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"Out of Hours Care" 

A new way forward! 

Dr Philip O'Connell. 
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There is an increasing expression of concern in the mediad literature, of the impact of 

providing out of hours care on the quality of life of the GP. This has resulted in a series of articles 

seen recently in the weekly publications received by doctors. 

Public demand for out of hours primary care is increasing 1.3. This has generated a 25% 

increase in night visits as claimed by GPs contracted to provide General Medical Services (GMS) 

care in the Eastern Health Board4 (EHB). This increase was similar in the Southern Health Board. 

General practice is not alone, as seen in a recent report~ by Dr Mary Hynes (EHB) , as she 

demonstrated a 5.6% increase, per annum in attendance at Casualty Departments. over a period of 

five years. 

Stress generated by an ever increasing public demand on General practice is considerable, 

and has been the basis of a national survey published recently by Prof. Tom O'Dowd in conjunction 

with the Irish College of General Practitioners. Pror. O'Dowd has highlighted that one in three GPs 

consider themselves to be stressed or very stressed. The impact was greater on male GP's, where 

almost 50% consider themselves either under stress. or very stressed. 

Amongst the causes are: 

I. Difficult patients: 20% 

2. Excessive workload 19% 

3. Out of hours care prm'ision: 15% 

The Irish Medical Organisation retains the aspiration and negotiating position that in the 

near future GPs will no longer have a 24 hour, all year personal responsibility for patient care. They 

seek "that GPs wiII have the option to contract out part of this responsibility". 

The MANCH group of hospitals are relocating to TaUaght and whilst a group of academic 

and other interested parties including the EHB are attempting to measure the impact of this • there is 

little doubt that there will be an increase in patient demand, (if only in the medium term). for out of 

hours care services provided by local General Practitioners, (in the immediate vacinity of affected 

hospitals) . 
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The recently published work on "violence against GPs" (j shows that. though the levels of 

aggression are low, that the more serious incidents were significantly more likely to occur outside 

normal surgery hours, and while providing domiciliary care. 

General practice needs to consider the options and assess possibilities. 

Current Services: 

When a GP is off duty patients have the following options: 

a) Phone the surgery to determine how to access a doctor : 

b) Call an ambulance: 

c) Attend the Accident And Emergency (A & E.) Department: 

d) Wait until the surgery re-opcns for the next routine session: 

e) Contact another doctor: 

f) Attend the local pharmacist or 

g) Contact a commercial deputising agency (without reference to the GP). 

It is not known how many fall into each category. 

A. Accident and Emergency Department ( A & E.) Experiences: 

Or Mary Hynes of the Eastern Health Board (1996), has recently detailed the problem of 

inappropriate attendance by the public at Accident and Emergency (A & E) Departments). There 

are six A & E departments in Dublin. The attendance rate at St James A & E Department is 

approximately 50,000 per annum and is increasing by 5.6% per annum. For the Mater hospital: 

56,000( 1996); and 50,000 in Beaumont attended during 1996. 

Apart from the clinical problem that patients indicated, 14% attended A & E., beeause it 

was more convenient and for many it avoided the need to be absent from their occupation. 
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Only 6% believed that their GP could have dcalt with their problem as well as the doctor in A & E. 

who is frequent I}' young and inexperienced. There is therefore a problem of perception that nced to be 

addressed. A radio and television campaign has had some impact in reducing further exacerbation of 

this problem, though it is too carly to assess the full significance of this approach. 

When patients attending A & E Department, with illnesses categorised as falling into triage 

thrce (semi-urgent) or triage four (delay acceptable), 160% of all attendces at casualty]. were asked. 

that if they were given an appointment to attend their GP the next day, only 12% were willing. 

Most attendces are generally young and male, 3 (72% were under 45 ycars) for lriage categories 3 

and 4,and.were able to access transport. The majority attended because they wanted to sce a doctor 

quickly, and paradoxically they experienced prolonged waits because of their triage classification. 

B General Practice Arrangements: 

There are currently 520 GPs contracted to provide GMS ser\'ice and approximately a further 200 in 

prh'ate practice ill the Eastern Hcalth Board area. The arrangements employed to provide care outside 

designated surgery hours are: 

• Total care pro\'ision solel~' by the practitioner 

• Care provided by a number of doctors within a pr;Jctice. 

• C;Jre provided by ;J local rota or extended rota(co-operative ) of GPs. 

• Contract with a commercial deputising service as well as one of above 

• Total contract with Commercial Deputising Service. 
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NE\V APPROACH 

The fundamental change is to alter the current position where GPs provide domiciliary care. outside 

normal surgery hours. to a position where, the onus is placed on the patient to attend a modern fully 

equipped Primary Care Centre.( P.c.c.) offering an immediate and comprehensive service. 

This is realistic, taking into account the various factors that determine the viability of any commercial 

service of this nature. 

An opportunity exists also for general practice to alleviate some of th~ excessive and 

inappropriate workJoad currently attending Casualty Departments. This is also addressed as part of 

this study. 

There arc currently two commercial deputising services in Dublin which provide a necessary 

service. Both were invited to provide data to assist in this report and in a previous pilot study. but 

declined to participate. Qualitative analysis of the care provided is not available. It is unlikely that 

this important information will be provided voluntarily by the existing organisations. Anecdotal 

evidence suggests that the quality of care thus provided is suboptimal. 

In excess of 300 GPs. in the Eastern Heath Board area (EHB). with GMS contmcts have 

contracts with the existing two commercial services. 

In order to produce a modclto determine the likely viability of an alternative system. it was 

essential to calculate the anticipated call demands. 

Call Demands: 

This infomtation was detemlined by measuring the call1e\'cls experienced in a number ofpracticcs in 

Dublin in 1995/1996 and comparing with the statistics found in thc UK in an area of similar socio

economic spread and population sizc. Statistical analysis was based on and facilitated by the author's 

e:>..-pcrience as a monitor of quality, in Deputising services in the UK for a period of three years 

(1989- 1992). Further validation was provided by Healthcall Limited. the largest providcr or 

commercial deputising care in the UK. In this report I have dh'ided the time during which care 

will be prO\'ided by this new scn'ice i.e. after 6 p.m. and until 8.a.m. on weekdays and from 8 am 

to 8 am on Saturday and Sunday, into five periods. 
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PERIOD NUMBER TIME DAY NUMBER OF HOURS 

6 PM TO WPM MONDA Y - FRIDA Y 4 

2 10 PM TO 8 AM MONDA Y - FRIDA Y 10 

3 8 AM TO 6 PM SATURDA Y ISUNDA Y 10 

4 6 PM TO 10 PM SA TURDA Y ISUNDA Y 4 

5 JOPM TO 8AM SATURDAY/SUNDAY 10 

Call demand varies considerably during the year, bUllargcly on a predictable basis. 

Period Time Day Dublin Dublin UK. UK 

Rate * % ** Rate * Percent ** 

1 6 - 9 p.m. Mon- Fri .104 38 0.126 4S 

(Average) 

July 0.11 

December 0.143 

2 9 p.m.-8 am Mon- Fri .032 12 .033 12 
(Average) 

3 9 am-6 p.m. Sat/Sun .081 30 .065 23 

(Average) 

July .0447 

December .083 

4 6 - 9 p.m. Sat/Sun .027 10 0.029 10 

(Averag:e) 

July 0.022 

December 0.037 

5 9 p.m.--8 am Sat! Sun .026 9.7 .027 10 

Total .271 99.7 .28 100 

• is the number of calls! JlatienU annum 

.. is the percentage of all "out of hours" calls. 
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There arc the unexp::cted p::aks when local epidemics occur as happ::ned in December 1995. 

However the p::ak demand takes place in December. with a trough in July. As a consequence the 

statistics were based on the demands of both these months. and annuaIised. There is little change in 

. patient demand for eare, during p::riods 2 and 5 throughout the year, (even during epidemics). There 

is also a remarkable simiIaril)' between the call levels in Dublin. and that measured in Newcastle 

Upon Tyne. 

Care will be provided both ill the Primary Care centre (P.C.c.) and in the patient's home. 

This dual system of primary eare provision. at night. has been introduced in a number 0[. cities in the 

UK, by both commercial and non-profit making GP co-op::ratives. A target of80'}/o of patients 

attending the centre is realistic within 9 months. To implement this change patient education is 

essential'with appropriate explanations, leanets and telephone messages. The surgeries ideally will 

use a call diversion system. so that the first answer encountered by the patient when they ring their 

surgery at night. is b}' the op::rator of the P.C.C .. thus minimising patient inconvenience. 

There are Illany variables that arc individually and.collectively relevant in the success of this 

new service. including the fol fowing: 

1. Subseriber numbers 

2. Practice populations 

3. Growth rate of the service 

4. Number of centres and location 

5. Staffing and Security 

6. Arrangement with local A & E Departments 

7. Start up costs and marketing 

8. Incentives for patients 

9. Incentives for subscribers 

10. Payment schedule for deputies 

11. Information technology 

12. Suitable premises for longer term developments 

13. Agreement with Department of Health and EHB. 



1. Subscriber Numbers: 

This is thc most critical factor that will determine thc succcss of this busincss.I mplimcntalion or this 

"cnlurc will rcquire a minimum of 32 GP·s. and prcfcrably 50. 

The two existing commercial deputising services havc in excess of IWO hundrcd GP's . 

contractcd out of a realistic markct number of 3S0. thereforc a new option must have significant addcd 

bencfits to both the subscriber and consumcr. 

Assuming that the service commences with two centres thcn in ordcr to achicve commercial 

viability, 60 subscribers must be committcd. 

Number of Subscribers Profit 

40 - £S3.0S9 

SO - £24.773 

60 £3.512 

70 £21.797 

80 £46.<183 

I 
I 

2. Practice Populations: 

The average GMS pancJ in thc Eastern Hcalth Board is 700 I paticnts per Doctor and the private 

I practice population approximatcly 1200 There is a thrce fold difference in tcnus of consultation and 

call out ratcs. betwcen GMS and private patients. 

I However, only 29% of the population in Dublin arc cligible for GMS care. 

(I 
Of those attending A & E Departments with problems of a less serious nature i.e. triage 3 or of. 

36% arc eligible for frcc medical carc(GMS). 

I 
I· 
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3. Growth Rates: 

For thc scrvicc to be succcssful it must continue to grow slowly. to allow modification of the pre-

existing service. In the calculations ) havc cstimatcd that it will grow at 8 doctors per month. 

allowing predictable demand to be detcrmined for each period. This I belicve is realistic but may be 

exceeded. 

1 have alread)' detailed the call rates for each of thc periods 1-5 and I now ilIustr.:ttc the 

predicted demand on the entire sen'ice : ccntre and home visiting. The aim is to persuade 80% or 

patients to attend the primary care centre. but this will need 12 months to be achieved. I expect that 

during the first year it will average as 40% home visits and 60% attending the centre. 

The number of Paltient requests for Cllre ,)er month 

Month 1 2 J 4 5 6 7 8 9 10 

Subscribers 8 16 24 32 40 48 5(, 64 72 80 
" 

GMS al Home 37 75 112 149 187 224 2(, I 299 JJ6 J73 

GMS at Centre 56 112 168 224 280 336 392 .+48 504 5(,0 

Prh'ate at Home II 22 34 .+5 56 67 78 90 101 112 

Private at Centrc 19 3.+ 50 67 8.+ )01 118 13.+ 151 168 

Total No of Attcndancc's 121 243 364 485 607 728 8.+9 971 1092 1213 

11 12 

88 96 

411 448 

616 672 

123 13.+ 

185 202 

1335 1.+56 
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Monthly patient requests analysed by Call-out Period and Type of allendance: 

I. Home Visits 

Month 1 2 3 -t 5 6 7 8 
Calls Period I 18 37 55 7-t 92 111 129 1-t8 
(l8.00-22'()O) 

Catls Period 2a 3 6 9 12 
, 

15 17 20 23 
(22.00- 00.00) 

Calls Period 2b 3 6 9 12 15 17 20 23 
(00.00- 08.(0) 

Calls Period 3 7 15 22 29 36 -t4 51 58 
(08.00- IS.OO) 
Calls Period 4 12 2-t 36 49 61 73 85 97 
(IS.00·22.00) 

Calls Period 5a 2 5 7 10 12 15 17 19 
(22.00- O{U)() 

Period 5b 2 5 7 10 12 15 17 19 
(00.00- 08.(0) 

Total -t9 97 )-t6 19-t 243 291 3-tO 388 

2. Centre visits: 

Month I 2 3 -t 5 6 7 8 

Calls Period I 28 55 83 111 138 166 194 221 

Calls Period 2a 4 9 IJ 17 22 26 31 35 

Calls Period 2b -t 9 13 17 22 26 31 35 

Calls Period 3 I I 22 33 -t4 55 66 76 87 

Calls Period 4 18 36 55 73 91 109 127 146 

Calls Period 5a 4 7 11 15 18 22 25 29 

Period 5b 4 7 11 15 18 22 25 29 

Total 73 146 218 29J 364 437 510 582 

9 10 11 12 
16() 184 203 221 

26 29 32 35 

26 29 32 35 

66 73 80 87 

109 121 133 146 

22 2-t 27 29 

22 24 27 29 

437 -t8; 53-t 582 

9 10 11 12 

2-t9 277 30-t 332 

39 H -t8 52 

39 44 -t8 52 

98 J09 120 131 

164 182 200 218 

33 36 40 44 

33 36 40 44 

655 728 801 874 
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Demands per hour sought from the service ... analysed by Type of auendance (Based 011 a four week 

month) 

1. Home Visits 

Month 1 2 3 4 , 5 6 7 8 9 to 11 

Calls Period 1 .31 .cd .92 1.23 1.54 1.84 2.15 2.46 2.77 3.07 3.38 

Calls Period 2a .05 .1 .15 .19 .24 .29 .34 .39' A4 A9 .53 

Calls Period 2b .02 .04 .<)5 '<)7 .09 . 11 .13 .15 .16 .18 .2 

Calls Period 3 .04 '<l7 .11 .15 .18 .22 .25 .29 .33 .36 .4 

Calls Period 4 .51 1.01 1.52 2.02 2.53 3.()3 3.54 4.04 .. US 5.06 5.56 

Calls Period 5a .1 .2 .3 .4 .51 .61 .71 .81 .91 UlI 1.11 

Period 5b .04 .08 .11 .15 .19 .23 .27 .30 .34 .38 .42 

2. Centre a((endance: 

Month 1 2 3 4 5 6 7 R 9 \() 11 

Calls Period 1 A6 .92 1.38 1.1-:4 2.3 I 2.77 3.23 3.69 4.15 4.el1 5.07 

Calls Period 2a .07 .15 .22 .29 .36 .44 .51 .5R .66 .73 .80 

Calls Period 2b .03 .05 .OR .11 .14 .16 .19 .22 .25 .27 .3 

Calls Period 3 .05 .I] .16 .22 .27 .33 .. 38 .44 .49 .55 .6 

Calls Period 4 .09 1.52 2.28 3.()3 3.79 4.55 5.31 6.07 6.83 7.58 8.34 

Calls Period 5a .IS .3 .46 .61 .76 .91 l.O6 1.21 1.37 1.52 1.67 

Period Sb .06 .I1 .17· .23 .28 .34 .4 ,46 .51 .57 .63 

It is estimated that both in the UK and in Dublin 3..4 consultations per hour can be achie\'ed on 

home \'isiting, and 10 minutes J)er appointment should be allocated for seeing patients in the 

centre. Therefore the anticipated number of doctors needed for home visiting and the centre is: 

12 

3.69 

.58 

.22 

.44 

6.07 

1.21 

A6 

12 

5.53 

.87 

.33 

.66 

9.1 

1.82 

.68 
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A. Home Visits: (Number of Doctors necessary) 

Month 1 2 J 4- 5 6 7 ~ 9 10 IJ 12 

Period 1 1 1 1 I 1 I I I 1 1 2 2 

Period 2a I I I I 1 I I 1 1 1 I I 

Period 2b ) I I I I I I I I 1 I 1 

Period 3 ) I I I I I I I I I I J 

Period 4 I I 1 J 1 I 2 2 2' 2 2 2 

Period 5a J I J 1 1 I I I ) 1 J I 

Period 5b I I I I I J I I I I I I 

B) Clinic Attendance: (Doctors neccssary) 

Month I 2 ) 4- 5 (, 7 S 9 10 11 I 12 
I 

Period I I I I I I I I I I I I I 

Period 2a I I I I I I J I I I I I 

Period 2b I I I I I I I I I I I I 

Period 3 I I I I I I I I I I I I 

Period 4 I I , I I I I J 2 2 2 2 

Period 5a J I I J I J I I I I I I 

Period 5b , I I I I I I 1 I I I I 

For the first six months i.e. until 48 subscribers arc contracted with the sen'ice, then onl~' 

one doctor .is needed to I)rol'ide ade(luate COl'er. 
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4. Number of centres :md location: 

Idcally two centres should open simultaneously. cach in "el)' close proximit!· to the A 8:. E 

Departments of St Jame's and the Mater Hospitals. Bolh of these locations ser\'iee areas of inner city 

deprivation. where transport would be a grcater problem than for patients further out in the suburbs 
• 

of Dublin. 

After the ser\'ice has been established. further investment will be made with support from 

capital development funding as currently being proposed by the Department of Health. The aim is to 

address patient need in a muhidisciplinal)' approach. from centres of exccllellce. Plans in this regard 

will be submitted within 12 months of commencement of this ser\'ice. 

5. Staffing and Security 

Information technology must be utilised to maximise efficiency. Even if two centres lire open initially 

onc operator will ser\'e both centres. linked by a dedicated telephone line. 

Each centre will have controlled access and if a contract is arranged with the local A & E 

Departlllent • part of this will include the provision of security personnel. Access to the ser\'ice will 

preferably be by prior appointment. made by ringing the centre. through a fomarded call initiated to 

the local surgery. 

6. Agreement with the local A & E D('partments: 

The pressure on the Accident and Emergency ( A & E) Department in SI. Jamcs Hospital will 

incrcase with relocation of the MANCH group to Tallaght in 1997. Apart from thc clinical problem 

identified by the patient. 14% attellded A & E Departmcllls because the time of attendancc was 

outside normal GP surgery hours. 

The majority attending A & E Departments because they wanted to see a doctor quickly. and 

paradoxically lllallY experienced prolonged delays. This suggests a considerable consumer orientated. 

problem of perception. 
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Many paticnts attcnding casualty could rcccivc appropiate. r.lpid. and high qualit)· carc by attending a 

closcl)' situatcd P.c.c. I now illustratc this using St Jamcs Hospital as an cxamplc: 

• Therc are 50.000 attcndccs at ST JAMES HOSPITAL A & E" Dcpartmcnt annually. 

• 60% fall into triagc 3 and 4 or 30.000 cases 

• 1/3 of these attend during normal working hours (9 am to 6 pm) (10.000 per annum) 

• If 20% wcrc persuadcd to attend GP based sCI''\'icc across thc road = 2.000 per annum or .to per 

wcck. This dcmand could be absorbed by gcncral practice. 

• 36% wcrc cligiblc for a medical card. thc rcst would be privatc and self financing. 

I( the GMS pays the Second Opinion , rccori12i patient currently a\'ailable when a GP refers a 

patient to anotber GP bolding a GMS contract, ( ensuring withholding tax is not applicable) 
'::,.'" '.' 

.~he~: a'.q~ic~ ~osi effective senice could be provided. This (cc would only be applicable when the 

GMS patient's doctor was not an existing contractor with the sc\'ice. In this scenario no (cc 

would be payable by the GMS. 

Fees paid by the pri\'ate patient would co\'er the cost incurred by their demand on the 

scn'ice. 

This mcasurc could be duplicated in proximity to the Matcr Hospital. and possibly others around the 

city and beyound. though a pilot scheme should be tricd first with St Jamcs Hospital. It will have a 

VCI1' significant impact on addressing an cvcr increasing problem. at minimal cost to the EHB and or 

the Departmcnt of Health. 1 believc that the figure of 2,000 patients annually will be reached and 

surpassed if approval is forthcoming from the relevant A & E Departmcnts. with carcful 

explanations. leaflets and possibly a video being shown in the A & E Department. with the aim of 

modifying the expectations of patients .. 

The mcchanism would be simple, whereby patients would sec thc triage nurse at A & E and 

be offered an immediate appointmcnt at the primary care centre. The appointment could thcn be madc 

by telephone or via a modem link to the centre. The tcchnology for this is available .. 

, ... 
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I would also suggcst that St Jalllcs Hospital should providc. on a pilot basis of. a security 

sCl'yicc at thc P.C.c. 

The EHB should providc the information technology to link into their computers. to 

dctemlinc eligibility for GMS carc. The servicc would. be preparcd to producc data on our sel'yicc 

provision mutually agrecd. to facilitate future joint deyclopmenl. 

7. Initial Costs and Marketing: 

Little will be necessary in tcmlS of structural changcs initially. II is estimated that improved tclcphony 

and minor structural changcs will cost £ 10.000. A similar amount will be nccessary for production of 

suitable litemture for the benefit of patients and subscribers (GP·s). 

Great eare will be taken to ensure that thc local GPs perccivc this dcvelopment as offering a 

considerable ad\'ant:Jge to thcm and their professionalli\'es"and not as a threat to thcir prJctices. 

Present information technology will nccd upgrading. Following each consultation a report 

will be transfcrred by facsimile to the patient's GP and thc original rccord will be stored 

electronically. Similar links willnccd to be madc with thc local A & E Departmcnts and thc El-IB. 

Expertisc already acquired in pilot work betwcen thc EHB. local GPs and the Matcr Hospit:J1 would be 

vcry valuable. 

As this is to be a servicc of the highest standards. we will cncourage colloborative 

devclopmcll.ts with the EHB and will make relevant clinical and epidemiological data available. 

8 Incentive scheme: 

Patients needing to see a doctor, seek a fast, efficient. comprehensive service, with the 

knowledge that if treatment or further investigation is appropriate, it is readily accessible. For the 

majority of clinical problcms. this could readily be provided in the P.C.C. It will be policy to 

encourage patients to attend the centre, and incentives wiII be provided in recognition of the effort of 

those that attend. 
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9. Incentive scheme for subscribers (GPs). 

The biggest incentive for doctors is the knowledge that they can be assured tl~at their patients arc 

receiving optimal care. and that they will be briefed on return to duty. 

Furthermore I ha,'e estimated that for the GP with an average sized list of patients that the 

net cost for cover is £22 per week i.e, complete cover from 6 p.m. every weekday and all week-cnds. 

or £0.18 per hour of cover. This is extraordinary "alue and should offer a tremendous improvement in 

the quality of their lives. 

10. Payment schedules for Deputies: 

These are structured in a way that will provide a generous rem'uneration for working in a 

satisfying environment. There will be a capped incentive scheme to encourage the doctor to provide 

care in an efficient cost effective manner. 

The positions will be filled with a mixture of full'~ 'part-time and sessional doctors. mindful 

of existing and future EEC legislation in this regard. 

I J.. Information Technology: 

It is essential that this is maximised to allow gathering of data. ill order to facilitate ongoing 

development. We wish to share this information on a partncrship in development with the 

existing statutory bodies including the Eastern Health Board: Department of Health and local 

hospitals . 

It is a priority that we devclop links with the EHB to validatc eligibility of services rcquested. 

Wc will seck at the earliest opportunity to ad,'ance this. If St James and the Matcr hospitals arc 

intcrested in considering co-operation betwccn the A & E Dcpartments and the Ccntre(s). thcn 

on-line facilities would be mutu<llly advantageous to <lllo\\' A & E acccss to our <lppointment 

system. 



12. Suitable Premises: 

Premises arc readily 3\'ailable for the start-up and will be more than adequate for the first 18 

months. However once the viability of the service has been assured then the fuller plan can be 

implemented. This will need the construction of at least four primary care centres with a 

muItidisciplinary approach. including having family phmning: dental: minor surgery and 

phannaeeutieal services ava.i\able. 

13. Agreement with The Department of Health and Eastern Health Board: 

This approach is oold and imaginative. It addrcsses somc of the kcy conccnts in primary health 

carc that exist today. 

For it to be succcssful it will rcquire support from the Eastcrn Hcalth Board. in introducing a 

pilot schenlc. When it is established it could provide the blucprint for other towns and cities in 

Ireland. 

The Eastern Health Board will need to wo~k in partncrship to launch this pilot. with 

a realistic approach to thc ncccssuf)' resourcing. especially at commcnccment. The author 

li 
j 

belicvcs that it can and will work. Hc has discussed it at length with a number of thc Icading 

individuals in the finance industf)'. who have supported and confimled the calculations. The 

I) projcctions outlined are conservativc. rcadily auainab1c and offer an opportunity for progrcss. vic 
J 

,I 
look forward to the rcsponse ,of lhc Eastern Health Board and the Dcpartmcnt of Health. 

I 
I '· ,. 

I 
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