions for the right destination for these
patients, and to explore possible reasons why
assessors had made different decisions. The results
of the studies are presented in detail in a report
(Procter et al., 2009) and are summarised below.

Results

Results of patient survey
The demographic results are based on 1145

completed patient questionnaires of which 398
were from WiCs, 420 from the ED and 327 from
the combined PUCC. It should be noted that
there are missing data from incomplete ques-
tionnaires and it is difficult to determine the scope
of the missing data and how these impact on the
value of the overall data. It is not known what
proportion of those eligible to participate in the
survey did so.

The mean age of participants was 35.5 years
(SD 16.1) for women and 36.2 years (SD 15.5) for
men with a mean difference of 0.7 years (95% CI
21.26, 2.74). Women (55.6%) tended to use the
services more than men (44.4%) and the use of
services was dependent on age (x6

2 5 13.117,
P 5 0.041). In the WiCs, 9% of attendees were
above the age of 55 years, whereas in the ED and
PUCC 14% were above the age of 55 years.
People aged 34 years or less were more likely to
use WiCs (65.3%) than ED (55.2%).

The results identify younger rather than older
people using the services as a whole with ages
ranging from 16 to 100 years with a mean age of
35.6 years (SD 15.5) whose ethnicity was broadly
similar to that of the general population. People
attended the services for a variety reasons but
accidental injuries was the most frequent reason,
followed by head, eye, ear, nose and throat pro-
blems (HEENT), then abdominal and muscu-
loskeletal problems. These are illustrated below
in Table 1.

Service users were more likely to identify their
complaint as an emergency in ED (x2

2 5 30.782,
P , 0.001), suggesting that patients do discriminate
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to a certain extent between services, with sig-
nificantly more females (74%) considering their
problem an emergency than males (66%; x1

2 5
6.740, P 5 0.009) and with significantly fewer
white people considering their problem to be an
emergency than those from other ethnicities
(x6

2 5 101.006, P , 0.001; Table 2).
The majority of WiC and mixed services people

went because they were unable to obtain an

emergency GP appointment but the majority of
those who attended A&E services lived in the
area. A substantial proportion either lived in the
area of the service or hoped to be seen more
quickly by that service (see Figure 1).

The vast majority of all attendees were GP
registered with significantly more females (462/
535, 86%) than males (334/426, 78%; x1

2 5 10.543,
P , 0.001) being registered. Significantly fewer
16–34-year olds were registered with GP (521/662,
79%) than the older age groups (35–54 years: 88%;
55–74 years: 91%; 751 years: 100%; x3

2 5 26.359,
P , 0.001) with WiC attendees more likely to be
unregistered.

Of the 189 unregistered users, 141 (74.6%)
were aged between 16 and 34 years and gave a
wide range of reasons for not being registered
such as it not being relevant, visiting from abroad,
not knowing how to register, in the process of
registering and ‘rarely fall sick’. Of the 189
unregistered users, only 23 (12.2%) said that they
could not find a GP. ‘White’ (78% registered) and
‘other ethnic group’ (76% registered) were least
likely to be registered with a GP and Bangladeshi
(93% registered) were most likely to be regis-
tered (x10

2 5 28.568, P , 0.001).

Table 1 Presenting complaint

Presenting complaint Responses Cases (%)

n %

HEENT 218 15.8 19.9
Respiratory 80 5.8 7.3
Heart 83 6.0 7.6
Infectious diseases 9 0.7 0.8
Contraception 12 0.9 1.1
Allergic reactions 5 0.4 0.5
Abdomen 158 11.5 14.4
Musculoskeletal 125 9.1 11.4
Skin 80 5.8 7.3
Wound care 12 0.9 1.1
Pregnancy 43 3.1 3.9
Mental health 8 0.6 0.7
Accidental injuries 268 19.4 24.4
Fever 31 2.2 2.8
Back pain 41 3.0 3.7
Endocrine 4 0.3 0.4
Diabetes mellitus 7 0.5 0.6
Other pain 54 3.9 4.9
Information 2 0.1 0.2
Weak 65 4.7 5.9
Other/none/prefer not to state 50 3.6 4.6
Blood tests 9 0.7 0.8
Accompanying 14 1.0 1.3
Total 1378 100.0 125.5

HEENT 5 Head, eye, ear, nose and throat.

Table 2 Ethnicity by problem (whether an emergency
or not)

Ethnicity Problem an emergency, n (%)

Yes No Total

White 265 (56.4) 205 (43.6) 470 (100)
Indian 37 (66.1) 19 (33.9) 56 (100)
Pakistani 51 (87.9) 7 (12.1) 58 (100)
Bangladeshi 112 (88.9) 14 (11.1) 126 (100)
Black African 101 (84.9) 18 (15.1) 119 (100)
Black Caribbean 73 (77.7) 21 (22.3) 94 (100)
Other 126 (82.9) 26 (17.1) 152 (100)
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Thirty five percent of the respondents had
experienced their symptoms for less than 24 h,
33% had symptoms for up to a week and the
remainder had a health problem that was ongoing
for upward of six months. Approximately 7% had
had their problem for more than six months. Of
the 410 ED health users, 17% presented with
symptoms of less than 24 h duration and a larger
proportion of health consumers who defined their
problem as an emergency attended ED (41.6%
compared with 31.1% for WiC and with 27.3%
for ED and PUCC).

Of the 1095 patients who answered the ques-
tion, 779 thought their problem an emergency; of
these, 41.7% (283/779) were already being treated
for the problem and there were large differences
(Table 3) in those that were already being treated
and the service type. Significantly more people
who were already being treated attended either
the PUCC or ED than the WiC service (x2

2 5
16.173, P , 0.001). However, there were no sig-
nificant differences between the services and how
long ago it had been since they consulted about
their problem (x6

2 5 9.512, P 5 0.147).
Of the 360 patients who had already seen a

health-care professional about their problem and
answered the question on length of time since

they saw a professional, 29.7% (107/360) had seen
the professional within the last 24 h, 31.1% (112/
360) had consulted within the last week, 16.1%
(58/360) had consulted within the last month
and 23.1% (83/360) had consulted within the last
six months. This indicates that most people
(60.8%) had consulted another health service
between 24 h and a week before attendance.

Although the WiC and the PUCC is a nurse-led
centre over half of the respondents expected to
see a doctor whereas only a quarter expected to
see a nurse. For those attendees who answered
the question, more expected a prescription in the
WiC than in ED. In all the services, 27.3% of
attendees were seeking advice and reassurance as
shown in Table 4.

Results from the retrospective analysis of
presenting information

The results of the retrospective analysis support
the earlier study (Bickerton et al., 2005) where no
statistically significant agreement was found
between clinicians on which was the appropriate
service for the patient. In this study, there was
total agreement on the service required in 30.5%
of cases (178), mixed agreement by two assessors

Table 3 Patients already being treated by health-care professionals by service

Service, n (%) Total, n (%)

PUCC and ED WiC ED

Yes 133 (44.9) 103 (29.8) 140 (39.1) 376 (37.6)
No 163 (55.1) 243 (70.2) 218 (60.9) 624 (62.4)
Total 296 (100.0) 346 (100.0) 358 (100.0) 1000 (100.0)

PUCC 5 primary urgent care centre; ED 5 emergency department; WiC 5 walk-in center.

Table 4 Expected outcome of service use

Service, n (%) Total responses

ED WiC PUCC and ED

Medication prescription 101 (29.4) 202 (58.6) 115 (44.1) 418
See a specialist 123 (35.8) 67 (19.4) 74 (28.4) 264
Access hospital services 81 (23.5) 35 (10.1) 28 (10.7) 144
Get second opinion 24 (7.0) 33 (9.6) 19 (7.3) 76
Reassurance or advice 126 (36.6) 112 (32.5) 101 (38.7) 339
Total respondents 344 345 261 950/1241

ED 5 emergency department; WiC 5 walk-in centre; PUCC 5 primary urgent care centre.
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out of three for 59.2% of cases (346) and total
disagreement for 10.3% of cases (60). This is
illustrated in Table 5 and showed that there
was only a fair kappa level of service agreement
between clinicians for streaming attendees.

Results of the validation exercise
The purpose of the validation exercise was to

present and discuss the results of the study as a
whole, and in particular to explore why the ret-
rospective analysis of presenting information had
showed a lack of consensus in many cases. All
members of the research team were invited to
attend this meeting but the meeting ultimately
lacked representation from general practice due to
unforeseen circumstances. The discussion led to the
articulation of criteria for streaming decisions that
might have led to the lack of consensus among
clinicians. Factors included were as follows:

> the type of local services and what they offered
> the risks to health of delay
> availability of and access to services
> the knowledge and skills of staff at different

services
> the equipment available at different services
> the convenience for health consumers.

This was at times difficult to discuss because of
the limited information available. Discussants
tried to infer risk from the duration of the episode
and the severity of signs and symptoms, but the
latter would be much clearer in real life when the
clinician was talking with the patient. What was
recorded in the notes was minimal. Some dis-
agreements arose from different interpretations
of this brief information, and may be regarded as
an artefact of the exercise rather than evidence of
actual differences between assessors and/or dis-
cussants. Nevertheless, there were instances when
even the information available led discussants to
different conclusions; for example, in the case of a

man aged 28 years who presented with headache
and nausea for a month and also reported a
migraine and a cough (case 77), one view was that
he was young and had had symptoms for some
time, so the case was not urgent and he should be
seen by a GP; another, that the migraine gave
cause for concern, so a WiC consultation would
be better because he would be seen more quickly.
The discussants speculated on the reasons why
one assessor had streamed him to ED, and
thought this was probably to ensure that all the
investigations likely to be relevant could be car-
ried out straight away. Only one example exists
where a 35-year-old male presenting with dizzi-
ness, vomiting, headache, neck pain and blurred
vision where discussants agreed that an assessor’s
judgment was simply wrong and he should not be
sent to a WiC but to ED.

Discussion

This study was conducted by reviewing presenting
information rather than on consultation diagnosis
and outcome. This approach better replicates the
decision making that both patients and clinicians
use when assessing an urgent care health problem
presentation and is considered a better primary
care streaming indicator for redirection. However,
even with this prospective rather than retro-
spective approach, the results of this study con-
tinue to support earlier studies (Coleman et al.,
2001), which estimated that as many as 55% of the
service users being seen in the ED could be suc-
cessfully treated in primary care. Chalder et al.
(2007) also found that users preferred to attend
an ED even though the WiC attendees were likely
to be as well satisfied with their care overall and
were even better satisfied with specific aspects
of care, including the consultation. Chalder et al.
was included in a worldwide systematic review,
which found that overall 20–40% of adult users
were inappropriate attendees to ED (Carret et al.,
2009). The review found similar reasons to this
study for attendance such as limited primary care
access with longer waiting periods and suggested
that it was important to develop health services
away from ED that better met the needs of these
inappropriate attendees.

In this study across six health-care trusts in the
North East of London, the majority of health

Table 5 Agreement by the three assessors

n %

Total agreement 178 30.5
Mixed agreement 346 59.2
Total disagreement 60 10.3
Total 584 100
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service users perceived their health problem as an
emergency and this was particularly true of
younger users attending EDs. In a survey carried
out in 2005, access continues to be an issue for
patients and the public who are seeking fast
access to reliable health advice (Coulter, 2005).
Over 40% of respondents were attending the
services because they had been unable to obtain
either a convenient or an emergency appointment
with their general practice. This observation was
also echoed by the validation group as a reason
for attending WiCs, even though the problem
maybe more appropriately treated in primary
care. Perceived poor access to patients’ GPs is
still an issue reported in some of the North East
London PCTs (Department of Health, 2007c). If
the urgent care services had not been available,
one-fifth of the attendees would have gone back
to their GPs, although a slightly lesser number
were at a loss as to what to do.

Of the attendees who saw their problem as an
emergency, nearly half were already being treated
for the problem. Although measuring something
slightly different, this finding is similar to the find-
ings of Maheswaran et al. (2009) who found that
39% of all attenders at WiCs were repeat attenders
at the WiC being studied. The results of this study
suggest that more understanding is required of why
patients choose to access services in order to better
understand the impact on patient behaviour of
expansion in service provision.

More than 50% of health-care consumers who
attended urgent care services were not seeing
another health professional for their problem.
Approximately one-third of respondents came with
a problem less than 24 h old, while nearly a further
third had had their problem for up to a week.

The attendees top health presentations inclu-
ded accidental injuries, HEENT, abdominal and
musculoskeletal complaints that may or may not
have been identified by a health professional as
an emergency. Health consumers appear to be
self-selecting appropriately to either WiC or ED
services in that they were more likely to have had
their problem less than 24 h in ED, and from
between one and seven days at the WiC.

The ethnic mix of service users is similar to that
of the general population in North East London,
although fewer white people in one borough and
Bangladeshi people in another borough respon-
ded to the survey than the general population

ethnicity of the respective boroughs would pre-
dict. Ethnic minorities are more likely than the
white population to consider their health com-
plaint to be an emergency and to attend ED
rather than the WiC.

The fact that only approximately a third of
cases were agreed upon by the professionals for
streaming to primary care shows the discrepancies
between professions and service perceptions. Ulti-
mately, this was thought to be due to local service
knowledge and personal clinical experience. Hence
for example, patients, with their agreement, might
be referred directly to Moorfields ED with an eye
complaint that required expert care rather than to a
consultant at the local hospital.

All three practitioners identified the majority
of the patients as suitable for a WiC, with the ED
as the next most frequent; however, they provided
no agreement on individual cases. The best agree-
ment was for ‘other NHS’, which included stream-
ing to an NHS service such as dental, mental health
and physiotherapy and there tended to be con-
sensus with streaming to the ED, perhaps as the
complaints required specific treatments such as a
blood transfusion, to see gynaecologist/obstetrician
or the surgeons.

Limitations of the study
There may be some inherent respondent bias in

the findings in that it is based on the responses of
those who chose to complete the questionnaire
rather than those who chose not to. Analysis of
the questionnaire data was complex as for some
questions respondents gave more than one
answer and some questions were dependent on
answers to previous questions. Respondents did
not always answer both questions. The informa-
tion available to clinicians who analysed the
research data to decide the appropriate health-
care treatment centre was limited to the written
record of presenting symptoms, which in some
cases was minimal and no visual information
was available, which might have indicated the
severity of the condition. Lack of visual informa-
tion in the case note analysis created difficulties in
categorising individuals to services and may have
contributed to the difficulties in achieving a con-
sensus on the appropriate service. The GP was
unable to attend the validation exercise and to
explain his interpretation of the cases.
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Conclusion

WiCs and PUCCs were introduced to address a
number of policy issues including increasing
patient choice, enabling easy access to primary
care for people away from home, enabling GPs to
meet the 48-h appointment target and EDs the 4-h
waiting target. Previous research (Chalder et al.,
2007; Maheswaran et al., 2007; Salisbury et al.,
2007) all highlight the limited extent to which
WiCs and PUCCs have been able to achieve these
policy aspirations. This study highlights the com-
plexity embedded in decision making at a micro
level when developing referral processes and
criteria for services not just for professionals but
also for health consumers (Coulter, 2005). The
study noted that professional choices were made
on the basis of knowledge of local services
available alongside personal clinical experience of
these services as much as professional assessment
of severity.

The national evaluation of WiCs (Salisbury et al.,
2002) highlighted the importance of developing a
coherent vision of what each service (WiC, GPs,
pharmacists and ED) offers and how services fit
together. However, this coherent vision contrasts
with more recent policy, which is concerned to find
local solutions to local situations and to tolerate
diversity in provision and access, focusing instead
on promoting patient choice and equity in patient
outcomes rather than process targets (Department
of Health, 2010b). Our study indicates the impor-
tance of local knowledge in influencing both patient
and practitioner decision making at a micro level.
The study also identifies that urgent primary
care services provide both patient choice and
the opportunity for a second opinion, which is a
patient’s right and that patients were choosing to
exercise this right through EDs, WICs and
PUCCs. However, the underlying rationale for
this choice requires further exploration in order
to gain greater understanding of the links between
expanded and diversified urgent care provision and
patient outcomes.

The most recent policy development empha-
sises patient choice and consumer demand as a
key consideration in service re-design (Depart-
ment of Health, 2010b). Expanded urgent care
provision has given rise to plurality of services,
which is useful for providing service users with a
range of alternative access points but can cause

duplication of services and repeat attendance for
the same problem. Maheswaran et al. (2009) found
that the organisation and management of WiCs,
as well as population demographics and density,
account for variation in service use by repeat
attenders. The movement away from process
targets, such as the 4-h waiting time for EDs or the
48-h appointment time for GPs, to patient out-
comes requires greater clarity about the links
between patient choice and behaviour at a local
level and the subsequent outcomes from care.
Managing the continued increase in emergency and
unscheduled care continues to be a challenge and if
it is to be overcome the uncertainties in prospective
decision making demonstrated in this study need to
inform service development and delivery. Stream-
ing patients to appropriate primary care facilities
requires patients as well as practitioners to be able
to make informed choices. The findings from this
study indicate that primary care services need to be
better informed about patient flows in order to
develop more robust and informed demand man-
agement strategies, while maintaining patient satis-
faction with access to services.
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