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EXECUTIVE SUMMARY 

EXECUTIVE SUMMARY 

This study consists of an audit of the Accident and Emergency department of a large 

Dublin paediatric hospital, Our Lady's Hospital for Sick Children, Crumlin. 

Audit is the process of reviewing the delivery of health care to identify deficiencies so 

that they may be remedied. It is a valuable tool which can be used to measure and 

modify the quality of care. This audit focuses on three aspects of quality, namely 

acceptability, accessibility and equity. It also encompasses a fourth dimension of 

appropriateness of use of this service; this is vital to the total quality management 

process, as inappropriate attenders may decrease the quality of care for appropriate 

attenders. 

A total of 645 patients attending the Accident and Emergency department (Accident 

and Emergency department) were sampled to represent the patterns of attendance by 

season (summer and winter), day of week and time of day. 

• An interviewer directed survey of child and parent satisfaction (acceptability) was 

performed as attenders left the department. Issues of accessibility and equity were 

addressed. Patient characteristics, referral sources and rates, re-attendance rates 

and reasons behind attendance at the department were studied. Time related 

progress through the episode of care was charted. Results were compared to 

standards set from the international literature. Data on case mix was gathered, and 

the reason for encounter in the parents' / children's view was specifically noted. 

• A retrospective review of the same 645 case notes, combined with the above 

survey, enabled a measurement of appropriateness of attendance to be applied. 

Appropriateness was measured using three sets of criteria, for comparative 

purposes. 

• Views of a small number of General Practitioners (40) were sought by postal 

questionnaire, to descriptively analyse issues of communication and satisfaction 

with the Accident and Emergency departments. 
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Of the 645 children and parents surveyed, 45% of the children were under 5 years 

old, and most were male (60.4%). Children under 5 were more likely to be referred 

by the G.P. (p <0.05). 

Trauma predominated significantly during the summer season (48.4% of summer 

attendances), and medical cases through the winter (51.3% of winter attendances). 

Surgical cases did not vary significantly in number by season (4.8% of summer and 

6.4% of winter attendances). Medical cases formed 47% of the total workload of the 

department. Parents of 44.9% children possessed a medical card, giving free 

entitlement to general medical services (GMS). 

Less than 5 miles was travelled by 56.8% of attenders to reach the hospital; 69% 

arrived by car and 11 % came by ambulance, with GMS patients more likely to arrive 

by ambulance (p <0.01). One third felt that the Accident and Emergency charge of 

£12.00 was too high. 

The mean waiting times were analysed from registration; till nursing assessment mean 

wait was 21 minutes; till the medical consultation mean wait was 53 minutes. Mean 

total time spent in the department was 127 minutes. 

The wait for the doctor was significantly longer at weekends (p < 0.01) and in all time 

periods for patients presenting with medical conditions versus trauma or surgical 

(p<O.OI). Admitted patients spent significantly longer in the department than non 

admitted (27.7% versus 13.6% of non-admitted patients spending greater than three 

hours there). 

Overall, 79 % of parents/patients were very satisfied with the episode of care in the 

department and 89% were very satisfied with information received. Of the total, 93% 

would recommend the department to family and friends. 

Overall satisfaction was inversely related to the time elapsed from registration to the 

nursing assessment (p < 0.01), the medical consultation (p < 0.01) and disposal 

(discharge) (p <0.01). Overall satisfaction was also related to the waiting time for the 

doctor being perceived as too long by the patient (p <0.01). The perceived quality of 
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medical care and humane treatment were also significantly related to overall 

satisfaction (both p < 0.01). 

Less satisfied children and parents were more likely to consider changing provider of 

Accident and Emergency care in the future to Tallaght hospital (p <0.01). There was 

a significant inverse relationship between overall satisfaction with the Accident and 

Emergency department and satisfaction with G.P. availability (p<0.01). 

Of 645 children, 67.9% were self referred, and 27.6% were G.P. referred (including 

those sent in without a letter). GMS patients were less likely to have attended the 

G.P. prior to the Accident and Emergency department. The remainder of referrals 

were mainly from other hospitals (3.9%). The leading reasons for self referral were 

that parents thought 

• that immediate attention was needed (26.8%) 

• that the problem was best dealt with in the Accident and Emergency department 

(16.2%). 

Inappropriateness of attendance at the Accident and Emergency department was 

measured at 26%, 33.7% and 35.3% by the three sets of criteria used; 

appropriateness levels did not differ by time category, day or season. Those attenders 

with a duration of illness over 24 hours were more likely to be inappropriate attenders 

(p < 0.01). Two measures found that those aged 5 and over were more likely to be 

appropriate presentations. 

An interesting finding was that G.P. referred patients were not found to be more 

appropriate by two of the criteria, although admitted patients were more likely to have 

been referred by the G.P. (p<0.01). 

General practitioners were dissatisfied (53%) with the overall level of communication 

received from the department, but were more satisfied with the general service 

delivery at the Accident and Emergency department (91 %). 

This audit makes recommendations for improved quality of care in the Accident and 

Emergency department, in the light of findings from this research. 

The single most important cause of dissatisfaction at this unit was found to be the 

lengthy waiting times. Issues addressed in the discussion include reduction of waiting 
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times, improved use of nurses' skills and the consideration for service planners and 

providers of making an alternative form of care available for those attending 

unnecessarily at the department. Recommendations are made to enhance the quality of 

care delivery to those children attending the Accident and Emergency Department of 

Our Lady's Hospital for Sick Children; it is recognised that the final 'closing of the 

audit loop' will involve re-evaluation when recommendations are implemented. 
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INTRODUCTION 

CHAPTER ONE INTRODUCTION 

1.1 OVERVIEW 

This study involves an audit of the Accident and Emergency department of a large 

Dublin paediatric hospital, Our Lady's Hospital for Sick Children, Crumlin. The audit 

encompasses a broad overview of the interface between the Accident and Emergency 

department and the community, the process of patient management in the Accident 

and Emergency department and the repercussions of decisions made in the 

department. Structure, process and outcome measures, including patient, parent and 

General Practitioner satisfaction are evaluated. The characteristics of attenders, 

including case mix and necessity of attendance at the Accident and Emergency 

department are examined. Objective and measurable standards are developed for 

bench marking, and recommendations are made to improve the service. The debate on 

rationalising the provision of care for those attenders at Accident and Emergency 

department who require primary care is addressed. 

1.2 REORIENTATION OF THE HEALTH SERVICES 

The main theme of the Health Strategy document, Shaping a Healthier Future!, 

launched in 1994 by the Minister for Health, was the reorientation of the health care 

system towards greater effectiveness and efficiency, by reshaping the way that health 
/ 

services are planned and delivered. Services need to be appropriate, acceptable, 

accessible and cost effective. The expenditure on the Irish health services is currently 

over 2 billion pounds annually and the imperative to demonstrate effectiveness and 

value for money is greater than ever. 

The three main principles of the Strategy are equity, quality of service and 

accountability. In discussing quality initiatives, the need to move towards a more 

critical evaluation of the outcome of services was identified. This reorientation to 

patient centred care demands that account is taken of the wishes of the consumer. The 

Strategy recommends that the needs of the public be measured by actively monitoring 

public preferences and levels of satisfaction and by developing transparent complaints 
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procedures; it suggests that greater emphasis now be placed on consumer satisfaction 

surveys. 

Healthcare consumerism has arrived in Ireland. A combination of recent relative 

wealth, increasing levels of education and a heightened awareness of other nations and 

other systems of care has altered Irish society from a tradition characterised by inertia 

and obedience to a new era characterised by change and questioning. 

Patients are increasingly making decisions about where to seek health care; 

expectations are rising of the quality of the service and the outcome; above all choice 

and involvement in the care process are perceived as vital by the consumer of today. 

Patients are no longer prepared to accept the benevolent paternalism which ha..<; 

typified health care provision in so many countries in the past. 

The professional emphasis remains on excellence, autonomy, rationality and ethical 

standards. However, consumers are stressing access, availability, communication, 

continuity and shared decision making, when appropriate, as vital elements in the 

delivery of care2
• 

1.3 CONTEXT SETTING 

To optimise the quality and delivery of care for the person seeking attention in the 

Accident and Emergency department, we must consider the following questions: 

• What are the patterns of usage of the Accident and Emergency department? 

• How acceptable, equitable and accessible are these services? 

• Is the most relevant and appropriate service being provided? 

• How many attendances are unnecessary? 

• How can unnecessary attendance be overcome? 

To set the scene for this discussion, context analysis in the international, national and 

regional setting is needed. Thus, the following sections describe the evolution of the 

Accident and Emergency department from its predecessor, the Casualty department. 

The function of the Accident and Emergency department in Ireland, perceptions of its 

role, national annual attendances and staffing are considered. 
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The regional situation pertaining to provision of paediatric emergency care in Dublin 

and its environs is discussed, with emphasis on the current service provided at Our 

Lady's Hospital for Sick Children, Crumlin. 

1.4 INTERNATIONAL CONTEXT 

1.4.1 The Role of the Accident and Emergency Department 

The primary function of Accident and Emergency department is to care for and to 

treat ill or injured people, quickly and at any time. This function includes minimising 

numbers of deaths and degrees of disabilities3
• 

Patients can be arbitrarily divided into three groups: 

• Those with life threatening illnesses or injuries, who require urgent medical 

assessment and may need resuscitation. 

• Those with serious illnesses or injuries who may require admission to hospital 

• Those with minor illnesses or injuries who can often be quickly discharged after 

treatment. 

The British Association for Accident and Emergency Medicine4 states that the 

Accident and Emergency department exists to. provide resuscitation for the critically 

ill and injured and to provide a diagnostic and treatment service for less seriously ill 

and injured patients who merit urgent hospital attention. 

The Irish Accident and Emergency Association5 describes the role of the Accident and 

Emergency department as providing optimal facilities for the initial reception and 

treatment of patients with acute injuries and sudden unexpected illness, so that the best 

possible outcome may be obtained. 

A major role of Accident and Emergency department is to manage acute trauma. Co

ordination between the ambulance services and Accident and Emergency department 

allows the optimal response during the vital golden hour after trauma. 

Her Majesty's Service Office3 state that the Accident and Emergency department must 

be available to all patients who need to use it. 
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1.4.2 The EvolutiQn Of The Accident And Emergency Department 

The Accident and Emergency department stands at the interface between the 

community and the hospital services. It has evolved to play an important role in the 

health services of today, and the number of patients seeking care in Accident and 

Emergency departments has increased over the last decade all over the Western 

world6
• 

Historically, patients attending "Casualty" departments were assessed by very junior 

members of duty medical and surgical teams. As the number of patients rose, Senior 

House Officer posts undertaking pure casualty work were established, with often a 

poor standard of care 4. 

Until the 1 960s, Casualty Units were managed by "caretaker" consultants from other 

specialities, often orthopaedics. The Platt report7 of 1962 signalled a change of name 

and status. It recommended that casualty departments be renamed Accident and 

Emergency departments to emphasise to the public their acute emergency role, and in 

the late 1960s a new speciality of Accident and Emergency was created. The British 

Association for Accident and Emergency Medicine4 reports that as a result of the 

presence of Accident and Emergency consultants there has been a dramatic 

improvement in standards of care in Accident and Emergency departments. However, 

the amount of full time supervision that can be provided by a single handed Accident 

and Emergency department consultant is obviously strictly limited in view of all the 

other operational and managerial tasks which the consultant performs. 

The Paediatric Accident and Emergency care plays a special part in emergency service 

provision, fulfilling a social as well as a medical function. The quality of the 

paediatric Accident and Emergency department is vital, given that accidents are a 

leading cause of mortality in the 1 to 14 year old in many countries8
. A concern being 

voiced in the international literature is of the substantial and possibly rising numbers 

of patients who do not" require the facilities or expertise provided in the Accident and 

Emergency department, and who could be treated in the primary care ,setting. These 

attenders have variously been called unnecessary attenders, inappropriate attenders, or 

more pejoratively, abusers. It is recognised that appropriateness of attendance is 

difficult to measure; indeed appropriateness of attendance is particularly difficult to 
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quantify in the paediatric context, and may sometimes only be recognised 

retrospectively. 

1.5 NATIONAL CONTEXT: ACCIDENT AND EMERGENCY SERVICES IN 

IRELAND 

1.5.1 Role 

The Department of Health states that the prime function of the Accident and 

Emergency department is to provide for the reception and initial management of every 

variety of medical emergency, provided that the condition could not be treated by the 

General Practitioner. 

A paediatric Accident and Emergency department is a facility specifically staffed and 

equipped to provide care for children requiring urgent assessment, diagnosis and 

management of illness or injury, according to a discussion document produced by the 

Royal College of Physicians (R.C.P.I.) Faculty ofPaediatrics9
• 

1.5.2 Attendances 

There were 1, 193,777 Accident and Emergency department attendances in Ireland in 

1996, and over 112 million (547,385) of these occurred in the Eastern Health Board, 

comprising 46.9% of the national total 10. Regarding paediatric services, the Faculty 

of Paediatrics in 199211 estimated that between 20 and 25% of the child population are 

seen annually in Accident and Emergency departments in Ireland. Approximately 50% 

of children attending Accident and Emergency departments are under 3 years old, and 

at least 50% of this age group present with medical problems, according to the 

Faculty of Paediatrics. 

There is a dearth of nation-wide statistics and analyses of the total number of 

attendances at Accident and Emergency departments, despite the increasing annual 

rate of attendances. 
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1.5.3 Perceptions ofIrish Accident and Emergency Departments 

The Accident and Emergency service in Ireland has long been called the Cinderella of 

the Health Services. More recently, the Accident and Emergency department services 

in Ireland have been alluded to as "the unplanned product of modern medicine and 

modern life" 12 • 

Murphy12 writes in 1997 that much of the development and planning of Accident and 

Emergency care in Ireland has occurred with little order or structure, and laments the 

sorry state of our Accident and Emergency departments, describing patients as 

cramped and dissatisfied, Accident and Emergency department staff as under 

resourced unappreciated foot soldiers, and hospital colleagues as indignant when 

emergency admissions scupper elective procedures. 

1.5.4 Staffing and Training 

At present there are 14 Accident and Emergency consultants in Ireland, nine of whom 

are in Dublin. Three of these are paediatric consultants. The Irish Accident and 

Emergency Association (IAEA)5 has developed standards for staffing the Accident and 

Emergency department. Consultant numbers are recommended according to 

throughput, with facilities serving up to 50,000 new attenders annually requiring 2 

consultants. In addition, one non consultant hospital doctor is required per 3,000 new 

attendances. The IAEA, with the Department of Health are currently considering the 

creation of middle grade Accident and Emergency department posts filled by staff who 

have completed their general professional training and who may be employed on a 

permanent ba~is. 

With regard to staffing in the paediatric setting, the Royal College of Physicians in 

199211 stated that the assessment of acute problems in the under 3 age group requires 

specific expertise which does not overlap with that required in adult Accident and 

Emergency department, concluding that all paediatric units must be staffed by doctors 

and nurses trained in the care of children. 
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1.6 REGIONAL CONTEXT: ACCIDENT AND EMERGENCY CARE IN 

DUBLIN 

Paediatric Accident and Emergency departments in Dublin encounter a high volume of 

patients: over 110,000 attendances were documented in 19939
• A report by a sub 

committee of the Faculty of Paediatrics on Dublin Paediatric services in 1993 

estimated that between 20% and 50% of the child population of Dublin were seen 

annually in Accident and Emergency departments9
• 

1.6.1 Demographics of the paediatric population 

To set this figure in context, consider the under 14 population. The 1996 census13 

records the total number of children between the age of 0-14 to be 197,915 in Dublin 

county borough and the surrounding Dublin county. Trends predict a decline in the 

population under 14 in all areas of Dublin, and nationally. 

The 0-14 year old population age group will decrease nationally by 21 % between 

1991 and 2011, according to predictions by Conne1p4 based on 1991 census data and 

on data from other relevant vital statistics up to the year 1991. 

The Central Statistics Office3 reports that since 1971, the population under 14 years 

in Dublin County borough (comprising the city borough electoral areas) has fallen 

steadily. The borough population under 14 in 1986 numbered 109,884, was 94,883 in 

1991 and had fallen to 88,031 by 1996. 

In Dublin County (comprising the greater Dublin suburbs and outlying regions) the 

population of 0-14 years age group has been in steady decline from 1986 (166,032) to 

1991 (157,374) to 1996/(144,663). The population has dropped in all age categories 

under 14 in the three county electoral areas of Dun Laoghaire-Rathdown, Fingal and 

South Dublin. 

1.6.2 Paediatric Accident and Emergency services in Dublin 

The paediatric hospitals in Dublin treat patients who are 15 years old and under, but 

most children presenting above that age would not be turned away. These hospitals 

provide a 24 hour on call service 365 days a year. 
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Paediatric Accident and emergency services for Dublin city and county are in a state 

of change. At present, three children's hospitals serve the Dublin region and its 

surrounds. Temple Street Hospital in Dublin's north inner city serves north Dublin 

city and county. The National Children's Hospital at Harcourt Street in Dublin's 

south inner city serves an inner city catchment area extending to the south east 

suburbs, and Our Lady's Hospital for Sick Children. Crumlin, at present serves the 

south west of the city and county. A map of the location of paediatric Accident and 

Emergency department units in Dublin is shown in Appendix 1. 

1.6.3 Our Lady's Hospital For Sick Children, Crumlin 

Crumlin lies in Dublin county borough, in the Dublin 12 postal district and is 

historically a working class area. It abuts several areas of social deprivation, and lies 

3 miles south west of the city centre. 

Our Lady's Hospital for Sick Children, Crumlin, with 258 beds/cots, is the largest 

paediatric facility in Ireland, and is a tertiary referral centre for the Republic of 

Ireland. A new purpose built Accident and Emergency department was built adjoining 

Our Lady's Hospital for Sick Children, Crumlin in 1995, incorporating a large 

waiting area, a triage room, six individual cubicles, one fully equipped for 

procedures, a resuscitation room with three beds, a quiet room for bereaved parents, a 

staff work station and a sub-waiting area for those awaiting results or further 

assessment. A staff tea room and two offices adjoin the Accident and Emergency 

department. 

There is no computerised information system in the Accident and Emergency 

department; records are kept in a ledger, and collated by hand. There is a paucity of 

accurate statistics on attenders at the Accident and Emergency department. Data are 

collected on monthly attendance rates, geographical source of attenders, the ratio of 

new to return attenders and G.P. referrals by letter. There is no information gathered 

on the ages of attenders. 

In Our Lady's Hospital for Sick Children, Crumlin the Accident and Emergency 

department case-notes record demographic information on patients; information on 

General Medical Services eligibility (free medical services for those on lower 

incomes); Voluntary Health Insurance subscription; referral from General 

Practitioner; and times of registration, nursing observation, medical consultation and 
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discharge. These times are filled in by those attending the patient at the time of 

attendance. 

Department Statistics 

Of the 12,972 admissions to Our Lady's Hospital for Sick Children, Crumlin in 1996, 

6,273 (48.4%) were admitted through Accident and Emergency department. A total of 

5,636 day cases were carried out at the hospital in 1996, and 154 of these were 

referred from the Accident and Emergency department (2.7%). 

The number of attendances recorded annually at the Accident and Emergency 

department in Our Lady's Hospital for Sick Children, Crumlin during the period 1993 

to 1997 is shown in Table 1.1. Current annual attendance is in the region of 37,000. 

The trend is of increasing attendances over the past ten years. The acute rise in 

attendances in 1995 is seen in the monthly breakdown to be due to greatly excess 

visits in January, February, March and April compared to 1994. This was due, it is 

surmised, to increased incidence of meningitis and ensuing high levels of public 

concern. 

The proportion of review patients and those returning for dressings varies from 15 to 

20 % oftotal attendance annually. 

Table 1.1 Accident and Emergency department yearly attendances Our Lady's 
Hospital for Sick Children, Crumlin. 

New patients 29,535 29,424 34,338 32,588 33,730 

Grand Total 35,979 36,658 40,032 37,621 37,931 
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A further breakdown of attendances in 1996 per month is shown in Table 1.2. 

Table 1.2 1996 Accident and Emergency department attendances per month in Our 
Lady's Hospital for Sick Children, Crumlin 

January 2742 6.8 

February 2793 7.4 

March 3274 10.0 

April 3278 8.7 

May 3464 9.2 

June 3303 8.7 

July 3330 8.9 

August 3076 8.2 

September 3471 9.3 

October 3312 8.8 

November 2592 6.9 

December 2988 7.9 

Total 37621 100.0 

Re-attenders can be defined as those who make a return unplanned visit to the 

Accident and Emergency department seeking care for the same complaint within 48 

hours. In Our Lady's Hospital for Sick Children; Crumlin the re-attendance rate is felt 

by the consultant to be in the region of 5 to 10%, but no supporting figures are 

collected. 

The proportion of G.P. referrals to the Accident and Emergency department in 1996 

was 18.7%. However, this figure enumerates only those who were referred by the 

G.P. with a letter, and does not take account of telephone referrals or those sent in 

without a letter by the G.P. to the Accident and Emergency department. 
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The geographical source of the 33,621 new Accident and Emergency department 

attenders at Our Lady's Hospital for Sick Children, Crumlin in 1996 is shown in 

Table 1.3. 

Table 1.3 Geographical source of attenders in 1996 

Dublin 24 (TaUaght) 21 % 

Dublin 12 (Crumlin) 14% 

Dublin 22 14% 

Kildare 12% 

Dublin 10 7% 

Dublin 8 6% 

County Dublin 5% 

Other 21% 

Total 100% 

A map of postal codes in Appendix 2 permits interpretation of these results. 

Staffing 

The Accident and Emergency department medical staff consist of one Accident and 

Emergency consultant, 2 Registrars and 2 Senior House Officers (SHOs), assisted by 

a rotating SHO for much of the year. 

One Accident and Emergency Registrar works from 9am to 4pm weekdays, the other 

from 12pm to 7pm. The evening period is also covered from 5pm to 9pm by a 

dedicated Medical Registrar. From 5pm to l1?idnight, a dedicated Medical Senior 

House Officer attends the department. The two Accident and Emergency Senior 

House Officers work from 9am to 5pm and 11 am to 7pm and participate on a 

"trauma" rota with the orthopaedic Senior House Officers, until midnight. After 

midnight cover is shared in all specialities with the wards. 

The Accident and Emergency department nursing sister leads a team of 10 staff 

nurses. 
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The reception desk is attended from 9.30 am till llpm each night by administrative 

personnel. After this time, the reception desk is unmanned and is checked 

intermittently by nursing staff who clerk arrivals. 

While a porter is usually available at the hospital entrance nearby the Accident and 

Emergency department reception room, this is not always the case. 

There is no formal triage (sorting and prioritisation of cases for assessment). Patients 

are seen by a staff nurse at some stage after arrival for nursing observations and 

informal assessment of urgency. Vital signs are recorded, urine bags are applied and 

the patient may be prioritised if needed. The reception staff may alert the nursing staff 

if a case is perceived to be particularly urgent. 

1.6.4 Temple Street Hospital 

Temple Street hospital is a bustling north inner city paediatric hospital, with a busy 

Accident and Emergency department and 140 in patient beds. Over 50,000 

attendances are recorded annually at the Accident and Emergency department. The 

hospital site is cramped, given its level of activity, and it is planned to move the 

facility to a nearby site adjacent to the Mater hospital. 

1.6.5 The National Children's Hospital. Harcourt Street 

Harcourt Street hospital is a compact city centre paediatric facility, with 50 in-patient 

beds. Over 20,000 patients are seen annually in Harcourt Street Hospital Accident and 

Emergency departmenes, with 80% being self referred, and new patients accounting 

for 97% ()ftotal attendances. There is a separate dressing clinic. Between 15 and 18% 

are admitted, with considerable seasonal variation, and 10 to 15% are referred to the 

Out Patient department. Approximately 40-60% of the workload is medical, and 50% 

of these children are under 5 years. 

1.6.6 Tallaght Hospital 

Tallaght is a mushrooming conurbation in Dublin south west county, lying 8 miles 

from the city centre. Crumlin lies 5 miles away. There is a high proportion of 
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council housing and considerable social deprivation. Tallaght has a young population, 

and 316,448 (34.7%) of its population catchment area are under 15 years old. 

A major hospital complex at TaHaght, 5 miles west of Crumlin, due to open on June 

21 1998 will cause paediatric Accident and Emergency department services serving 

south-west Dublin and its surrounds to enter a state of flux. Tallaght Hospital will 

incorporate the National Children's Hospital, currently in Harcourt Street in Dublin's 

city centre, as well as two acute adult hospitals, the Meath and the Adelaide and S1. 

Loman's psychiatric service. Tallaght hospital will have approximately 67 paediatric 

beds. 

The Accident and Emergency department in Tallaghtl5 will have a wound care clinic, 

and an observation ward for patients requiring a short period of observation, ideally 

less than 12 hours. A proposed primary care facility at the Tallaght Hospital is being 

planned by the hospital management, the G.P.s in the area and the Eastern Health 

Board. The TaHaght paediatric Accident and Emergency will undoubtedly have a 

large, and as yet unquantified impact on Our Lady's Hospital for Sick Children, 

Crumlin. 

1.7 CONCLUSION 

This introductory chapter has set the scene for the audit of Our Lady's Hospital for 

Sick Children Accident and Emergency department. This evaluation must take 

cognisance of the locale and also of the major change planned for the future of 

paediatric services in Dublin. This chapter has given a comprebensive depiction of the 

background factors impacting on this Accident and Emergency department and 

permits fuller interpretation of the following outline of the aims and objectives of this 

study. 
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CHAPTER TWO AIMS AND OBJECTIVES 

2.1 INTRODUCTION 

This chapter sets out the aims and objectives of the thesis. As this study encompasses 

a number of conceptual issues, such as acceptability, it is necessary firstly to be clear 

as to the precise definitions that are being used throughout this work. Thus, working 

definitions of the main areas under examination are needed to clarify aspects of the 

study objectives. The all embracing concept throughout this study is that of quality. 

Therefore, quality is defined first, and is followed by definitions of its constituents. 

These are the elements under examination in this audit, and their evaluation is 

crystallised in the formal study aims and objectives. 

2.2 WORKING DEFINITIONS 

2.2.1 Quality 

In the absence of a universally accepted definition of what constitutes quality in health 

care, this study will assess quality in respect of various parameters of the health care 

system which have been used in the pase· 16. MaxweIP7 divided quality in health care 

into seven dimensions. Three of these are evaluated in this audit: 

• Equity 

• Acceptability 

• Access to services 

Two other recognised aspects of quality are examined: 

• Appropriateness of attendance 

• Communication between professionals 

Addressing the technical aspect of quality of medical care is beyond the scope of this 

study, as is the evaluation of efficiency. 
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2.2.2 Equity 

Patients/consumers should not be arbitrarily discriminated against for reasons which 

are unrelated to their characteristics as patients/consumers. Equity demands that all 

groups of patients should be fairly treated relative to each other and be seen to be 

treated fairly. Thus, equity can be examined from the patienfs/parenfs point of 

view, as well as by measuring the application of fair treatment to similar groups of 

patients. Patients and parents are asked their view of equity of treatment, and certain 

groups are compared to each other to assess equity. These groups include those who 

attend out of hours and patients who are referred by their General Practitioner. 

2.2.3 Acceptability 

In an acceptable service customer desire or satisfaction is fulfilled: "this is what the 

customer wants". Acceptability in this audit encompasses satisfaction of the patient! 

parent with the setting of the waiting area and consultation room (including privacy 

and confidentiality), courtesy of all staff, humane management, care and information 

received in Accident and Emergency department and ancillary departments. 

Satisfaction of the General Practitioner with the Accident and Emergency department 

is also examined in this study. Satisfaction is an important outcome measure: it may 

be a predictor of whether patients follow their recommended treatments, and is related 

to whether patients re-attend for treatment or change their provider of h~althcare. 18 

2.2.4 Accessibility 

Accessibility has several dimensions: cost, distance and transport are addressed in 

this study. Ease of access for patients, both to the Accident and Emergency 

department and to the patient's own General Practitioner is explored. 

2.2.5 Appropriateness Of Attendance 

In this study inappropriate attendance describes attenders who could have been 

managed by the General Practitioner, Le. unnecessary attenders, according to stated 

criteria. Appropriateness, or inappropriateness of attendance is undoubtedly difficult 

to define, especially in the paediatric contexrt9
• It is unreasonable to expect parents to 

possess the knowledge to assess correctly the nature and importance of their children's 

symptoms. 
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However, inappropriate attenders may decrease the quality of care for appropriate 

attenders, and thus measurement of inappropriateness is vital to the total quality 

management process. 

These aspects of quality are interwoven throughout the study aims and objectives 

which follow. 

2.3 AIMS AND OBJECTIVES 

2.3.1 Aims 

1. Obtain an overview of the current Accident and Emergency department/General 

Practitioner interface and its use and perception by the public. 

2. Improve patient care delivery in the Accident and Emergency department, thus 

promoting quality emergency paediatric care. 

2.3.2 Objectives 

1. Examine demographic characteristics of attenders and patterns of attendance at 

the Accident and Emergency department. 

2. Examine the referral source and reasons behind referral patterns. 

3. Explore the issue of G.P. availability, and patient/parent perception of same. 

4. Determine the proportion of patients attending Accident and Emergency 

department who could more appropriately have been seen by a General 

Practitioner, and seek differences between inappropriate and appropriate 

attenders. 

5. Determine satisfaction of patients and General Practitioners with the service 

provided by the Accident and Emergency department, addressing the issue of 

communication between the Accident and Emergency department and the General 

Practitioner. 
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6. Assess equity of the service provided by the Accident and Emergency 

department, and examine the accessibility of the department. 

7. Analyse the process of care provision with respect to waiting times throughout 

the episode of care. 

8. Produce recommendations for organising future paediatric Accident and 

Emergency department care in the hospitaL 
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CHAPTER THREE LITERA TURE REVIEW 

3.1 INTRODUCTION 

The first chapter traced the historical development of the Accident and Emergency 

department from its predecessor, the Casualty department. This literature review 

continues by exploring the issues that have now emerged in service provision in the 

Accident and Emergency department. 

The evaluation of effectiveness, acceptability and appropriateness of different styles 

of service delivery is integral to the provision of quality care. Some systematic 

method is needed to identify weaknesses in care delivery, and the role of audit is 

examined in reviewing the delivery of health care in order that any deficiencies 

requiring remedial action may be identified. 

The Health Strategy! produced by the Minister for Health in 1994 introduced a major 

emphasis on outcomes as opposed to the traditional pre-occupation with structures and 

processes of care. This review identifies the shift towards patient defined outcomes, 

and examines the complex concept of satisfaction as an outcome measure in health 

care. Methods of identifying, measuring and valuing satisfaction are assessed, and the 

application of results for optimal quality improvement are explored. 

Making health services more responsive to the consumer has been one of the main 

themes of health care reform in many countries20
• The factors which determine the 

demand for health care in different settings are considered. 

The process of the delivery of health care in the Accident and Emergency department, 

with particular reference to waiting times is analysed. 

The phenomenon of the unnecessary or inappropriate aJtender at the Accident and 

Emergency department is examined. Literature on inappropriate use of hospital out 

patient and Accident and Emergency departments can be traced back to the last 

century. Methods for measuring inappropriateness are explored. 
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Remedial options for the situation of inappropriate attenders waiting long hours are 

reviewed; these include patient education, nurse practitioners, triage, and primary 

care provision at or near the Accident and Emergency department. 

3.2 AUDIT 

'3.2.1 Introduction 

Concern for the care of individual patients has always been fundamental to medical 

practice. Much activity has occurred in the measurement of the process of health care 

delivery, but the recent shift towards outcome measurement and improvement in 

delivery demands some method of assessing and improving the quality of care. Audit 

fulfils this role. Medical audit is a type of quality assurance. Audit consists of the 

definition of standards, the measurement of their achievement and the implementation 

of mechanisms to improve performance; it is a powerful tool which can be used to 

modify practice for the better. The difference that audit brings is that it requires a 

systematic and critical analysis of valid measures of the quality of care so that changes 

can be made to improve care. 

The 1989 UK Government .White Papero commanded "physician audit thyself". A 

British Medical Journal editorial21 two years later captured the prevailing mood: 

"doctors in Britain have hummed and hawed over audit for years, but now everybody 

is supposed to be doing it". 

3.2.2 Definitions of Audit 

There are many approaches to audit, and almost as many views on how audit should 

be conducted as there are authors on the subjece2
• Thus, there are many different 

definitions of what actually constitutes audit. 

Firstly, let us consider a universally quoted definition, which is that presented in the 

1989 White Paper in the UK: audit is defined20 as "the systematic, critical analysis of 

the quality of medical care, including the procedures used for diagnosis and treatment, 

the use of resources, and the resulting outcome and quality of life for the patient" . 

This definition focuses on the areas to be assessed. It identifies that audit involves a 

criticism of current practice, and states that the care given, the resources used, and the 
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resulting benefit to the patient should all be assessed. Thus areas for audit are not 

restricted to topics such as the accuracy of diagnosis or the appropriateness of 

treatments given, but can include diverse subjects such as the quality of referral 

letters, the timeliness of diagnostic tests, and the information given to patients about 

their disease. 

A second definition of audit is provided by Dixon23 who defined audit as "the 

systematic peer evaluation of the quality of patient care, based on explicit and 

measurable indicators of quality, for the purpose of demonstrating and improving the 

quality of patient care". This definition is more comprehensive than the 1989 UK 

White Paper, introducing the idea of measurement as well as purpose and method. 

Crombie et al 22 further define audit more succinctly as "the process of reviewing the 

delivery of health care to identify deficiencies so that they may be remedied" . 

The Department of Health1 states that audit "is the systematic review of the manner in 

which health care is provided, with the view of improving the quality of care where 

indicated" 

Crombie22 gives a number of reasons why we need audit: 

1. To monitor the quality of care 

2. To monitor any variations in care 

3. To permit intervention in deficiencies of care 

4. To use limited resources to their best effect 

5. To provide data on unmet needs or lack of facilities to lobby for additional 

resources. 

3.2.3 The Audit Cycle 

Fundamental to the process of audit are the concepts of comparison, feedback and 

repetition. Audit involves a cycle of interlocking steps developed by Fowkes24. Firstly 

the gold standard is explicitly defined based on available evidence, knowledge or 

opinion. Secondly, actual practice is observed and compared with the standard .. 

Thirdly, any necessary change is implemented. Finally, to complete the cycle, practice 
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is now observed again to see if the standard has been obtained. This is an ongoing and 

fluid cycle which is depicted in Figure 3.1. 

Figure 3.1 The Audit Cycle 

THE AUDIT CYCLE 

OBSERVE CURRENT PRACTICE 

/ ~ 
IMPLEMENT CHANGE SET STANDARDS OF CARE 

/ 
COMPARE PRACTICE WITH STANDARD 

3.2.4 Categories of Audit 

There are 3 principal categories of audit; structure, process and outcome. Their 

development is attributed to Donabedian25
, the American theorist. These categories 

were identified· by three questions that can be asked of any health service. 

• What facilities are there? Structure 

• What was done to the patient? Process 

• What was the result for the patient? Outcome 

To these has been added a fourth dimension, that of patient satisfaction, because as 

Crombie22 points out, it is sufficiently important to be highlighted, even though it 

overlaps with outcome. Thus: 

• Was the patient satisfied? Outcome 

Examples of structure for audit may include the setting in which care is given, 

encompassing amenities and privacy. Process audit evaluates the process of care, for 
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example waiting times. Outcome indicators in this study include client satisfaction, 

and re-attendance rates. 

It must be noted that audit is not continuous assessment. Continuous assessment leads 

naturally to the establishment of routine data collection systems. Experience from the 

US is that such systems are extremely costly and often do not meet expectations26
• 

Audit is a cyclical process; it has been said that "You cannot audit everything all of 

the time,,22. 

The use of audit as a tool for evaluation has been discussed above. This literature 

review now moves on to examine one main area under evaluation, namely the 

outcome measure of patient satisfaction, an important patient defined outcome. 

3.3 THE MOVE TOWARDS PATIENT DEFINED OUTCOMES 

3.3.1 Introduction 

Health care researchers and patient advocates have argued for years that health care 

institutions are designed and operated from the viewpoint of the provider rather than 

the patienf7
, although a gradual re engineering to a patient centred service has clearly 

commenced. 

For generations the indicators of mortality, morbidity and expenditure have been used 

when describing and evaluating the performance of clinicians, provider groups, 

hospitals and other health care organisations, and the health care system in general. 

The rates of death, disease and expenditure have been measured, tracked, reported in 

an attempt to alter them. 

Ross Davies27 traced the recent phenomenon of expansion of the definition of 

outcomes from the above indicators to include patients' assessments of their own 

health and their evaluations of the care and services they receive. This expanded 

definition recognises a precept that was voiced by Donabedian28 in 1966: that 

«achieving and producing health and satisfaction is the ultimate validator of the 

quality of care. " 
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Larsen et ae9 in 1996 stated that only in the past decade has the routine use of patient 

evaluations started to move out of the lofty world of health services research into the 

daily world of health care delivery. They suggest that the value of patient based 

measures, such as satisfaction surveys, depend on utility. Utility is the ability of a 

commodity to satisfy human wants. Utility is enhanced when the users of the surveys 

know how to interpret and use the feedback, and when the results can be specifically 

applied through linkage to certain aspects of the process. 

3.3.2 Satisfaction - A Valid Outcome Measure? 

Human satisfaction is a complex concept and satisfaction in health care is 

predominantly a derived concept. The relationship between satisfaction and health 

status may be complex. What do patients and their families want and need? How do 

they judge the quality of service provided to them? Can an organisation capture this 

knowledge and use it to improve policies and processes from the patient's 

perspective? 

An important question to be answered is whether some or all of the categories of 

satisfaction can be regarded as indicators or proxies for health status. It would appear 

so. 

Satisfaction with care has been established as an important influence in determining 

whether a person will seek medical advice30
• 

There is some evidence30
• 31, that regarding the provision of information and 

communication, patient satisfaction is positively related to health outcomes. Patient 

satisfaction in these categories is linked to compliance with treatment, thus enhancing 

the possibility that a good health outcome will occur 31. 

The concept of "outcomes" encompasses all aspects of health care that are valued by 

the patient. Patients may greatly value information, reassurance, reduction in anxiety, 

autonomy and a conducive hospital environment. Therefore, consumer satisfaction can 

be considered as an outcome of the health care process, and the use of patient 

satisfaction surveys to obtain information on these sources of value seems to be 

appropriate. 
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Patient satisfaction and customer focus are important objectives now being set for the 

health services30
, and health care provision is increasingly being shaped by consumers' 

demands and preferences. 

Recently. many health care organisations have moved from satisfaction studies 

performed by marketing departments to routine collection of customers' assessment of 

care and service. This assessment by patients and physicians entails standardised 

surveys that permit comparison and bench-marking across organisations. This 

growing shift supports the premise that a continuous improvement programme must 

recognise the centrality of the patient's viewpoint in examining quality of care. 

3.3.3 Measurement Of Satisfaction 

Different methods have been used to measure satisfaction. McIvee2 divides 

satisfaction surveys into unstructured, semi-structured and structured, moving from 

qualitative to more quantitative measurement. 

Unstructured methods include 

• direct observation 

• participant observation 

• content analysis of comments and complaints 

• personal in-depth interviews 

• critical incident interviews 

• advisory groups 

• patient advocates 

Semi-structured methods include 

• critical incident interviews 

• focus group interviews 

These qualitative approaches set the stage for more structured and quantitative 

methods. 

The structured method of addressing patient satisfaction is by the oft-used patient 

satisfaction survey. 

This review considers one particular semi-structured method, the critical incident 

technique which is used in this study, preceding the main questionnaire. The method 
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has been fully described and its use illustrated32
• It is further discussed in Chapter 4 

(Section 4.5.2). This interview technique is directed at collecting information about 

what happened to a person and what they liked or disliked about their experiences. Its 

main advantage is that the interviewees are first given the opportunity to highlight 

areas which they wish to discuss, which greatly diminishes interviewer bias. The 

experiences that a patient discusses can be good, rather than being confined to areas of 

complaint. 

Michael Pryce-Jones, the management consultant used by the Oxford Regional Health 

Authority to develop the use of the technique in this region, writes32 that the critical 

incident interview is gaining support as a semi-structured method of addressing 

consumer satisfaction and has recently been used by a number of health organisations. 

He highlights a draw back of this technique which is, that like so many qualitative 

methods, it favours the more articulate. 

3.3.4 The Decision Making Context 

The literature on patient satisfaction is extensive; however little has been written 

about the way in which the results of patient satisfaction surveys should be interpreted 

and used, to achieve their objectives. Obviously these surveys are not an end in 

themselves, and the aim is to maximise patient satisfaction through change. 

There have been considerable problems of interpretation when using survey results to 

make decisions on how satisfaction should be increased. The interpretation of results 

depends on the decision making context in which they are used. Thus, in 

J questionnaire design, it is necessary to explicitly recognise the decision making 

context in which the survey results will be used. Questions thus should be tailored 

specifically to address issues of concern, in that particular context. 

Satisfaction surveys have been used in two main decision making contexts: 

1. Quality assurance environment: a patient satisfaction survey is used to identify the 

problem areas that can be rectified through feedback and change. It also may 

indicate where services are received positively. This is, perhaps, the most 

widespread use33
• In Australia, there have been recent moves to formalise this kind 
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of quality assurance by including patient satisfaction surveys in the accreditation of 

hospitals34 
• 

In UK hospitals, patient satisfaction surveys have been proposed as a regular audit 

device35
, but have not been widely adopted to date. 

2. "Value for money" setting: patient satisfaction has been used as an outcome 

measure when allocating resources. Ensuring value for money requires the 

following: 

• measurement both of the cost and the outcomes of each programme to ensure 

technical efficiency (seeking maximum outcomes from available resource inputs). 

• comparison of costs and outcomes across different programmes to ensure allocative 

efficiency (providing the mix of programmes that maximises population outcomes 

from available resources). 

Where the demonstration of value for money is formally and directly linked to 

funding decisions, for example through purchaser - provider competition, the 

measurement of costs and outcomes becomes more pertinent. In competitive 

environments, those institutions that show that they respond better to consumers' 

needs are in a better position to attract fundint6. Some of the literature on patient 

satisfaction, mainly from North America, has alluded to the routine use of these 

surveys to attract patients (and associated funding) and enhance the competitive 

position and market share of providers33
• This was achieved by purchasers 

(insurers) comparing the performance of hospital and ambulatory care providers, 

and directing patients and funding to those institutions which generate the highest 

levels of satisfaction. Some authors who have been involved in large scale surveys 

of patient satisfaction in the UK have already suggested using them in similar 

ways35. 

3.3.5 Do Satisfaction Surveys Lead To Change? 

While there has been considerable interest surrounding the methods of collecting 

evaluations from patients of their satisfaction, few have examined how this 

information is or could be used 33. In order to have an impact, patient feedback must 
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be converted into a format that is comprebensible, and one that leads to identification 

of processes in need of improvement. 

Vouri37 in 1991 cited several reasons for the lack of published evidence demonstrating 

that the use of the results of patient satisfaction surveys had led to increased 

satisfaction: 

• most surveys had not performed a "before" and "after" study 

• most had been too general to be of any help in identifying specific aspects of care 

that need improvement 

• results of some surveys were equivocal due to the inadequate analytical skills of 

staff who carried them out. 

Thus, there is extensive literature on the design of patient feedback systems; however 

there is a paucity of research that concentrates on the use of information gathered. 

The nature of the quality assurance loop is that surveys should be repeated after 

change has been implemented, and that the surveyed patients must be comparable. 

Nelson33 in his literature review could find no study that focused on organisation, 

individual and instrument specific variables that contribute to the optimal use of 

patient feedback for quality improvement. He found no published studies that test 

different strategies for using such information. 

Nelson asks how an abstract variable such as courtesy of staff, rated on a Likert scale 

from excellent to very poor, can be translated into data that can be acted upon? To 

truly improve the root cause, he feels we must "dig deeper"; in this example the 

issues of how patients define courtesy, what their expectations are regarding courtesy, 

and what actions can be taken to improve courtesy, must be examined. 

The importance of the dissemination of results of satisfaction surveys, and their 

translation into goals and strategies has been underlined33
• In a large U.S. hospital a 

satisfaction survey report on three clinical care measures and four support service 

measures was performed and published quarterly by a survey research firm. This 

study published graphs with comparative ratings of performance compared to peers 

and other departments. Prior to the study there was no dissemination policy. During 

the study, intensive efforts were made to share the data, with widespread circulation, 

formal presentations and video display over a week period, culminating in a "staff 
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alert meeting" for full discussion and dialogue. From this the four key issues for 

improvement that year were identified, translated into goals, and tactics assigned to 

specific individuals or groups. 

3.3.6 Limitations In Measuring Satisfaction 

Satisfaction surveys, to be valid, must measure variations in the perceived quality of 

the service provided. Respondents to a standard in-patient satisfaction questionnaire 

are typically 85 to 90% satisfied32
• Difficulties do arise, however, in the 

identification, measurement and valuing of satisfaction indicators. These limitations 

are presented below: 

• Patients' expectations will vary according to the presumed success of the 

intervention and to their experience of medical care38
• 

• Satisfaction is a subjective criterion; it is likely to be measured differently by 

different people, and by the same person at different times. Thus, different 

groups may have different response tendencies; for example, more educated 

patients may apply higher standards in their evaluations39
• Also, different groups 

may be treated differently in the process of care; parents with very ill children 

may be treated more gently by staff. This interpersonal and temporal variability 

could cast doubt on the value of attempting to define a unitary concept of 

satisfaction. 

• To be dissatisfied, the consumer must know what is wrong as well as what is 

right. Thus, any investigation into satisfaction must search for sources of 

dissatisfaction. 

• Even when high levels of satisfaction are reported, the volume of comment is a 

more sensitive indicator32
• One study suggests that using some formulations of 

patient satisfaction surveys may not permit identification of the most important 

areas for improvement, thus limiting maximisation of patients' satisfaction with a 

particular health service40
• 

• Within any particular category, improving satisfaction may be characterised by 

diminishing marginal returns40
• 
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• It can be implied by the way in which results of satisfaction surveys are presented 

that those items of least satisfaction be considered as priorities for improvement. 

This assumes that the patients themselves prefer to improve the items of least 

satisfaction, which may not be the case. Patients may value improvements in 

some categories more than similar improvements in others, irrespective of the 

absolute scores they give in a satisfaction survey. This needs to be accounted for 

when identifying priority areas40
• To test whether actual preferences amongst 

categories are different from those suggested by the ranking of scores, it would 

be necessary to ask patients to rank the categories in order of priority of change. 

If rankings are different from order of preferences, then weights would need to 

be derived reflecting the relative importance of each category. In this context, 

however, theoretically sound methods for deriving weights reflecting preferences 

among different sources of value have yet to be applied, although they have been 

applied in the economics and market research literature41
• A comprehensive 

picture of outcomes is needed: the hospital with the highest satisfaction may also 

be the one with the worst health outcomes. 

• Patient satisfaction surveys only measure part of the outcome of an episode of 

health care. If we define outcomes as things that people value, it becomes clear 

that patients value their health related quality of life as well as the sources of 

value identified in patient satisfaction surveys. Thus the concept of satisfaction 

can be much broader than that assessed in satisfaction surveys. 

3.3.7 Factors In Patient Satisfaction 

The most frequent source of dissatisfaction in patients attending Accident and 

Emergency departments according to Carr-Hill30 is the communication of information 

about the condition and about the appropriate treatment. He reports that satisfaction in 

this area is enhanced if the doctor is friendly and the patient's expectations are 

fulfilled. 

A retrospective telephone review of 258 consecutive emergency department attenders 

at a Californian emergency department42 found that 14 variables correlated with 

overall satisfaction. A multiple regression analysis revealed that the five most 

important variables were 
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=? satisfaction with the length of time before being cared for in the department 

=? patients' ratings of how caring the nurses were 

=? the organisation of the departmental staff 

=? patients' ratings of how caring the physicians were 

=? satisfaction with the amount of information the nurses gave them about what was 
happening to them 

Patients' perceptions of the length of wait were a more important variable related to 

overall satisfaction than the actual wait. The study concluded that being cared for in a 

timely manner was paramount in patient satisfaction. 

Krishel and Baraff analysed the information material given to patients in 187 Accident 

and Emergency departments43 in California, and developed an information booklet for 

patients. Satisfaction was compared in 200 patients at an emergency department, half 

of whom received an information leaflet on the casualty procedure and half did not. 

The leaflet was tailored to specifically address frequent patient concerns about what 

would happen to them, and the reasons why their waiting time might be prolonged. 

Directly after discharge, patients were asked to complete an interviewer directed 

questionnaire on satisfaction. Overall satisfaction rated significantly higher in those 

receiving information. Satisfaction in the areas of physician care, convenience, 

whether they would use the same Accident and Emergency department again, waiting 

times, ability of staff to reduce anxiety were all significantly related to receiving the 

information booklet. There was no correlation between overall time spent in Accident 

and Emergency department and overall satisfaction. 

Bjorvell and Stieg44 evaluated patient satisfaction of 187 patients, and found that the 

quality of the patients' first encounter with the Accident and Emergency department 

personnel, and how well they were informed about what would happen to them next 

significantly affected their satisfaction. 

These studies indicate that the main factors in patient satisfaction are the quality of 

care, waiting time, and what one study termed the art of care - the provision of care 

in an informative and professional manner. 
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3.4 DEMAND FOR ACCIDENT AND EMERGENCY SERVICES 

3.4.1 Introduction 

Patients' preferences and perceptions are leading them to seek care at the Accident 

and Emergency department in ever increasing numbers. The literature shows that the 

factors which determine the pattern of demand for Accident and Emergency 

department care are poorly understood. 

Crude data on the number of new and total attendances at Accident and Emergency 

departments are collected routinely and numbers are rising all over the Western 

World45. Emergency department use in the United States in the 1970s and 1980s 

increased more than any other single measure of hospital use46
• 

It is useful to consider firstly several Irish studies which describe the characteristics of 

attenders and the throughput at adult and paediatric Accident and Emergency 

departments in this country. 

3.4.2 Workload in the Irish Accident and Emergency Department 

Attenders at the Children's Hospital, Temple Street, Dublin were studied in a 1997 

paper47. This is the busiest children's Accident and Emergency department in Dublin, 

with an average of 55,000 visits annually. Attenders were profiled according to their 

socio-economic status, reasons for attendance, appropriateness of attendance, and 

outcome by an interviewer directed questionnaire given to attenders at the time of 

presentation. 

Children under five years old constituted 55.4% of the 487 attenders studied; children 

under one year made up 17.9 % of the total. 

Parents of the attenders were more likely to be unemployed (22%), single (26%) and 

entitled to General Medical Services (GMS) due to low income (52 %), than national 

average figures. Families who attended out of hours (after 5 pm) and/or who were self 

referred did not differ socio economically from other attenders. 

Of all attenders, 74% were self referred. The self referred group were more likely to 

attend after 5 pm. Those attending between 5 pm and 9 am were more likely to be 

admitted (12.3% vs. 5.1 %). 
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Over half (54 %) had attended the Accident and Emergency department more than 

once in the last twelve months. Of the 37% of total attendances which were due to 

accidents, 45% occurred in the home. 

The median waiting time from registration to doctor was 25 minutes, with the 

maximum wait of 3 hours and 30 minutes. The median time from medical consultation 

to discharge was 26 minutes, with the maximum wait of 3 hours and 30 minutes. 

Of G.P. referred patients, 18.9% (12) were admitted. Of self referred patients 7.8% 

(28) were admitted. No comment on statistical significance is reported in the study, 

however. 

Appropriateness of attendance was assessed by the Accident and Emergency doctor on 

duty who categorised patients as requiring hospital care, G.P. care, either, or none. 

Doctors deemed that 39% did not require hospital services, with no difference in 

appropriateness between G.P. referred and self referred patients. 

The authors concluded that the department was not being used for real emergencies, 

and that G.P.s are not reserving referral to Accident and Emergency department 

purely for children who are seriously ill. The authors suggest that many of these 

children should be seen in the out patient department for a timely second opinion. 

In January 1975, a study of new casualty attenders was carried out in Jervis Street 

hospital in Dublin48
• Of 949 Accident and Emergency department adult attenders, 2/3 

were male. Sixty seven percent of attendances were between 9am and 5 pm, and 3.4% 

attended between lam and 9 am. Over 1/3 of patients were immediately discharged 

and 4.3% were admitted. 

Dunne and Martin49 reported in 1997 on a prospective study of 1326 new child and 

adult patient') at the Accident and Emergency department of University College 

Hospital, Galway. There was a male preponderance (58.5%). G.P.s referred 49.8% 

and 43.4% were self referrals. The remainders were from other hospitals, public 

health nurses or 999 (emergency services) calls. General practitioner referred patients 
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were older, had a longer duration of complaint and required more investigations than 

self referred patients. Self referred patients were less likely to require admission. 

Criteria for classification of inappropriate attendances were 

• The attend er could have been treated adequately by a G.P. 

• Accident and Emergency department facilities were not needed. 

• Attender held a G.P. letter requesting outpatient referral. 

The authors found that 1210 (91.3%) were classified as appropriate, and 10% of 

attendances were inappropriate, with an equal distribution between G.P. referred and 

self referred patients. 

This study found that re-assessment by Accident and Emergency staff of requested 

G.P. admissions was not beneficial. 

Gannon50 evaluated reason for encounter in an Irish General Practitioner Accident and 

Emergency department service and in a general hospital Accident and Emergency 

department service. The tool used was the International Classification of Primary Care 

(ICPC; Appendix 3), which was developed in 1987 to define more precisely the 

nature of the beginning of medical care, both in conceptual and practical terms. The 

reason the encounter is the stated reason for which a person enters the health care 

system with a demand for care. It expresses the patient's subjective need and actual 

demand for care as it is clarified, understood and classified by the provider, who 

responds with a diagnosis, and possibly a medical intervention. 

In the General Practitioner staffed Accident and Emergency department the top 

reasons for encounter were: laceration/cut (14.2%), hand and finger symptoms 

(4.7%), ankle symptoms (4.2%). 

In the hospital Accident and Emergency department the main reasons for encounter 

were: laceration/cut (7%), generalised abdominal pains/ cramps (5.7%), hand and 

finger symptoms (4.9%). 

Gannon found a remarkable similarity between the reason for encounter given by the 

patient and the reason for encounter given by the doctor (the diagnostic mode). He 

concluded that more serious conditions were seen at the hospital Accident and 

Emergency department and that the majority of new patients at the facility run by 

General Practitioners were for minor injuries. 
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3.4.3 International Classification of Primary Care 

It is of benefit at this stage to discuss the International Classification of Primary Care 

(ICPC)51, which is presented in Appendix 3. Many disease-oriented classification 

systems do not allow a description of the essential elements of encounter between the 

patient and physician52
• Previous attempts to categorise injuries using the International 

Classification of Disease (ICD-9) have proved cumbersome53. This disease based view 

of ill health sees poor health as a function of an abnormality, and Field54 remarks that 

the term disease is invariably used in this limited and scientific sense. Therefore a 

symptom based classification is needed as well as a disease based classification. 

The ICPC51 is a system developed to classify up to three of the four elements of the 

problem oriented construct: 

s: The subjective experience by the patient of the problem, the patient's demand for 

care and reason for encounter as understood by the patient. 

0: Objective findings cannot be classified by ICPC 

A: The assessment or diagnostic interpretation of the patient problem by the provider 

P: The process of care, representing diagnostic and therapeutic interventions. 

Thus ICPC can be used in three modes: as a reason for encounter classification, as a 

diagnostic classification, and as a process classification. It is a two axial system based 

on chapters and components. It uses 3 digit alphanumeric codes with mnemonic 

qualities to facilitate day to day use, for example R denotes the respiratory category. 

The ICPC has been useful in studies of patient attendance at the Accident and 

Emergency department, due to the considerable overlap between cases seen here and 

in primary care. 

Pisc055 studied the ICPC in practice in the emergency department of a Portuguese 

hospital with a catchment area of 165,000. A total of 1119 cases was collected, with a 

total of 1706 reasons for encounter, and 1371 diagnoses. The main reasons for 

encounter were: fever (15.5%), cough (9.8%) and accident/injury (8.3%). 

He concluded that the nature of many of the reasons for encounter could easily have 

been dealt with in primary care. 
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3.4.4 Referral Rates 

It is interesting to compare referral rates to Accident and Emergency department from 

General Practitioners in Ireland to rates in other countries. 

The European study of referrals from primary care involved a prospective survey of 

samples of from General Practitioners in fifteen European Countries56
• The 19 G.P.s 

who participated in the Republic of Ireland collected data on 30 consecutive referrals 

to specialists in hospital, and Dobbs reported Irish results in 1995. The Irish overall 

rate of referrals to all specialities was 42.2 per 1000 consultations, which was sixth 

lowest. However, Irish doctors sent a higher proportion (20.6%) of referrals to the 

Accident and Emergency department than any other country in the study; the Irish 

level was nearly ten times the median level for the fifteen countries, which was 2.2 %. 

Of the 115 referrals sent in to Accident and Emergency department, only 50 (43.4%) 

were designated for the Emergency and Trauma speciality. The other 65 referrals 

were mainly for acute medical or surgical conditions requiring inpatient management. 

Dobbs recommends that non trauma referrals from G.P.s should go directly to 

specialists for inpatient medical or surgical treatment, as happens in other countries. 

He concludes that large numbers of routine patients passing through the Accident and 

Emergency department unit make it very difficult for the department to manage 

trauma effectively. He feels that these patients should bypass Accident and Emergency 

department altogether, thereby reducing the inappropriate workload. 

3 .5 WAITING TIMES 

3.5.1 Process Indicators 

The Accident and Emergency workload has an interdependent relationship with 

waiting times. Waiting time is probably the most important process indicator in the 

Accident and Emergency department. 
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The National Audit Office3 of the U.K. National Health Service states that Accident 

and Emergency consultants and nurse managers need information on how long 

patients have to wait: 

• to be assessed by a nurse 

• to see a doctor 

• to have an X-ray 

• to see a doctor from another speciality 

• for admission to the Accident and Emergency department ward or another hospital 

ward 

• to be discharged. 

With such information Her Majesty's Service Office3 states that delays could be 

measured and bottlenecks in treating patients could be identified and dealt with. 

In a process study in an acute Dublin hospital, 0' Flanagan57 found that the major 

causes of delay in the Accident and Emergency department were waiting to see the 

Accident and Emergency department doctor (66%), waiting for the on call doctor 

(11 %) and transport or the identification of beds for departing patients (10%). The 

vast majority (95%) of patients were admitted to formal triage within 25 minutes, seen 

by the Accident and Emergency department doctor within 4.5 hours and admitted or 

discharged within 7.5 hours. 

A 199658 study across the UK tracked 7757 admitted patients in 30 representative 

hospitals from their arrival at the hospital Accident and Emergency department, 

through to the first consultation with a doctor and to the initial clinical action. The 

times of the admitting team first seeing the patient, and definitive clinical action were 

recorded. Outcome at twenty eight days after attendance was also analysed (including 

final diagnosis, disposal and length of stay). 

The cumulative mean elapsed time between arrival at the hospital Accident and 

Emergency department and being seen by a doctor was 30 minutes. In the slowest 

hospitals, 45% of emergency patients and 35% of urgent referrals were seen within 

30 minutes. The corresponding figures for the fastest hospitals were 97% and 86% 

respectively. 
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The mean time to initial clinical action was within 1 hour, and the mean time between 

arrival and admission to the ward was 2 hours exactly. 

The mean time to definitive clinical treatment was 3 hours exactly. 

Those who arrived at night or at weekends received definitive clinical treatment more 

promptly. Paediatric patients were treated more promptly. Teaching hospitals were 

slower than non teaching hospitals. 

Age and measured time to admission explained 52 % of the inter hospital variance in 

28 day in-hospital mortality, although factors outside the scope of the study are 

clearly also involved. The authors felt that the measured time to admission was the 

best measure of timeliness. 

The authors suggest that these timings be used as a baseline on which to develop 

guidelines and standards of care for urgent or emergency admission to hospital. 

3.6 FACTORS IN CHOOSING CARE 

What prompts a patient to seek care at the Accident and Emergency department rather 

than at the General Practitioner? 

Patients' perceptions about the relative accessibility and availability of their General 

Practitioner compared with the Accident and Emergency department together with 

their perceptions about the appropriateness of hospital care for certain types of 

medical conditions are the most important reasons given for self referral in many 

studies59
, 00. Anticipation of referral by a General Practitioner, perceived severity of 

symptoms and confidence in the General Practitioner are all interlinked in these 

studies. 

Factors such as social issues and geographical proximity, the location where the need 

for care is experienced (e.g. away from home), all play a part in the decision of the 

patient where to seek care. 

Some researchers describe the new tradition where a changing culture of 

empowerment prompts patients to seek care where they wish. 
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The following sections elaborate on the reasons behind patient demand for care in the 

Accident and Emergency department as opposed to care in other settings. 

3.6.1 Patients' perceptions of illness and G.P. factors 

Many studies describe how patients perceive and interpret symptoms and what factors 

trigger a decision to seek medical care. Patients can fail to understand the role of the 

Accident and Emergency department61
, and the reasons they choose to attend the 

Accident and Emergency department are complex. Perceptions of patients of their 

illness and of G.P. factors are explored below. It is not as simple as Holohan's62 

impression of "illness for the doctor and accident for the hospital". 

All trauma is commonly perceived to be the province of the Accident and Emergency 

department. Nearly one third of patients deemed primary care attenders in the King's 

Hospital study63 considered that their problem was not appropriate to primary care; 

patients with injuries were more likely to hold this view. 

The main reasons given by 970 primary care attenders at St Mary's Accident and 

Emergency department in London64 for not attending a General Practitioner were that 

the problem was not appropriate to the General Practitioner (27%) and that it was not 

convenient to attend the General Practitioner (22 % ). 

Myers65 asked 150 consecutive self-referred patients attending a district general 

hospital Accident and Emergency department between the hours of 09:00 and 19:00 

on weekdays (i.e. General Practitioner office hours) why they attended hospital rather 

than the General Practitioner. Patients with acute self evident emergencies were 

excluded. He found that 47% felt that their General Practitioner could not provide the 

treatment or investigation required; this often related to the necessity (or imagined 

necessity) for X rays. A further 21 % felt that they could not wait to see their General 

Practitioner, and 5% wished for a second opinion. 

Patients may be reluctant to bother the General Practitioner, fearing it may damage 

the doctor patient relationship66. Some anticipate long delays in receiving help from 

General Practitioners or deputies, whereas Accident and Emergency department staff 

are perceived as immediately available67
• The King's Hospital project63 found that the 
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most common reason patients gave for attending Accident and Emergency department 

was a problem with access to their General Practitioner: up to 47% gave this reason, 

depending on time of day or week. Morgan found that the patient's perception of 

General Practitioner availability and organisation played a part in the choice to seek 

care elsewhere68
• 

A study by Pease of a London Accident and Emergency department linked the 24 

hour open door policy adopted by most Accident and Emergency departments in 

combination with the difficulty in contacting the G.P. out of surgery hours to 

unnecessary attendance at Accident and Emergency department69
, as did Holohan's 

paper62 
•• 

However, Chambers70 reported that 95 % of 600 patients who attempted to contact 

their G.P. before attendance at Accident and Emergency department were successful. 

Prince71 found that many (42 %) children were inappropriately brought to the Accident 

and Emergency department because of reported delays or difficulties involved in 

seeing their G.P. or a deputy. However, on closer analysis, it emerged that in the 

majority of these cases, no attempt had been made to contact the G.P. 

The excess investigations, treatment and referral rate in . Accident and Emergency 

department compared to General Practitioner for primary care conditions may 

inadvertently reinforce this perception63
• Accident and Emergency department junior 

staff often have little knowledge or awareness of primary care capabilities in the 

community, and so are unlikely to encourage patients to make use of them, according 

to Chambers70
• 

The perceived availability, accessibility, competence and convenience of General 

Practitioner services are all likely to influence the use of Accident and Emergency 

department services, but patient surveys in King's Hospital show that the perceived 

need for urgent care is probably more influential than dissatisfaction with general 

practice per se63
• 

Holohan62 attributes the shift of patients from General Practitioner to Accident and 

Emergency department to appointment systems in General Practice, deputising 

services and the General Practitioner attitude to the issue of inappropriate attendance. 
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3.6.2 Social factors 

Factors involved in seeking care at the Accident and Emergency department are 

interlinked with the formation of patients· perceptions of illness, and the need for 

immediate attention. 

Prince71 found that rates of inappropriate attendance were highest amongst children 

from lower social class backgrounds, and among younger children. Wilkinson38 found 

that to a large extent social as well as medical factors determine whether or not a 

patient decides to visit Accident and Emergency department. Morganffi in 'Class and 

Health' observed the part played by social and personal attitudes in the decision to 

attend Accident and Emergency department, concluding that the link between social 

setting and behaviour was complex and multi-faceted. 

3.6.3 Geographical factors 

It appears from the literature that the perception or the reality of accessibility to the 

Accident and Emergency department plays some part in the decision to attend 

"inappropriately" . 

In urban areas, patients are more likely to go to the Accident and Emergency 

department rather than to the G.P., the closer they are to an Accident and Emergency 

department unit72. 

G.P.s who work near an Accident and Emergency department unit are more likely to 

expect patients with minor conditions to attend at Accident and Emergency 

departmene3
• 

Reilly74 notes the growing appreciation that, apart from clinical conditions, historical, 

social and in particular urban factors have considerable influence on the way that 

patients behave. 

Prince71 found that those living greater than 4 miles from the Accident and Emergency 

department were significantly more likely to be appropriate attenders. 

Chambers70 found that geographical location of the hospital affected casemix of 

unnecessary attenders. Further studies of the effect of this. using an index of 

attraction based on distance of place of residence or place of accident from the nearest 
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hospital could be undertaken. This type of "gravity model" has been used to predict 

acute admission rates for populations resident in different geographical areas and its 

application to predict demand for Accident and Emergency department care may be 

reasonable. 

3.6.4 New tradition: Patient Power 

A further argument exists that care should be provided for the patient in that location 

or setting where it is desired. It is evident from patients who can vote with their feet 

that the Accident and Emergency department is the preference in many instances 

where General Practitioner might be appropriate. Murphy12 suggests that this is a new 

tradition of going to the hospital irrespective of the problem, combined with people's 

wish for anonymous medicine, where service without the surrounding personal 

interaction is sought. 

Wilson and Moss75
, both U. K. Accident and Emergency department consultants feel 

that patients object to the paternalistic culture of the past where only the G.P. could 

decide what merited Accident and Emergency department attention. Their perception 

is that patients attend Accident and Emergency department as a convenient alternative. 

Hence "If it hurts, then let it be seen immediately by someone who is not going to 

refer to a long outpatient waiting list; if it needs doing, it is probably best done 

straight away'" . 

3.7 INAPPROPRIATE ATTENDANCE 

There is no clear cut boundary between problems that belong in Accident and 

Emergency departments and those of general practice and each facility does not attract 

the appropriate patients all of the time. Without doubt, a percentage of patients who 

attend at Accident and Emergency department could be adequately managed in a 

general practice setting76
• Many researchers have investigated the use of Accident and 

Emergency departments by patients with conditions better suited to treatment 

elsewhere, that is, unnecessary attendance. More commonly, the phenomenon is 

referred to as inappropriate attendance. Some literature refers to these as primary care 

attenders. For the purposes of this discussion the phrase inappropriate attender is 

used for the patient who could have been managed in the primary care setting and 
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avoids the more pejorative phrases of abusers and misusers used by some, The debate 

on the phenomenon of appropriateness of attendance has been argued for many years. 

Liggins 77, in a literature review of inappropriate attendance at accident and emergency 

departments alludes to the '"'genteel outpatient abuse at the public charities" described 

in an 1849 Lancet articles. Thus, this phenomenon is not new. 

3.7.1 Arguments Against Inappropriate Labelling 

Some argue that it is not possible to label as inappropriate most patients who seek 

care in the paediatric Accident and Emergency department for the following reasons: 

• Appropriateness of attendance encompasses the social milieu. In a paediatric 

context, parental capabilities and parental education may be quite different. It 

would be unreasonable to expect parents or guardians to always correctly assess 

the true nature and importance of their child's symptoms and to attend 

accordingly 00, 

• The Accident and Emergency department serves as an important safety net for 

vulnerable groups, such as the homeless, immigrants, socially deprived and 

psychologically distressed, who may have difficulties in negotiating the 

formalities of General Practice. Calnan argues that a major function of the 

Accident and Emergency department is to provide a community emergency 

service for people who need medical help when in social predicaments79
• 

• For some, Accident and Emergency department provides reassurance and 

information in an accessible 10cationSo, 

• Although General Practitioners may also satisfy this need, outside surgery hours, 

patients may have to arrange a home visit which may be from a locum General 

Practitioner. Some feel that the General Practitioner referred patient, should 

never be labelled as inappropriate. A second opinion must be available, 

especially in the paediatric contextS I . 

• The V.K. Royal College of General Practitioners82 developed a policy document 

in 1991 which discounts the view that patients are misdirected in using Accident 

and Emergency department services rather than General Practitioners, and argues 
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that the Accident and Emergency department's primary care function should be 

adequately planned and provided for. 

3.7.2 Accident And Emergency: Staff Attitudes To The Inappropriate Attender 

Traditionally, hospital staff have been unwilling to recognise accident and emergency 

services as a legitimate provider of primary care83
• Staff state that the Accident and 

Emergency department is not an ideal place for practising primary care, and that the 

anonymous, hectic environment can discourage patient centred management. 

The predominant view from the Accident and Emergency department perspective has 

been that primary care presentations are trivial and cause prolonged waiting times, 

inefficiency, avoidable costs and staff stress. 

Staff in the Accident and Emergency department tend to focus on excluding the 

serious. This may lead to unnecessary investigations, treatment and referral for 

patients with primary care needs63 
• This is part of a complex picture where prestige of 

hospital staff is related to distance from the undifferentiated mass of patients, 

according to Hallam61
• He suggests that staff in Accident and Emergency departments 

are not shielded by referral from General Practitioners, who restrict the access of 

patients to other specialists. He comments that low prestige has caused, and been 

reinforced by a lack of senior appointments in the Accident and Emergency 

departments, particularly of consultants, by poor facilities, and by inadequate funding. 

Hallam concludes that this poor self prestige in the Accident and Emergency staff 

impacts on the attitude of staff towards primary care attenders, who are perceived as 

trivial. 

3.7.3 Measuring Inappropriateness Of Attendance 

Quantifying the level of inappropriate or unnecessary attendance in a way that is 

explicit and reproducible has proved to be a difficult task for the following reasons: 

• Criteria for defining inappropriate usage differ. 

• Application of criteria may vary by different groups, for example by the General 

Practitioner or the Accident and Emergency department doctor. 
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• Accident and Emergency departments differ intrinsically due to their location and 

characteristics of the catchment population. Thus like is not always being 

compared with like. 

Researchers investigating this phenomenon have consequently obtained varying levels 

of deemed inappropriate attendance. A common thread is that levels are generally 

found to be above acceptable limits, sometimes straying into the situation where more 

are inappropriate than appropriate. Few studies have examined the paediatric setting, 

and this review therefore considers methods of assessing appropriateness of attendance 

both in the adult and paediatric Accident and Emergency department. 

The two ways in which inappropriate or unnecessary attendance has been measured 

are: 

• by using professional judgement on simple criteria 

• by applying set criteria, either diagnostic or process 

Methods of designating appropriateness based on criteria have varied considerably in 

their simplicity or complexity, from the simple criteria that a presentation is either an 

accident or an emergency, to more elaborate coding of diagnostic categories. More 

recently, "process" definitions have been used, where the necessity for investigation 

or treatment determines appropriateness. 

3.7.3.1 Professional Judgement 

The 1997 Temple Street Children's Hospital (Dublin) study47 found that only 40.6% 

required hospital facilities, with another 20.1 % requiring either hospital or General 

Practitioner, 36.4% requiring General Practitioner services only and 2.9% requiring 

no medical services. 

With regard to the paediatric setting, Stewart et al84 investigated children attending 

/ Accident and Emergency department in a Belfast hospital. By the criterion that the 

presenting complaint was neither an accident or an emergency, 33 % were 

inappropriate. He concluded that parents had evaluated the nature of their child's 

symptoms, and on this basis made assumptions about the treatment facilities required. 

Foroughi85 recorded the percentage of cases presenting to a Maidstone Accident and 

Emergency department which, "in the fair professional opinion of the medical staff 

should not have come or been referred to the Accident and Emergency department". 
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This meant that the complaint did not require urgent treatment, if any and could 

therefore have been dealt with by a General Practitioner. Seven percent fell into this 

category. Twice as many "abusers" per day were recorded on Saturday, Sunday and 

Monday. 

Reilly 74, a General Practitioner examined 784 patients from his practice who attended 

a Belfast Accident and Emergency department. Criteria for appropriateness of 

attendance were drawn up by the author based on knowledge of each case and of the 

practice services available. He found that 25% of 784 General Practitioner referred 

patients and 50% of self referrals could have been dealt with by the General 

Practitioner. 

Morris & Heard found86 that almost 58% of patients who received treatment at an 

Accident and Emergency department in Scotland could have been treated by General 

Practitioners in health centres. Other studies using professional judgement87
,88 found 

rates of inappropriateness varying between 25 % and 67 %. 

A criticism of professional judgement is that inter-observer and intra-observer 

variation is possible. It cannot be used as a baseline for comparative studies, either 

between institutions or in the same institution. It may vary by standpoint of the 

professional: General Practitioners and Accident and Emergency doctors may have 

differing and biased views on what constitutes an appropriate presentation. 

Professional judgement is simply not explicit enough to be useful for comparative 

purposes. 

3.7.3.2 Diagnostic criteria 

Nuffield Provincial Hospitals Trust 

The Nuffield Provincial Hospitals89 trust in 1968 developed a diagnostic classification 

of clinical needs, where diagnoses are listed and categorised according to the facilities 

required to manage them as follows: 

H Hospital facilities or clinical need required 

P-H General Practitioner and/or hospital skills required 

P General Practitioner facilities or clinical need required 

N-P Nurse and/or General Practitioner required 

N Nurse alone required 
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The Nuffield90 criteria have been used as a gold standard for general Accident and 

Emergency departments, but prove to be rather unwieldy and diagnosis led compared 

to process derived methods. 

Two studies of attenders at Accident and Emergency departments70
,91 using Nuffield 

criteria found inappropriate rates were 34.4% of attenders at an inner London 

Accident and Emergency department, 43.8 % at an outer London Accident and 

Emergency department. and 76% at an unspecified Accident and Emergency 

department. 

A study by Prince71 investigated inappropriate attendance by evaluating 274 children 

in a Nottingham Accident and Emergency department. Price interviewed the adults 

accompanying the children to the Accident and Emergency department and examined 

the child's Accident and Emergency department records. Using defined criteria, the 

doctor treating each child within the Accident and Emergency department assessed 

whether attendance was appropriate or not. Prince's criteria are used in this thesis and 

are outlined in Chapter 4 (Section 4.6.5). Essentially, Prince used definitions to 

apportion the label of appropriateness. 

Inappropriate attenders constituted 30.1 % of the total attenders. The proportion of 

inappropriateness was highest amongst younger children and in those families of 

lower social class backgrounds, particularly with no wage earner. Inappropriate 

attendance was related positively to the shorter distance patients lived from the 

Accident and Emergency department. Inappropriate attendance was not found to relate 

to the availability of General Practitioners or to attempts by parents to contact a 

General Practitioner. 

Of those who had successfully contacted a G.P., the majority (77.5 % of 62) who were 

referred by the G.P. were appropriate attenders. However the vast majority of parents 

who wanted a second opinion (92.3% of 9) were unnecessary attenders. He concluded 

that inappropriate attendance resulted from the perception of the adult/s accompanying 

the child, and that action would be required to correct these perceptions. 

Modified NUffield Criteria 

Chambers modified the Nuffield categories to code diagnoses. Diagnostic data were 

then regrouped into those requiring hospital treatment, G. P. treatment or either. Chi 
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squared was used to compare the proportions of 3824 patients with certain 

characteristics between two inner and outer London hospitals. The association 

between these characteristics and the case mix was explored using multiple regression 

analysis. Results showed that inner city attenders were significantly less likely to 

require hospital treatment than outer city (34.4% needed hospital facilities compared 

to 43.8%), and less likely to be registered with a General Practitioner. However, 

inner city cases were more likely to have tried to contact their General Practitioner 

before attending Accident and Emergency department . 

Myers65 performed a retrospective review of 1000 consecutive patients attending an 

accident and emergency department of a district general hospital. The case notes were 

subjectively reviewed by the researcher on the basis of experience working in both 

general practice and a hospital accident department. Diagnoses were recorded, and in 

those cases with more than one problem the more serious one determined the allocated 

diagnostic category. The outcome was that 54.2 % could have been treated by a 

general practitioner. Excluded from the study, however were those patients who had 

been referred directly by a General Practitioner. 

3.7.3.3 Process Criteria 

At the University of Sheffield, Lowy19 et al devised a set of criteria based on 

processes of care, to determine the proportion of attenders who presented with 

conditions that could be managed in general practice. These criteria were used in 

retrospective case note review to objectively measure unnecessary attendance as an 

alternative to the subjective value judgement. A simple set of five criteria were used; 

and these are outlined in Chapter 4 (Study Design). These criteria were validated 

against the pooled opinion of a sample of G.P.s, and agreed with the views of the 

majority of G.P.s. Using the Sheffield criteria, Lowy et al found that 23% of 8877 

adult self referrals to 16 English Accident and Emergency departments could have 

been treated in general practice. 

3.8 MANAGEMENT OF INAPPROPRIATE ATTENDANCE 

If benefit is to accrue from the measurement of inappropriate attendance, then there 

must exist a strategy to remedy the situation. The literature suggests the following 
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four options for dealing with the bias towards hospital based care of patients who 

require primary care. These options are then discussed individually in detail. 

1. Persuade patients to attend General Practitioner rather than Accident and 

Emergency department for certain conditions. This may be achieved by various 

means, including patient education92 or fiscal incentives such as imbalance in fees. 

2. Redirect those who present inappropriately in Accident and Emergency department 

back to the General Practitioner, without intervention93
• 

3. Accept the desires of the patient and provide a General Practitioner service on site 

or near the Accident and Emergency department. 

4. Continue to provide for all who attend at the Accident and Emergency department. 

3.8.1 Re-Education & Incentive Economics 

To date, most of our efforts to combat inappropriate presentations in the Accident and 

Emergency department in Ireland have been directed towards patient re-education. 

Although studies dealing with the attitudes of Accident and Emergency department 

staff towards their workload are rare 94 79, attenders who should have seen their 

General Practitioner have been seen as the root problem, and many have viewed their 

education as a priority. 

In January 1995, a Department of Health public re-education campaign used major 

media influences over a four week period to dissuade the non emergency attender. 

The cost of the campaign was £100,000. Messages given to the public were that the 

Accident and Emergency department saved lives, that the seriously ill or injured 

should attend the Accident and Emergency department, that minor cases should attend 

the General Practitioner, and that many non serious cases could be treated as well or 

faster by the General Practitioner. 

A study on the effect of the campaign was carried out during the 4 week period95
• 

Accident and Emergency department statistics were monitored. A questionnaire was 

given to patients in triage categories 3 and 4 (minors) on presenting complaint, 

reasons for attending and the information obtained from the media campaign. 
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It emerged that 55% of attenders in these triage categories thought that their problem 

was not very serious. However, approximately two thirds felt that the General 

Practitioner could not deal with the complaint as well as, or faster than in the 

Accident and Emergency department. Two thirds were unwilling to leave and see the 

General Practitioner the next day if an appointment was given. The Accident and 

Emergency department was seen by 47% as the best place to deal with their problem. 

Most (78%) were aware of the media campaign, and about 30% said that it changed 

their view of Accident and Emergency department. 

The study concluded that an education campaign alone was a simplistic approach to 

the problem, and that General Practitioner availability needed to be addressed. 

The attendance figures did drop during the campaign. However it was noted that 

admission figures also dropped, whicb would not have been expected if the minor 

cases alone were diverted. A worry was that more serious cases may have been 

dissuaded from timely attendance. Alternatively, the campaign may have coincided 

with a period of low demand. 

Changing parental perceptions about when and how to seek treatment for their child's 

complaints may be difficult. Lower social classes have traditionally been less 

responsive to health education overtures89
• Blackwell92 in 1962 suggested circulars, 

patient education, better hospital General Practitioner relationships and increased 

access to radiology for General Practitioners to reduce casual (self referred) and 

unnecessary attendance. 

Anderson et al96 developed a patient education manual which was actually counter 

productive in its efforts to educate parents to recognise signs and symptoms 

warranting attention at the Accident and Emergency department. Hansagi et al97 were 

unsuccessful in a trial of reducing inappropriate demands on an urban Accident and 

Emergency department in Sweden. The method used consisted of advisory letters to 

... frequent attenders who were deemed inappropriate. No significant behavioural 

differences were apparent at follow-up. Myers65 suggests that improving patient 

education and incentives for G.P.s may encourage the management by G.P.s of trivial 

trauma and minor medical problems. 
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3.8.2 Triage 

If the demand of the primary care or so called inappropriate patient at Accident and 

Emergency department is predicted and accepted, then a key element of provision at 

this stage is triage. 

Triage is the term used to describe systems that allocate clinical priority to patients. 

Patients are seen immediately by a staff member (usually a nurse) and their need for 

treatment assessed, offering an opportunity for staff to give patients assurance and 

information shortly after they arrive in the department. 

There are differing degrees of formality in triaging. For example, training of nurses 

and the guidance available to them may vary considerably. In the Royal Preston 

hospital 3 the system permits members of the public to seek guidance by telephone. A 

local evaluation suggests that this system may have contributed to an overall reduction 

in numbers of new patients attending the department, because many prospective 

patients were referred to appropriate sources of treatment elsewhere. 

Green and Dale evaluated a triage scheme by nurses, with a primary care facility 

staffed by General Practitioners within an Accident and Emergency department63
• 

The authors concluded that G.P.s provided better care for less urgent patients, 

because their experience enabled them to take a more rounded view of patients' needs. 

Potential benefits of triage are: 

• patients see a doctor broadly in order of clinical priority, with potential for more 
favourable outcomes 

• better communications with patients, for example on waiting times 

• patients may be advised to seek care elsewhere, thereby relieving pressure on 
Accident and Emergency department 

• better management of workload 

Possible costs are 

• extra nurses 

• some training or guidance needed 

The Patient's Charter98 in the U.K. set triage targets, which recommend that patients 

be sorted into priority categories in under five minutes. Wilson and MOSS75 regard 
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these imposed targets as fundamentally flawed, requiring excessive numbers of staff 

for their honest implementation, further staff to identify patients of low urgency who 

deteriorate, and a large medico legal purse to payout when the decision is wrong. 

They anticipate the death knell of such targets. 

One study found that almost 90% of General Practitioners preferred Accident and 

Emergency departments to redirect patients with non urgent problems back to General 

Practitioners without treatment99
• Is this a practical or desirable policy? 

Foroughi85 concluded that a nurse practitioner trained in triage should redirect cases to 

the General Practitioner, and that to create a General Practitioner department as an 

adjunct to the Accident and Emergency department would open a door difficult to 

control. 

3.8.3 Nurse Practitioners 

Nurse practitioner schemes entail the training of experienced nurses to diagnose, 

assess, treat and discharge certain types of patients without referring them to a doctor. 

Nurse practitioner schemes are being developed following several alternative models. 

In almost one third of Accident and Emergency departments in England3
, nurses, after 

appropriate training, carry out work such as suturing and plastering which, elsewhere 

might fall to doctors. These extended roles differ from the work of a nurse 

practitioner in that the patient remains the responsibility of the doctor. 

Potential benefits are: 

• reduce patients' waiting time 

• improve quality of patient care and patient satisfaction 

• use skilled nurses more effectively 

• help reduce pressure on junior doctors 

Possible costs 

• extra nurses needed 

• special training 
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The UK National Health Service management executive has asked general managers 

to consider, in consultation with nursing and medical colleagues, what might be done 

locally to make better use of nurses' skills and the UK National Audit Office3 

concludes that consistently better use should be made of nurses' skills. 

3.8.4 General Practitioners In The Accident And Emergency Department 

A recent randomised controlled trial of General Practitioner versus usual medical care 

in a Dublin Accident and Emergency department100 evaluated process of care, 

outcome, and comparative cost of care. This Accident and Emergency department 

employs local three G.P.s on a sessional basis. A total of 1684 patients triaged by 

nurses as "semi- urgent" or "delay acceptable" were enrolled. The numbers of these 

patients undergoing investigation or recurring referral were measured. Provision of 

prescriptions and disposal (that is, whether, discharged, admitted or reviewed) were 

noted. Patient satisfaction scores were obtained. Return visits to the Accident and 

Emergency department within 30 days of the index visit were recorded, as was health 

status at one month. 

For "semi-urgent" patients, G.P.s investigated fewer patients, referred to hospital 

services less often, admitted fewer patients and prescribed more often. There was no 

significant difference in re attendances within 30 days, and there was no difference in 

28 day outcome of cure! improved! same! worse (although only 59% of those eligible 

filled this out). Satisfaction scores were similar, with general satisfaction scoring of 

approximately 70% for both sets of doctors. 

Taking into account the G.P.'s salaries over the study period, an overall possible 

saving of £95,125 was calculated. The authors concluded that G.P.s working as an 

integral part of the Accident and Emergency department manage non· urgent attenders 

safely, and use fewer resources than usual Accident and Emergency department staff. 

The King's College Hospital Study63 is an ongoing project which has shown that the 

employment of General Practitioners in the Accident and Emergency department to 

see primary care patients is an effective means of delivering care. 
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The project started in 1988 and aimed to develop a method for identifying primary 

care patients, that is, those who come to the Accident and Emergency department with 

the kinds of problems appropriate to a General Practitioner. The study investigated 

these patients' reasons for attending the Accident and Emergency department rather 

than going to a General Practitioner. Patient outcomes for consultations made by 

Accident and Emergency department doctors and by the General Practitioners in the 

Accident and Emergency department were compared, and patient satisfaction with the 

service was evaluated. Accident and Emergency department staff attitudes to the 

service were assessed. 

The project examined consultation style and found that General Practitioners were far 

less likely than hospital doctors to order investigations; they were also less likely to 

refer to other doctors in the hospital. Follow up showed no detrimental effects on 

patient care or satisfaction resulting from the General Practitioners' less hospital-based 

approach. It was felt likely that the General Practitioners' approach was likely to 

encourage patients to use their General Practitioner more effectively in future. 

The research team found that the project promoted a better understanding between 

hospital staff and General Practitioners. The team is using material from the project in 

developing a training programme for teaching Accident and Emergency department 

doctors skills in dealing with primary care patients. This work could have wider 

application, particularly since about half of Senior House Officers working in 

Accident and Emergency department eventually go on to become General 

Practitioners. 

Since 1993, 10 local General Practitioners have worked sessionally at St. Mary's 

Accident and Emergency department in London. A study64 at the introduction of this 

facility described the characteristics of primary care attenders, evaluated the effects of 

the new service and made recommendations. 

Nurse triage was extended to include a new category of "primary care". Conditions 

appropriate for primary care were listed. 

Over a six week period 970 (16%) patients who were triaged into the "primary care" 

category were seen either by an Accident and Emergency department General 
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Practitioner or an Accident and Emergency department doctor. The main primary care 

conditions triaged were minor injuries, with bruise, sprain, abrasion comprising 30%. 

The investigation practices differed significantly. The Accident and Emergency 

department General Practitioners performed fewer laboratory investigations (16% of 

Accident and Emergency department G.P.s performed no investigations versus 30% 

of Accident and Emergency department doctors) and fewer X rays (11 % of G.P.s did 

X rays versus 22 % of Accident and Emergency department doctors) and were less 

likely to arrange review for future hospital care. 

Primary care patients were encouraged to use mainstream primary care on the next 

occasion. The numbers of primary care patients remained steady throughout the year, 

which was also the experience in the King's College Hospital Study, suggesting that 

the easy availability of the service did not appear to encourage its future use. 

3.9 CONCLUSION 

The Accident and Emergency department has been undergoing a long process of 

development, gradually moving away from the outdated concept of the casualty 

department. Numbers attending continue to rise all over Europe. 

Quality is a vital component of the health services today, and the ro~e of audit in 

augmenting quality. of care has been reviewed. This chapter has highlighted the re

orientation to include patient defined outcomes. Methods of measuring satisfaction and 

application of the ensuing results were examined. 

The demand for health care in the Accident and Emergency department in the Irish 

setting was explored in this review; the process indicator of waiting time was 

. addressed. 

Finally, the phenomenon of the inappropriate attender was studied; methods of 

measurement of appropriateness and remedial options were debated. 
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CHAPTER FOUR STUDY DESIGN 

4.1 PLANNING: THE FOUNDATION WORK 

The author worked as a Clinical Registrar in the Accident and Emergency department 

in Our Lady's Hospital for Sick Children, Crumlin from July 1995 to January 1996. 

During this time the problem of patient dissatisfaction with waiting times, and the 

noticeably high proportion of non serious attenders was observed, as was the high 

level of self-referral. 

The author was involved in a study in the Accident and Emergency department to give 

an insight into the nature of referral sources and appropriateness of attendance; this 

study was in collaboration with the Eastern Health Board and the General Practitioner 

Unit. The findings of this preliminary pilot study indicated that a problem did exist in 

high numbers of self-referrals and inappropriateness of attendance in the Accident and 

Emergency department. 

An audit of the Accident and Emergency department was proposed, focusing on 

process and outcome indicators, and encompassing the issue of appropriateness of 

attendance. This audit is divided into three distinct parts: 

1. Patient and parent survey 

2. Appropriateness of attendance study 

3. General Practitioner survey 

The author met on four occasions with the Secretary Manager and the Accident and 

Emergency department consultant to discuss this project. The outline project received 

a favourable reception from both, and the author was employed for a further month as 

a Research Registrar to work on the submission for approval and funding of the audit 

by the hospital Education and Research Board. 

4.2 AUDIT IN PRACTICE 

The key principles of good audit outlined by Crombie were fulfilled during this study: 
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1. The main aim is to improve the delivery of healthcare. The ultimate end is the 

implementation of recommendations to improve the service provision in the 

Accident and Emergency department. 

2. The identity of staff / patients must be kept confidential. All personal data such as 

name, address, name of family doctor were used only to match case records to 

questionnaires. The data for computer analysis did not contain any personal data 

apart from date of birth. 

3. Audit often has a general educational benefit, and should be conducted in a 

supportive atmosphere. The attitude of staff to the study was most supportive. This 

was cemented by two meetings with Accident and Emergency department staff in 

the Accident and Emergency department, to explain the nature of the audit and to 

foster discussion. Apart from the issue of inappropriate attenders, several issues 

pertinent to staff were raised, for example communication with General 

Practitioners and the change, if any, in attending numbers when Tallaght hospital 

opens. The author intends to present the data to the hospital staff at one of the 

weekly clinico-pathological meetings, to ensure the results are fully publicised. 

The Secretary- Manager was fully behind the audit from its inception, and 

collaborated fully with the author, supplying background data on the hospital 

service to permit a comprehensive evaluation. 

4. Resources are limited so the simplest method should be used. A simple 

interviewer directed survey was used. A cheaper method would have been a self 

administered questionnaire. However, judging from past attempts within the 

department to gather information on patients' opinions which had poor response, 

the interviewer approach was felt optimaL Another consideration was the fact that 

the author no longer worked in the department, and would have had to be present 

in any case to persuade parents to complete the forms, and to ensure that they were 

gathered up. The General Practitioner questionnaire was administered by a postal 

survey. The more costly interviewer directed questionnaire, while demanding 

intensive input, was balanced against the predicted yield of higher and more 

complete response. The appropriateness measurement was by retrospective case 

note analysis combined with patients survey data. 
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5. The focus should be on specific topics which will lead to the greatest 

improvements in health care. The focus on appropriateness of attendance will shed 

light on a large area for improvement in care. The process of waiting during care 

provision, and satisfaction as an outcome measurement were highlighted by the 

critical interviews as areas of special concern for parents. 

6. The underlying cause for any deficiency is sought. The reasons underlying the 

choice of the patient to attend the Accident & Emergency department were 

explored. At all sections of the patient questionnaire, patients were asked open 

questions regarding the reasons for any perceived problem. 

7. Audit should be collaborative. All staff should be involved from the beginning. 

Following two staff meetings, all staff expressed willingness to help in the audit, 

and suggested various means to optimise response. 

8. Resources are needed. Before the audit commenced, it was realised that resources 

would be needed to undertake the audit and to implement any changes required. 

For this reason, collaboration with the Secretary Manager was beneficial in 

achieving his support at the outset. Several meetings were held with the Secretary 

Manager, and correspondence was exchanged towards the final stages of the study. 

Costings for the study were submitted to the Research Board of the hospital and 

approved. More difficult is the area of resourcing any change that is recommended. 

It is hoped that the resourcing of any recommendations will be implemented to 

close the audit loop. 

9. Standards should be objective and explicitly stated, and must be attainable. The 

/ standards set for achievement are clear and defined below. 

10. Effecting change should be handled tactfully. The implementation of the change 

will be a vital exercise in diplomacy, and care must be taken to avoid a critical 

approach. Ownership is key here, and the involvement of staff and management is 

paramount. 

11. If insufficient change has been achieved, then the audit cycle may have to be 

repeated. It remains to be seen whether the recommendations when implemented 

will achieve sufficient change. It is anticipated that a repeat of the cycle may form 

the basis of a further study. 
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4.3 ELEMENTS UNDER STUDY 

Aspects of the three "Donabedian" elements of structure, process and outcome are 

studied in this Accident and Emergency department. 

a) Structure audit: Satisfaction with "hotel" facilities such as waiting room, access 

to toilets, shops and refreshmentss is examined; and the environment in which 

patients are seen and staff work is assessed. Characteristics of attenders are 

analysed. 

b) Process audit: an assessment is made of the delivery of healthcare as it is carried 

out, following the patient in time from arrival to Accident and Emergency 

department to registration, to medical management, disposal and follow-up. 

The factors involved in the decision to seek Accident and Emergency department 

care rather than G.P. care are explored. 

c) Outcome audit: The result to the patient of an episode of healthcare is assessed. 

Quality and timeliness of communication to the General Practitioner are examined 

as are re-attendance rates. 

d) Patient satisfaction: Access, incorporating cost, availability of services, distance 

to Accident and Emergency department; information on diagnosis and on 

treatment; apparent competence and politeness of staff are measured. Views are 

gathered on waiting at all stages of the episode of care. 

4.4 PERFORMANCE INDICATORS IN THE ACCIDENT AND EMERGENCY 

DEPARTMENT 

Performance indicators were first developed as a set of standards or 'benchmarks' for 

comparison purposes. Performance indicators ought to be measurable, reproducible, 

comparable and believable. As this Accident and Emergency department does not 

have a computerised system, these performance indicators needed to be obtained 

without the use of a computer. 
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Indicators are divided into inter indicators and intra indicators. 

• Inter indicators are measures that can be compared between departments, on a 

regional or national basis for epidemiological and quantative comparison and 

information. 

• Intra indicators are measures facilitating comparison in the same unit over a period 

of time. 

This study sets out intra indicators which are structure, process and outcome 

indicators (Table 4.1). They are derived from the Clinical Standards Advisory Group 

(UK)IDl, the British Association for Accident and Emergency Medicine102 and the 

Audit Commission103 (UK) National Triage standard. 

Table 4.1 Peiformance indicators for the Accident and Emergency Department 

< 5 % of total attendances 

Time from registration to nursing assessment 80 % seen in < 10 minutes 

Time from registration to doctor's consultation 80 % seen in < 60 minutes 

Total time spent in the department 80% < 180 minutes 

Patient overall satisfaction score of very satisfied 95% 

General Practitioner overall satisfaction score of very satisfied 95% 

. General Practitioner very satisfied with communication 95% 

Patients very satisfied with communication 95% 

Each of the three study parts measures one or more element of structure, process and 

outcome, and there is some sharing of data collected between the patient I parent 

survey, the case note survey and the appropriateness measurement. 
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However, for clarity, in this chapter the study design of the patient I parent 

questionnaire is presented first, followed by the appropriateness measurement and 

finally the General Practitioner questionnaire. 

4.5 PATIENT AND PARENT QUESTIONNAIRE 

4.5.1 Introduction 

The questionnaire was used principally to determine satisfaction levels with the 

Accident and Emergency department. Combining the questionnaire with the case note 

review (see section 4.6.3) enabled the following to be studied: 

2. Patient characteristics. 

3. Parents' and patients' views on, and satisfaction with the Accident and 
Emergency department. 

4. Re-attendance rates. 

5. Referral sources and rates. 

6. Time related progress. 

7. Case mix. 

8. Issues of accessibility and equity. 

4.5.2 Critical Incident Interview 

Use was made of the critical incident interview technique to develop a comprehensive 

study instrument. The critical incident interview is a semi-structured method used to 

explore in an open fashion different aspects of a situation. The interviewer has a 

structured set of broad topics to cover, in an unstructured way. The interviewer 

mentions an topic, and the respondent then talks freely about their views or. 

experiences in this area. It is best if the interview can be tape recorded to allow fluent 

exchange. The answers on each topic can then be are divided into three groups: 

• Critical incidents, which the patient mentions spontaneously when discussing a 
topic. 
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• Prompts, which are answers to questions on aspects of the topic that the 
interviewer considers important. 

• Expectations, where the patient is asked what he / she expected at each stage. 

Critical incident interviews can be useful in refining questionnaires, as a means of 

pre-piloting a survey, as respondents may mention areas of importance to them which 

have been seen as unimportant to the researcher, or of which they may have been 

unaware. 

The Accident and Emergency department experience was divided into 9 different 

areas: 

• Pre registration, encompassing the reasons for coming to the Accident and 
Emergency department 

• Finding the way to or around the hospital 

• Waiting for the nursing observations 

• Waiting for the medical consultation 

• Facilities 

• Staff 

• Information 

• Investigations 

• Overall comments 

30 critical incident interviews were carried out in July 1996. Although the method is 

non-quantative and descriptive only, sampling attempted to address any issues specific 

to a day or time category. Thus, a sample of patients presenting with medical, trauma 

and surgical conditions (as categorised by this department) and their parents were 

interviewed during the day, evening and night shift on one weekday and one weekend 

day. The breakdown of those sampled is shown in Table 4.2. 
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Table 4.2 Sampling for Critical Incident Interview (n =30) 

Presenting category 

week week week week week week 
day end day end day end 

9am - Spm 2 2 2 2 1 1 

Spm - Midnight 2 2 2 2 1 1 

Midnight - 9am 2 2 2 2 1 1 

A 20 minute interview was held with parents and patients to gain insight into their 

particular episode of care. The results of the critical incident interviews permitted 

restructuring of the questionnaire. Certain points were raised, for example the 

importance of the child's satisfaction, the dissatisfaction with certain amenities, and 

the issue of waiting without information, which were developed as specific questions 

in the main questionnaire. Words such as "triage" and "Accident and Emergency 

department" were not used for the survey itself as they were not understood during 

the critical incident interviews. 

4.5.3 Piloting 

The main questionnaire was piloted on ten patients on a busy evening in July to assess 

problems and to determine time requirements. It had been thought that every second 

or third patient would need to be sampled, and a system had been devised to 

systematically sample by registration time. However, there were long periods of 

inactivity while waiting for patient discharge, and the sample frequency was increased 

during the pilot to every second patient. During the critical incident and the pilot 

interview, it was noted that all patients and parents who were asked by the interviewer 

to wait a few minutes while another interview was being completed were happy to do . 

so. It emerged that in fact it was possible to interview consecutive patients and 

parents leaving the Accident and Emergency department, leaving aside the need to 

systematically sample. 
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Slight adjustments were made to the questionnaire layout following the pilot: 

questions on referral pathways were clarified and patients were specifically asked 

whether they had attended their G.P. 

4.5.4 Sampling Technique 

Several steps were taken to reflect as accurately as possible the presentation patterns 

in the sample obtained. This followed consultation with a statistician, and with the 

Accident and Emergency department consultant. 

1. There is a considerable difference in the presenting complaints of patients at 

different periods throughout the year. Injuries form the majority of the cases 

during the summer months. However, in winter time, viral illnesses are seen more 

often. To reflect the spectrum of attenders as accurately as possible, a summer 

sample was taken in July and August, and a winter sample was taken in January. 

2. As junior medical staff changes regularly in Accident and Emergency department 

on January 1 st and July 1'\ both samples were taken when staff were equally 

familiar with the organisation of the Accident and Emergency department and 

ancillary departments. In January and July medical staff, it was anticipated, would 

comprise some doctors inexperienced in paediatrics, possibly giving the worst case 

scenario in terms of total time patients spent in the Accident and Emergency 

department, and levels of admittance. 

3. Different staffing levels occur throughout the day in the Accident and Emergency 

department. The day was divided into time slots which corresponded with the 

shifts of the medical staff working in the Accident and Emergency department, that 

is, 9am - 5pm, 5pm to midnight and midnight to 9am. Representative numbers 

from each time category permitted comparisons between periods with differing 

staffing levels. 

Sampling Frame 

The sampling frame consisted of those new patients and re-attenders who registered at 

the Accident and Emergency department during a three week period in winter and in 

summer. 
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New patients are those who have not attended the Accident and Emergency 

department before with this condition. Re-attendance for the purposes of this study 

was defined as the return of a patient to Accident and Emergency department within 

48 hours with the same condition. 

Sample Size 

A sample size of 645 was calculated using the statcalc function on the Epi-Info 

statistical package, and in consultation with a statistician. A sample size of 300 in 

summer and 300 in winter was adequate to detect differences in satisfaction of 90% 

versus 99% or 77%, or of 80% versus 64% or 93% considering the case scenario of 

a 7:3 ratio of trauma/surgical patients to medical patients in summer and an inverse 

ratio in winter. 

Stratification 

Stratification of the sample was performed to ensure that the final sample would be as 

representative as possible of the population of attenders at this Accident and 

Emergency department. 

The register of attendances was examined for the entire week preceding each sample, 

to categorise time and day of arrival at Accident and Emergency department into 

weekday or weekend, and into one of three time categories. The resulting figures 

were used to calculate percentages arriving during each period of the week. 

The final numbers interviewed in each time slot were derived by applying the 

appropriate percentage to the overall sample size and are shown in Table 4.3 and 4.4. 

Table 4.3 Number sampled per time category of arrival in summer 

9am - 5pm 98 30 38 12 136 42 

5pm - 12 midnight 103 33 53 16 156 49 

12 midnight - 9am 15 5 14 4 29 9 

Total 216 68 105 32 321 100 
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Table 4.4 Number sampled per time category of arrival in winter 

9am - 5pm 100 31 41 13 141 44 

5pm - 12 midnight 111 34 45 14 155 48 

12 midnight - 9am 10 3 17 5 27 8 

Total 221 68 103 32 324 100 

The final sample sizes per time category of arrival and day of week for the summer 

and winter surveys are given in Tables 4.5 and 4.6. As there was no requirement for 

simple random sampling, consecutive sampling was carried out, by time of arrival, 

within each time category. A representative category was thus sampled for every day 

of the week. 

9am - 5pm 

5pm - 12 midnight 

12 midnight - 9am 

. Total 

9am - 5pm 

5pm 12 midnight 

12 midnight - 9am 

Total 

Table 4.5 Sample number in summer 

20 

21 

3 

44 

20 

21 

3 

47 

19 

20 

3 

42 

19 

20 

3 

42 

20 

21 

3 

44 

Table 4.6 Sample number in winter 

20 

23 

2 

45 

20 

22 

2 

46 

20 

22 

2 

44 

65 

20 

22 

2 

44 

20 

22 

2 

44 

19 

26 

7 

53 

21 

23 

8 

52 

19 

27 

7 

53 

20 

22 

9 

51 

136 

156 

29 

321 

141 

155 

27 
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4.5.5 The Study Instrument: Questionnaire 

The questionnaire was interviewer directed and pre coded (Appendix 4). The summer 

sample was performed during July and August in the summer of 1996, and the winter 

sample was performed in January 1997. The questionnaire addressed pertinent issues 

for this Accident and Emergency department, topics that had been raised at planning 

meetings with the Consultant and the Secretary Manager, and also, importantly, areas 

that were raised by parents and patients during the critical incident interviews. 

The questionnaire incorporated some themes and question formats from similar 

questionnaires used in Accident and Emergency department or out- patient settings. 

Added to these were issues arising at the critical incident interviews, and items of 

particular interest to this situation, such as perceived General Practitioner availability, 

and the possibility of changing the provider of Accident and Emergency department 

care. 

The questionnaire was composed of nine sections, and a short summary of the data 

collected for each section follows. 

Section A: Demographic information and presentation 

Data elements collected included date of birth, date and day of attendance, sex, ward 

or District Electoral Division (DED) for those living in Dublin, and postal code. 

General medical service entitlement (whether entitled to a state funded free medical 

service) or possession of private insurance was noted as was possession of a 

telephone. 

The time category of presentation (day, evening, night) was recorded, as was the 

reason for the encounter according to the patient. 

During the patient questionnaire, patients were asked about the reason for attendance 

at Accident and Emergency department. Using this information supplemented by the 

case notes, the reason for encounter could be coded. The case notes contain a line on 

the front of the card stating in the parent's/patient's words the reason the patient came 

to Accident and Emergency department. A section underneath this is filled by the 

doctor with diagnosis, treatment and review procedure if any. The International 
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Classification of Primary Care was used (see Appendix 3) to classify patients into one 

of the alpha numeric codes. 

Referral source was usually documented on the case notes (self, G.P. with a letter, 

G.P. without a letter, hospital, school or other), but was further explored at interview 

to clarify those intricate situations where, for example, a patient had contacted but not 

attended the General Practitioner on this occasion, but had seen him the previous 

evening and was now advised to attend Accident and Emergency department. 

Disposal was noted (whether admitted; discharged with review in Accident and 

Emergency department, or in Out-patient department or with G.P.; discharged with 

no review). 

Section B: Access, General Practitioner availability and equity 

Data collected included time taken to reach the department, distance travelled and 

mode of transport. The cost to be in the department was estimated by the patient, to 

include the Accident and Emergency department fee, transport, meals, baby-sitting, 

parking and time off work. Parents were asked for a comment on the level of the fee. 

The duration of the child's illness prior to attendance at Accident and Emergency 

department was recorded. Detailed information was collected on General Practitioner 

attendance, attempts to contact the G.P. and reasons for self referral. 

Finally parents and children were asked how fairly they were treated compared to 

others, with reasons for inequity. 

Section C: The waiting process 

The time of each stage of the encounter was recorded. Time of registration was 

routinely documented by the clerical staff. The case notes recorded the time of: 

• registration at the main Accident and Emergency department desk 

• nursing observations (usually at triage) 

• consultation with the doctor 

• time of discharge / disposal. 
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At the outset, all staff were reminded by the consultant to fill in routine details on the 

front of the case notes on timing of observations, consultations and disposal. If the 

notes were incomplete, the time that the patient was interviewed was taken as a proxy 

for time of disposal. The timings of nursing observations and the time seen by the 

doctor were not added in at interview if they were absent on case notes, as the 

parent's memory could be misleading. 

Parents' actual waiting times compared to stated acceptable waiting times were 

documented, and their perceptions of waiting times for registration, nursing 

observations, medical consultation, X- ray and test results were recorded. 

Satisfaction with information received about waiting, queuing and delays was sought, 

as were suggestions to improve waiting times. 

Section D: Quality of care and courtesy 

Parents and children were asked about perceived quality of care of medical and 

nursing staff. Humane issues of treatment were explored. 

Section E: Information 

Satisfaction with information on illness, management and treatment was explored, 

using Likert scales and open questions. The child was specifically asked whether 

explanation was adequate. 

Section F: Amenities 

Satisfaction with amenity provision, including privacy was assessed, using Likert 

scales and one open question. An overall satisfaction score with the facilities was 

noted. 

Section G: Overall impression 

The overall satisfaction levels with the Accident and Emergency department and with 

the General Practitioner availability were rated on a Likert scale. Parents were asked 

whether they would recommend the Accident and Emergency department to family 

and friends, and whether in future they might attend Tallaght Hospital. 
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Section H: Improvements needed 

A list of 11 features of a good Accident and Emergency department service was 

shown to the respondents, who were asked to identify the three most important 

features. Another list of improvements that could be made to the Accident and 

Emergency department was shown, and up to three most important were identified. A 

non listed feature could be chosen. 

Section I: Re-attendance 

Re-attendance was defined as any patient seen within 48 hours of an episode of 

Accident and Emergency department care. This was noted from the case notes, and 

the patient was also asked. 

The corresponding Accident and Emergency department notes for each questionnaire 

were photocopied on each day of the survey. These notes were also used in the 

General Practitioner questionnaire section, and in the appropriateness of attendance 

section. 

4.5.6 Data Collection 

A desk was set up beyond the staff work station in a small recess near the exit from 

the department. Three chairs· were available for seating during questionnaire 

administration, and further seating was available in the sub-waiting area nearby. This 

highly visible location reinforced response as many commented that they had seen 

others fill in the questionnaire. Also, the location gave a constant reminder to staff 

that the survey was proceeding, and helped them to remember to enlist parents' or 

patients' co-operation as they were leaving. The questionnaire was four pages long but 

could be filled in 10 to 15 minutes by an alert parent and interviewer. 

4.5.7 Coding 

Most coding was carried out during the administration of the questionnaire. The 

reason for encounter coding was done manually by the author and the research nurse, 

after training, and a double check was run on all forms. The DED (District Electoral 

Division) coding was done manually by the author from the Eastern Health Board 

Street index. 
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The total time in the Accident and Emergency department was calculated manually for 

each questionnaire, as was the age at presentation. 

Data were then cleaned, and sent to a data entry service for entry and verification. 

The data were further cleaned by the author prior to analysis. Data were analysed 

using the Epi-Info statistical package. 

4.5.8 Bias 

1. To reduce bias, parents were not advised that they had been selected to be 

interviewed until just before leaving Accident and Emergency department. 

2. The author interviewed the majority of the attenders. The hospital seconded an 

experienced Accident and Emergency department staff nurse to assist with 

interviews during the winter sample. This nurse was briefed at two meetings about 

the general nature of the study, and more specifically on the questionnaire to be 

administered to patients and parents. Technique was practised to ensure similarity. 

The author spent two sessions co-interviewing with the assistant to ensure that 

questions were not asked in a leading manner and that interpretation of answers 

was the same. 

4.5.9 Exclusion 

Parents of any patient who was brought in dead or who died in Accident and 

Emergency department were not included in the survey. However, patients who were 

seriously ill and transferred quickly to a ward were enrolled by sympathetically 

approaching the parents in the ward, where the survey was carried out. This occurred 

on two occasions. 

4.5.10 Optimising Response Rates 

1. Notices, signed by the author and the Accident and Emergency consultant were 

posted at the reception desk, in the waiting room and in all consultation rooms. 

Notices stated that as part of a survey to identify areas for improvement in the 

Accident and Emergency department, parents may be asked some questions after 

being dealt with in Accident and Emergency department, and that their co-operation 

would be appreciated. 
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2. Prior to the start of the survey, a reminder notice was sent to the Accident and 

Emergency department nursing sister for circulation to her staff, noting that the 

survey was due to start and seeking a continuation of the co-operation that had 

hitherto been given. A copy of the questionnaire was appended for perusal and 

comment. 

3. There was a favourable attitude to the survey by the staff, who contributed by 

telling the parents as they were leaving that they might be surveyed. 

4.5 .11 Non Response 

Telephone follow-up was used in the cases of non responders. This was done within 

one day of attendance at the Accident and Emergency department. Only 4 non 

respondents occurred throughout the entire survey. The response rate was 99.4 %. It 

emerged that the main reason for non response was the lack of time. It was not 

possible to compare non respondents to respondents, due to the small numbers of non 

respondents. 

Two non respondents were unable to spare the time to answer the questionnaire, but 

expressed their willingness to be interviewed by phone the next day, and both 

completed questionnaires by phone. 

Two patients left Accident and Emergency department before being seen by the 

doctor. Neither of these had a telephone number recorded, and were not included in 

the survey. 

4.5.12 Problems Encountered During Patient Questionnaire 

1. During one evening of the summer survey, 4 parents complained about accidents 

that their children had in the soft play area of the waiting room. A sibling of a 

waiting child had to be assessed by a doctor due to a head injury. These complaints 

were dealt with promptly and changes made to the layout of the area. On one 

weekend during the winter survey, many complaints were voiced regarding the 

unhygienic state of the toilets and the lack of toilet paper or soap. After this was 

reported to the Accident and Emergency department staff, regular weekend toilet 

cleaning was commenced. Thus, the situation in the Accident and Emergency 

department changed on a number of counts throughout the survey. 
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2. Illiteracy required the list of features to be read to parents, rather than handed to 

them. To overcome embarrassment, the list was handed to all parents and the 

researcher always suggested that she could "go through'" the list with parents. 

3. During the night, the registration desk is closed and patients register with the 

nursing staff. Sometimes details such as referral source or medical card entitlement 

were not filled in. 

4. This study did not record the time of decision to admit, and it became apparent that 

this left a hiatus in the plotting of time progress through the department. 

4.6 MEASURING APPROPRIATENESS OF ATTENDANCE 

4.6.1 Introduction 

Determining appropriateness of attendance is one aspect of assessing the quality of 

health care. However, appropriateness of attendance is undoubtedly difficult to define. 

This section of the study consisted of measurement of necessity or appropriateness of 

attendance at the Accident and Emergency department. A pilot study first identified 

the problem of inappropriate attendance, and was followed by application of 3 

separate methods of measuring appropriateness. Two of these methods have been 

discussed in the literature review, and the third has been developed due to deficiencies 

perceived in their use. 

These methods were applied to each of the 645 patients surveyed in the patient! parent 

questionnaire. Data items were taken from the case notes, and using information 

gleaned from patient interview, appropriateness of attendance was assessed. 

4.6.2 Preliminary Pilot Study 

A collaborative study with the General Practitioner unit of the Eastern Health Board 

was carried out by the author in January 1996. The aim was to profile paediatric 

Accident and Emergency department attenders with respect to referral patterns, 

General Practitioner contact and appropriateness of attendance. Over a one week 

period in January 1996 every fifth patient was sampled, with a sample size of 128. 
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Full results are discussed in Section 5.6. Inappropriate attendance deemed by 

professional judgement was 61 %. This confirmed the existence of a problem, and set 

the scene for the use of more explicit criteria to examine appropriateness of attendance 

in a way that is comparable and reproducible. 

4.6.3 Methods 

The medical and nursing notes were analysed retrospectively by set criteria to 

determine whether attendance was necessary in the Accident and Emergency 

department or whether the patient could have been seen in a primary care facility. 

Patients were thus designated as appropriate or inappropriate attenders of Accident 

and Emergency department. 

On consultation with a statistician a sample of 300 was needed to compare measures 

of appropriateness. However, as case notes had already been gathered for 645 patients 

in the patient/ parent survey, and given the wish to compare data between that survey 

and the appropriateness measurement, it was decided to assess each patient's case 

notes. 

4.6.4 Study Instrument & Technique 

Two sets of criteria, by Lowy19 and Prince?1 respectively, which have already been 

validated, were used firstly to measure level of appropriateness of attendance. 

As some problems were encountered using these criteria during the first 100 case note 

reviews, it was decided to create a third set of criteria, derived from both these 

process and diagnosis criteria, and incorporating aspects that were identified as 

deficiencies. This set is called the Crumlin criteria here. 

Each set of Accident and Emergency notes (n=645) that had been gathered for the 

patient! parent survey was assessed retrospectively by the author, to ascribe a label of 

inappropriateness or appropriateness by the three measures. A basic problem with 

medical audit is that records may not provide the required information, unless they are 

planned for this purpose, and unless efforts are made to keep full clinical records. 

Criteria could not be applied to every set of notes and no attempt was made to seek 

more comprehensive note taking by staff. However, only a small proportion could not 

be analysed (46 out of 645). 
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The 599 cards were first labelled inappropriate or appropriate by one set of criteria. 

These results were put aside and the second set of criteria applied with the researcher 

'blinded' to the previous label; similarly with the third set. 

The results were matched by patient to the results of the patientl parent survey to 

enable comparisons to be carried out, for example between appropriateness and 

referral source, or reason for encounter. 

4.6.5 Criteria 

The three measures used to designate appropriateness, the Sheffield criteria, Prince's 

criteria and Crumlin criteria are described below. 

4.6.5.1 Sheffield Criteria Of Appropriateness 

Lowy19 used these criteria to retrospectively ascribe appropriateness of attendance to 

649 self referred attenders at eight English Accident and Emergency department 

departments using a "process" definition. Criteria were validated against the opinions 

of a sample of G.P.s. His study is described in detail in the literature review (Section 

3.7.3.4). 

SHEFFIELD CRITERIA 

A patient was categorised as inappropriate if hel she fulfilled all criteria 

1. Had a general practitioner. 

2. Was not investigated in the Accident and Emergency department. 

3. Was not treated apart from a prescription, a bandage or sling, a dressing or 

steristrips. 

4. Was not involved in a road traffic accident. 

S. Was discharged from Accident and Emergency department or sent to the General 

Practitioner. 
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Difficulties With Sheffield Criteria 

1. There were some difficulties in interpretation, and arbitrary decisions had to be 

made to classify certain procedures as treatment or investigation. 

• It was decided that a urinalysis by dipstick in a child aged 3 or over was 

not classed as an investigation. 

• Histoacryl glue used for scalp lacerations was not considered a treatment. 

• Investigations such as viral titres, results of which would not be available 

to affect immediate management were disregarded. 

2. Over investigation by doctors may bias. results. For example, the doctor who 

requests X-ray for all head injuries is consigning these patients to the 

"appropriate" pile. 

3. The administration of an enema in Accident and Emergency department to a 

chronically constipated child similarly meant attendance was recorded. as 

appropriate. 

4. Accidental self poisoning, or other situations requiring masterly inactivity but 

careful observation are not deemed appropriate by these criteria. 

4.6.5.2 Prince's Criteria Of Appropriateness 

Prince assessed 274 children in a Nottingham Accident and Emergency department 

using a diagnostic set of criteria71 (Section 3.7.3.2). An advantage of Prince's criteria 

is that they are specifically created for the paediatric setting. 
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PRINCE'S CRITERIA 

A child is classified as an appropriate attender if the diagnosis is any of the following: 

1. Fracture or dislocation 

2. Lower limb injuries 

3. Burn or scald 

4. Epistaxis not controlled by first aid 

5. Acute intra-abdominal disease 

6. Laceration! penetrating injuries 

7. Head injury 

8. Insect sting (if allergy known or suspected) 

9. Poisoning 

10. Collapse, epileptic fit, acute asthma, acute respiratory disease, diabetic coma. 

11. Suspected non accidental injury 

A child is diagnosed as inappropriate if the duration of symptoms is greater than 24 

hours in a self referred patient, or if any of the following diagnostic categories are 

met: 

1. Bruise 

2. Areolar infection 

3. Ear, nose and throat symptoms 

4. Dental problems 

5 Sting (with no allergy suspected) 

I~: Other non specific medical problems. 

Difficulties With Prince's Criteria 

1. All lacerations are included, even when minor. 

2. Persistent fever or irritability are not included. Rash over body, or severe 

headache were not included. 

3. Foreign body ingestion not accounted for. 

4. Bad upper limb sprains are deemed inappropriate, even though a parent might 

reasonably suspect dislocation or fracture. 

76 



STUDY DESIGN 

4.6.5.3 Crumlin Criteria Of Appropriateness 

A meeting was held with the Accident and Emergency department consultant to 

discuss literature on "appropriateness of attendance" and to produce a set of 

characteristics of the "appropriate" attender, in an attempt to further refine process 

and diagnosis criteria, particularly in the paediatric context. This method determined 

that any child referred by a General Practitioner is attending appropriately. 

CRUMLIN CRITERIA 

Appropriate attenders are those who fit any of these criteria: 

1. Any General Practitioner referred child 

2. Child requiring 

• observation (for example in pyrexia). 

• investigation that could not be done easily by General Practitioner (Does not 

include dipstick of urine in 3 year olds or older, or bloods/ swabs where results 

are not quickly available) 

• treatment other than a prescription, a bandage or sling, a dressing or steristrips. 

• admission 

3. Head injury with loss of consciousness, vomiting or associated symptoms. 

4. Non facial laceration requiring more than 2 sutures or facial laceration requiring 

suture. 

5. Headache with rash, vomiting 

6. Burn or scalds 

7. Foreign body ingestion or poisoning 

8. Suspected non accidental injury. 

Those self referred patients who fall outside these categories were deemed 

inappropriate attenders. 

In summary. measurement of appropriateness by the three methods was 

retrospectively performed entirely by the author, to eliminate any inter-observer bias. 

Results were matched to the patient/ parent questionnaire to permit analysis. 
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4.7 GENERAL PRACTITIONER QUESTIONNAIRE 

4.7.1 Introduction 

The third part of this audit was an analysis of General Practitioners' views on the 

communication with Accident and Emergency department. Satisfaction levels with 

communication and services provided by the hospital is an important measure of 

quality. This survey assessed the views of General Practitioners of recent attenders to 

determine satisfaction with the recent episode of care as well as overall satisfaction. 

4.7.2 Sampling Size and Technique 

A sample size of 20 General Practitioners was recommended by a statistician to give a 

descriptive analysis. 

As a high non response rate was expected, forty patients who were seen during the 

summer phase of the study were selected, in order that their G.P.s be contacted (Table 

4.7). The sample was selected to represent 20 patients who were self referred, and 20 

patients who were General Practitioner referred. Each 20 patients consisted of 10 

medical patients, and 10 surgical or orthopaedic patients. 

Table 4.7 Number of Patients selected per referral source and presenting complaint 
category. 

Medical Medical Trauma/surgical 

10 10 10 10 

The sample was obtained by taking every 5th consecutive attend er until the required 

number was reached. If a patient had no recorded General Practitioner, then clearly 

het she was not selected. 
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Three weeks after the patient had been seen in Accident and Emergency department, a 

letter and questionnaire plus a stamped addressed envelope was sent to the General 

Practitioner (See Appendix 5). 

4.7.3 Study Instrument 

The questionnaire consisted of 4 sections: 

1. Satisfaction with the Accident and Emergency department service. 

2. Satisfaction with communication from Accident and Emergency department. 

3. Interest in the use of agreed pre hospital protocols prior to referral, for example in 

asthma patients. 

4. Suggestions to improve the service. 

4.7.4 Response 

The first round response rate was 70% (28/40) and the cumulative response rate on 

the second rate was high at 82.5% (33/40). Non response after two weeks was 

followed up with a further letter, a copy of the original letter and questionnaire, and a 

stamped addressed envelope. 

The questionnaire was piloted on 5 General Practitioners and amended slightly to 

clarify and expand some areas. 

The questionnaire was coded following collection, and results were analysed using the 

Epi-Info statistical package. 

4.8 COSTING 

Costing for all parts of this study was approved by Our Lady's Hospital for Sick 

Children, Crumlin Research Board is shown in Appendix 6. Typing costs, postal and 

data entry costs were sought, but personal time costs were not recouped. 

The hospital provided the staff nurse research assistant for 4 weeks to aid with the 

patient / parent survey. 
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4.9 CONCLUSION 

This chapter describes the comprehensive evaluation that was made of 645 attenders at 

this Accident and Emergency department, encompassing referral sources, satisfaction, 

waiting times and appropriateness of attendance. General Practitioner views were 

sought by questionnaire. 

The patient/parent interviewer administered questionnaire and the retrospective 

analysis of case notes for the same patients were presented above separately. 

However, in the following chapter the elements under study are stitched together to 

form a composite picture of the delivery of care in the Accident and Emergency 

department. 
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CHAPTER FIVE RESULTS 

5.1 INTRODUCTION 

The results of the four sections of the study are presented here. The results of the patient/ 

parent survey are followed by the appropriateness measurement and the G.P. survey. 

The following results describe in detail the characteristics of the patients attending this 

Accident and Emergency department, patterns of attendance, both temporal and 

geographical, and issues of accessibility to the Accident and Emergency department. The 

process of care in the Accident and Emergency department is explored with particular 

reference to waiting times. Levels of patient/parent satisfaction with many aspects of the 

care episode are analysed. The referral source and reasons behind referral patterns are 

examined. Appropriateness or necessity of attendance at the Accident and Emergency 

department is measured. The issues of G.P. satisfaction with the Accident and Emergency 

department service and communication between the two are addressed. 

5.2 PILOT STUDY 

A pilot study preceded the patient I parent survey and indicated the areas of interest for 

this study. It confirmed the need to explore more deeply the process and outcome of care 

delivery in the Accident and Emergency department. 

The pilot was a collaborative study with the General Practitioner Unit of the Eastern 

Health Board and was carried out by the author in January 1996. The aim was to profile 

paediatric Accident and Emergency department attenders with respect to referral patterns, 

General Practitioner contact and appropriateness of attendance (in the attending doctor's 

opinion). Over a one week period in January 1996 systematic sampling of every fifth 

patient was performed. The attenders ranged in age from 0 - 15 years with a mode of 0-1 

years of age, and a median of 4 years old. The majority (61.7%, 79) were male. Mean 

waiting time in the Accident and Emergency department before being seen was 70 

minutes. 

Of the sample of 128, 96.9% (124) had a family General Practitioner. Of 87 replies, 48 

(55.2%) had atternpted to contact their General Practitioner, and only 29 (33%) of the 87 

had succeeded. Of the 87, 26 (29.9%) had attended the General Practitioner. Of the total 
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sample of 128, 68 (53.1 %) were self referred, 39 (30.51%) were referred by a General 

Practitioner with a letter and 10 (7.8%) by General Practitioner without a letter. A 

deputising agency referred 5 (3.9%). Other sources constituted 6 (4.7%). 

The reasons given for self referral in the pilot study are outlined in Table 5.1. 

Table 5.1 Reasons patients gave for self referral to the Accident and Emergency 
department (pilot study) 

Number % 

Thought needed immediate attention 9 18.8 

Thought General Practitioner not available 8 16.7 

Prefer hospital 7 14.6 

Already under hospital care 7 14.6 

Hospital more convenient 6 12.5 

Thought G.P. would refer anyway 5 10.4 

Thought needed X-ray 4 8.3 

Other 2 4.1 

Total 48 100 

These results highlighted that, despite the vast majority of attenders having a General 

Practitioner, 22.6% were unsuccessful in their attempt to contact the General Practitioner, 

38.5% were referred by the General Practitioner and 53.1 % were self referred. 

To further explore reasons for referral patterns and to examine issues of satisfaction, 

critical incident interviews were carried out with 30 patients and parents. 

5.3 RESULTS OF CRITICAL INCIDENT INTERVIEWS 

The critical incident interview was used to focus on issues that were regarded as 

important by attenders and parents. The results presented below were used to restructure 

the patient' parent survey. 

The critical incident interviews explored different areas conceming the Accident and 

Emergency department episode. Each area of interest was raised by the researcher, and 

prompts were given if no response was forthcoming. Parents were generally vocal in their 
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expression of problems encountered in the Accident and Emergency department 

(discussed in the survey as the Casualty department for ease of understanding). The 

results are presented for each of the nine categories, and, as the method is semi· 

qualitative, consist essentially of direct quotations from the parents or children, with 

infonnation added in parentheses to assist in interpretation. 

Critical incidents are included with the general comments. The survey number assigned to 

the respondent precedes each comment. 

Question 1: Have you any comments on the reason you chose to come to Casualty 
today? 

It was quicker to get here. 

I thought he needed hospital care {pyrexial baby}. 

We thought he needed an X ray. 

I thought she needed a nebuliser. 

I knew he needed watching after a head injury. 

The a.p. isn't there on Sunday. He rents the practice out, so 
I needed to come here. 

17 There's a different doctor on duty. 

The a.p. isn't there on Sunday. 

The a.p. is on holidays. 

6, 14, 15, 16,27 

7 

10 

19 

26 

28 

Has been treated here already {dysuria}. 

The doctor on call said the wait for him was 5 hours. 

We rang the a.p. who said we were wasting our time waiting 
for him, and to go to casualty. 

The a.p. said to come here. 

Question 2: Have you any comments on finding your way to Casualty, or around the 
hospital? (Prompts: parking, cost) 

1 

1 

2, 5, 7, 10, 12,21 

15 

It was easy to find The Accident and Emergency 
department. 

Parking is cheap 

The parking cost is reasonable. 

It was quite a lot to park the car. 
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30 
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9 

16,21 

22 

4 

25 

17 

2 

The carpark was full. 

Carparking should be free. 

The fee is too high. 

The fee is fine. 

RESULTS 

There aren't enough signposts on how to reach the 
hospital. 

Easy to find hospital. 

Hard to fmd Casualty- sign says Accident and 
Emergency department. 

I went round the back of the hospital and ended up in the 
private clinic - there's no sign for casualty. 

It was hard to find X ray. 

Casualty should be free or much less than the G.P. 

Question 3: Have you any comments on the period before you were registered in 
Casualty? 

1,6, 7, 8, 12, 14, 19,24, 
26,27,29,30 

3,4 

9, 10, 15,21,25,28 

9 

15 

20 

16 

13,22 

2 

11 

18 

23 

We're very satisfied. 

Grand. 

We are quite satisfied. 

Waiting with a small child is very hard. 

The wait was terrible with a small baby- we were very 
anxious and didn't know if it was serious or not. 

We've been going in and out of the waiting room for 
ages. 

Not very satisfied. Its now 7 am and we've been here 
since midnight {child admitted to Cherry orchard 
hospital with gastro-enteritis}. 

Dissatisfied- we've been here for hours. 

Very slow-We've been here over five hours. 

Very slow-We waited from midday to 5pm before the 
doctor saw us. He left at 5.15 and said he would be 
back at 5.45, but didn't come back till 6.30 {child 
admitted}. 

They should see you in order of urgency{swallowed 
bleach}. 

Very unsatisfied. Her blood sample hadn't been 
processed from last night. We had to come in to get 
another test done. What would have happened if we 
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hadn't rung? {Henoch Schonlein purpura, admitted}. 

I Question 4: Have you any comments on the period you waited to see the nurse? 

22 

23 

25,28,29 

1, 13, 14 

2 

9 

7 

16 

22 

9 

It was hard to find someone when we arrived {21.30 
hours}. 

There was no one at the front desk. We waited a few 
minutes for the girl- they were great at the desk and told 
us we wouldn't be long. 

No-one at desk {after midnight}. 

Seen quickly. 

It took half an hour to see the nurse. You don't know 
what's in store. You're waiting anxiously and feel you 
might be missed. My wife is hard of hearing. There 
should be a sign with your name lit up. 

We waited % hour to see the nurse. We thought we might 
have been missed. 

I wanted a rough guide of waiting time. 

I prefer to know if there's a big delay. 

We were given the wrong infonnation about waiting time 
and got very anxious. 

A child got sick and it was wiped up without any 
disinfectant. 

Question 5: Have you any comments on the period from arrival until you saw the nurse 
or doctor? 

14 

23 

18,20 

11 

16 

11 

4 

10 

7,10,21 

Pleasant waiting room, shop handy. 

Waiting area brilliant. 

Should have magazines. 

We didn't know the canteen was there. 

There should be a sign up about the shop. 

I had to ask the porter to find the toilet. There aren't 
enough toilets. There is no separate ladies' or gents'. I 
had to queue for the toilet which wasn't clean. 

Seen like clockwork. 

We queued two hours but we expected that. 

Courteous staff. 
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6 

4 

The toilet was hard to find and dirty. 

I could only fmd the disabled toilet. 

The toilet was dirty. 

The rocking horse is dangerous. 

They're very nice to you. 

RESULTS 

I Question 6: Have you any comments about the staj]? 

1·21,23·30 

2,4,5 

2 

6, 7 

22 

Fine staff, good information. 

The nurse was nice / good. 

He had long finished the nebuliser before the nurse 
arrived back. We had to look for the nurse. 

The doctor was good. 

The nurse brought us in to 3 different places. We didn't 
know what she was doing. We got no information from 
the doctor {swallowed coin, discharged}. 

I Questions 7: Have you any comments about information you received in Casualty? 

Most respondents said that the information received was satisfactory. 

2,9 

4 

4 

7 

22 

5 

25 

10, 16, 17 

18 

7 

Told each step. 

Ifs better to be told waiting time. 

The queue was well organised and fair. 

Fair system. 

I didn't feel the queue was organised. It's probably not 
unfair but gives the wrong impression. 

No one told us what was happening. It doesn't seem very 
efficient. 

We got no information on waiting time. I was left in the 
dark. You can't beat the personal touch· there should be 
someone to ask. 

I wanted to know a rough waiting time. 

The doctor said "Wait there, I'll be back". He took ages. 
He didn't say why or what was being done 

We didn't get actual diagnosis from doctor {impetigo}. 

86 



RESULTS 

Question 8: Have you any comments about the investigations you received? 

(prompt - X-ray) 

1 

2 

16 

17 

8,22,25,30 

26 

No problems fmding X ray. 

Waited one hour for X ray. 

Waited 'li hour for X ray. 

No wait for X ray. It took us longer to find the 
department than to get X ray. 

The radiographer was very efficient. 

You didn't know where you were in the X-ray - we 
didn't see anyone {after midnight}. 

I Question 9: Have you any comments about your experience overall in the Casualty? 

1 

2 

9 

18 

22 

25 

Overall everything was pretty good. 

Everything took so long - it would drive you mad to wait 
around not knowing what's happening. 

The nurses were very nice and told us what was 
happening. The waiting is the killer. 

There should be more staff on at this time of night - they 
obviously can't cope with the numbers. 

It was a bit chaotic but we're relieved now to be going 
home. 

I think the care here is excellent. They should tell you 
approximate waiting times otherwise you think you're 
going to be missed. 

The main fmdings of the critical incident interviews were firstly dissatisfaction with 

waiting times, with concern over the lack of infonnation on waiting times or delays, and 

secondly, high levels of satisfaction with the staff. 

Patients came to the Accident and Emergency department rather than attending elsewhere 

for a number of reasons. A recurrent theme of perceived G.P. non-availability prompted 

a series of questions on the G.P. service in the patient/parent survey. 
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Other issues mentioned by respondents included amenities, carparking, and the Accident 

and Emergency department fee, and these items were then covered in the patient/parent 

survey. 

5.4 RESULTS OF PATIENT /PARENT SURVEY 

The results of this survey are addressed under a number of headings, exploring firstly 

patient characteristics, attendance patterns and access to the department. Next, the 

pathway of care-seeking behaviour leading to the Accident and Emergency department is 

examined, with respect to referral patterns and reasons for choice of self referral to the 

Accident and Emergency department. 

The presenting complaint category is analysed, as is disposal of patients. Waiting times in 

the Accident and Emergency department are examined in detail. Satisfaction with 

waiting, information and amenities is explored. The possibility of a change to an 

alternative provider of accident and emergency care is discussed, in the light of the 

opening of the major Tallaght Hospital complex on June 2pt 1998, less than 5 miles 

southwest of Our Lady's Hospital for Sick Children, Crumlin. 

Finally, improvements needed in the Accident and Emergency department are reviewed 

and weighted to give a ranking of the most important interventions required in the 

Accident and Emergency department according to respondents. 

5.4.1 Characteristics Of Patients 

Of the 649 patients! parents approached, 645 responded to the survey, giving a response 

rate of 99.6% . 

. A striking feature noticed in this study is the preponderance of male attenders (Figure 

5.1), which had been noticed in the pilot study, and is a feature of Accident and 

Emergency department attendance in other studies. Males comprised 60.4% (389) and 

females 39.6% (256) of attenders. 
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Figure 5. J Sex of Attender at the Accident and Emergency department 
(n=645) 
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RESULTS 

The age profile of attenders was calculated for males and females (Table 5.2). There was 

no significant difference between the male I female proportion in each age group. 

Table 5.2 Age group and sex of attenders at the ACCident and Emergency department. 

Age group Male no % Female no % TOTAL Total % 

0-<6MONTHS 
31 8.1 17 6.9 48 7.6 

6MONTHS-< 

1 YEAR 
23 6.1 19 7.7 42 6.7 

1 YEAR-<5 

YEARS 
124 32.6 87 35.3 213 33.9 

5 YEARS -<10 

YEARS 
91 23.9 63 25.6 154 24.5 

10 YEARS- 111 29.3 60 24.5 171 27.3 

TOTAL 380 100 246 100 628 100 

The figures from each age group were then extrapolated using 1996 figures from Our 

Lady's Hospital for Sick Children, Crumlin to give attendance numbers annually in each 

age group. These figures are compared to the census population of Dublin county and per 

age group in 1996 (Table 5.3). 
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This extrapolation is for comparative purposes only, and does not necessarily reflect the 

situation as the 8% of attenders from Dublin city and 7% from other regions are ignored 

in the denominator, yet it helps to give some indication of the proportion of the child 

population attending annually. 

Table 5.3 Extrapolated annual attendance at Our Lady's Hospital for Sick Children, 
Crumlin Accident and Emergency department per age-group by population age group of 

Dublin county (1996 census) 

Age Extrapolated annual Population of % attendance of 
Group in attendance at the Dublin county Dublin county 
Years Accident and 

Emergency department 

0-<5 17,760 46,825 37.9 

5 - <10 9,250 51,191 18.1 

10 - 14 9,990 56,593 17.5 

Total 37,500 154,609 24.3 

Age group was not significantly related to day of attendance, duration of symptoms, time 

category or General Medical Services (GMS) entitlement. 

5.4.2 General Medical Services Entitlement 

The sodo economic group was not noted in this study. Instead, proxy indicators were 

used; the lack of possession of a telephone was taken as a simple proxy for social 

deprivation. Of 645 patients, 84.3% (534) owned a phone, while the remainder (165, 

15.7%) did not. Those possessing a medical card, (which comes with General Medical 

Services (GMS) entitlement and is available to those on low incomes) were surveyed, and 

compared to private health insurance subscribers (Voluntary Health Insurance, known as 

VHl) and those who have neither a medical card or VHI subscription. 
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The breakdown of attenders into entitlement / subscription category is shown in Table 

5.4. 

Table 5.4 GMS entitlement and VHf subscription 
.. ..... ..... 

Number % . 

GMS 278 44.9 

VHI 122 19.7 

OTHER 219 35.3 

TOTAL 619 100 

GMS patients were less likely than non GMS patients to have attended the G.P. prior to 

attending the Accident and Emergency department (x,2=7.8, p<0.05, n=600) (Table 5.5). 

Table 5.5 GMS entitlement by attendance at G.P. prior to attendance at the Accident 
and Emergency department. 

AttendedG.P. Didn't attend G.P. 
.. 

. .... 
> ..•... No(%) . Total 

...... No(%Y·. .... ... .... . . . .. 

GMS 59 (36.9%) 212 (48.2%) 271 

NonGMS 101 (63.1%) 228 (51.8%) 329 

Total 160 (100%) 440 (100%) 600 

Of 271 GMS patients, 21.7% (59) had attended their G.P. prior to attendance at the 

Accident and Emergency department, and 78.3% (212) had not. In contrast, 30.7% (101) 

of the 329 non GMS patients had attended the G.P., and 228 (69.3%) had not. 

When asked to suggest a reasonable time to wait in the Accident and Emergency 

department before being seen by a doctor, a greater number of GMS patients gave a 

shorter period than non GMS, but this was not statistically significant (p=0.052). 

GMS patients did not differ from non GMS patients with respect to duration of illness 

prior to attendance at the Accident and Emergency department, presenting complaint 

category or time category of presentation. 
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5.4.3 Temporal Patterns Of Attendance 

Both swnmer and winter samples were taken, with equal nwnbers to facilitate 

comparison. Ofa total of645, there were 321 (49.5%) summer and 324 (51.5%) winter 

attendances. 

Day of attendance was selected during sampling to reflect the usual pattern of attendance, 

where two thirds are seen during weekdays (Figure 5.2). 

Figure 5.2 No oj attendances per portion ojweek (n=645) 

CWEEKEND(SAT, SUN) 
EJWEEKDAY (MON-FRI) 

Similarly, time of arrival at the Accident and Emergency department was determined by 

sampling to reflect the situation where 48.9% (310) are seen during the 5 p.m. to 

midnight shift, 43.1% (273) are seen between 9 a.m. and 5 p.m., and 8% (51) attend 

between midnight and 9 a.m. (Fignre 5.3). 
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Figure 5.3 Percentage arriving per time category (n=637) 
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5.4.4 Geographical Patterns Of Attendance 

5.4.4.1 District Electoral Division I Ward 

For those children who lived in Dublin borough and Dublin county, the ward or district 

electoral division (DED) in which the child lived was numbered using the Eastern Health 

Board system, to determine the geographical patterns of attendance. Patients came from a 

total of 154 different DEDs out of the 350 DEDs that make up Dublin city and county 

boroughs. From 29 DEDs between five and ten patients had attended the Accident and 

Emergency department during the survey. From 6 DEDs (DEDs 91,308,316,320,333, 

503), between 11 and 15 children had attended, and from 3 DEDs between 16 and 20 had 

attended (DEDs 54, 307 and 310). From 2 DEDs, DED 306 (Kilmahuddrick, 

Clondalkin) and DED 332 (Kiltalawn, Tallaght), over twenty children had attended. 

5.4.4.2 Postal code 

For those attenders from Dublin city, the postal code was useful in plotting 

geographically the source of attenders. Dublin county, Kildare county and Wicklow 
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county addresses were also noted. The greatest proportion (17%) came from Dublin 24 

which comprises Tallaght, Jobstown, Firhouse, Oldbawn and Kilnamanagh. Tallaght is a 

burgeoning conurbation of Dublin, with a high percentage of local authority housing; 

34.7% of the catchment population of Tallaght hospital is under 15 years old (316, 448 

by the 1991 census). Dublin 12, made up of Crumlin, Bluebell, Drimuagh and 

Walkinstown, supplied 15% of attenders. This is the area inunediately adjacent to Our 

Lady's Hospital for Sick Children. Crumlin has a significant population of 

disadvantaged and is historically a working class area. Figure 5.4 depicts the source of 

attenders by postal code. A map of postal codes is shown in Appendix 2 as a useful 

reference. 

D22 
15% 

Figure 5.4 Postal code ofatte11ders (11=631) 

D24 

D12 
15% 

Dublin county 
7% 

5.4.5 Access To Accident And Emergency Departments 

5.4.5.1 Distance 

Wicklow 
4% 

D15 
3% 

7% 

The mean distance travelled by attenders to the hospital was 9.6 miles (S.E. 0.486), with 

a maximum of 85 miles. Cumulatively, 30% travelled under 3 miles, 40% under 4 miles 

and 58.6% less than 5 miles. 
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The mode of transport was varied (Figure 5.5), with the majority (69%) arriving by car. A 

substantial percentage arrived by ambulance (11%). It was interesting to note that GMS 

patients were more likely to have come by ambulance compared to non-GMS patients 

(p<0.01). 

PUBLIC 
TRANSPORT 

7"" 

Figure 5.5 Mode of transport to the Accident and Emergency 
department (n 635) 

WALK 

AMBULANCE 
11% 

CAR 
69% 

TAXI 
7% 

5.4.5.2 C:ost 

Accident and Emergency department services are free to GMS patients, as are General 

Practitioner visits. The cost of a visit to a G.P. for a non-GMS patient ranged from 

£12.00 to £25.00 at the time of the study. 

The Accident and Emergency department fee at the time of study was £12.00. The mean 

cost calculated by the parent to be in the Accident and Emergency department, including 

transport, meals, baby-sitter, car parking, time off work and the mean casualty fee was 

£12.25 for all patients (S.E. 2.0), with a maximum of £950.00 estimated in the case of 

one high earning mother. 

Of the total surveyed, 51.6% paid £5.00 or less to be in the Accident and Emergency 

department. Overall, 94.4% paid £20 or less. 
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The public's perception of the Accident and Emergency department charge of £12.00 

was analysed. If those to whom the fee did not apply are disregarded, 32% felt the charge 

was too high, whereas 67% felt it was just right. 

5.4.5.3 Time to Reach The Accident and Emergency dtl>artment 

Over 50% of attenders reached the department in under 30 minutes; however a sizeable 

proportion (over 30%) took over one hour to reach the department. 

Figure 5.6 Time taken in minutes to reach the Accident and 
Emergency department 
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5.4.6 Presenting Complaint Category 

Patients were categorised by presenting complaint into medical, surgical and trauma 

categories. 

Overall, medical cases comprised 46.8% (n=296) of the workload, trauma comprised 

41.5% (n=262) and surgical cases comprised 11.7% (n=74). 

Of note, medical cases were more frequent in winter and trauma more frequent in 

summer (p<0.01), with medical cases numbering 163 (51.3% of total seen) in winter as 

compared to 133 (42.0%) in summer. Trauma comprised 147 (48.4%) of summer 

attendances, but only 115 (35.5%) of the winter total. Surgical cases varied from 30 

(9.5%) in summer to 40 (13.2%) in winter. The proportion of each category by season is 

shown in Figure 5.7. 
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Figure 5.7 Presenting complaint category by season of attendance 
(n=632) 
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Presenting complaint category was significantly related to sex (X2 9.12, d.f.=2, p=O.OI). 

Male patients were significantly more likely to present with trauma (177, 48.5% of 

males) compared to females (90,35.7% of females) and 297 (54.0%) females presented 

with a medical complaint, compared to 161 (38.6%) males. 

The distribution of presenting complaint category by age group is illustrated in Figure 

5.8. 

When presenting complaint category was compared to age group, it emerged that younger 

patients fell predominantly into the medical category, 81.3% (49) of under 4 year olds 

presenting with a medical complaint, and in patients over ten trauma became the leading 

reason for attendance (X2=120.0, d.f.=lO, P<O.Ol). 
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Figure 5.8 Agegroup by presenting complaint category (n =598) 
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The waiting time to see a doctor varied significantly by presenting complaint category 

(-l=17.7, d.f=4, p<O.Ol), and is shown in Figure 5.9. The highest percentage of patients 

seen within one hour of presentation was in the surgical category, and reached 73% (48 

patients). The percentage seen within the hour for trawna cases was 66% (167 cases) and 

fell to 53% (137) in the medical category. A further 29% of medical cases waited 

between one and two hours for the doctor, compared to 25% of trawna patients and 15% 

of surgical cases. Thus 18% of medical cases waited over two hours to see the doctor, 

compared to 10% of surgical cases and 8% of trauma presentations. 

The total time spent in the Accident and Emergency department also varied significantly 

by presenting complaint category, with medical patients spending longer, compared to 

trauma or surgical patients (X2=30,49, d.f=4, p < 0.05). 
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Figure 5.9 Time elapsed between registration and seeing doctor by 
presenting complaint category (n=573) 
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Presenting complaint category did not differ by time category, mode of transport or day 

of presentation. Referral source was not related to presenting complaint category, and 

neither was overall satisfaction with the Accident and Emergency department. 

Presenting complaint category was related to duration of illness prior to attending the 

Accident and Emergency department, the majority of trauma cases (196, 74.2%) 

presenting within 12 hours of symptoms, as compared to medical cases (110,37.0%) and 

surgical cases (28,38.3%), (X2=96.4, d.f.=4, p<O.Ol). 

5.4.7 Reason For Encounter 

Patients were categorised using the alphanumeric coding system of the international 

classification of primary care (Appendix 3). This system classifies the reason for 

encounter as understood by the provider of care, into one of seventeen chapters 

(alphabetical) and then more specifically numbers the reason for encounter within that 

chapter. 

This tool has been shown to be useful for the classification of problems in the Accident 

and Emergency department setting. The top ten reasons for encounter are listed in Table 

5.6. 
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Table 5.6 Leading reasons for encounter 

Code ....... Complaint_ ... 
. .. .... .. .. 

. ~ .. .. No ..... % 

S18 Laceration I cut 45 7.0 

DlO Vomiting 28 4.4 

N80 Head injwy without skull fracture 27 4.2 

D02 Stomach ache 26 4.1 

L12 Hand and fmger complaints 25 3.9 

L09 Ann symptoms I complaints 20 3.1 

NOl Headache 19 3.0 

L72 Fracture radius I ulna 19 3.0 

A03 Fever 17 2.7 

R83 Infections of respiratory system 16 2.5 

Others 403 62.1 

Total 645 100 i 

When the reasons for encounter are grouped by chapter, reflecting the system involved, 

the leading six systems account for 93.2% of all reasons for encounter (Table 5.7). 

Table 5. 7 Leadingfive chapters of reason for encounter 
... 

Chapter System .•.••.. ...... No . % .. 

L Musculoskeletal 169 26.2 

R Respiratory 106 16.4 

D Digestive 102 15.8 

S Skin 91 14.1 

N Neurological 76 11.8 

A General and unspecified 57 8.8 

Others 44 6.8 

Total 645 100 
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It is interesting to further explore each reason for encounter according to referral from 

G.P. and whether admitted or not (Table 5.8). 

For all of these categories, either singly or as a group, there was a non-significant 

relationship between referral by the G.P. and admission. 

Table 5.8 G.P. referral and admission rates in leading reason for encounter categories. 

Code" 
'., ......... . ... ', .. ,." 

"""",' G.p. refeiTed .... "/ Admitted .' 

Total No. Reason for Encounter 
... " , 

I .. ;' " .' .' ,' . No. % No. % ,' .. " ',' 

S18 Laceration / cut 4 (9.1) 3 (6.8) 45 

DI0 Vomiting 8 (28.6) 11 (39.3) 28 

N80 Head Injury 2 (7.4) 7 (25.9) 27 

D02 Stomach Ache 8 (30.8) 13 (50.0) 26 

L12 Hand! Finger complaint 3 (12.0) 5 (20.0) 25 

L09 Arm symptoms 2 (10.0) 1 (5.0) 20 

NOl Headache 5 (26.3) 4 (21.1) 19 

L72 Fracture radius I ulna 1 (5.3) 10 (52.6) 19 

A03 Fever 3 (17.6) 3 (17.6) 17 

R83 Respiratory Infections 4 (25.0) 4 (25.0) 16 

5.4.8 Disposal 

Children were categorised by disposal as they left the Accident and Emergency 

department. Categories and numbers are shown in Table 5.9. 

Table 5.9 Disposal from the Accident and Emergency department. 

No Review 234 37.1 

Outpatient Review 106 16.8 

Accident and Emergency department review 89 14.4 

GP review 49 7.8 

Admitted 153 24.2 

Total 631 100 
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When disposal was examined by age group (Figure 5.10), it emerged that infants under 6 

months were most likely to be admitted, and older children were less likely to be 

admitted and more likely to be reviewed (X2=20.04, d.f= 10, P<0.05). 

Figure 5.10 Agegroup bydisposa/ (n=587) 
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Disposal was significantly related to presenting complaint category. 47.1% (33) of 

surgical cases were admitted, compared to 24.8% (73) of medical cases and 17.2% (44) 

of trauma cases (X2=26.1, d.f=2, p<O.OI). 

When G.P. referred patients were compared to non G.P. referred patients, there was a 

significant difference in admission rates, with 43 (39.8%) of 108 G.P. referred patients 

being admitted, versus 108 (20.8%) of 518 non G.P. referred patients. (X2=17.56, 

p<O.OI). 

5.4.9 Perceived Equity 

When questioned about how fairly patients and parents were treated compared to others, 

the vast majority, 617 (95.7%) felt they were treated very fairly and 6 (0.9%) felt that 

they were treated quite fairly. A minority of7 (1.1%) felt that they were treated not very 

fairly, and 6 (0.9%) felt treated unfairly. 

The main reason for feeling other than very fairly treated was that people skipped the 

queue for no apparent reason (8). Other reasons were that patients brought in by 
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ambulance skipped the queue (3) and that patients had to wait longer because of their 

presenting complaint category (3). 

5.5 WAITING TIMES 

A major component of the parent / patient survey was the measurement of the process 

indicator of waiting time. 

Waiting time can be divided into the time elapsed between the following points 

• Arrival 

• Registration 

• Observations taken by nurse (triage) 

• Consultation with doctor 

• Obtaining result of laboratory test 

• Obtaining result of X ray 

• Discharge 

The fnst time point documented in the Accident and Emergency department is the time of 

registration. Thus, all references such as waiting time to medical consultation will refer to 

time elapsed since registration. It is noticeable that the numbers analysed in this section 

are smaller than the sample of 645. The reason for this is the lack of accurate data on 

timing in some cases, often due to a lack of documentation on the Accident and 

Emergency department case notes. 

The mean waiting times from registration to nursing observations, medical consultation 

and disposal were calculated, as were the ranges, and are shown in Table 5.10. A more 

comprehensive picture of waiting times from registration is illustrated in Table 5.11. 
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Table 5.10 Means and ranges of waiting times from registration in minutes . 

'.' 
.... > ..... . ' . 

Mean S.D ..••. S.E. Minimum Maximum 
.... 1 ' . .' 

Nursing observations 21 0.3 0.17 0 240 

Medical consultation 53 0.94 0.03 0 341 

Discharge 127 0.96 0.05 15 476 

Table 5.11 Waiting times from registration in the Accident and Emergency department 

, . 

•• 

.... , . ' " . 

.....•..... Q.;.lhour .. >1 hour >2 hour >3 hour 
.'. '. 

>,No\ %\ No % No '. % No I···. % .•.. 
.' .. ' '.' 

Nursing observations 455 96.6 16 3.4 .. -- -- --

Medical consultation 343 61.7 163 29.3 50 9.0 -- --
Discharge 94 17.5 217 40.5 133 24.8 92 17.2 

Medical consultation 
103 18.1 to discharge 231 40.6 141 24.8 94 16.5 

5.5.1 Waiting And Overall Satisfaction 

The hypothesis that waiting times in the Accident and Emergency department were 

related to satisfaction with the service was tested. 

It was found that overall satisfaction with the experience in the Accident and Emergency 

department was negatively related to the time elapsed from registration to the medical 

consultation, (X2=23.8, p<O.OI), to the waiting time to nursing observations (X2=31, 

p<O.Ol) and to the total time spent in the Accident and Emergency department (X2=1O.37, 

p=O.OI) (Figure 5.11). Thus, waiting time for the three main events in the Accident and 

Emergency department impact on overall satisfaction. 
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Figure 5.11 Satisfaction with the Accident and Emergency department 
experience by total time spent in the department (n=528) 
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RESULTS 

The total time spent in the Accident and Emergency department was not related 

significantly to the referral source, whether the parent would recommend the Accident 

and Emergency department to family or friends or whether the parent would go instead to 

Tallaght hospital. 

The total time spent in the Accident and Emergency department was higher in the medical 

and surgical category than in the trauma category (X2=30.1, p<O.01) (Figure 5.12). 

% 

45 

40 

.35 

30 

25 

20 

15 

10 

5 

0 

Figure 5.12 Total time in the Accident and Emergency department by 
presenting complaint category (n~=526) 

...... Surgical 

~Medical 

-!l-Trauma 

0-1 hour >1-2 hours >2-3 hours <3-4 hours 

105 



RESULTS 

The total time spent in the Accident and Emergency department was significantly related 

to the time elapsed from the medical consultation to discharge (X2=134.3, d.f.=6, 

p<O.Ol), and to time to nursing observations (X2=20.47, d.f.=3, p<O.Ol). 

When the total time in the Accident and Emergency department was compared by 

disposal group (Figure 5.13), it was apparent that admitted patients spent significantly 

longer in longer in the Accident and Emergency department (X2=33.4, p<O.Ol). Of 

patients spending over three hours in the Accident and Emergency department, 30% were 

admitted. 

Figure 5.13 Total time in the Accident and Emergency by disposal (n=514) 
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The total time spent in the department was compared to the performance indicator set of 

80% spending under 3 hours in the department. The percentage spending under 3 hours in 

the department in this study was 50.9% (328/645) 

5.5.3 Wait for the Doctor 

It was interesting that the wait for the medical consultation was significantly related to the 

portion of the week, being longer at weekends (X2=15.26, p<O.Ol) (Figure 5.14). 
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Figure 5. 14 Time waitingfor medical consultation by day (n=549) 

Weekday Weekend 

RESULTS 

00-1 hour 

D>1-2 hours 

0>2 hours 

53.4% (354 of645) of patients saw the doctor within one hour of arrival of the doctor, 

compared to the perfonnance indicator set of 80%. 

Patients and parents were asked to suggest a reasonable time to wait in minutes before 

being seen by a doctor. Answers are documented in Table 5.12. Most feel that they 

should see a doctor within 30 minutes of arrival at the Accident and Emergency 

department. 

Table 5.12 Acceptable time to wait before seeing a doctor 

... . .. 

Waittime in Minutes .. . No~ ... . % ...... 
.... . . 

o to 30 341 52.9 

31-60 221 34.3 

61-120 30 4.7 

121-180 9 1.4 

>180 28 4.3 

Don't know 16 2.5 

TOTAL 645 100 

Figure 5.15 shows the waiting time for the medical consultation compared to the 

expected waiting time that attenders had anticipated. Parents I patients were asked to 

107 



RESULTS 

consider the waiting time that they had experienced against their expected waiting time 

for a doctor. Just under half felt that the waiting time was as they had anticipated. The 

waiting time was longer than expected in one third. 

FIgure 5.15 Waiting timejor doctor compared to expected wait 
(n=632) 
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When actual waiting time to see a doctor was compared by 624 attenders to the expected 

waiting time that they had foreseen, it emerged that greater overall satisfaction was 

significantly related to a shorter waiting time compared to expected (X:=62, p<O.O I). 

Parents were specifically asked about the wait time at various stages of the visit. There 

were a total of 355 comments that the wait was too long or far too long. Of these, 194 

referred to the wait for the doctor, 52 referred to the wait at the reception desk, 44 to the 

wait to have a test, for example an electrocardiogram or to obtain test results, for 

example, of laboratory samples. The wait for the nurse to see the patient initially was 

mentioned as too long or far too long by 40, and 25 mentioned the lengthy wait for an X 

ray to be taken, or interpreted. 

Overall satisfaction with the Accident and Emergency department experience was 

significantly related to perceived unsatisfactory waiting times to see a doctor (X2=1 1.85, 

d.f.=4, p<O.Ol), for an X ray (X2=16.7, d.f.=4, p<O.Ol) and for a test result (X2=46.5, 

d.f.=4, p<O.Ol). 

Thus, actual and perceived long waits both impacted significantly on overall satisfaction. 
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Figure 5. J 6 Satisfaction with the experience in the Accident and Emergency 
by perceived length of wait for doctor (n=632) 
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5.5.4 Waiting for the Nurse 

A total of 325 children out of 645 (50.4%) waited 10 minutes or less t have nursing 

observations performed. This contrasts unfavourably with the performance indicator set 

of 80% seen in under 10 minutes. 

5.5.5 Information On Waiting Situation 

Parents were asked about the information they received while waiting, about predicted 

waiting times, the queuing system and reasons for delays, and results appear in Figure 

5.17. 
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Figure 5. J 7 Satisfaction with information about waiting times, queuing 
and delays (n=645) 
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RESULTS 

The main reasons for being other than very satisfied were that no information was given 

(126), that the wrong information was given (10) or that the parent didn't understand the 

queuing system (4). 

Satisfaction with information on waiting times was significantly positively related to 

overall satisfaction (X2=78.4, d.f.=3, p<0.05). 

Suggestions to improve the waiting situation with regard to information numbered 191. 

The main suggestion was that the time to wait be displayed and updated regularly. 
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Table 5.13 Suggestions to improve information on waiting 

Suggestion .No % 
.. 

Give approximate time 57 29.8 

More staff needed 50 26.2 

Ticket system 22 11.5 

Signs with explanatory infonnation 4 2.1 

Clock with waiting time 19 9.9 

Person to ask 28 14.6 

Other 11 5.9 

Total 191 100 

5.5.6 Infonnation In General 

There was a high level of satisfaction with the level of infonnation received in the 

Accident and Emergency department generally, with 89% being very satisfied. 

Figure 5.18 Satisfaction with the infonnation received in the Accident 
and Emergency department (n =643) 
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When the child was specifically asked, 95% were very happy with the explanations they 

had received during the episode of care (Figure 5.19). 
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Figure 5.19 Satisfaction of child with information received (n=430) 
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Over 90% of parents felt very satisfied with the infonnation provided on three main 

aspects of the child's illness (Table 5.14). 

Table 5.14 Satisfaction with information on treatment necessary. the nature of the 
child's illness and what to do now that the patient is leaving the A & E department. 

I> .' ..•. '. • •....... " .......•....... Treatment necessary Natureofillness '. . ..... What to do now leaving 
...... 

. ..•....... . ' No " 

.... % ..•.•..... No % " No. '. I······· .% • y. 

VeI)' satisfied 565 92.8 564 92.9 527 95.3 

Quite satisfied 30 4.9 31 5.1 14 2.8 

Not veI)' satisfied 9 1.5 8 1.3 6 1.2 

Dissatisfied 5 0.8 4 0.7 3 0.7 

Total 609 100 607 100 550 100 

5.5.7 Satisfaction With Quality Of Care And Courtesy 

Of the 645 parents, 566 (88.8%) and 585 (90.5%) were very satisfied with the medical and 

nursing care respectively (Table 5.15). There was a high level of belief that the staff knew 

what they were doing, and the vast majority felt that they were treated humanely. 
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Table 5.15 Satisfaction with medical and nursing care 

Very Quite ..... Not very . .. 

Dissatisfied Total 
.... ... 

........ 
satisfied satisfied satisfied .. 

No % No % No % No % No % 

Medical care 566 89.3 54 8.5 6 0.9 8 1.1 634 100 

Nursing care 584 90.5 43 6.7 3 0.5 15 2.3 645 100 

When those children who were able to respond were asked "How did everybody here treat 

you", the overwhelming response was "very well". 

Table 5.16 Aspects of satisfaction with the staff 

... ··Yes ... ... No Don't know Total . ..... 

..... ....... .... . 
No. •... % ..... No ...• % No. 0/0 •... I··· No . 

...... . .... 

Do you think that the staff 
619 98.3 9 1.4 2 0.3 630 

knew what they were doing? 

Did the staff listen to you? 617 98.1 11 1.7 1 0.2 629 

Were the staff nice to you? 456 99.3 1 0.2 2 0.5 459 
(child asked) 

Overall satisfaction with the Accident and Emergency department was significantly related to 

whether attenders felt that staff had listened to them and treated them like a person 6:2= 17.3, 

d.£=3, p<O.OI) (Table 5.16). 

The perceived quality of the medical care was found to be significantly related to the overall 

satisfaction with the Accident and Emergency department( X2=27, P<O.Ol) (Figure 5.20). 

113 

% 

100 

100 

100 



N 
u 
m 
b 
e 
r 

RESULTS 

Figure 5.20 Satisfaction with the quality of medical care by overall satisfaction 
with the Accident and Emergency department 
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5.5.8 Referral Patterns 

The main sources of referral to the Accident and Emergency department are detailed in 

Table 5.17. General Practitioner (G.P.) referral for the purpose of this study encompassed 

G.P. seen patients and those who contacted the G.P. and were referred without the G.P. 

seeing them. Hospital referrals mainly comprised referrals from adult hospitals such as 

Naas General Hospital or St. Colmcille's Hospital, Loughlinstown, or maternity 

hospitals. Referrals from other sources inc1uded those sent in by nursing or paramedical 

staff, for example from schools or camps. 

Table 5.17 Referral source 

Referral Source 
~ , 

No. I % 
- -

Self 435 67.9 

G.P. with letter 158 24.6 

G.P. without letter 19 3.0 

Hospital 24 3.9 

Other 4 0.6 

Total 640 100 

114 



RESULTS 

5.5.9 The Pathway To The Accident And Emergency Dwartment 

A detailed set of questions was asked about the precise pathway that each patient 

followed before attending the Accident and Emergency department, and the following 

picture emerged (Figure 5.21). Of the 645 respondents, 623 (96.6%) of parents / 

guardians stated that the child or family had a G.P. Of the remainder 17 (2.6%) did not 

have a G.P. and 5 (0.8%) did not know. 

Figure 5.21 Pathway to the ACCident and Emergency department via General 
Practitioner (n=640) 
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RESULTS 

The reasons for not attending the G.P. after contact was made in some way with the 

doctor, locum, secretary or surgery were explored further. 

The outcome for the 58 parents who contacted the G.P. but were not seen by the G.P. is 

shown in Figure 5.22. 

5.5.10 G.P. Contact 

Of the 623 children with a G.P., 158 had visited the G.P. and a further 58 had attempted 

contact. Of these 19 were successful (29.6%) and were referred to the Accident and 

Emergency department by the G.P. 

Of these 58, 19.0% of parents were told the waiting time for the G.P. or locum and either 

decided themselves or were advised by the G.P. that it would be quicker to take the child 

to the Accident and Emergency department. In this study these patients are deemed self 

referred. An answering machine was reached in 6% of the 58 cases, and either the 

message was unhelpful or they decided to try the Accident and Emergency department 

instead. The family's or child's own doctor wasn't available in 13% of cases, resulting in 

the decision by parents to seek care in the Accident and Emergency department. 

Figure 5.22 Outcome ojContacting a.p. in those not seen bya.p. (n=58) 
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5.5.11 Referral Sources 

The reasons for self referral are given in Table 5.l8. Self referral is considered to 

comprise those who did not see or contact a G.P. and those who may have contacted a 

G.P. but were not sent to the Accident and Emergency deparbnent by the G.P. 

Table 5.18 Reasons givenfor selfreferral 

Reason for self referral No. % 

Other 35 88.0 

Thought needed immediate attention 106 26.8 

Thought best dealt with in Accident and 64 16.2 
Emergency department 

Thought needed X Ray 56 14.1 

Thought G.P. would refer anyway 52 13.1 

Under hospital care already 36 9.1 

Hospital more convenient 21 5.3 

Thought hospital cheaper 14 3.5 

Prefer hospital for this condition 5 1.3 

Couldn't contact G.P. 4 1.0 

Didn't want to bother G.P. 4 1.0 

Not happy with G.P. 2 0.5 

Thought G.P. unavailable 1 0.3 

TOTAL 396 100 

Younger children were significantly less likely to be self referred (X2=37.25, d.f.=5, 

P<O.OI). 

5.5.12 Satisfaction with G.P. Availability 

Only 62% of attenders were satisfied with the general availability of their G.P., and 

approximately 20% were not very satisfied or dissatisfied with their G.P. availability 

(Table 5.19). 
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Table 5.19 Satisfaction with G.P. availability 

Satisfaction with G.P.availability . No. % 

Very satisfied 403 62.5 

Quite satisfied 90 14.0 

Not very satisfied 78 12.5 

Dissatisfied 50 7.8 

Don't know/not applicable 24 3.7 

Total 645 lOO.O 

Table 5.20 shows that source of referral was significantly related to satisfaction with G.P. 

availability, self referred patients being more likely to be dissatisfied (X2=26.58, d.f.=3, 

p<O.OI) compared to other patients from other referral sources. 

Table 5.20 Referral source by satisfaction with G.P. availability 

Referral . Very Satisfied Quite Satisfied Not Very Dissatisfied 
Satisfied 

No % No % No % No % Total 

Self 227 49 82 18 64 14 42 9 465 

Other 154 85 8 4 12 7 8 4 182 

Total 401 62 90 14 76 17 50 7 645 

5.5.13 Satisfaction With Amenities 

Parents were asked to rate six amenities, and the level of privacy, and to then give an 

overall satisfaction score to cover these areas (Figure 5.23). It emerged that the quality of 

reading material, refreshments and toys rated lowest, with over 20% of respondents rating 

them as "very bad". Privacy and the consultation room were rated highest. 
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Figure 5.23 Rating by patients/parents of amenities, from 1 to 5, 
where 1 = very good and 5 = very bad 
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5.5 .14 Overall Satisfaction With The Experience In Accident And Emergency 

Department 

RESULTS 

A grading was sought from parents of their overall satisfaction with the particular episode 

experienced in the Accident and Emergency department (Figure 5.24). Of the 645 

respondents, 79% were very satisfied. 

Figure 5.24 Overall satisfaction with Accident and Emergency 
Department (n=645) 
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There was a significant inverse relationship between overall satisfaction with the Accident 

and Emergency department and satisfaction with the G.P. availability (X2=12, d.f.=3, 

P<O.Ol) and this is illustrated in Figure 5.25. 
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Figure 5.25 Patient satisfaction with GP availability by overall satisfaction 
with A & E (n=583) 
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As an extension of overall satisfaction, patients were asked whether they would 

recommend the Accident and Emergency department to family and friends (Figure 5.26). 

Figure 5.26 Percentage who would recommend this Accident & 
Emergency department to family andfriend~ (n=645) 
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RESULTS 

5.5.15 Provider Of Accident And Emergency Care 

One quarter stated that in future, they might attend Tallaght hospital Accident and 

Emergency department for a similar episode of care (Figure 5.27). Overall satisfaction 

with this Accident and Emergency department visit was significantly related to whether 

the patient might attend Tallaght hospital in the future (X2=39.2, P<O.Ol ), those less 

satisfied being more likely to change care provider (Figure 5.28). 

% 

Figure 5.27 Percentage who might go in future to Tallaght Hospital 
Accident and Emergency Department 
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Figure 5.28 Overall satisfaction with the A &E episode by possible change of 
A & E care to Tallaght hospital 
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However, when respondents were asked why they might change provider of care, it 

emerged that the main reason for change was convenience (Table 5.21). Of 162, 2 stated 

that they were unhappy with the episode of care on this occasion. 
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Table 5.21 Reasonsfor changing to Tallaght 

Reason No % 

Convenience 129 79.6 

Feel better care 11 6.7 

To try it 18 11.1 

Other 4 2.6 

Total 162 100 

5.5 .16 Reattendance Rates 

Reattendance rates were calculated as the percentage of patients who returned to the 

Accident and Emergency department within 48 hours of initial presentation. This study 

found a rate of 3.8%, which complies with the standard set internally of <5 %. 

5.5.17 Aspects Of Importance To Patients 

Attenders were asked to identify up to three of the most important features of a good 

Accident and Emergency department (Figure 5.29). Good quality of medical care was 

listed by 545 respondents. Information on the child's illness ranked next, with 400 

parents regarding it as an important feature. Under one half of parents mentioned quick 

service as important. Humane treatment such as courtesy of staff and privacy were ranked 

next, followed by information provision to the G.P., and information on waiting times. 

Improving health received a low rank, being mentioned by less than 100 parents. Cost 

and amenities were rated least in importance. 
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Figure 5.29 The most important features of a good Accident and Emergency 
department, according to attenders (n=1890) 
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GMS patients were no different in choosing features of a good Accident and Emergency 

department. 

Parents were then asked to mention up to three of the most important improvements 

needed in this Accident and Emergency department (Figure 5.30). GMS patients were 
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less likely to mention costs (p=O.Ol) and more likely to mention the waiting room 

facilities (p<O. 01). 

Figure 5.30 Most important improvements needed in this Accident and 
Emergency department, according to attenders (11=1176) 
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Once the relative importance of issues relating to an Accident and Emergency department 

service was established by attenders and parents, the most important improvements 

needed could be assessed in the light of their weighted importance (Table 5.22). The 
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volume of comment per improvement was multiplied by the number of mentions of 

importance it had received. To facilitate handling, this figure was divided by 10,000. 

It emerged that information on illness moved to the second most important improvement. 

Improving medical and nursing care moved to third place, ahead of information on 

waiting times or delays. 

Table 5.22 Weighted importance of improvement 

Improvement I.. Importance Weighted 
Improvement mentions/WO mentions! importance. of 

100 (weight) improvement 

Reduce cost 0.3 0.4 0.12 

More courteous staff 0.1 2 0.2 

Give more information to G.P. 0.5 0.7 0.35 

Improve privacy 0.4 1 0.4 

Improve refreshments, toilets 1.6 0.3 0.48 

Give estimate of waiting time 1.6 0.7 1.1 

Give frequent information on delays 1.7 0.7 1.2 

Improve medical & nursing care 0.3 5.5 1.7 

Give more information on illness 0.6 4 2.4 

Reduce waiting times 3 3 9 

5.6 RESULTS OF APPROPRIATENESS STUDY 

5.6.1 Pilot Study On Appropriatness 

A pilot study set the scene for the appropriateness study, sketching a broad outline of the 

proportion of attenders who did not need to attend the Accident and Emergency 

department specifically for treatment. Every fifth attender (n= 128) was assessed for 

necessity of attendance at the Accident and Emergency department. The pilot study relied 

on value judgements from each attending doctor on whether the presenting complaint 

required management in the Accident and Emergency department or admission. It gave 

an indication that the level of attenders who could have been seen in a primary care 

setting was substantial, with 61.1 % deemed inappropriate attenders. 
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41 % had symptoms lasting longer than 48 hours, a duration used as a criterion of 

inappropriateness in other studies19
, 60 . 

The level of appropriate attendance found in the pilot study is shown in Table 5.23. 

Table 5.23 Level of appropriate attendance according to the attending ACcident and 
Emergency department doctor (n= 128) 

Appropriate ..... ; No.(%) Inappropriate ... No.(%) 
...... ". . ...... , ...... <.'. ..... .' • >. . .... 

Admitted 19 (14.8) General Practitioner could have 12 (9.6) 
treated and referred to the Accident 
and Emergency department 

Investigated and 14 (10.9) General Practitioner could have 27 (2l.3) 
discharged treated and followed up 

Investigated, treated 14 (10.9) General Practitioner could have 39 (30.2) 
and discharged treated 

Observed and 3 (2.3) 
discharged 

Subtotal 50 (38.9) Subtotal 78 (6l.1) 

Self referred patients were arbitrarily divided into convenience and rational users of the 

Accident and Emergency department (Table 5.23). 

Table 5.24 Reasons patients gave for selfreferral to the ACcident and Emergency 
department 

Reasons Number % Deemed 

Thought needed immediate attention 9 18.8 rational 

Thought General Practitioner not available 8 16.7 convenience 

Prefer hospital 7 14.6 convenience 

Already under hospital care 7 14.6 rational 

Hospital more convenient 6 12.5 convenience 

Thought G.P. would refer anyway 5 lOA rational 

Thought needed X-ray 4 8.3 rational 

Other 2 4.1 convenience 

Total 48 100 
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For those children whose parents appear to rationally presume that the Accident and 

Emergency department was the best place for, this pilot study showed similar 

inappropriate usage patterns compared to convenience users. 

-l showed no significant difference in appropriate attendance between patients who gave 

rational reasons for Accident and Emergency department attendance and those who 

appeared convenience attenders (p=0.09) (Table 5.4). 

5.6.2 Measurement Of Appropriateness 

Three different measures were used to designate appropriateness by retrospective case 

note analysis. The criteria used for each of these methods are outlined in Chapter Four. 

The three criteria are is as follows: 

• Sheffield 

• Prince 

• Crurnlin 

When applied to the same 599 records, the levels of appropriateness varied between 

26.0% and 35.3% and are shown in Table 5.25. 

Table 5.25 Appropriateness by three different criteria 

C ·· . ........ A···· . ·"In· ....... T al ntena . ... .. ppropnate appropnate ot 
. . ........ I. .... . ...... . 

Sheffield No 437 162 599 

% 74.0 26.0 100 

Prince No 388 211 599 

% 64.7 35.3 100 

Crumlin No 397 202 599 

% 66.3 33.7 100 

Appropriate attenders by the 3 measures did not differ significantly from inappropriate 

attenders with regard to day of attendance (weekday or weekend) or time category (day, 

evening, night). 
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5.6.3 Reason for Encounter 

The leading reasons for encounter were analysed by appropriateness of attendance by all 

3 measures, and this is shown in Table 5.26. 

Table 5.26 Inappropriate Measures of Leading Reasonsfor Encounter 
. 

' .. ' .' .' . 
.... . .... Crumlin Sheffield Prince 

Code ReaSon for Encounter No. . ,;', , 
.... 

' .. . 
'.: . ': ··No. '.% I No. % No. % 

'. . '. . 

S18 Laceration 41 21 51.2 20 48.1 0 0.0 

DI0 Vomiting 28 9 32.1 6 21.4 13 46.4 

N80 Head injury 26 14 53.8 11 42.3 0 0.0 

D02 Stomach ache 26 9 34.6 5 19.2 8 30.7 

L12 Hand I Finger complaints 25 5 20.0 4 16.0 5 20.0 

L09 Ann symptoms 20 5 25.0 3 15.0 5 25.0 

NOl Headache 19 7 36.8 8 42.1 12 63.1 

L72 Fracture radius I ulna 19 0 0.0 0 0.0 0 0.0 

A03 Fever 17 8 47.1 3 17.6 16 94.1 

R83 Respiratory Infections 16 2 12.5 1 6.3 3 18.8 

Total 80 61 62 

5.6.4 Variables related to Appropriateness 

For all three measures, the duration of reported illness prior to presentation at the 

Accident and Emergency department was related significantly to appropriateness, those 

with a longer duration (over 24 hours) more likely to be inappropriate (Crurnlin X2 12.8, 

p<O.OI, Sheffield X2=20.7, p<O.OI, Prince X2=26.2, p<O.OI). 

Using the Crurnlin criteria, appropriateness of attendance did not vary significantly with 

age. However, using both Sheffield criteria (X2=12.6, p<O.OI) and Prince's criteria 

(X2=16.5, p<O.OI) the age groups over 5 were more likely to be appropriate attenders. 
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Satisfaction with the availability of the G.P. was not related to appropriateness of 

attendance, and GMS patients were no more likely to be inappropriate or appropriate 

attenders compared to non GMS patients. 

Using Crumlin criteria, G.P. referred patients were automatically deemed appropriate. It 

is interesting that, using Prince's criteria, G.P. referred patients were no more likely to be 

appropriate attenders. Using Sheffield criteria no significant relationship was found 

(O.R. 1.57, 95% C.I. 0.99<OR<2.51). 

With Prince's criteria, there was no significant difference between the distance travelled 

to the Accident and Emergency department and the level of appropriateness. However, 

using Crumlin criteria, the longer the distance travelled, the more likely it was that the 

attendance was appropriate (i=9.28, p=0.02). Using Sheffield criteria, this relationship 

almost reached significance (p=.053). 

5.6.5 Comparison Of Criteria for Appropriateness 

The three criteria used were compared in 2 x 2 tables using X2 to analyse the odds-ratio of 

an appropriate attender for one criteria being appropriate when measured by a second. 

An appropriate attender by the Crumlin criteria was significantly likely to be deemed 

appropriate by the criteria of Sheffield (X2=229.9, O.R. 24.1, 95% C.L 14.5 <O.R.<40.3) 

and Prince (X2=195.1, O.R. 14.2,95% C.I. 9.6 <O.R.<23.6). 

The likelihood ofa patient appropriate by Prince's criteria being appropriate by Sheffield 

criteria was less, but significant (X2=133.2, O.R. 9.4, 95% C.L 6.1 <O.R.<14.7). 

5.7 RESULTS OF THE GENERAL PRACTITIONER QUESTIONNAIRE 

The following are the results of a simple ten question G.P. questionnaire. The sample size 

was 34; thus interpretation can be descriptive only. 

Of 40 General Practitioners (G.P.s) circularised with a questionnaire 3 weeks after their 

patient's attendance at the Accident and Emergency department. 33 responded, giving a 

response rate of 82.5%. 
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5.7.1 Connnunication Received from the Accident and Emergency Department 

Of the 33, 14 had received no connnunication from the hospital since the episode of 

Accident and Emergency department care. The most frequent form of connnunication 

received by the remainder was by letter. This letter may have been a discharge or out 

patients letter, or a letter from the Accident and Emergency department. Some G.P.s 

were asked by the patients to rewrite the prescription as a GMS script and this was 

deemed a connnunication. Connnunication methods are illustrated in Figure 5.31. 
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Figure 5.31 Communication received by GP from the hospital since the 

patient If'aS discharged (n= 33) 
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Of 17 responses, most G.P.s (70.8%) were happy with the level of connnunication 

received on this occasion, and 29.2% were not. 

Of the 8 G.P.s who replied to the question "How soon did you receive the 

connnunication after the Accident and Emergency department visit?", One had waited 28 

days, three had waited over 10 days, and four had been contacted in under 10 days. Of 13 

G.P.s who had not received any connnunication, 12 felt that some should have been 

received. 

When asked "Would you ever like to receive connnunication from the hospital Accident 

and Emergency department when you refer a child?", 26 wished routine connnunication, 

seven felt that connnunication was merited if the child is being referred back to the G.P., 

and two wished for connnunication in certain circumstances only, such as death, when the 

diagnosis is a viral illness or when non accidental injury is suspected. 
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The fonn of communication favoured by this small sample of G.P.s was a copy of the 

Accident and Emergency department notes. The preferred fonns of communication are 

represented in Figure 5.32. 

A further comment by 7 was that they would like to receive some communication if the 

child is being admitted. 

Figure 5.32 Preferred form of communication from the Accident and 
Emergency department, according to GP (n=54) 
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A sizeable proportion (53%) of this sample of G.P.s were not very satisfied or were 

dissatisfied generally with the communication received from this Accident and 

Emergency department (Figure 5.33). 
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Figure 5.33 Satisfaction ofGPs with comunication in generalfrom 
thisA &E (n=32) 
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Very 
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Not very 
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Dissatisfied 

RESULTS 

However, overall satisfaction with the Accident and Emergency department service in 

general showed 72% to be quite satisfied and 19% to be very satisfied (Figure 5.34). 

Figure 5.34 Overall satisfaction ofGPs with service provided in 
this Accident and Emergency department (n=32) 

Number 

5.7.3 Investigations 

Very 
Satisfied 

Quite 
satisfied 

Not very 
satisfied 

Dissatisfied 

When asked "Do you have access to investigations at the hospital?", 24 (80%) replied 

that they did, and 6 (20%) stated that they didn't. The main investigative facilities 

available are X ray, phlebotomy and laboratory services (Table 5.27). 
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Table 5.27 Investigations to which GP.s have access in this hospital (n=48) 

[fuvestigati()Il!NuMBERI . % I .................. ···1> ...... . I ..... : .• 

~-Ray I 19 39.5 

I Phlebotomy 19 39.5 I 
f-- I -J 
~aboratOry 8 ~ 

I ECG I 2.2 I 

!Audiometry I ._1_ I 2.~ 
1_ TOtal ____ L 48 100 I 

G.P.s were asked what investigations or facilities they would like to have access to. Of26 

replies, 8 would like direct access to ultrasound facilities, 6 would like X rays without 

appointments, 2 would like speech therapy and 2 would like walk in laboratory facilities. 

Other facilities or investigations mentioned singly were audiometry, phlebotomy, 

phlebotomy without appointment, electroencephalogram, echocardiography and access 

directly to dietician and physiotherapist. 

5.7.4 G.P. Problems with the Accident and Emergency Department 

One third (37%) of G.P.s stated that they had encountered a problem with this Accident 

and Emergency department. Comments about the problem were as follows: 

Respondent Problem 

3 Delay in child being seen when brought in by G.P. with a letter 

4 Long delays. 

5 Juniors behave like consultants. They think G.P.s are morons. There is 
no consultant supervision. 

7 The only problems are due to the numbers attending. 

13 No problems in 30 years. 

14 The Accident and Emergency department are bad at dealing with G.P. 
problems. Patients should be referred back to the G.P. There is overuse 
of inappropriate antibiotics. 

20 Patients prefer Harcourt Street Hospital because of better transport and 
less waiting time. 

27 New junior staff are unaware ofG.P. problems. 
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29 Lack of communication, for example, I was not infonned of a patient 
with meningococcal septicaemia. 

30 Hospital main switch inefficient. 

31 Little or no communication (not infonned of a death). 

5.7.5 Overall Comments 

Overall comments on the A&E service were invited from G.P.s, and are listed below: 

2 The 8.30 emergency facility is greatly appreciated. 

8 I would like an easily available Registrar for case discussion. 

13 Nurses and doctors are always helpful and courteous. 

14 The Accident and Emergency department should deal with Accident and 
Emergency problems. Everything else should be referred back to the G.P. 

31 The level of communication from the hospital is dire. 

5.7.6 G.P. Suggestions to improve the Accident and Emergency Department 

G.P.s were asked about suggestions to improve the Accident and Emergency department 

service for them and their patients and these are shown in Table 5.28. Many G.P.s made 

two or more suggestions. 

• 70% of the 32 G.P.s wished that G.P.s could have an urgent referral pathway for 

patients to the Accident and Emergency department, if the G.P. felt it was necessary. 

• 60% felt that shorter waiting times for Out patient appointments would reduce 

referrals to the Accident and Emergency department. 

• 50% stated that better communication was needed between the Accident and 

Emergency department and G.P.s. 
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Table 5.28 Suggestions given by G.P.sfor improving the A & E department service 

9.4 

should work sessionally providing primary care in the 2 

Totd 88 

Other comments were that 

• The Accident and Emergency should avoid prescribing and should only deal with the 

emergencies, referring others back to the G.P. 

• Triage should be based on G.P. referral. 

• If a G.P. referred patient is sent by Accident and Emergency department to the 

outpatients, the G.P. should be notified of the date and time of the appointment. 

5.7.7 Protocols 

When asked whether they would in theory favour the introduction of agreed pre hospitd 

protocols, 74.2% (n=23) of G.P.s stated that they would favour their introduction, with 

some provisos, however. Comments were that further information was needed, that 

protocols were not practical, especially at night and that every case merits individual 

assessment taking social factors into account. 

The remaining 25.8% (n=8) were not in favour of protocol introduction. 

5.8 CONCLUSION 

In conclusion, the results of this study have enlightened us further about many aspects of 

the service provided by this Accident and Emergency department: 

• the detailed characteristics, pattern of attendance and case mix of attenders 
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• the reason patients chose to attend the Accident and Emergency department 

• patient satisfaction with aspects of the service 

• appropriateness of attendance at the department 

• issnes regarding the General Practitioner service and interaction and communication 
with the Accident and Emergency department 

In order to make this study meaningful in the context of this Accident and Emergency 

service and the regional provision of Accident and Emergency care, further exploration 

and discussion of these results is carried out in Chapter Six. 
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CHAPTER SIX DISCUSSION 

6.1 INTRODUCTION 

The results of the patient/parent survey, the appropriateness measurement and the 

G.P. survey highlight many different areas for discussion. It can be recognised that 

the dimensions of quality in this study are broad, and that the results need to be 

interpreted in the regional context outlined in the introductory chapter. This 

discussion essentially mirrors the sequence of result presentation in the previous 

chapter: 

• Patient characteristics, in terms of age group, General Medical Services entitlement 

and presenting complaint category are discussed. 

• Patterns of attendance including referral sources and reasons for self referral are 

reviewed. 

• Issues such as G.P. availability which impact considerably on the Accident and 

Emergency department service are explored. 

• The debate on appropriate or necessary attendance is addressed. 

6.2 WORKLOAD 

To date the workload of this Paediatric Accident and Emergency facility has been 

unknown. Crude numbers of annual Accident and Emergency department attenders 

have been recorded in the past, but throughput cannot be translated into workload 

without further information on patient characteristics70
• Chambers and Johnson103 

have urged that casemix, and age, sex and social class specific utilisation rates be used 

to compare the level and type of demand observed from a given population. They 

state that these factors need to be taken into account by those responsible for planning 

and monitoring the performance of these services. These data allow the burden on 

any service to be compared from time to time; these figures also permit comparison 

between different units. 
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Crude figures from this Accident and Emergency department, which principally 

serves south Duhlin city and south Dublin county were compared to 1996 census data 
'", 

(the period when this study was carried out). Results concur with the Royal College 

of Physicians Faculty of Paediatricsll showing that a considerable percentage (varying 

from 17 % to 37 % according to agegroup) of the resident paediatric population attend 

the Accident and Emergency department annually. Higher proportions of attendance 

are noted in the under five age group, with numbers equalling 50% of the population 

of the Eastern Health Board attending the Accident and Emergency department 

annually. One caveat must be introduced to this figure; there is no method of 

distinguishing when the same child re-attends with another condition and thus the final 

percentage must be cautiously interpreted. 

6.2.1 Patient Characteristics 

., 

When 649 attending children were analysed by age, sex and case mix, a more 

comprehensive, picture of the nature of the Accident and Emergency department work 

load emerged. 

The preponderance of male patients in the Accident and Emergency department noted 

in many other studies47
•
71 was evident in this study, with almost two thirds of children 

male. The imbalance is most probably due to the fact that accidental injury occurs 

significantly more frequently in male children, possibly because of inherent risk

taking behaviour. This theory is borne out by the greater proportion of males versus 

females presenting with trauma (48.5% versus 35.7%). 

It was immediately apparent that children in the under 5 year old age group are over 

represented at the Accident and Emergency department, this group contributing 48 % 

of total attendance. This reflects the acknowledged higher level of morbidity in the 

first years of life. Patients under 5 years old did not appear to have increased 

attendance at the Accident and Emergency department on any particular day or in any 

particular time category. Neither was General Medical Services (GMS) entitlement 

related to the age of presentation. ". 

It has been noted by the Royal College of Physicians Faculty of Paediatrics9 that 

younger children most often present with medical conditions, and this study 

concurred; children' under 5 displayed the greatest proportion of medical complaints 
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(81.3%), compared to those 5 years old and above. In children ten years old and 

older, trauma was by far the leading cause of presentation (71 %). 

This preponderance of young patients with medical conditions places a considerable 

workload on the Accident and Emergency department which is not reflected in the 
"". 

single total attendance figures. These young children can require substantial expertise 

in their management 9, and this age group were found to spend a greater total time 

within the department, possibly because they often need lengthy observation within 

the department. 

This burden of young attenders reinforces the need, stated by the Faculty of 

Paediatrics9 for staff with substantial paediatric expertise to be available in the 

Accident and Emergency department. The provision of ongoing training and 

education in the skills needed to deal with these younger patients is vital. Supervision 

of inexperienced juniors, as recommended by the Dublin Hospital Initiative Groupl(», 

is clearly required due to the additional skills needed t6 manage this young age group 

compared to older children. 

Children under 5 were more likely to be admitted and thus their attendance numbers 

impact considerably on the cost to the hospital of an episode of health care. 

6.3 GENERAL MEDICAL SERVICES ENTITLEMENT 

General Medical Services (GMS) entitlement has been used as a proxy for social 

deprivation and is of benefit in representing disadvantaged groups for comparison 

purposes. 

GMS patients numbered 278 (44.9%) in this study. This can be compared to the 
"', 

Eastern Health Board average percentage of GMS patients of 29%105. Given the 

location of the hospital and the catchment area served, it is not surprising that 

attenders' parents were substantially more likely than average to hold medical cards. 

These GMS patients appear to form a group distinct in· their charac~eristics from non

GMS patients, and the following differences can be highlighted: 

, . , , 
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• GMS patients were less likely to have attended their G.P. prior to attending the 

Accident and Emergency department, with 21.7% of GMS patients compared to 

30.7% of non-GMS attending their G.P. This result is difficult to explain. 

For GMS patients, both G.P. services and the Accident and Emergency services 

are free of charge. At the time of the study, there was an imbalance in G.P. / 

Accident and Emergency fees, with G.P. charges for private attenders, and in 

particular for domiciliary visits, being on average greater than the Accident and 

Emergency charge. Thus it would have appeared that cost factors would sway 

more non-GMS patients towards the Accident and Emergency department. It 

seems that free access must be only one issue for GMS patients in their decision to 

self-refer. 

GMS patients were no more dissatisfied with G.P. availability than non-GMS 

patients. Perhaps GMS patients value the hospital services over and above G.P. 

services; alternatively they may make certain stylised assessments about the level 

of care needed. 

The financial incentive for General Practitioners to see GMS patients has changed 

from the past system of fee-per-item to a per capita remuneration scheme.. It is 

financially more rewarding for G.P.s to see private patients rather than GMS 

patients. Is it possible that G.P.s are discouraging GMS patients (over and above 

private patients) from seeking primary care for certain conditions? 

A further possibility is simply that, owing to the disadvantaged nature of the area 

immediately surrounding the hospital, many GMS attenders may in fact live in 

close proximity to the hospital, and therefore choose to seek care there. 

• Although thus less likely to be G.P. referred. GMS patients came more often by 

ambulance than non-GMS patients. The use of services by GMS patients has been 

studied extensively by health economists. GMS patients attend the G.P. more 

frequently than patients. Is this a portrayal of need or demand? The increased use 

of ambulance services may stem either from increased need or increased demand. 

Demand may be due to the lower car per family unit ratio that is associated with 

the socially deprived. Possibly GMS patients without a car have a lower threshold 

for summoning the ambulance service for transport. Increased need of GMS I 

patients for ambulance service was not apparent in this study; trauma was no 
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higher in these patients, neither were GMS patients more likely to be admitted: It 

is clear that the quality of outcomes in an Accident and Emergency department 

relies heavily on a good supporting ambulance service, and given the level, of 

ambulance used by attenders, in particular GMS patients, it may be wise to 

consider alternatives to the costly ambulance service for those whose only 

requirement is transport. 

• GMS patients appeared to have greater expectations of the Accident and 

Emergency department; the stated acceptable waiting time for the doctor was on 

average shorter for GMS patient'). 

6.4 ATTENDANCE PATTERNS 

6.4.1 Temporal Patterns of Attendance 

It can be seen from Our Lady's Hospital for Sick Children monthly figures that there 

is generally an increase in attendance over the summer period, with the department 

being busiest in late Spring and Summer. 

Samp ling in this survey artificially selected almost equal numbers in the summer 

(49.5%) and winter (51.5%) samples, but it is interesting to note that attendance in 

August 1996 (3076) were comparable to attendance in December 1996 (2988) and 

January 1997 (2942) when the surveys were carried out. 

The sampling for weekday/weekend and for time category specifically reflected the 

numbers presenting in the week preceding the survey. Thus meaningful comparisons 

can be carried out with this data. 

The busiest period was the 5pm to midnight (7 hour) slot, when 48.2 % of patients 

arrived. This puts a burden on the Accident and Emergency department as medical 

staff "out-of-hours" are duty doctors from the medical, surgical and orthopaedic 

specialities who are backed up by 1 Accident and Emergency department Registrar, till 

9pm and 1 Accident and Emergency department Senior House Officer (sharing a rota 

with Orthopaedic Senior House Officers) till midnight. 
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It is uncertain why the presenting pattern is weighted towards the evening. Perhaps 

parents wish to get their child assessed before "the long hours" of the night. Perhaps 

the working mother or father favours the evening to reduce disruption to work 

patterns. Possibly this pattern reflects the tempo{il quality to certain illnesses. 

Alternatively, it may be that the Accident and Emergency department services after 

5pm are bearing the brunt of reduced availability, or perceived unavailability, as .. 
suggested by Wilson75 and a recent Economic and Social Research Institute106 

publication. 

Rostering staff to meet demand is not easyl03. Even when' account is taken of historic 

daily and seasonal patterns of attendance, there remains considerabIJ~';~ncertainty about 

how many patients will actually attend on each "day, duri,ng each hour of the day. 

However, the National Audit Offices states that"matching of the number of doctors 

and nurses on duty at different times of the day to the expected wo_rkload should be 

considered by Accident and Emergency units103 . 

6.4.2 Geographical Pattern 

The geographical source of attenders in this study reflects quite closely that calculated 

annually by Our Lady's Hospital for Sick Children' Acciden~ and Emergency 
''-.., 

department. A map of postal codes in Appendix 2 may aid interpretation of results. 

The greatest proportion of attenders (17%) came from. Dublin}4, which is the 

location of Tallaght hospital. Dublin 24 borders on Dub~in 12, where Our Lady's 

Hospital is located; this area contributed 15% of attenders.-

Dublin 22 lies to the west of the hospital, abutting on Dublin 24 and Dublin 12, and a 

further 15% lived here. When these results are taken in the context of a new 

paediatric facility being located in Dublin 24, it becomes apparent that at least 32 % of 
~,( 

attenders (those from Dublin 24 and 22) may find Tallaght hospital more convenient 

to attend in future. 

Indeed, when questioned, 25% of attenders felt that they might change care to 

Tallaght hospital once the Accident and Emergency department opened there, mostly 

for reasons of convenience. This has major implications for the future of Our Lady's 
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Hospital for Sick Children and for paediatric Accident and Emergency department 

care in the Dublin region, and is further discussed in Section 6.15. 

6.4.3 Access 

6.4.3.1 Distance 

The mean distance travelled by attenders to the hospital was 9.6 miles. There was a 

skewed distribution of distance travelled; the maximum travelled, was 85 miles but 

most attenders lived nearby. In this study 58.6 % of patients travellea less than five 

miles to the Accident and Emergency department, and 69% arrived by car. However, 

11 % arrived by ambulance, which extrapolates to 10 patients per day. More GMS 
"/' 

patients came by ambulance, as discussed in section 6.3. Thes~,'figures echo the 

patterns of urban Accident and Emergency department usage seen iIf~ther studies70
, 

with the majority of attenders coming from the immediate locality .. 

6.4.3.2 Cost 

Most (67%) felt that the Accident and Emergency department charge of £12.00 for 

non-GMS patients who had not seen a G.P. was acceptable, but 32%' felt that it was 

too high. Cost has always been recognised as a barrier to health care. Some have 

argued that, particularly for paediatric patients, health care should be free to all. This 

finding implies that the Accident and Emergency department· charge forms a' 

significant barrier impeding service accessibility for a substantial minority. 

Charging is a blunt instrument. Overcharging may reduce appropriate as well as 
" 

inappropriate attendance by discouraging those non-GMS patients who cannot afford 

the Accident and Emergency fee. A built in safeguard currently in operation is to 

provide a free Accident and Emergency service for those who have seen their G.P. 

prior to attendance at the Accident and Emergency department. 

The President of the Irish Accident and Emergency Association has recently suggested 

that those presenting inappropriately at an Accident and Emergency 'department should 

be charged, whereas appropriate attenders should not. 107 

Since this study was finished, the Accident and Emergency dep~rtment charge has 

been raised (in late 1997 without public murmur), to £20.00 per attendance. The 
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rationale behind this increase was to amend the price imbalance between the G.P. 

consultation and the Accident and Emergency department visit, in an effort to 

dissuade people from simply seeking the cheaper option. It remains to be seen what 

effect this change will have on the general public's health care seeking behaviour. 

6.5 PRESENTING COMPLAINT CATEGORY 

The anecdotal evidence that medical care formed the bulk of the workload in winter, 

and trauma in summer, was confirmed by this study. This is undoubtedly simply 'the 

nature of the beast' where accidents occur more frequently in summer time and viral 

illnesses peak in winter/spring. 

Overall, medical cases contributed 47% of the workload. Of interest, there was no 

variation in presenting complaint category by weekend or weekday, although 

intuitively one might hypothesise that trauma would be more common at weekends. 

Another notable finding was tbat presenting complaint category was not related to 

referral source - again one could have surmised that trauma patients were more likely 

to be self-referred. 

Tbe leading reasons for encounter were laceration (7.0%), vomiting (4.4%) and head 

injury (4.2%). These are similar to findings of Gannon's study50 where laceration was 

the reason for 15% and 7% respectively of those presenting at a minor injury unit 

and a hospital Accident and Emergency department. 

6.6 DISPOSAL 

One quarter (24.2 %) of attenders were admitted. It is interesting that higher 

proportions of surgical (47.1 %) and medical (24.8 %) cases were admitted compared 

to trauma (17.2%), suggesting that minor trauma constitutes a sizeable subset of 

trauma cases. Admitted patients were more likely to have been referred by the G.P. 

than non-admitted patients. Thus, G.P. referrals form a group distinguishable from 

those self-referred by admittance needs. 
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Numbers referred to the outpatient department were high in comparison to other 

studies. In one Dublin hospital 15, 8-10% of Accident and Emergency attenders are 

referred on to outpatients. In this study, 16.8% were referred. Is it possible that the 

long waiting times for outpatient appointments are swaying G.P.s to refer to Accident 

and Emergency as a way of getting a quick second opinion? More timely provision of 

outpatient care could that use possibly reduce this "back-door" route that G.P.s may 

use for a non-urgent assessment. 

The practice of Accident and Emergency department review was considerable at 

14.4%, and G.P. review accounted for only 7.8% of disposals. 

These findings imply that attenders at the Accident and Emergency department are 

generating considerable work for the hospital, with 30% returning either to a clinic or 

to the department for review. 

Further investigation of the high review rate is warranted; it may be found that some 

of these patients could be reviewed in the primary care settings. A possible reason for 

the high rates may be junior staff with inadequate supervision, using review as a 'fail 

safe' mechanism. 

The attitudes of the Accident and Emergency staff to the G.P.s vary. One G.P. stated 

"that Accident and Emergency staff think G.P.s are morons". Perhaps it is time for 

Accident and Emergency staff to relinquish control of patients and to become aware of 

General Practitioner capabilities in further management of those discharged from the 

Accident and Emergency department. 

6.7 PERCEIVED EQUITY 

The overwhelming majority (95.7%) felt fairly treated in the Accident and Emergency 

department, but 2% felt that they were treated not very fairly or unfairly and it 

emerged that this minority were mostly not aware of the division of labour after 5pm 

into medical, surgical and trauma, leading to perceived inequity. 

It was evident from the critical incident interviews that it can be most frustrating to 

see a patient who arrived later being called in for an earlier consultation for no 
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apparent reason, and this has implications for improved information strategies to 

inform the public of the nature of the queuing system, and the reasons for delays. 

6.8 WAITING TIMES 

The result of this study indicates that the issue of waiting, particularly to see the 

doctor, looms large for most patients and parents. The wait for the doctor, the 

nurse's assessment, for X-Ray were all significantly related· to overall satisfaction. 

Waiting time reduction headed the league table of improvements needed in this 

Accident and Emergency department. Thus, waiting times' emerges M a major 

performance indicator in the Accident and Emergency arena. This finding comes as no 

surprise, and corresponds with the international literature on waiting in tn.eAccident 
~ 

and Emergency department42
• What is beneficial is the segmentation of the lengthy 

wait into its component parts, facilitating more detailed analysis of problem areas for 

amelioration. 

The component parts of the waiting period are discussed below , 

analysis of information received while waiting. 

6.8.1 The Wait at the Reception Desk 

an 

Of 355 adverse comments on waiting, 52 referred to the wait at the reception desk. 

The critical incident interviews highlight the problem of no presence at reception on 

arrival to the Accident and Emergency department, especially during the. night. 

During the survey itself, one parent commented that "it was very dangerous to have 

an unmanned reception desk; the Accident and Emergency department would have a 

lot of answering to do if something went wrong" . 

This finding has repercussions for staffing levels or for deployment~Of staff 

specifically to staff the reception desk after hours. 

6.8.2 The Wait for Nursing Assessment 

The wait to see the nurse was felt to be too long or far too long by. ~O of 355 

respondents. This study found that the mean wait to see the nurse was 20 minutes, 

and that 96.6% were seen by the nurse within an hour of arrival. A further 34% 
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were seen over an hour after arrival. Although triage is not formally carried out'in 

this department, nursing assessment is regarded as an informal method'of prioritising 

patients. 

The results on waiting for nursing assessments indicate that wait times .fall far outside 

the performance indicators of 80% seen within 10 minutes suggested by many 

authorities. This has implications for the recommendations included in Chapter Eight: 

6.8.3 Wait for X-Ray and Test Results 

There was a high level of satisfaction with the X-ray process, although,the critical 

incident interviews indicate that at times there were no staff at the X-ray reception 

desk, leading to confusion among patients. However perceived unsatiif~ct()ry waiting 

times to have an X-ray, or to obtain the result of an X-ray or a test yvere inversely, 

strongly related to overall satisfaction with the Accident and Emerge~h department 

experience. 

6.8.4 Wait for the Doctor 

The length of wait for the medical consultation has been acknowledgect"iobe a pivot~l 

performance indicator in the Accident and Emergency department. ::c 
~l // 

A greater length of wait for the doctor in this study was significantly (related to,_,a 

lower overall level of patient/parent satisfaction. This relationship between longer 

wait for doctor and reduced satisfaction was much stronger than rJe,ither of ,the 

relationships between wait for nursing observations or overall time ~l~pent in }.t~e 
, 

Accident and Emergency department and overall satisfaction, and of·'355 adveEse 

comments about the length of wait in the Accident and Emergency depil:rtment, .··194 

referred to the wait for the doctor. 

, r , 
Thus it seems that the wait for the doctor is the major issue at stake for, patients and 

":,~, . -.... i-

parents. This is borne out in the critical incident interviews, which, ~hjle purely"of 
\ 

descriptive value, nonetheless evidence the anxiety felt by parents:who await the 

medical consultation. 

The waiting time to medical consultation regarded as acceptable to patients ,and 
. ",11-' , 

parents was under 30 minutes for 52.9%, and under 60 minutes for a further 34.3%. 
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Thus, 87.2 % felt that the patient should be seen by the doctor in less than one hour 

from arrival at the Accident and Emergency department. This figure is very similar 

to the performance indicator standard set for wait times for the doctor in this study (of 

80% seen within 60 minutes), and accentuates the perceived need and expectation of 

attenders and parents to be seen in a timely way. 

This contrasts with the reality, where the mean wait to see the doctor was recorded as 

53 minutes. Only 54.3 % of patients were seen by a doctor within one hour of 

registration. A further 29.3% waited up to 2 hours for the consultation, and a 

substantial minority of 9% waited over 2 hours to see the doctor. 

For unknown reasons, medical cases waited significantly longer to see the doctor in 

the Accident and Emergency department than surgical or trauma cases, and 47% 

waited over one hour (as compared to 34% of trauma cases). Of medical cases, 18% 

waited over 2 hours to see the doctor, as opposed to 8 % of trauma presentations. 

Perhaps it may be that some medical cases with pyrexia are often first prescribed 

paracetamol and are not seen by the doctor until a period of observation has passed. 

Similarly, asthmatic patients may be seen only briefly by the doctor before prescribing 

a series of nebulisers. Possibly the time of the 2nd fuller consultation is erroneously 

recorded in the notes as the time of consultation. Trauma patients who present in pain 

may be prioritised and seen more speedily. Alternative theories are due to the 

preponderance of medical cases, and the predisposition towards evening presentation 

to the Accident and Emergency department, that adequate medical staff are either not 

rostered or are not available due to in-house commitments to see these patients in a 

timely fashion. If this is the case, then it bodes ill for those children and infants with 

a medical presentation, who, stable at initial nursing observation, become very sick 

while waiting for the doctor. 

It is also most interesting that the wait for the doctor was significantly longer at 

weekends, raising the question of whether staffing levels or rostering at weekends is 

adequate. 

6.8.5 Total Time in the Accident and Emergency department 

Medical cases spent significantly longer in the department compared to trauma, 22 % 

of medical cases spending over three hours in the department, compared to 10% of 
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trauma cases. This re-emphasises the workload associated with medical cases, and 

their capacity to block up the system. 

A finding worthy of discussion is the fact that admitted patients spent significantly 

longer in the Accident and Emergency department. Reasons for this may be several. 

It may be that these patients required observation for a period of time, culminating in 

the decision to admit. Perhaps the wait for X-ray or laboratory tests slowed the 

decision to admit, raising the need for 'hot reporting' of Accident and Emergency 

department test results. 

A further alternative is that once the decision to admit was made, patients waited on 

in the Accident and Emergency department because no bed was yet available on the 

ward. A deficiency of this study was the difficulty in pinpointing the time of the 

decision to admit; this would have enabled a further analysis of the time spent in the 

Accident and Emergency department by eventually admitted patients, enabling 

appropriate recommendations to be made. 

6.9 INFORM A TION 

The information received while waiting is of paramount importance. Management 

studies refer to the "real" wait and the "felt" wait. All suggest that the "felt" wait 

can be reduced substantially by provision of information and recreational or 

refreshment facilities. 

In this study, only 75% were satisfied or very satisfied with the information on 

waiting. Of those dissatisfied patients, 126 commented that no information was given 

and 10 said that the wrong information was given. 

Satisfaction with information on waiting times was related to overall satisfaction, and 

information on delays with estimates on waiting time ranked 4rh in the improvements 

needed in this Accident and Emergency department, when weighted by importance of 

improvement. 

What can be done to improve information to those waiting? A clock system which 

displays the time to wait was suggested by some, but the simpler measure of an 
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approximate waiting time given at arrival was also mentioned. How accurate can 

these estimates be? Some Accident and Emergency departments provide a patient 

advocate, usually a nurse who devotes some of her time to informing and reassuring 

those. waiting about delays and the reason for them. An advantage of this "personal 
',">/fo"r 

touch" mentioned in the critical incident interviews is the ability to identify those 

patients who may be deteriorating while waiting. 
,,;,;:; 

It was·· reassuring to see the high levels of satisfaction with the level of information 

receiv~<I generally in the Accident and Emergency department, especially the children, 

95% of whom were very satisfied with the explanations of what was happening. 

Less,than 10% were dissatisfied with the information on treatment necessary, the 

nature of illness, what to do on leaving the Accident and Emergency department, the 

medical and nursing care. However, it is expected in satisfaction surveys that 85-

90%. satisfaction levels are reported and it is the interpretation of those dissatisfied 
'/'-t'J}'?> 

that is important in improving the service to patients and parents. 

6.10, OVERALL SATISFACTION 

Are the same patients, who are dissatisfied with the overall episode of care for some 
A 

reason, tarring all aspects of their experience with the brush of dissatisfaction? It 

would appear that these patients/parents are not simply generally dissatisfied 

customers, considering the inverse relationships between satisfaction with G.P. 

availability and the overall satisfaction with the Accident and Emergency department 

episode. 

This • study attempted to winnow out particular elements contributing to overall 

satisfaction. Consider the reasons given for overall dissatisfaction with the Accident 

and Emergency department service. 

Low)evels of overall satisfaction with the episode of care in the Accident and 

Emergency department were related significantly to the following variables: 

• longer waiting times 

• perceived poor quality of medical care 
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• the perception that staff hadn't listened or treated the attender like a person 

• dissatisfaction with information received in the 
department. 

6.10.1 Change of Provider of Care 

Low levels of satisfaction were significantly related:: to the possibility . .of change in 
V~,; Jj 

provider of health care, with less satisfied attenders more likely to c} change care 
f;, (1 

provider to TaUaght hospital, bearing out studies iri~ the literature26
, 27 ~d seeming to 

".',"ff ~,,''?~ ':l!\' ,~, 

validate satisfaction as an outcome measurement. 'g!~ However, on clos~r analysis of 
~~~i ~~f 

those who would change provider of care, the stated reason for change" for the vast 

majority was convenience. Thus, the relationship b"etween dissatisfaction and change 

of provider of care thus seems less firm given the~ lack of dissatisfaction expressed 

when attenders were specifically asked why they might change provider of care. 

I .' 
Of the 162 (25%) who might change provider of ~are to TaUaght hospital, 11 (6%) 

stated they felt there might be better care there. This is a remarkable statement on a 

facility that was not yet commissioned and was not' due to open till at least one year 

from the study date. Perceptions of parents of the expertise and technological and 

aspects of a service may thus be coloured by the size'ofthe facility. 

6.11 REFERRAL RATES AND G.P. AVAILABILITY 

6.11.1 G.P. Referrals 

This study found higher referral levels from the G:i>: (25% with a G.P. letter and 3% 
,4. 

without a letter) compared to the monthly and annual figures recorded by the Accident 

and Emergency department. Reasons for this discrepancy may be the non-recording 

on case notes of a G.P. referral, particularly aft~r 9pm when nursing staff clerk 

patients. Telephone referrals or those sent in dirtf"tly without a letter from the G.P. 

are sometimes not recorded on case notes. 

Hospital referrals comprise 4% of all referrals; "'. This is";'probably"specific to the 

paediatric Accident and Emergency department,:'~here neonatal and t~dult hospitals 
j .> -f 

refer for management or admission. Although" small in number, these patients by 
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their nature may need admittance. An alternative route of referral.may be preferable, 
'~: ) 

with hooked admission a possible option. This would free';the Accident and 
:.~' 'c, 

Emergency department to look after other cases. 

This study found that a greater proportion of patients urider 5 were G.P;: referred, 

rather than self referred. These facts lead to the surmise thai'G.P. availability may not 

be a difficulty for this group. Perhaps in this age group second opinion is valued 
:~ 

more, either by the parent or by the G.P. 

6.11.2 G.P . Availability 

r, 
The issue of patients attempting to contact their G.P. merits discussion. Of the 58 

<~~ , 
patients in this study who attempted to contact the G.P. but were not seen by the 

G.P., only 19 succeeded and were referred directly to the Accident and Emergency 

department without being seen by the G.P. 

In those cases who attempted unsuccessfully to contact 16 % of parents were 

either dissuaded by the G.P. or locum or put off by the stated wait for the G.P., and 
~"" 

so attended the Accident and Emergency department. The critical incident interviews 

discovered one parent who was told that the wait for the G.P. was five hours, and one 

parent whose G.P. said she was wasting her time waiting fo~ him and to go to 
, 

'casualty'. Is this a deflection of cases by G.P.s to Accident and Emergency 

department service? Or is it a reflection of the strained, provision of G.P. on call 

services in Dublin? 

Only 62.5% of attenders in this study were very satisfied with their G.P. availability, 

and 19.8% were not very satisfied or dissatisfied. In 14% of 70 cases, the child's own 
j& :. 

G.P. was not available and the parents made the decision to seek attention in the 
in 

Accident and Emergency department. Clearly the parentd!had perceived the problem 

to be in the realm of primary care and had attempted contact, but were reluctant to 
'~ ~~ 

seek the services of an unknown locum G.P. Satisfaction with G.P. availability was 

low compared to other satisfaction scores in this survey. 

Patients dissatisfied with G.P. availability did seem "to vote with their\feet" , being 

more likely to be self-referred than satisfied patients. 
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In 6% of 49 cases, the quest for primary care led to an answering machine, and 

parents decided to attend the Accident and Emergency department instead. T%lephone 

consultations are an important part of primary care in children, and can permit 
,."'.' 

assessment of the urgency of the case by the doctor. Answering machines can be used 
'7 

to direct the caller to the doctor-on-duty during off-callI holiday periods;'! 

For those who did not attempt G.P. contact, and who were self referred to the 
"t;;' 

Accident and Emergency department, four did not want to bother the G:P., one 

thought that the G.P. was unavailable, and two felt unhappy with their G~P. The 
t":." 

critical incident interviews bear out the perception of non-availability of G .P. serv:ices 

on Sunday. 

This study indicates that dissatisfaction with G.P. availability impacts directly on care 
K· 

seeking behaviour; self referrals were significantly more likely to be dissatisfied with 

G .P. availability. 

These findings have more implications for the organisation of general~practice. 

Patients seem more reluctant to seek the services of an unknown G.P.; group practices 

with rotating cover provision would surmount this problem. 

6.11.3 Self Referrals 

1'::1 , .. 

It is most enlightening to analyse the reasons for choosing the Accident and 

Emergency department given by 397 of the self referred patients. 

,,' 

The need for immediate attention was given by 26.8%, and 16.2% thought th~t the 

problem was best dealt with in the Accident and Emergency department. further 

14% thought that the G.P. would refer anyway, and 14.1 % thought X-ray was 
",' 

needed. These findings agree wholeheartedly with the literature59~ pdtients' 

perceptions of need for care are the major factor in determining where care 'is sought. 

A minority commented on G.P. availability, with 0.3% thinking 

unavailable, and 1 % not being able to contact the G.P. 

was 

A minority of 6% felt the hospital was more convenient and 4% self referred because 
" '(l , 

the hospital was cheaper. Thus, the majority of self-referred judge t~at the problem 

requires the service of the Accident and Emergency department. 
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''j>j, .,-

t~ 
1; 'r-

An Economic and Social Research Institute ReportlO6 report suggest those going 
~- l~' ~iiJ ~, 

to the Accident and Emergency department without a G.P. referral- fall into two 

:"'" * groups: those who have frequent G.P. visits because of poorer health, and those who 
; J J1 11' :IJ 

are residents of large urban areas (Dublin and the other county boroughs) who tend to 
,~'1 r~f 4\ ~ 

have less frequent G.P. visits. Some un-referred hospit~l use"fs, who tend to be 
'1i>J 

concentrated in large urban areas, may be using the Accident and Emergency 
'4> 

department of hospitals as a substitute for G.P. services. 

6.12 IMPROVEMENTS 

" Reduction in waiting time ranked top of the table of improvements recommended by 
,cJ' ~ 

patients for the Accident and Emergency department, confirming the importance of 

waiting time in the episode of health care. Patients expected a short wait most found 

it unacceptable to wait longer than 30 minutes. 

The ability to weight improvements mentioned by attenders by their relative important 

was of great use in ranking improvements in order of their real importance. This 

manoeuvre helps to distinguish between these improvements regarded as necessary by 

many but not regarded as important in the overall context and those improvements 

that are genuinely important to the episode of care. ~ 

The top five ranking improvements needed were in the 

• waiting time 

• information on illness 

• medical and nursing care 

• estimate of waiting time 

• information on delays 

6.12.1 Waiting Times 

of: 

if; 
<{I: 

~ 
Reduction in waiting times, ranked first in the list of. improvements needed, both 

~-_~> :~- J 
unweighted and weighted by importance of improvement. 
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This study shows that medical cases wait longer to see the doctor than surgical or 

trauma cases, and this may have implications for these young attenders. It is generally 

accepted that paediatric patients should have to wait less than adult patients. As one 

critical incident interviewee commented "It's very hard waiting with a small baby~; 

There is another facet, however of prolonged waiting times for medical attention for 

young children. The condition of babies and infants can fluctuate considerably in;:a 

short period of time, and with 38% of total attenders waiting over one hour to see.'a 

doctor, some serious cases may deteriorate considerably. 

This trend of longer waits for medical cases occurs possibly because of the apparent 

urgent nature of some presenting with surgical conditions and trauma: analges.~a 

requirements or need for urgent intervention may prompt quicker physiciiiA 

assessment in these groups. 

A system is needed to prioritise those patients with conditions of a serious nature for 

speedy assessment and management by the doctor. Triage categorises patients by 

urgency of condition, and is a useful formalised method of prioritising patients. 

There is no system for 'fast-tracking' patients referred by the G.P. to the departme~t. 

Of the 32 G.P.s surveyed in the G.P. questionnaire, 24 (75%) suggested that G.p. 
» 

referrals should be seen urgently as the G.P. wished. 
'It:;,: 
1".,j·' 

6.12.2 Information on Illness 

Information on illness ranked second on the list of weighted improvements needed, an 

unexpected finding in the light of its ranking 5th among unweighted improvements. 

Methods of improving information on illness range from better communication to the 
.}j,~' 

parent and patient at all stages of the consultation, to the leaflet provision for those 

common cases such as bronchiolitis, pyrexia due to viral illness, etc. Leaflets are 

already dispensed in this Accident and Emergency department regarding plaster care 

and head injury observations at home. Care has to be taken to tailor the written 

information provided to the literacy level of parents, and instructions should be clear 

and simple. The waiting area is an ideal location for health promotion ventures such i 

as videos. New technology could be employed for novel methods of information 

provision such as "touch screens" computerised units for information and advice. 

156 



DISCUSSION 

Other,~methods of supporting patient information would be the provision of a 

telephone service' where 'parents could ring up for advice on a case seen in the 
- ~~ "' .' "_i.' '" ' :~,.' -.'- " . 

Accident;, and, E'riI~fgehcy department, or for preliminary advice on management of 
',-..i~"\,\" • 

illness: -~~-~ :; 
"'" h, ....... ,., ~,;":!:.,'~£'i'.,/,.".\",,,;, 

(' r; 

It isclifficult to know whether information provided, for example, on when to return 
~ .:~~;~~' l~~':i . 

to 'the Accident and Emergency department can be safely interpreted by parents. One 
.. v~k~f;;~'~_l ~ . t~ 
patIent' educatIOn manuahwas unsuccessful in its attempts to signal necessity of 

F , ".'h .. ~ ftr~ f~'- -:' ,J;~, _~~';;3, 
consultation to parents 92 '; 

.. ;~ 

"'-".-'" " , 

" .. ~;:.:,>,,:;' 
6.12.3 ,'Improving Medical and Nursing Care 

~. . .i,}~~,.l.~.1",,: 1~ ,}~" ~', 
~ ,~_ .' ~. ~.~! 3~J. ~?~~~~;~:.",:.~~~~ 

The thIrd: most Important Improvement needed according to parents, was better 
_~- ~_~ej;i 

medkal' a.nd nursing care. It is difficult to know whether patients' and parents' 
-'-iH,~~f ,-j.: 

~ percepiioIi~' on unsatisfactory medical and nursing care are justified. It can be argued 
,,-' .', .~_-:'1J 1; ',' 

tha(l!'~e'ht cannot judge" the technical quality of medical care; that quality care is 
.. ' ~ 

dependent~o? outcome both immediate and long term. 
~~f~, 

."t"-

H~tveve~,ithose patients who commented adversely on quality of care were making a 
___ ,,_\ . A. ___ ~I:' _~4t}~ :~ 

statement. about the process of care provision, which is one important aspect of the 
.~ ~"'~L~,-~;~~l~·} ~ .. -~ 

qualityofa se,rvice. 
~..... ,t. ~;A 

The;ni~dl~~i'and nursingstaff must firstly be of high quality and secondly they must, 

for ,·~h~':.sak~of the attend er be seen to be of high quality. The results of this study 
;j1~f' ~ -.~ ~~ j. 

empIlasise':f''the importance0;;of patient perceptions of a service. This study cannot 
'".'- ~,~,«,-,~, 

commenCon' actual quality of medical and nursing care; however, perceptions of 

quality~·~~tfi~i' be improved by professional demeanour, an efficient service and 
~ :" "- _ ,-,.;..."" • .J«<.;y. ,f;! ~ 

co'mmunicative staff members: 

i~ :~tli~r: stu'dies, facilities~ provided for those attending Accident and Emergency 
::. _ - .... .,:: f .. , ~.;;'~%/ 

depaftment( Ilave prove~',to be important is patient satisfaction. This study did not 
;,! ~1 £~,,~~jt~- ;if': ~ ·lft~e,: .. 

find Oveialldissatisfactiori with amenities to be related to overall dissatisfaction. 

Whfi~'therati~~ of certain amenities such as the availability of refreshments, reading 
... y., "~'~,!~'", 

r·"" .. '· ... _"':'Joi,·~,...· ... "-"'" ' 

inaterials ,and toys was low (20% rated these as very bad), when set in the context of 
.. $ !:~;~:"-·t~"'>'~'~~·lo'1:., .. ~<. 

importance, amenities such, as refreshments rated lowest of 11. However, when 
. \ h'''' ,~- • >:-~., 

157 



DISCUSSION 

ranked according to need for improvement, amenities were listed 4th, and weighted 

importance ranked amenities 6th
• Thus, although not important comparatively, the 

.. 
level of need for improvement brings amenities into a significant position, where 

amelioration could impact considerably on the overall Accident and Emergency 

department experience. 

6.12.5 Information on Waiting 

Patients and parents ranked the need for frequent information and the provision of an 

estimate for waiting time as the 2nd and 3rd most important improvements needed in the 

Accident and Emergency department. 

While these features were not at the top of attenders list of important features, because 

of the volume of comment, it emerged that information on waiting is an area which 

impacts considerably on patient's satisfaction. 

6.13 APPROPRIATENESS OF ATTENDANCE 

Three criteria were used for measuring appropriateness and are fully described in 

section 4.6.5. The Sheffield criteria are process driven; Prince's criteria are 

diagnostic, and the Crumlin criteria use a blend of process and diagnoses indicators to 

ascribe appropriateness. These criteria are described in detail in Chapter 4. 

Levels of inappropriate attendance of all 599 attenders varied by criteria from 26% 

(Sheffield) to 33.7% (Crumlin) to 35.3% (Prince). 

G.P. referred patients were no more likely to be appropriate attenders, conflicting 

with the finding that G.P. referred were more likely to be admitted. On analysis, 

proportions of inappropriate attenders did not vary by time of day or week. This 

finding would suggest that inappropriateness is not related to non-availability of other 

services, such as the G.P. 

The findings of other studies19 are borne out by the result that patients with longer 

duration of illness are more likely to be inappropriate. Using Crumlin criteria,. those I 
travelling a longer distance to the Accident and Emergency department were more 
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likely to be appropriate attenders; this has been found in one study, of an!lrban 
1 -~_} '-_:~:1V 

Accident and Emergency where those nearby used the facility more inappropriately70. 
~\ ",,;~ 

j 

Inappropriate attendance was calculated for all 3 criteria on the patient~-, in the'top ten 

'reason-for-encounter' categories. 

k~~-
Because of classification criteria, Prince's criteria71 deemed all those 'presenting with 

:'1" ;~f;: 
laceration (the top reason for encounter) and those presenting with head injur~l(third ' 

reason for encounter) as appropriate. Prince's diagnostic criteria ascribed higher 

levels of inappropriate attendance compared to other criteria in 4 other categories: 

vomiting (32.1 %) headache (63.1 %) fever (94.1 %) and respiratory infections' 

(18.8%). 

Sheffield process criteria ascribed the lowest levels of inappropriateness in each 

reason for encounter category, apart from headache, which Crumlin criteria ~e.emed 
least inappropriate. 

Crumlin criteria gave a measure of inappropriateness lying between Sheffield and 

Prince in 5 categories. Crumlin criteria were more likely than the other crii~~ia to 

deem inappropriate to the reason for encounter categories of lacerations (52.5%) head 
f· ~,."~~ 

injuries (52.8%) and stomach ache (34.6%). 

The three criteria used were compared in 2 x 2 tables using X2 to analyse thi~)odds-
:~;: 

ratio of an appropriate attender for one criteria being appropriate when measured by a 

second. 

An appropriate attender by the Crumlin criteria was significantly likely to bed~emed 
appropriate by the criteria of Sheffield (X2 =229.9, O.R. 24.1, 95% C.I:; 14.5 

,.-" 

<O.R. <40.3) and Prince (X2 =195.1, O.R. 14.2,95% C.I. 9.6 <O.R. <23.6)-

f~"J 
The likelihood of a patient appropriate by Prince's criteria being appropriate by , , 

Sheffield criteria was less, but significant (X2= 133.2, O.R. 9.4,~\'25% 
< O.R. < 14.7). 

-1. 

6.1 

f ,,~ 

Thus the Crumlin criteria seem to reflect the blend between processJand diagnostic 
1\:1;";''' :::-,;:~"- _ 

indicators used, muting the high figures of inappropriateness given by,Prince'sImrely 
"~i~- "::: -

process definition, yet refining the stark diagnostic classification of;Sheffield. The 
'<t'" i,:,~~_ 

tailored set of Crumlin criteria reflect the overall health care context withi~,iwhich 
; 
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they are applied, yet allow objective application at different times by different 

observers. 

6.14 GENERAL PRACTICE SURVEY 

6.14.1 Communication 

While the G.P. survey collected the views of a small number of G.P.s (n=32), 

findings are interesting for discussion. The General Practitioners painted a mediocre 

picture of the communication provided by Our Lady's Hospital for Sick Children 

Accident and Emergency department with over lh (16, 53 %) being dissatisfied 

generally with communication. Most of them (82.5%) had received no 

communication at all from the department. Those who had received any sort of 

communication, varying from a letter to rewriting a prescription were mostly happy 

(70.8%, however half of these had waited over 10 days to receive the 

communication). 

Almost unanimously (12 of 13), those who had not received communication felt that 

some should have been received, and most wished for routine communication; the 

method of communication favoured was a copy of the Accident and Emergency 

department notes (30%). 

A photocopy of each set of case notes would require considerable clerical support. 

An alternative would be a carbon copy of notes which could be routinely sent to the 

G.P. of attenders. With the increasing use of computerisation in General Practice, e

mail may be an option for the future. Similarly, fax machines are becoming more 

common and may be a viable alternative. 

It is vital that G.P.s are aware of the Accident and Emergency department 

consultation to permit appropriate follow-up in primary care. It is difficult for the 

G.P. to intervene if comprehensive knowledge of a prior attendance at the Accident 

and Emergency department is not available to him/her. 
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The investigations:available to G.P.s at the hospital seemed to vary by G.P., and 20% 
{ . ~.; .'J~~: 

did not have access'to:any investigation. G.P.s were keen to have access to a variety 
~ , 

of facilities, including'ultrasound and X-ray without appointment. This suggests the 

need for the hospital'to ~ommunicate clearly to G.P.s what services are available to 

"<I'I~,+! 
Three quarters (74%) of G.P.s would favour the introduction of protocols between 

hospital and G.P~io~he management of patients. Protocols can ease the referral 

process, with a st:d;;dised algorithmic set of steps carried out prior to arrive at the 

Accident and Emergency department. 

6.14.3 General Satisfaction of G.P.s 

~' 

Only 19% were very satisfied with the Accident and Emergency department service 

overall, but 72 % were quite satisfied. Over a third (37 %) had encountered a problem 

with the department ranging from the perceived ignorance of Accident and Emergency 

staff of the G.P. situation, to poor communication. 
~"" 

Remedial suggestions highlighted the wish for urgent referral pathways to Accident 

and Emergency from the G.P. The impact of long outpatient waiting times was 
~. ';' 

acknowledged by G.P.s as a factor in referrals to the Accident and Emergency 
, ~y 

department. 

Fewer (25%) felt that 'G.P. should have direct admission rights to a bed, and only 2 of 

33 G.P.s felt that G.P.s should work on a sessional basis in the Accident and 

Emergency department: This low figure may reflect perceived expansion of workload 

for the G.P., or alternatively may be due to beliefs that primary care belongs in the 

community. 

6.15 THE FUTURE 
.6" _"1;\,,, ~', , 
;'«, ' ~;
"~J\,-,,~jl!~ 

At present Our Lady;S.Hospital for Sick Children, Crumlin Accident and Emergency 
:iIP~'" , 

department reco~gsr()v~r 37,000 attendances yearly, compared to Temple Street 
" ,.J1i'i~;!ti.L, ,,}I,,; 

Hospital figures~of 55,000 and Harcourt Street figures of 20,000 annually. 
" "':~ 'f· ',' '"-
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If, as these study results predict, attendances at Our Lady's Hospital for Sick 

Children, Crumlin will fall by 25 % due to transfer of care to Tallaght hospital, annual 

attendance will fall to 27,700. The closure of Harcourt Street Hospital may cause 

some transfer of care to Our Lady's Hospital for Sick Children, Crumlin; it seems 

likely however that over half of attenders will cross the river Liffey to the Children's 

Hospital at Temple Street on the northside of Dublin. 

Thus, each of the southside facilities of Our Lady's Hospital for Sick Children, 

Crumlin and Tallaght Hospital may have an annual attendance rate of under 30,000 at 

the paediatric Accident and Emergency department. 

Recommendations made by British Association for Accident and Emergency 

Medicine4 and the Irish Accident and Emergency AssociationS (IAEA) emphasise 

centralisation of Accident and Emergency department care to concentrate a high 

quality service in one location of expertise. One review75 of trauma management 

alludes to the King's Fund recommendation that Accident and Emergency department 

facilities with less than 50,000 annual attendances be closed, to divert expertise and 

resources into centres of excellence. The Irish Association of Accident and 

Emergency5 recommends planning on a regional basis, and this seems to be the only 

way of providing a quality service for all. 

What may be needed is a rationalisation or downsizing of the paediatric Accident and 

Emergency department services for Dublin, particularly in light of the predicted 

diminishing child populatious all over Dublin city and county. Perhaps the Accident 

and Emergency department services should be distilled into one northside facility, and 

one southside facility. If numbers attending Temple Street hospital in north Dublin 

city are pushed up by the closure of the Harcourt Street south city centre hospital, 

cousultant staffing will need to be reviewed, in the light of the IAEA5 

recommendations. 

The two south side facilities which will serve south Dublin city and county are located 

only five miles apart to the south west of the city. 

The duplication of services for those living in the south west, the relative lack of 

paediatric Accident and Emergency department services in Dublin south east, the 

issue of shared paediatric consultant cover for back-up of three Accident and 
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Emergency units are issues of concern for the future of Dublin regional paediatric. 

care. 

j';, 

" . The optimal service, based on recommendations internationally, would be one large?( 

unit, dealing with trauma, backed up by specialist LC.U. anaesthesia and surgicad~. 
cover with several satellite minor injury units. 

The Dublin region was served by 3 paediatric Accident and Emergency facilities at 

the time of this study. Change is ahead, with Harcourt Street Hospital staff moving to) 

Tallaght Hospital in south west Dublin. 

6.16 CONCLUSION 

This discussion explored issues that emerged on analysis of study results, taking 

cognisance of the climate of change in paediatric services in Dublin. 

Aspects affecting patient's and parents' choice in seeking care in the Accident anM! 
'ji' 

Emergency were discussed. The workload of this Accident and Emergency unit was¥' 
~! 

'1;:' 

detailed. G.P. factors and their relevance to the Accident and Emergency departmen!ii 

were explored. 
tt, 
i;; 

,"'-<~ 

.~ -'~' 
$" 

.j~:' 

Satisfaction levels and suggestions for improvement given by patients, parents ani~ 

G.P.s were analysed, permitting recommendations to be made in the light of the above'r 
~G 
"Y 

findings. 
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CONCLUSIONS 

CHAPTER SEVEN CONCLUSIONS 

This audifof the Accident and Emergency department of Our Lady's Hospital for Sick 

Childreii:£Crumlin was undertaken to explore the issues of patient characteristics, 

patient parent satisfaction, waiting times, appropriateness of attendance and 

GeneraIj;~~~titioner satisfaction in a bid towards improved quality of care. 

The findings indicate a workload concentrated in the younger age groups; children 

under five' years old formed 48 % of attenders; and this group presented mainly with 

medical c~'nditions (83%). In children over ten trauma became the main reason for 
1~":;0·, 

attendance? 

Medical case preponderance in winter and trauma in summer were features of this 

survey. ~Two thirds were male, and males were over represented in the trauma 
~{?t;~~; 

category' (4'8.5% vs 35.7 % of females). 
'{:~:'~jX~;' 

The majority of attenders came from the surrounding areas, most travelling under 5 

miles to reach the department. The greatest proportion (17 %) came from Dublin 24 
, 

(the Tallaght area) and 15% came from Dublin 12 (Crumlin area). Cost was a factor 

in access to the department, with over one third of respondents stating that the cost of 

the Accident and Emergency department charge was too high or far too high. 

Of the 645 attenders studied, 44 % of parents possessed a medical card, and their 

children were less likely than non-medical card holders to have attended the G.P. 
'::t1i 

prior to th~' Accident and Emergency department (21.7% vs 30.7%). 

Self referral rates were measured at 68 %, with G.P. referral rates of 25 %. Self 

referred p~tients attended the Accident and Emergency department because they 

thought that they needed immediate attention in 27% of cases, and younger children 

were significantly less likely to be self referred. 

Waiting times were calculated at stages throughout the episode of care. The mean 

waiting time from registration to initial nursing assessment was 21 minutes. Mean 

wait from registration to the medical consultation was 53 minutes, and mean total time 
.~~*. 

spent in the Accident and Emergency department was 127 minutes. 
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Compared to the performance indicators set for waiting times, only 48.5% of patients 

we;c seen ti~ the nurse within ten minutes of arrival (compared to the standard of 
/,$" ~ ~:~~~ 

90%). Just';61.7% were seen by the doctor within one hour of presenting at the 
.f": "?r' 

department (compared to the standard of 80%) and 83.5% spent under three hours in 
... ;;, :.-" 

the department. 
·cs.' &J!J 

.;&} ~ 

Patient and parent satisfaction were found in this study to be significantly negatively 

related to time spent waiting in the department at all stages of the episode of care, and 
,I£ 

reduction of waiting time ranked first on the league table of improvements parents felt 
'/); 

were required. 

This study found vagaries in waiting time, with waiting times being longer at 
~~ 

weekends, and for those presenting with a medical condition. Admitted patients spent 

longer in the department than any other group of patients; this finding needs to be 

explored further to analyse the reasons behind it. 
f:~r 
"" TJ' 

Patients and parents were highly satisfied with the quality of care of the staff and with 

the privacy afforded in the department. However, some amenities scoring particularly 
.~~ 

poorly were reading materials, toys and refreshments. 
J~ 
~~ 

Patf~nts and parents were very or quite satisfied with information provided in the 
~-, 

Accident and Emergency department (96%) and with the overall episode of care 

(94%), almost meeting the standard indicator set of 95% satisfaction. 

However, while in the small sample of G.P.s 91 % were very or quite satisfied with 
fc/! 

the~Accident and Emergency department service in general, only 47% were very or 
;j\; 
.};1 

quite satisfied with communication between G. P. and the department, highlighting a 
'l 

further area for improvement. 

Inappropriate" attenders, that is, those children who could have been managed outside 
'" ,c. 

thel;Accident and Emergency setting, were measured by three criteria. Levels of 
i~lj G~ 

inappropriateness range between 26% and 35% of attenders. Inappropriateness was 
~, ~w 

fo~~d to be ::related to a longer duration of symptoms before presentation, and a 
\ :~ .. 1('" 

sh6rter dista~~e travelled to reach the hospital. 

t;'; [1 
G.P: referred' children were not more likely to present appropriately by one set of 

~r .:i- -~f~ 

crit~ria; how,ever, using the 'process' set of criteria, G. P. referred patients were 

mdre likely i~present appropriately. 
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CONCLUSIONS 

Re-attendance rates in this study accorded with the standard set of less than 5 % of 

total attendances. 

In Reflections on Health 2, a 1997 Department of Health publication, Conroy 

suggests that the challenge for the health services now lies in the extent to which 

deeply entrenched organisational and professional attitudes can be changed to make 

the service truly patient centred, and that this is the touchstone by which the public 

will judge the success or failure of the health services of tomorrow. 

Issues of importance to patients and to service providers have been addressed by this 

thesis; many aspects of the service of the Accident and Emergency department which 

merit attention have been highlighted. However, in the final analysis it must not be 

forgotten that this study is purely a means to the end of a better quality service for 

children and their parents. The implementation of change is the challenge which lies 

ahead for the service providers for these children. 
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RECOMMENDATIONS 

CHAPTER EIG;H.T RECOMMENDATIONS 

I,. ~aiting tiJ:Res for patients should be reduced by addressing the key issues 

highlighted in chapter silt. nalL!c!y lengthy waiting for the doctor and the nur.se. 

2. The hospital/service planners should consider some alternative method of 

service provision for those children whose complaint does not require Accident 

and Emergency department care: alternatives include nurse practitioners. 1;',mely 

out patient appointments, by-passing of Accident and Emergency departxllf'nt by 

G.P. referrals for admission.)'!' provision of primary care at or nearby the 

hospital. 

3. The inequity where patients wait longer at weekends should be addressed. The 

issue of medical cases waiting long periods at night before being seen by a 

doctor should be addressed. Staffing may be the answer in these cases. 

4. The increased waiting time for medical cases over and above trauma /surgical - .....-- . 

cases should be addressed. Further study is needed on the time related progress 

in the department, in particul~tto assess the wait from time of decision m admit 

to time of disposal. 

S. Triage in the department would ensure that those cases waiting a long period 

have been fully assessed in :\ comprehensive way by trained personnel, and 

would make consistently better '~se of informal nursing skills. 

6. The development of a short stay observation ward in the Accident and 

Emergency department would facilitate care of those patients who spend in 

exce..~s of three hours in the ~artment after medical consultation. 
, . . 

7. Communication to General Practitioners should be improved. Cop;t;:S of 

Accident and Emergency d.epartment notes are the preferred meth od of 

communication given by G.P.~. 
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R1!COMMENDATIONS 

8. Referrals to the Accident and Emergency department from other hnspitals 

should be rationalised; if these cases are being referred fot' admission or an out 

patient procedure then an alternative pathway should be formed for their re

routing. 

9. The reception desk should never be unattended. 

10. The flow of information to patients regarding waiting times. reasons fOJ: delays .. 
and the diagnosis and management of the presenting condition should be 

improved. 

11. Improvement should be made in the standard of reading material, refreshments, 

toys and toilets. 

12. An information system should be developed to record age and diagnostic details 

and to assist in monitoring the time related progress. Record systems should be 

designed to promote liaison with community services including the. family 
, 

doctor, public health nurse and social services. 

13. The audit loop should be clbsed. with implementation of recomment:lations 

followed by refinement of performance indicators to an achievable set of 

standards. Regular further observation of performance and ongoing monitoring 

of the quality of service delivery, appropriateness of attendance and patient! 

parent perception of care are vital in improving the total quality of the service 

provided by this Accident and Emergency department . 

.. 
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RECOMMENDATIONS 

CHAPTER EIGHT RECOMMENDATIONS 

1. Waiting times for patients should be reduced by addressing the key issues 

highlighted in chapter six, namely lengthy waiting for the doctor and the nurse. 

2. The increased waiting time for medical cases over and above trauma Isurgical 

cases should be addressed. Further study is needed on the time related progress 

in the department, in particular to assess the wait from time of decision to admit 

to time of disposal. 

3. The inequity where patients wait longer at weekends should be addressed. The 

issue of medical cases waiting long periods at night before being seen by a 

doctor should be addressed. Staffing may be the answer in these cases. 

4. The flow of information to patients regarding waiting times, reasons for delays 

and the diagnosis and management of the presenting condition should be 

improved. 

5. Triage in the department would ensure that those cases waiting a long period 

have been fully assessed in a comprehensive way by trained personnel, and 

would make consistently better use of informal nursing skills. 

6. The reception desk should never be unattended. 

7. The development of an short stay observation ward in the Accident and 

Emergency department would facilitate care of those patients who spend in 

excess of three hours in the department after medical consultation. 

8. Improvement should be made in the standard of reading material, refreshments, 

toys and toilets. 
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RECOMMENDATIONS 

9. Communication to General Practitioners should be improved. Copies of 

Accident and Emergency department notes are the preferred method of 

communication given by G.P.s. 

10. Referrals to the Accident and Emergency department from other hospitals 

should be rationalised; if these cases are being referred for admission or an out 

patient procedure then an alternative pathway should be formed for their re

routing. 

11. The hospital/service planners should consider some alternative method of 

service provision for those children whose complaint does not require Accident 

and Emergency department care: alternatives include nurse practitioners, timely. 

out patient appointments, by-passing of Accident and Emergency department by 

G.P. referrals for admission or provision of primary care at or nearby the 

hospital. 

12. An information system should be developed to record age and diagnostic details 

and to assist in monitoring the time related progress. Record systems should be 

designed to promote liaison with community services including the family 

doctor, public health nurse and social services. 

13. The audit loop should be closed, with implementation of recommendations 

followed by refinement of performance indicators to an achievable set of 

standards. Regular further observation of performance and ongoing monitoring 

of the quality of service delivery, appropriateness of attendance and patient/ 

parent perception of care are vital in improving the total quality of the service 

provided by this Accident and Emergency department. 
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Appendices 

1. Map of Dublin District Electoral Divisions and Hospitals 

2. Map of Postal Codes 

3. International Classification of Primary Care (ICPC) 

4. Patient Satisfaction Survey 

5. General Practitioner Study 

6. Costings 
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Appendix 1 

DUBLIN DISTRICI' ELECI'ORAL DIVISIONS AND HOSPITALS 

EASTERN HEALTH BOARD, HEALTH INFORMATION UNIT 

Legend 
HOSPITAL 

AREA H.Q. 

HEALTH CENTRE 

CHILDRENS HOSPITAL 

MATERNITY HOSPITAL 

SHOPPING CENTRE 

RAILWAY 
DED /WARD BOUNDARY 

CCA BOUNDARY 
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Appendix 2 

Dublin 
Postal Distric 

D 13 

co~]jubiin 

Dublin 2 : St. Stephen's Green, Harcourt Street, Aungier St, Pearse St., Sth. Great Georges St. 

DubHn 6 : Ranelagh, Rathmines, Ratbgar, Terenure, Templeogue, Harold's Cross 

DubHn 8: Soutb Circular Road, The Coombe, Merchants' Quay,Dolphin's Barn, Incbicore 

Dublin 12 : Crumlin, Drimnagh, Wa.1kinstOWD, Bluebell 

Dublin 11 : Clondalk::in, Neilstown, Bawnogue 

Dublin 24 : Tallaght, Firhouse, Jobstown, Oldbawn, KilDamaIlagh 
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Appendix 3 

International Classification of Primary Care CICPC) 
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X71 

.72 

SWOLLEN ANlU.ES/EDE:..HA 26S 
FE.).R OF HtAAT AT'!'ACK 
F£..J.A or M'X'iERTDlSION 
r&AA/OTH&R. lHS. Clru:O. S'YSTEK 
DISAllU.ITY/IHPURM:£NT 
OTH~S't"KPT • Ht.AAT /CIRe ~S"!STEM 

INFECTIOUS OIS .CIRC.SYSTEM 

RHtt;JU.TIC FEV"£R/H£JJtt DISEASE l08 

CONG.A.NOKA.LI.ES HEART/CIRC~SYS7'. 

A.tlGIHA P&C':ORIS HO 
ACUTE MYClCAaOIAL INFARCTION 109 
OTHER AJlO CH.Q.ISCHE.HIC HEAAT DU. 110 
HEART r .... II.U'Fl& 112 

X78 ATRlAL FURl:t.I.ATION/rLt.1TTE.R 113 
K79 PAAOX'YSXAl. T.A..CKYCA..fUHA 114 
;:\80 tCTOPIC a£.ATS~ AtL '!"tiES 115 
!tU HEART~, N'Os 116 
U2 7ULMONAAY Ht.AA1' OISEAS£ 117 
KIl) HeAA":' VALV'& DIS. NOS,NON-RliEt.'M 111 
1'\84 01HER DIS£.A..S£ er H~T 
1'\85 ELE'lJA1'tO H/P It/a Hn£~TWSION 119 
1(11& U'HCOMPLICAtt.O HYl'ER1'l'!NSICN lZ0 
KII7 HY'PERT .WITH INVOLV .1AAG.C~ANS 121 
KIl 11 POSTOllAL H'rPOftNSIOt-f (LOW B/P) 131 
1tll9 ":'RA.NSIt:N"r CtREBAAL ISCHEMIA 123 
no S'!'ROltt/CEittBROYASC.ACC. 124 
K91 A'!'HJ:ROSCLtROSIS tXCL.HEAAT/BAAIN ,US 
1>92 eTH.AA":'t.R. OBSTR./P£RlPN.VASC.OIS. 126 
K'l_·~Pt;rt..HONUY £,XI,OLISH 127 
K94 PJU.S:IUTIS.uro TMROKBOPMUS!':'IS l15 
1>9S VARICOS£ V£INS or LEGS IUC!..S97} l::;' 
K96 M£.HOM.XO::OS 130 

L15 
L16 
U7 
t.U 
U' 
L20 
LH 
L27 
t.28 
L2> 

N--

SOl 
N02 
HOJ 
!'l04 
NOS 

NO' 
N07 
Nli 
N17 
Nle 
N19 
NZIi 
N27 
NU 
.29 

H70 
.71 
N72 
.73 

I 
H"tCK Sn1PT ./COH.PL-r. U:XC!..HEADACH!:) 
SAC!( S'%'MP'rOHS/CQMPLAI~TS 

LOw SACK COMPU.',i/o RADIA.Tr:ON 
C!itST S~'rOH.SICQKPLAlNiS 
F!..A.~K sntP'rOHsICOMPLAI!f!S 
AXI:"LA S~TOMS/COMPLA!NTS 
JAW sntP'tOMS/COHPUI:rrS 
SHOU!.OtR SntPTOHS/COHPUIH'TS 
AA."'l snw":'Cl"'.s/COMPUIHTS 
tLBOW SYXPTOHS/COKPLAIN1'S 
WR!S':' SYMPTQHS/COt"oPLAnns 
KJ,.N"O '" rIHG.tR SniP-:::OMS/COMPLT. 
H:P S't}of.PTOHS/COt"oPUISTS 
U:C/THIGH SY"MPTOMS/COHPUINTS 
lOft£ Sn--..PTOHS/COMPLAnrrs 
ANKLE SY'MPTOHS/COI"'l'LAINTS 
FOOT' TOt SYMPTOKS/CC!'!PLAINTS 
MUSCU PAIN/FIBROSItIS 
eTM .sY'MP": .HUL TIPLE/UNSPEC. H'l)SCU:S 
S'.012'I' .:-ro!.":IPLE/t1NSPEC.JOIN!S 2e8128 
rt.AA OF c.u;C!.R 
ruJt or C'!'H.H'I)SCULOSUUTAL OIS. 
OISABIt.!!'~/ I~.PAIRM.t!'l7 

0114.' H"J:'~ .H"JSCULOSK.I:Lt":'AL SntP'!' 

:::SFtcnON$ 

iAAC'1'UR£: .306 
FR.\C:'1'URt: ':'IBIAlFISULA Jl0 
FIUC'!'"JR£: HA}tD/FOOT BONES 307/308 
F~: !!..'fUR J09 
F'AAC":"Uu.: OTHtR 301 ..... 30S r 311 
$?!U.INS , S'r!U.I~S OF' ANKLi: ts. 311 
S'PRAINS , S7AAINS or tooL!: {S} JlIi 
S?RAI;S , STP..A:;:~S OF 01f{ .JO!NTS 3 
DISt..oCA":IONS 

248 

snrnP..OKtS or 237 
OSTEOAATHRI7IS OF sPIN't 
ACQUIlttD DtFORMIt IES or SP n.fl:: 
ltJ'MBAR olSC, LESION. MDIATION 239 
GAtlGL.ION JOIH'T/-rJ:.HDOIrI 241 
JlHEUMATOID AATHRI':/ Al.!.u: . .o CON'D. 
OSTEOAA'!'HRI':'IS or HIP 229 
OStEOAA'!'MRl'I'IS or lOI'£.t lH 
OTHER OS'!'EOUTHRI':'IS :29 
SHOUU)tA. ~n."'DRCM£ 232 

QSGOQD-SCHLAT';i!R, OSTEOCHOtlOl\OS 2' 
OSTEOPOROSIS 243 
N:UTE KEHISCUS/LI~T XN'E£ 312 
CHR. INTERNAl. lCNEf! Of!FtANGt.."\tNt ~". 
ACoUIRED DEFORMITIES or LIMBS ~.S 

OTK.D!S.:iVScm.oSKE.LttAL SYST£.K 230/: 

1\ 
H1!ADACHE (1!;XCL, R09. NII9} 258 
'!"tNSIDN H£ADAC}{£ 76 
PAIN, fACt l58 
ktS"rL..t:SS L..t:GS Sl'N'OIlCMI: 
TINGLING rIHGtP.S/rttT/TOES 
OTH.Se.NSA.DUTOR/AB INVOL.I1OV. l55 
,;:ONVt.n.SIOHS/SUZtJ'lttS 25-4 
OTHER OIS"I"UR.S.S£.NSE/,sHELL/1AS1£ 
Y"EATICO/OIUlNESS (EXCL.MI2) Z5Fi 
pAP.ALYSIS/W&J..l(N'CU (t.XC!..M41 
pISORCER SPt:&C.H 257 
FtAA or CAl4CtR or H'fU'RO.S'YsTF...I1 
rtAR or OTHER JottUAO. tH S E:..\..S E 
OIS}..BILI':Y / tH.P AIi\H.EKt 
O"rH. SY"MP"T/COMPL'l' .N'£1',lllOL.$YSTEM 

POLIOMULnIS/OTH.ENTEi<DVIRUS 
HE.HINGITlS/ENCEPtlALITIS 
TtTANUS 
O'l'M. INTEC1 • .Nt.'I.mOL • .slS"TtH 

NH KA.LIGNi\N'l' N£OitlUSKS 34 
Hi S St)lIGN NtOP:.A.SMS 

Neo OTHER KU-O IN.]. wo SKULL rx 322 
N81 OTH.lNJURlES 

NB5 CONGi .. !HTAL AJ«!.KAl.IES 

N16 HUUIPLE scLtROs 1$ 87 
NII7 PARJ(;INSOHUM a8 
NIJIJ EPIU;Psr~ALI. typES U 
N89 )1IGUINt 90 
N90 CL\JS1'tR H£.AD1..CHE 90 
NU rACIAL PM .. u:rSlS,SELL'S PALSY 
N92 ':"RIG'tHIN'U:: H"tlIR.lt.LGI.A 
"'3 ~AL 't'tM<CL snmR~ 
!f!U O"tlIER P.ERIPHtJUJ.. NLt,"RI-:IS 



I1.EO t:XAM!HEAL':H !:VALUA!C:HPU:';!: 
!o".EO £VJ1/HHUH ;:·JA!.U}'/j)AA"1'!AL 

SZ~S :::rlvtT'! '!'!:S7 
M!Cl\CBIC/O'l"HER I~ .. ·i'l,''110tO. ';t:S': 

G'l"HtR S:'COO TE57 
07H!:it UR!:-;~ ':E~7 
O'l"Htl\ f'ECES 1:'£$7 
HIS7CLOCrCAL/!XrOt.IA. CnOLOG'f 
O'l"HER t,;\80AATORl:' ':~S': N'EC 
i'R!SICAL f"(JNC'l"ION TEST 
OIACNOS':IC tNDOSCOn 
OIAGNOST:C IUDIOLOGl'/I~.AG=NG 
£:'!:C":'RICAL iAAC::~GS 
OTHER DIAGNOS7IC PR.OC!::'1UFLS 
PR£V. !!-'.Mt.j'NIZAT::OIIS/Kt;):::CATIONS 
OSS£RV/PR£V. EDt:CA/COt."'NS£LING 
C::NSULTATION PRI:-\.. CAA£ PROVIDER 
CO~lSiJt.TAnCN Si'f:C:A.r.:::ST 
C! .. <'Uun:::ATICUICISCUSS:ON OF R!'E 
O:HtR ,RLVEN7:"Ji: PI\OC£CU::tE$ 

H!::<ICA'l" ISl'S1'L'-lIC DRUGS} I INJEC 
HOI ASPIRATIONI (EXC;'. CA':'ME':'. 531 
£:<cl aHOPS'fIOe;:s"rR.UC!Ot:SR I;:)/cAUT. 
INS':RW..E!'fr AieA TMI IKtUS/O: LA ': 
RLi'.UI\SUTURE/CAS't/PROS OEvrCE. 
LCCAl. INJE.C'::ON/':UA'l"aE!'.!":: 
OPl:S SING IPPl:SSUPl: ICOMP Pl:SS rON 
?MU'::CAL !"t£O/RtttAaIt.Z;A'ION 
THtltA. COUNStL:NC/LIhtNING 
OTHt~ TH!:RA. PJ\OC/IHNOR S:.JRG. NEC 

R£SUL':'S 

USUL':'S ':'ES~ .~vo ?l\OCt=UR£S 
R£St;L:S !XAli/TEST/R£CORO/:.£':''::ER 

tOLLOW-!.1? $NCOt/'Ni!R UNS?~C!f!£D 
£,.'lCOU'N':"!R I!lt'!':::A':ED S'f ?MV::JER 
!:NCCUN. Il'lt':'/OTH£R TAAN ?T/'?MV 
iU:FE:lUlAL TO O"%'HER ?MV (£XC. l't.:l. 
tltn:aAAr. '!'O :-t.J ./cr.IN:C/MOSPITA.t. 

At.L O':H£R tltFc'iUVJ..S !'tEC 

p 
n:t:.rNG MXIOUSnfERVOUS/":'eNS£ 
AC'J'l"E: STR.ESS/':'RA..'l.SInJ'A':'.OISTiffi.. 77 

HE:':':«;/B£H:A,V!NG !AA1;ABLZ 
rEtLING/SEH.AVING OLD/SZNIL£ 297 
OIS~~A.NC'£S OF SL£EP/INSOMNIA 7S 
INMIB.ILOSS SEXUAL otSIRE 19 
nnnil./t..QSS S£.XUA.L fULrrr..."'t.£NT " 
CQ.'fCERN S'Z.XUAL ?SlLFtRENCE 
ST~RI!'lG. S'i:"tJ"!TERING; 1'ICS 
UT:!lG ?ROIU.F.MS CUt.:! 
8E.OW'ETIING. ~S:S !ZXC:'.IJ04j 

t»COPlU:S!S 
CiRONIC ALCOHOL MUst SO 
ACUTE ALCOHOL ABUSE 
.OSACCO uuu aZ 
ME:OIC!!IAl. UUS£ 
DRUG ABust 
o U1'UR8, X£HORY ICONCE."f::'AA"t ION 
Q'lEitAC':IVE: CHID. HYF£R1tIN'. 
tr.'H£R CONCERN S£MAV .CHI~ 
O1'H. SiC SEHAVIOR ADOLESCENT 
Si'EC:.nC U}J'ttHNG PROSLF.MS 
i!"RASt or LIrE. i'ROaLt . .'i AOUL1' 
ftAA. OF MENTAL 0 ISORDER 
OISAaILIn I rKPAI;t."\£.'l1' 
OTHER PSYCHOLOGraL S'fKP1'Ol'tS 

OTHER QFtGANIC i'SYCHOSIS 66 
SCHIZOPMR£:HA. ALL tYPES 67 
AFf'£C,!,I\I"g PSYCHOSIS sa: 
~X::ZT't otsORO£p./A.NXIETY S1'A1't 70 
!lTS1'£RICAL/MtpOCHON'DR!ACA!. DIS. 71 
O£PP.£SSIVE: DISORDER 72 
SUICI:lt ATTeMPt 
!ft'JiU,STXf'..'HA. SURMEHA.Gt 
OTif£il N£.I..'RO':'IC :'1ISOiU)ER 
i'titSONALt-:rI OISOR!)ER 1314 
M£.N'TAL P.E'1'AADATION !l S 
OTH£R/wSPEC. PSYCHOS IS 

0--

RO: 

00' 
R03 
00' 
ROS 

M' 
>07 

M' 
009 
1\11 
022 
02' 
.14 
I\1S 
1\15 
1\17 
." 
1\19 

~S?IitA'l"ORY K 
nt:f:AT1'ilIB 1'0 tltS?ULSYS'!'£.."t Hl 
SHORTNtss Of' SRZA1'R,:OTSPNE'\ 259 
WHE.EZING 269 
O'H:£R aR£A"rHINC ??cau:...'iS 259 
COUCH 270 
!'lOSE BtEt:o/t?::S'TAX[S 257 
Sr<"E!I!'IC/NASAL CO:-<GEStION 
01!-iER Sr.-tP'l"OHS or NOSE 
S!'KPT/COMPt.:r SIN"JS iI:lCt..PArNl 
sn-.pT/cO~LT .HRQAT 
SntP1'/cCI"'.2 LT . '!ONSILS 
VOICt SY!-"JlT/COMPL1' 
HL",oP1'YSIS 20a 
.1.3NCR..'1AL SpuTt.!M/PHUC."! 
FtAA or C~CZit OF tltSi' HL SYS-';:'F..'i 
rt:AA OF OTHtR RtS?IR.OISiASE. 
o rS}J3 ILITYI I~.2Arlt."'.E:NT 
O':'H . S'fHPT ,ru:SPII\. SYS7£.."! -:fEe 

R70 !';JSE:itCULQS!S RES? U::Xc~ . .oO) 4 
R71 .... -WOOi> ING COUOH 6 
R72 S'I'n:? ':HROA1' / SCNU.t': FtVER 7 
R73 SOIUUSC£SS NOSE 
RH U,R.L (HEA.O CCt.:!i 13] 
RH SINUSITIS ,\CUrE/CHftON. 134 
ti75 TON'SILLrTIS ACt';':£ 135 
1177 .:;'C ... "1'~ ::.AAnlCI-:-ITiUCHt::':,,/CROU? :37 
R76 AC'JTZ 3RONCRIT!S/BR.CNC!{tOLrtIS 13& 
Rao I:.IFLV£:H:A {PMvt.'l}~O i'N£tn1ONIA 139 
RH pstt~ONIA HO 
il82 ?:..zuarn ALLi£XC!"R701 141 
Ral OTHER INFEC.P.ES'?,S'fS':'C"t 

~. ~i:GN.NEO?L.aRONCHUS/!..:.wG 33 
RS5 OTH£R !<tAL!GN .NEOPt.. 3) 
RH U:SIGN NEOPLJ.SM 

Ra7 rC:U::GN aOOY NOSE/t."UtYNX/SMNC. 

iua O'l"HEll llolv"'t)RI~S 

R90 HY?!:IURO./CHR.INFtC":'.! '" A 136 
R9l CHR.SRONCHarS/3RONCHI£C:")"SIS 142 
ll9) PL£UAAL urus ION ~OS 
R95 ;::. ... .PI4YS£,."',..\ICOP':) 1·0 

R9' .\S":HI".A 144 
1\97 H.A'tr£VER.A.Ll.ERGIC aHI!H'!'!S 145 
R9a H:'fPERvt..~T!LArION 

R99 C1'H.OISEA.S£ ~Si'nLs'tS'!'01 

5--

501 
502 
50] 

50' 
505 
S~ 6 
'07 
508 
509 
S10 
511 
Sl;: 

5D 
'14 
515 
,16 
517 
518 
$19 
520 
521 
522 
523 
524 
s26 
527 
s~e 

s29 

570 

511 
512 
57] 

". 
SB 
575 

,77 
578 
s79 
sao 

5B4 
585 
sa, 
S87 
S89 
S89 
530 
591 
S92 

'" '94 
59S 

". 
597 
598 ,q, 

SKUI 

iI,\W. "::'ENOERNESS QF SICN 
?Rt."ilrr.::s. SKIN I':C;'H!:C 

5 
;(AA-:S '19 
:'OCAL swtLL:::~G/PA.f't:L/:':"1-!.P/HJ,S.s 
CZ:S: .;;..r(!.L:;iGn A.2UL/Lt.":-'.P I!".ASS 
:....~AL R£::lNtSS/£il'f1'lf£,. ... ."./RJ,SH 
GeM .R.£;:)!'l£SS/ERY'::tE,. ... .A1 USH 292 
O'::'H£R CH}JlGES IN SKI' COLOR 
;NF£C":"O f'INGtU~Ot/i>AAO!olYC!HA 201 
9CI:'JCARa("'NC:.t/CZ:':'UL:T!S t.OC.\i.. 207 
O~H£rt. :":::>C.At.::tZO SKIN lNi"'1::C':'!ON 

INSECT SI':'!: 
A/i::'1.A..L/alJ'}<.A.N SI!t 

3UKNS/SC.\.LDS 
rOUIGN aooy !N SKIN 
9RUlS£ICCHTUSI<)N !S,,!,A,C1' SKIN 
ABRAS ION I SCAA TC}l/SL:S':'Z;:t 

UC:;RA1'ION/C"J'!' 
OTHEil m..;uR't '::'0 SKIN 
COR1tS. C\LoSI!IZS 219 
S~JI'l"/COHPL.OF SKIN '::'t:X-:"UR.t 
S~'l:, ICCI"'JlL;.NAI:'S 
SAt.zNEss/LOSI:fG aAIR 
Q':"H£R Sr.-tPT. ICCH.Pt7 .HA!R , SCAL.? 

i"!:AA or C"-NCtR OF SK":.If 
f£..\& OF aAvtNG O":;'H!:A SKIN OIS. 
OHM! tL!1''( I IMl'AIi<MEN": 
O'!'HER Sntl'T .ICOMPLT .SKtN' 

Ht-?.PES ZOs?iER :"0 
HS:RPts $IXPtEX ftxCL.raS.X90.);'7Z1 11 
SCMItS AND OTH£rt. ACARIMtS 30 
ps:rHcuLOS t5 IO':H£it SlUM I!(FE51. 29 

DERMATOPHYTOSIS 24 
MONILIASIS ICANOIOIASIS (E:XC':' .GUI 25 

oTHtR WF£C1'IOU$ SX!N :>IS" 7 

MAtrON .NEOP'I..ASHS Of' S,;UI H 
L!'?OM.A Of" SK!}l 40 
O.HER BENtGN N'EOPI..ASM or SKI}l oil 

O"::'HER/tlNSPEC. N'EOPU,SM sntf 

K£,,""J,.NCIOI"'.A·/t'CK.PHAl'IGIOMA H 

N£'J'JS/l'tOLE 
O':"HER CO!'tGOiI1'AL LtSIONS 

W£TIGO no 
?ILONIOAL CYS'::'/FIS1'tJUI 
S£80RRH£!C DERMAtIUS 212 
ATOPIC OERKAT!'tIS/tCZt,."1.A 2lJ 
CON':"ACT DERHATI1'IS/OTHE.R ECU ..... .A 214 

:lI,\,PZA FlASH 215 
PI':'YRIASIS ROStA 216 

i'SORUSIS w/WO 1J\TMROPA,1HY 217 
?OMPHOL:tX1 DU. swu.:: GLJ,.NDS 
SE3AC!OUS CYS'! 220 
INGi'.oW ':'OENAIL/OTH,JIS.OF NArt 

!iOtLUSCA CCN'l'AG!OSA 
AOrt 224 
CHR. ULC£~ SKUll n~c:.. V],AICOSt 
U"i\'l"!CAAIA 226 
";'T,{.:) IS' _ SK:t:N/St..""i3C'J':' _ ':"!SSUE 

':'--

:;XC;;:SSIV£. !HIRST 
EXCZSS IV£. APP£-;I'::'t 
LOSS OF ;.;nTITE 271 

I 
":"01 
102 

TO' 
TO< 
1'05 
T'JE 
1'07 
TOO 
T!O 
'l"11 

:'S 
':'26 
TZ7 
':29 
129 

n:EOINC ?ROBLi:...'i INFAtl1' lEX. P111 SJ 
ttEDING PR08Li:..."'! ADULT (EX. 1'05) 53 

~IGiiT GAI:f 
'rtEICar LOSS (EXCL."!'06) 29) 
fAILURE ':'0 1'HlHVE 2')4 
O£H'(OAAT ION 
tHYROto Lt.~.2.MASS 

rS:AA Of' CA.'lctR or tN'OOC. S'fS'l"£.'i 
rZAA OF 01'M£R £NDO.N'V1'RI .OIS. 
orSASI L-:1''f1 I:'..PAI;t.'1£NT 
OTH. S"t':"'J?1' .IC~MPLt .t:tCO.rt!JTRI. 

'rH ~,..\t:::CN. NEOP'LASM !H'fROI:t H 
r72 S£~ICN NEOPLASM TH'(Rot;:) 
'l"7) OtHER/WS?tC.#EOPLASl'1S H 

~rH'fROC~~ 
':30 O!"HER CCN"CL"II':'At. ANOMAL:£S 

t8! GOI'!'ZA/NOOULZ '1110 !H.'fR070X. 47 
-:082 CS£sI'!'Y (SHI > 30! 
':'83 OveRwEIGH'l" (lll1( < 301 
r8S HYi'EI\-;HY~OIO:Sl1/THYF.OTOX.!COS!S 48 
:8' H'!i?O':'HYROtO tSM/MYXEOE. ... .A 49 
1'&7 iI'fPClGLl'C!.."!!A 
!B8 UNAL GLI..'COSURU 
1'90 DIABETES ~LL::7"JS 50 
':'91 V:::':'!.I1tN DtHC/O'!HEit :ru1'IH.D rs 
T')2 GOUT 5>1 
"':"13 LI?IO HEn.aOLIsM otSOROER 
799 O':H,ENtlO.Mt'AB.mJTIU .::lIS&ASlt 

U-- UROLOC'f u 
rJOl PA!}lrUL UIUNA':'-:o.'f 290 
:;OZ rJ:tZQUE.'f':'/l;nCiZNT URINATION 283 
1)04 r!'lCCN1':::NE}lCJ::. (£xC::".r!.21 291 
;;05 OTl'itR UR:::~tA7:CN ?ROBL£.."!S 
ti06 3LOOO IN' URINE 373 
:':07 O'I'HER C::lI"'..P~ZNTS or UittNt 
U1J 01'H.3Y!-"..P'!.lCOMPLT.Su.oOER 
'J1~ STI".2~.ICCl-'Jlt::.1(:::::lNEY 

IJ26 i'VJl OF CANCZR or UUNARY HST, 
0'27 f!:AA ot OtHER UR!NAA'f OIStAS4: 
:.;:8 :J:!$.\8I:''::7'f1 tXPAIi\MEN1' 
U29 OTH .STI1.P': .~ttI:fA.R'!' SYSTt.'i 

~ON£PHR!7:::S/?YE::'''':''::S~)"CtJ1'£ 1.59 
:)71 C'tS!I!IS/OTH,; .. :!UN. mfEC'!'_N'c.C 1701198 
un U;U;;HRI-:::S, NON S?tc:r:c i. nnn 

~-r::-GN. S:£OI?L., lt1:'1'N'£'f 31 

'.175 !".AL!GN. NEOP'L., iat...\:lO£!<. 37 
'.117 O1'R. r-'.ALIC. !'IEe?L, t:alNAAY !RAC7 J'1 
:J7S iat.'nGN NEO?L,'JR!NAAT 'AAC' 
iJ7~ -::VTH.t.nfS?!.C.!'I:EOPL.i.:'RI!iAAY !:tA.C':' 

<;98 Ct..OI"'£RULONt?HRI!:S/N£PH~OSIS Ha 
UtO ORTHOS'rA,':'!C ALtU.,'t·HNVIUA 173 
U9S r;RULCALC:JL!JS ALL TYPtS/SI-:£S 1. it 
:In UN.U'l\I!'I£ ~£S1' rnro!NG. -:fC$ 2.98 
:J'?9 O':'H. 0 !StASt t:iU!'IARY SYS'!£"""I 

<1-_ 

W70 

"1I1!. 

CUES'!'IOH or ?P.ECNAl1CY (tXCt.~ 10102" 
rtAA OF BEr!1G ,?1U:G'NANT 
AN'l"'E:PAAnIM BtE!OING 
VOM:t':ING/z.,fAUStA or PREGNANCY 
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OUESTrONNA.lBE FOR PATIENTS A.;\iD PARE0.llS rN CRUMUN A & E 

REFNO_ . 
~" 

PAG] 

SECTION A: DEMOGRAPHICS FROM A & E CARD 

DATE - -"- .:!.-"- -

DAY M-F=l,S,S=2 

NAME SEX M= 1 • F=2 

DOB - ~.~- ~.--

(21-32=1-12 months) AGE 

ADDRESS __ ~ _____ DUBl-26.CO=27. 

KIL=28,W=29.0=30 DED 

PHONE / NONE ¥=1. N'=2 

GMS= 1.VHI=2.COMP=3, OTH=4 
GP~~E/.~DRESS ______________________________________ ~ __ ___ 

TI).1E CATEGORY 9-5=1. 5-12=2, 12-9=3 

REGISTERED - -~-..::..-

TOT.A.L TIME IN A&E 

P.C. M= 1.T=2, S=3 

CODE 

OSS DONE 

SEE:"J BY DR 

DISCH.-\RGEj ADM 

REF BY SELF=l/G? let=2/GP no let=3/SCH=4/HOSP=5/0TH=6 __ 

DISP Dis no rev=l/rev OPD =2/Rev A&E=3/Rev GP=4/ Acm=5/ left=6 

SECTION B 

ACCESS I GP 

91 How long did it ta.~e to get here (mins) <30= I, 31-60=2, 61-120=3, 

92 Dlsta.'1ce In miles 

93 Cost to get here in £. (Trampcn, meals. babysit. park. off work, fee) 

--' 
--' 
--' 

94 ~1ode tra."1spon: private=1/ public=2 /walk=3/al'nb'..l1=4/ta.xi=5j other=6 

95 Do you think casualty fee is 1 too much 

2 just right 

3 too little 
~ 

8 N/A 

j 

,: ..... ·-1,· 

96 
97 

98 
99 
910 

Duratlon of child's complaint (hours) <12 =1. 12-24=2. 24-48=3. >48';'4 
til: 

Do you have a fa,'nj]y GP? 

Attended GP 

Tried to contact a GP 

Successful 

175 

Y =1 :';=2 

¥=1/N'=2 

Y=l/ N=2 

Y=1/N=2 

,~ 1 
DK=3 i c' 

; ~ 

(ifY go to g13)U 

~ (if N go to 9 12)." 
i , 

(if N go to 9 12j\1 

'., , 



PAGE 2 , REF NO 

911 If GP contacted (phoned) and not seen, why;: not? 

1 GP said bring child to A & E 4 Answering machine 

2 GP/sec said wait would be too long 5 own GP not available 
'~* 

3 GP/sec said locum wait too long 
-:-!Jet 6 other _____ ._, '_' _____ _ 
(~'" 

912 If self referred and had not seen or contacted GP, why not? it 
IThought needed immediate attention 8 Thought GP would refer anyway 

2 Under hospital care already 9 Thought GP unavailable~ 
'¥f.~ 

3 Thought best dealt with in A & E 10 Didn't want to bother GP 

4 Thought needed X Ray 

5 Thought hospital cheaper 

11 Couldn't contact GP 

12 Not happy with GP 

6 Prefer hospital for this condition 

7 Hospital more convenient 

13 Other (spec.uy) ________ _ 

913 How fairly were you treated compared to others? V=l. 9=2, NV=3, Un=4; 

'\Thy? Did vou feel that: ( if Very. go to Q 14) 

1 People sltipped the queue for no apparent reason 

2 Patients brought by ambulance sltip the queue unnecessarily 

3 Children with certain conditions had to wait longer to see a particular doctor, 

4 GMS are seen after v"HI patients 5 GP referrals had wait all over again 

6 Unnecessary delay with test result 7 Unnec delay waiting for X ray result 
.~' "," 80ther ____________________________________________ _ 

SECTION C: W AlTING 

914 What do you consider a reasonable time to wait before being seen by a dt? (mins) 
t;;;> 

0-30=1. 31-60=2, 61-120=3. 121-180=4, >181=5 

915 Compared to e.'\:pected was your wait longer= 1 shorter=2 same=3? 

ok=l. too long=2. far too long=3, N/a=B 

916 Was the wait at the desk 2 3 

917 Was the wait to see a nurse 1 2 3 

918 Was the wait to see a doctor 1 2 3 

919 Was the wait for X Ray 1 2 3 

920 Was the wait for test results 1 2 
'~; 

3,. ~i'" 

Comments 

921 How satisfied were you with info about waiting time. queuing and delays 

1Wrong info given 

2 No info given 

l=v. 2=q. 3=nv, 4=dis. 9 (if 1 go to Q 23) 

40ther ___________________ _ 
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PAGE 3 REFNO . .... (. \i!' ?I,"~" 

922 Suggestions to'1mprove waiting situation 1 =Give approx time 

2"';' More staIf /3=tlcket system / 4= signs up / 5= clock vvith WT / 6= person to ask 
.' ,1!~-. ~"~)~., ~"~ 

7:"6ther "l~ . .;o. 8=none 

SECTION D: QUALITY OF CARE AND COURTESY .. 
(1~very satisfied, 2= quite satis, 3=not very satisf, 4 =dissatis, 9=oth) 
~:;;f ,~. 

92-3 "Overall how satisfied were you with the quallty of medical care? 1 2 3 4 9 
',·!i~, } 
924 Overall how satisfied were you with the quality of nursing care? 1 2 3 4 9 

925 Were you satisfied that the still knew what they were doing? Y= 1 / N=2/DK=3 

926 Did the staIT listen to you and treat you like a person? Y= 1 / N=2/DK=3 
~~~ 

927 ASK CHILD Were the people working here nice to you? Y=l/ N=2/DK=3/na=8 
l.C\~;~ 

Comments 
)t\,,,,·""'·, 

.,~~ ... ~ . 
. .,~ 

SECTION E: U"''FORMATION (8=n/al 
~ . 

928 Overall how satisfied are you with information received in A & E? 1 2 3 4 9 
,~~( 

Q29 ASK CHILD Was everything e.xplained to you well enough? 
"~ 

How satIsfied were you v:ith information received about: 

930 the treatment necessary for your child (if any) 
/J:;;} 

931 the nature/severity of your child's illness 
ro 

932 what to do now that you are leaving A & E 
f?--{4 
Suggestions [or improvement. __ ~ _______ _ 

';~~ ';'! 
;~~-,~~ 
SECTION F: AJuENITIES 

1 2 3 4 89 

1 2 3 4 9 

1 2 3 4 9 

1 2 3 4 89 

99 

How would you rate the following facilities: 

933 the walting area including seating 

1:very good. 5= very bad 

,.r'~·i 
9:34 the refreshments 

r.Jiii 
935 the toys and games (ASK CHILD) 
, ~-:-:~f 

. 936 the reading material 
,-">l"'" 

;937 the toilets 
f -.--~i;< 

'938 the consultationroorn 
",-. .1t 

.~939 the privacy in Casualty 

'ifg~o Overall how,satis[ied are you vvith with the facilities provided 
l'ii~ ,:; 

1 2 3 4 5 

12345 

1 2 345 

1 2 3 4 5 

1 234 5 

1 234 5 

1 234 5 

12349 
~Comments, ______________________________________ __ 
i{;Y'-

~. . . 
''#t _ _ i, 

l~'SECTION G: OVERALL 
-";,- ;_ ~_ ·,jil' 

"~~'g'41 Overall. how satisfied are you with your e.xperience today in 
-"r':-- ';.:, v.J:'"' 

,:942 Overall. how.satisfied are vou vvith your GP availability? 
~~ _ ., ",_ _{:~:_.",. _," .t 
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casualty? 1 2 3 4 
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'94; Would you recommend this casualty to family and friends 

REFNO 

Y/N/DK 
·Comments, __________________________ _ 

944 In the future. might you go to Tallaght Hospital instead? Y/N/DK. 

IfY. Why? l=convenlent 2=feel care better 

3=to try it 4= might be less waJt 5=other 

945 - S,H?W. PARENT LIST OF CHOICES 

Can you identify the 3 most important features of a good Casualty service: 

. 1 Good quality of medical care 

·2 Low cost 

3 Quick service-short wait 

4 Convenient 

5 Courteous staIT 

"6 Good refreshments 

7 Privacy 

8 Information on illness 

. 9 Information on waiting time 

1 0 Improving health 

11 Gives information to O'WTI GP 

12 Other - pJease specify _____________ _ 

946 SHOW PARENTS LIST OF CHOICES 

Can vou identify the 3 most important improvements needed in this Casualty? 

1 Reduce waiting times 

2 Give more information to own GP 

3 Give estimate of waiting time 

4 Give frequent information on delays 

., 5 Improve privacy 

6 Improve waiting room facilities including refreshments. or improve toilets 

7 Improve X ray process 

8 Improve car parklng 

9 Improve sign posting 

10 Reduce cost 

11 Improve medical and nursing care 

12 Give more information on illness 

13 More courteous staff 

12 Other - pJease specify ___________________ _ 
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CONFIPENTIAL GP QUESTIONNAIRE REF NO. ___ _ 

Re Patient, ___________ , DOB, ______ " Seen in A & E on ____ _ 

Please could you answer the following questions by circling appropriate answers. 

1. What communication have you received from the hospital since your patient was seen? (Please 

circle one or more) 

a) Letter from A & E f) Discharge summary 

b) Phone call g) Discharge letter 

c) Fax h) No communication 

d) Rewriting script as GMS 

e) Other communication (please specify) _____________ _ 

2. If some communication was received, was It satisfactory? YES NO 

How soon did you receive communication after the A & E visit? _______ days 

QB 

If no communication was received, do you think you should have received some form of 

communication? YES NO 

3. Would you ever like to receive communication from the hospital A & E when you refer a child? 

( Please circle one or more answers). 

NO, NEVER (please go to question 5) 

YES -routinely 

YES - if child is admitted 

YES - in certain circumstances only(please specify) _____________ _ 

YES - if the child is being referred back to you, the GP 

YES - other reason (please specify) __________________ _ 

4. What form of communication from the hospital A & E would you prefer? (Circle one or more) 

a) Phone call 

b) Carbon copy of the A & E notes summary 

c) Prescription copy 

d) Letter 

e) Fax 

f) Depends on case complexity 

g) Depends whether in office hours 

h) Other(please specify) ________ _ 

5. Overall, how satisfied are you with communication to you from Crumlin A & E? 

a)Very satisfied b)Quite satisfied c)Not very satisfied d) Dissatisfied 
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6. Overall, how satisfied are you with the service provided by Crumlin A & E ? 

a)Very satisfied b)Quite satisfied c)Not very satisfied d) Dissatisfied 

7. Have you access to investigations at the hospital? YES NO 

If YES, what Investigations do you have access to? ______________ _ 

What Investigations would you like access to? ________________ _ 

8. Have you ever encountered any particular problems with Crumlln A & E ? 

a) NO b) YES - If YES, could you describe the problem area/s? 

9. Have you any suggestions on improving the A & E service?( Circle one or more) 

a) GPs should have direct admission rights to a bed rather than via A & E 

b) GP referrals should be seen urgently if GP so requests 

c) GPs could work sessionally providing primary care in A & E 

d) Better communication is needed to GPs 

e) GPs should be able to order X Rays or blood tests and get a quick report 

f) Shorter OPD waiting times would reduce referrals to A & E 

g) Other(please specify) ________________ _ 

10. Would you In theory favour the Introduction of agreed pre hospital protocols, for example in 

the management of acute asthma prior to referral? 

YES NO-If no, why not ______________ _ 

Any other comments ____________________ _ 

MANY THANKS FOR YOUR TIME AND COOPERATION IN FILLING THIS IN. 

PLEASE COULD YOU RETURN THE FILLED QUESTIONNAIRE TO: 

DR. MAIRIN BOLAND, IN THE ENCLOSED STAMPED ADDRESSED ENVELOPE •• THANKYOU. 
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Costing 

Time costsof principal researcher (borne by self)- approx. 1000 hours 
:~~~it;~; 

Clerical costs of audit assist~hce'over six months includes: 

{l 
:;: '~~1';"": 

typing and printing of questionnaires 

;~i~~_ 

collating of questionnaires and letters 
.0' 

, -,·1 
addressing and sending questionnaires 

~J-1~;:::~: 
prompting letters 

telephone costs and computer time 
;,,<----:,--:,< " 

Statistici~~ 'consultancy 

x ,h ;:\/tb:: 
Computer system will need 12':'!6 megabytes, inc. VAT 

Printer' inc. ; VAT 
t~; , .. ~~~;~t> 
",' ~- ./. .'! 

Postal costs of 300 letters with s:>a.e. 

Punching data -£3 per 1000 characters 
,'~Sj§. 

(cost will depend on questionnaire layout) 

(audit"Cl~rk may undertake) 

TOTAL 
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Appendix 6 

£14,000 

£8,000 

£200 

£500 

£1,500 

£180 

£1000 

£11.380 
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