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Abstract

Background

UK health policy aims to reduce the use of
unscheduled care, by increasing proactive and
preventative management of patients with long-
term conditions in primary care.

Aim

The study explored healthcare professionals’
understanding of why patients with long-term
conditions use unscheduled care, and the
healthcare professionals” understanding of
their role in relation to reducing the use of
unscheduled care.

Design and setting

Qualitative study interviewing different types of
healthcare professionals providing primary care or
unscheduled care services in northwest England.

Method

Semi-structured interviews were conducted with
29 healthcare professionals (six GPs; five out-of-
hours GPs; four emergency department doctors;
two practice nurses; three specialist nurses; two
district nurses; seven active case managers). Data
were analysed using framework analysis.

Results

Healthcare professionals viewed the use of
unscheduled care as a necessary component of
care for patients with long-term conditions. Those
whose roles involved working to targets to reduce
the use of unscheduled care described a tension
between this and delivering optimum patient
care. Three approaches to reducing unscheduled
care were described: optimising the system;
negotiating the system; and optimising the patient.

Conclusion

Current policy to reduce the use of unscheduled
care does not take account of the perceptions of
the healthcare professionals who are expected to
implement them. Lipsky's theory of street-level
bureaucrats provides a framework to understand
how healthcare professionals respond to imposed
policies. Healthcare professionals did not see

the use of unscheduled care as a problem and
there was limited commitment to the policy
targets. Therefore, policy should aim for whole-
system change rather than reliance on individual
healthcare professionals to make changes in
their practice.
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INTRODUCTION
Unscheduled care is defined in the UK
as any healthcare provided with less than
24 hours' notice.” International and current
UK health policy aims to reduce the use
of unscheduled care by moving from a
reliance on costly hospital and out-of-hours
emergency services to more proactive
and preventative management of long-
term conditions in primary care and the
community.”® GPs and other healthcare
professionals working in community
settings are tasked with implementing
policies, including reduction of the use of
unscheduled care by patients with long-
term conditions.® The UK primary care
quality and productivity indicators provide
financial incentives to general practices to
reduce the use of unscheduled care.®
Many different healthcare professionals
are involved in the provision of unscheduled
care for patients with long-term conditions,
including GPs, practice nurses, district
nurses, and emergency department
clinicians. More recently, other roles have
been created in response to a policy shift
towards case management for people with
long-term conditions.?® These include active
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case managers, with nurse or allied health
professional backgrounds, introduced
to case manage patients with complex
problems, with the explicit aim of reducing
hospital admissions through improved
routine care and self-management.”®
Similarly, specialist nurses in both primary
and secondary care are seen as having a
key role in the management of people with
long-term conditions and preventing the
use of unscheduled care.” Introduction of
the new general medical services contract
allowed GPs to opt out of responsibility
for 24-hour care, leading to out-of-hours

doctors making more management
decisions.’
Previous research has explored

healthcare professionals’ views on the
appropriateness of patients’ use of
unscheduled care, or their perceptions of
why patients use unscheduled care.'®™
However, it is not known what healthcare
professionals believe their roles and
responsibilities to be in reducing the
use of unscheduled care. The CHOICE
(Choosing Health Options In Chronic
care Emergencies] research programme
is a 5-year National Institute for Health
Research (NIHR]-funded award to design
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How this fits in

UK health policy aims to reduce the

use of unscheduled care by increasing
proactive and preventative management
of long-term conditions in primary

care. Healthcare professionals do not
generally see the use of unscheduled
care as a problem for patients with long-
term conditions. Reducing the use of
unscheduled care will require healthcare
professionals to be engaged in the

policy agenda, in order to implement

it. Policy should aim for whole-system
change rather than reliance on individual
practitioners to change patients” use of
unscheduled care.

an intervention to address the use of
unscheduled care (defined in this study
as emergency department and out-of-
hours care] by patients with long-term
conditions.™ This article reports the results
of a nested qualitative study that aimed
to explore healthcare professionals’
perceptions of the reasons why patients
with long-term conditions use unscheduled
care, and the healthcare professionals’
understanding of their own role in relation
to reducing the use of unscheduled care.
The work of Lipsky (1980), who identified
public service workers as ‘street-
level bureaucrats’, is used to provide a
framework for illuminating differences in
healthcare professionals” understanding of
and way of working with a national policy.”

METHOD

Study design

This was a qualitative study using semi-
structured interviews to collect data.

Sampling and recruitment

Healthcare professionals with different
responsibilities around unscheduled care
in northwest England were invited to
participate. GPs and practice nurses were
identified from practices already involved
in the CHOICE study." GPs working in
out-of-hours services were identified
through the local out-of-hours provider.
Emergency department doctors were
identified from the three main hospitals
within the recruitment area for the CHOICE
study. Active case managers, specialist
nurses, and district nurses were identified
through snowballing, using local networks
of healthcare professionals. Purposive
sampling of healthcare professionals
aimed to generate a mix of ages, sexes,

and clinical experience.
Healthcare professionals were initially
approached by e-mail or letter, containing

an invitation, information sheet, and
consent form. This was followed up by
e-mail or telephone, to seek initial verbal
consent.

Data collection and analysis

Data collection was by face-to-face, semi-
structured interviews at a time and place
that were convenient for the healthcare
professional, usually at their place of work.
Interviews lasted 19-93 minutes (mean
44 minutes). Topic guides were developed
with reference to the literature and study
aims. Healthcare professionals were asked
about their role in relation to patients with
long-term conditions, their perceptions of
reasonswhy patients use unscheduled care,
and their role in managing patients’” use of
unscheduled care. The topic guide was
refined throughout data collection, taking
account of ongoing analysis. Interviews
were audiorecorded with consent, and
transcribed verbatim.

Initial thematic analysis was undertaken
by authors from different professional
backgrounds: primary care, psychology,
socialanthropology, and psychiatry. Themes
were developed through individual reading
and rereading of transcripts, and regular
discussion among all authors. Analysis
followed a framework approach,’ whereby
a thematic framework was developed
and refined through constant comparison
of data between and within accounts.
Individual transcripts were mapped onto
this framework using QSR NVivo8.

RESULTS

Forty-three healthcare professionals were
invited to participate and 29 agreed: six
GPs; five out-of-hours GPs; four emergency
department doctors; two practice nurses;
three specialist nurses; two district
nurses; and seven active case managers.
The healthcare professionals had
varying levels of experience and different
clinical backgrounds; some also had line
management roles or were involved in
local policy development around long-term
conditions or unscheduled care.

Two main themes are presented: whether
healthcare professionals perceived the
use of unscheduled care as a problem;
and their approaches to reducing the use
of unscheduled care. These themes are
described in detail, using illustrative data.
Identifiers indicate participants” profession
(ACM, active case manager; DN, district
nurse; ED doctor, emergency department
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doctor; HCP, healthcare professional;
OOH GP, out-of hours GP; PN, practice
nurse; SN, specialist nurse) and participant
number. Ellipses [..] signify omitted text.
Square brackets denote explanatory text.

Is use of unscheduled care seen as a
problem?

All healthcare professionals described
the use of unscheduled care as an
understandable and necessary part of care
for patients with long-term conditions, and
recognised exacerbations as a normal
part of the disease process, for example,
describing exacerbations as expected yet
unpredictable:

People with chronic diseases, it's episodic
isn't it? So somebody might phone with
an exacerbation of their COPD [chronic
obstructive pulmonary disease] but the next
one might be 8 months away and the next
one 3 months after that.'[HCP10 — OOH GP)

GPs, practice nurses, and district nurses
discussed ways of managing exacerbations
within  primary care. However, they
recognised the limitations of this, and
the necessity of emergency department
services for severe exacerbations:

He 'd [COPD patient] been to hospital loads
of times, but that's not so much because
he doesn't know his disease | suspect,
it's ‘cause he's just at the severe end and
he'd end up at hospital anyway, but as |
say, we started the treatment just to sort
of, optimise the chances of not going in
[hospitall. But there's still a reasonable
chance that he will go in."(HCP17 — O0OH
GP)

Healthcare professionals did not describe
the use of unscheduled care by patients with
long-term conditions being precipitated
by solely social or psychological factors,
although some healthcare professionals
acknowledged a link between anxiety and
breathlessness in a few individual patients
with COPD.

All emergency department doctors were
explicitin describing the use of unscheduled
care by patients with long-term conditions
as legitimate:

The traditional definition of emergency
care would be that it's to provide care
for any person who believes that they are
suffering from an emergency condition,
which requires either urgent investigation,
or urgent treatment. So it's defined by the
patient.'([HCP11 — ED doctor)

They justified this view by referencing
policies and protocols within emergency
services that emphasise patient safety:

Our general policy, except with a few very
minorexceptions, Is that we do see everybody
who comes and if you don 't do that, and turn
them away, unless you turn them away to
something that's appropriate and timely, you
can make mistakes. (HCP23 — ED doctor]

GPs working in out-of-hours services
described this setting as inherently more
risky because they lacked prior knowledge
about individual patients. This affected their
decision making, as they could not draw
on an understanding of a patient’s typical
behaviour, and they described prioritising
patient safety:

1 think that somebody who's a diabetic or
COPD or asthmatic who presents acutely
(..) you don't really have much information
about them and you have got somebody
who's acutely unwell and oftentimes the
safest thing to do will be to send them to
hospital.'(HCP29 — O0H GP)

Unlike emergency department doctors
and healthcare professionals involved in
providing routine primary care, active case
managers and specialist nurses were
performance managed against the policy
aim to reduce the use of unscheduled care,
and they discussed the use of unscheduled
care as an issue that they were responsible
for tackling. However, many described a
tension between this policy aim and their
beliefs about how best to support and
manage patients. One active case manager
referred to the divergence between patient
feedback, suggesting she was ‘doing a good
job’, and perceived pressure to meet targets
to reduce the use of unscheduled care:

You [active case manager] felt you knew

you were sort of doing a good job from the
feedback thatyou got from the patient, butyou
never really felt like that when it came from
your sort of performance. | mean you look
at performance management, the difficulty
with performance management is it doesn't
really capture, it doesnt always capture
good outcomes for patients. It captures good
outcomes for, | suppose, finance. Well it can,
it's a difficult one because some of the, a lot
of our stuff (...} is about prevention. Um it is
difficult to capture prevention in the short
term, isn't it? (HCP26 — ACM)

One specialist nurse reported spending
time with patients to reduce the use of
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unscheduled care, but disclosed concerns
that patients may become dependent on
this service:

We do have a cohort of patients like that
who will phone up purely for us to go out just
to reassure them that they are fine|...). They
will be phoning us on a Friday afternoon for
that reassurance, ‘cos they know that we're
not here Saturday, Sunday. And a lot of that
/s anxiety related, and maybe we perpetuate
that because we go out and we say “Look,
you're fine, we ve done all your obs, you are
fine. We have no concerns about you”. But
if we didn't do that, they would have gone to
A&E and we might have stopped that visit
over the weekend. So, | don't know if we're
perpetuating it, or we're avoiding other
things happening, | don't know. (HCP13 —
SN COPD]

Other active case managers and
specialist nurses described the difficulty of
managing patients with multiple problems
in a highly complex healthcare system, and
suggested that avoiding unscheduled care
was not always possible, despite healthcare
professionals’ best efforts. An example
of this complexity is illustrated next; this
active case manager describes intensive
case management being undermined by
the out-of-hours service's response to
exacerbations:

1 see [patient with end-stage COPD]
probably two, three times a week. |'ve done
as much as | possibly can, the GP's very
good, we ve had about probably three family
conferences |..) the out-of-hours doctors
who don't really know her (...} go in, see
her and think “Oh my God, this lady's really
poorly, this should be done, that should be
done’, even though it's an ongoing thing.’
(HCP21 — ACM)

Thus healthcare professionals framed
patients” use of unscheduled care as
understandable interms of the clinical course
of long-term conditions. However, patients’
use of unscheduled care was described as a
problem by some healthcare professionals,
reflecting their role in relation to policy
on unscheduled care. At one extreme,
emergency department doctors described
their role as treating patients safely, with no
pressure to reduce the use of unscheduled
care. At the other extreme, active case
managers described a conflict between
needing to reduce the use of unscheduled
care, because of performance-management
targets, and providing what they perceived to
be good clinical management.

Approaches to reducing the use of
unscheduled care

Healthcare professionals discussed
different approaches to reducing the use
of unscheduled care, again reflecting their
roles within the health system. Three main
approaches were: ‘optimising the system’;
‘negotiating the system’; and ‘optimising
the patient.

Optimising the system. GPs framed the
problem of use of unscheduled care in the
wider healthcare system. They recognised
that patients may need clinical care
urgently, but discussed opportunities to
reduce the use of unscheduled care by
directing patients to other settings. They
described potential systemic solutions,
such as improved communication between
primary and secondary care, in order to
identify patients who were not using the
system ‘correctly”:

Until I'm convinced that we're getting all
the information from casualty about who's
been, ‘cos although they seem to send us
letters I'm not 100% sure that we re getting
all of them, until they make some clinical
sense, because there's absolute rubbish
written on most of them and you don't know
which bit of bone they fractured or, really,
was that serious or was it not. In fact the
only way you can tell it was serious is they
kept somebody in and then it's probably not
serious either. (HCP7 — GP)

Similarly, this GP suggested improving
triage mechanisms so that patients could
be helped to understand which service to
use for which problem:

Up until now | don't think there's been
enough kind of triaging really (..). Some
people are turning up [to the emergency
department] when in fact if they could just
speak to somebody they might have had a
different outcome.’(HCP12 — GP)

At the extreme, two GPs even suggested
fee-for-service as a system change that
would discourage use of unscheduled care:

At the end of the day it's [emergency
department and out-of-hours care] free so
why not [use it]? (...) [Charging patients for
attendance] just makes you [the patient]
think a little bit more about whether you
really need some unscheduled care or not.”
(HCP10 — OOH GP)

Negotiating the system. Practice nurses,
active case managers, and specialist
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nurses did not discuss trying to influence
the way the wider healthcare system
worked. Frustration was common in their
accounts, as they described a lack of
clinical autonomy and professional power
despite their responsibilities for addressing
the use of unscheduled care. For example,
they were not directly linked to the formal
information flow about patients, to the
extent that they might not know about
patients in their care using unscheduled
care, compromising their potential to
respond:

No, often | don't get to find out [if a patient
has used unscheduled care] [.). The
GPs would have a look at it [discharge
summaryl, action it and then, you know, file
it in the patient’s notes (...). The GPs might
ask them to come and see me for a review.”
(HCP16 — PN)

This practice nurse described advising
patients about symptom control and about
avoiding the use of unscheduled care, but
she was unconfident that this would be
supported by other team members:

From my personal point of view, [ find it
quite frustrating | suppose, in a way, that
I'm probably about the only person within
the practice that has a keen interest in
respiratory disease. And sometimes it's a
bit of an uphill, an uphill battle. My barriers
with clinicians sometimes are the patients
are coming in being prescribed antibiotics,
having numerous chest infections but
they're not then feeding them into me.’
(HCP18 — PN)

To overcome their lack of formal
influence, some practice nurses, active
case managers, and specialist nurses
described negotiating informal pathways.
For example, one active case manager
used herinformal links with secondary care
to get information about patients:

You only know if the family ring up you
know, the next day and say, “oh by the way,
they've gone in”, or sometimes we'll not
know for days, that the patient has gone in
(..). We just literally don't know. It's just by
sheer luck (...). So, as soon as we find out,
to improve communication, we go down, we
go on to the wards, we speak to the staff,
we write our details in their notes, please
contact us, our phone number. Sometimes
it works, other times it doesn't. [HCP21 —
ACM)

A practice nurse described making

herself more accessible to patients so that
they would contact her in a crisis rather
than using unscheduled care:

1just gave him [the patient] a bit of an open
door, if he'd turn up at reception, which
he's done a couple of times, ‘I need to see
[practice nursel” (...). Then often I'd squeeze
him in and see him (.. "Tll make this
appointment and come back and see me
then but, in the meantime, you've got my
phone number”. And | speak to him on the
phone. (HCP16 — practice nurse)

Optimising the patient. GPs, practice nurses,
active case managers, and specialist nurses
described changing individual patients’
behaviour as a key mechanism to reduce
the use of unscheduled care, suggesting
that they might teach patients to control
their symptoms better. They described this
approach as ‘self-management':

Well of course you can make a difference,
| see my role as instructing people, training
them and trying to help them self-manage
themself, and part of self-management
is when to seek advice, um, when they're
unwell (...). And, you know, | think if you can
drill certain responses into people then,
um, you know, eventually they will learn.”
(HCP7 — GP)

Most healthcare professionals who
discussed optimising patients” behaviour
in this way described using educational
strategies, predominantly giving
information, rather than using behaviour-
change strategies:

‘Fducation, education, education|...). Patient
education for all um chronic diseases |
think is so badly dealt with (...). "So these
are why we manage you [to the patient], this
is how we manage you, this is why we're
monitoring you. Um these are why we do
your track, err your checks, your annual
reviews, to check to your lung function to
see if it's deteriorating, to make sure you're
taking your medication properly because if
you're taking it properly, it's gonna reduce
the risk of infections.”.' (HCP16 — practice
nurse)

All GPs, practice nurses, active case
managers, and specialist nurses discussed
how their knowledge of individual patients
was a tool to understand where to focus
efforts to optimise the patient, and thus
reduce the use of unscheduled care. They
described this knowledge as building over
time, as part of an ongoing healthcare
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professional-patient relationship:

1 think it's just getting that theyre [the
patient] confident in you and your ability
and that you've got some sort of rapport
going with a patient. And sometimes that
does take quite a long time to build up that
sort of rapport that you ve got with a patient
so that they trust you really, in a way. So to
make changes it isn't always easy but it's
something that you develop. And this is why
| say nothing ever happens quickly, youve
got to build that patient and get to know
that patient and have that rapport.' (HCP18
— practice nurse)

With practice nurses and GPs, this
relationship could be sustained over time,
but for active case managers, the time-
limited nature of their interventions created
an additional tension when working with
patients:

So usually it's[active case manager service]
about a 12-week period of interventions, so
where people are referred to us, we go
away and we work with them and just
see what we can do to kind of improve
the situation (...). There's a lot of people,
even though you're preventing hospital
admissions and GP input, they phone you a
lot, you know, and you can 't really discharge
those patients.' (HCP4 — ACM)

DISCUSSION

Summary

Owing to the high financial costs of
unscheduled care services and the
increasing burden of long-term conditions,
reducing the use of unscheduled care by
patients with long-term conditions is a
major policy issue across all levels of the UK
health system and internationally.*® This is
the first study to explore the perceptions of
a range of healthcare professionals about
the use of unscheduled care by patients
with long-term conditions.

Across the sample of different healthcare
professionals involved in the provision
and reduction of unscheduled care for
patients with long-term conditions, use
of unscheduled care was viewed as a
necessary component of care, recognising
exacerbations as inevitable in long-term
conditions. However, some healthcare
professionals saw the use of unscheduled
care as a failure to meet policy targets,
on which they were performance
managed. Approaches to reducing the
use of unscheduled care depended on the
healthcare professional's role. Thus GPs
discussedthe needto optimise the systemto

direct patients to more appropriate services.
Practice nurses, active case managers,
and specialist nurses reported negotiating,
or bypassing, the system to help patients
to avoid the use of unscheduled care.
Both groups of healthcare professionals
reported strategies to optimise the patient
through attempting behaviour change.
Emergency department doctors and out-
of-hours GPs did not see it as their role to
reduce patients” use of unscheduled care.

Strengths and limitations

Data were analysed by researchers of
different professional backgrounds, thus
increasing the trustworthiness of the
analysis."”

Healthcare professionals in  one
geographical area were interviewed.
Although, evenwithin this area, perspectives
and roles varied, this study may not reflect
the range of perspectives elsewhere in
the UK (with different policy initiatives)
or internationally (in different healthcare
systems).

The interviews were conducted over an
8-month period during the introduction of
the new quality and productivity indicators,
which target GPs to reduce the use of
unscheduled care.® These new targets may
affect how GPs discuss their role in relation
to reducing the use of unscheduled care.

Comparison with existing literature

The work of Lipsky, identifying public-sector
workers as ‘street-level bureaucrats’,
provides a framework within which
to analyse these data that describe the
perspectives of different healthcare
professionals on operationalising a health
policy dictated from above, which may be
at odds with clinical decision making, and
striving to resolve the conflicts associated
with working directly with the consumers
of public services.™ In Lipsky's analysis,
‘street-level  bureaucrats’  develop
mechanisms to help them to ‘process
workloads expeditiously’.’” Checkland
showed how GPs and practice nurses
responded in this way to National Service
Frameworks, implementing changes only
when this expedited their work."® Lipsky
argues that the decisions of ‘street-level
bureaucrats’ and ‘the devices they invent to
cope with uncertainties and work pressures
effectively become the public policies they
carry out.”™ Thus while policy aims to
reduce the use of unscheduled care, GPs
interpret their role to be supporting patients
navigating through a complex system.
GPs described illness exacerbations as
inevitable, and as often requiring resources
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beyond primary care. Therefore, GPs saw a
role for unscheduled care services to take
on the workload of managing exacerbations.

GPs describe solutions that optimise the
way patients with long-term conditions use
the existing system. However, the solutions
described could be viewed as beyond
their individual control to implement. This
suggests that GPs see reducing the use of
unscheduled care as outside their remit.
Patients view unscheduled care as one
of several healthcare options available to
them, complementing routine care, and not
necessarily as a failure of self-management
or routine care."”

Lipsky —argues that ’street-level
bureaucrats’ respond to the pressures on
them by ‘developing conceptions of their
work and of their clients that narrow the
gap between their personal and work
limitations and the ideal dictated by policy".”®
This is exemplified by the practice nurses,
active case managers, and specialist
nurses who described finding ways of
negotiating the system, in order to reduce
the use of unscheduled care and meet
targets, despite their relative lack of power
and influence on the healthcare system.
Practice nurses, active case managers,
and specialist nurses were often frustrated
by their lack of influence in the teams in
which they work. Some described directing
patients to seek help from themselves
rather than unscheduled care, which they
recognised may create dependency and
appears at odds with the policies aimed at
patient self-management.257

Lipsky also defines ‘street-level

bureaucrats’ in terms of the characteristics
of their work situations, particularly the
autonomy they enjoy in face-to-face
consultations, and the limitations inherent
in working with limited resources.'
Healthcare professionals in this study
described using consultations with patients
to attempt to change patient behaviour,
therefore maximising their resources.
However, as described by healthcare
professionals here, there is a conflation
of the notions of behaviour change and
‘self-management’ with simple information
giving. While there is evidence that
supporting self-management in people with
long-term conditions can reduce hospital
admissions,?® there remains a question as
to whether information giving alone can be
effective in achieving behaviour change.”??

Implications for practice and research
Current policy to reduce the use of
unscheduled care does not take account
of the perceptions of the healthcare
professionals who are expected to
implement policies, and the constraints on
their work. Thus system changes, rather
than reliance on individual practitioners
to make changes in their practice, are
required. Adopting a whole-system
approach with a focus on patient self-
management strategies has been shown
to be effective elsewhere. This approach
requires that healthcare professionals
can support behaviour change in patients,
which has training implications and will
require investment of resources by clinical
commissioning groups.
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