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Introduction

Much has been written about the `democratic

de®cit' in the NHS1,2 and debates about the

nature of public participation in health-care

decisions go back many years.3 The Local Voi-

ces initiative, launched by the government in

19924 urged health authorities to be more

responsive to the needs and preferences of local

people, and to involve the public in the
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Abstract

Objectives To ®nd out which groups of people would use a

National Health Service walk-in centre that would o�er mainly

health care advice, sta�ed by nurses. To understand the circum-

stances in which people would use a walk-in centre and to ascertain

to what extent it would meet patients' expressed health-care needs.

Design A postal survey of 2400 people plus 27 semi-structured

interviews and one focus group.

Setting and participants The study was conducted in Wake®eld,

Yorkshire UK, and included both white and ethnic minority

groups.

Results Most people reported that they would use a walk-in centre.

It would be more attractive to young as compared with older

people, ethnic minority as compared with white people, people

who are dissatis®ed with access to NHS services and people with

urgent health-care problems. People want a wide range of services,

including diagnosis, treatment, prevention, and general informa-

tion. People also want access to both doctors and nurses, to male as

well as female practitioners, to counsellors and interpreters. The

type of service planned for this walk-in centre will meet some of the

expressed needs. However, patients' expectations of the walk-in

centre exceed planned provision in a number of key respects.

Conclusion Walk-in centres without GPs and with limited services

will disappoint the public. It is important that walk-in centres are

evaluated and attention paid to `local voices' before additional

money is allocated for such centres elsewhere.
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purchasing process. Since then some health

authorities have consulted widely on their pur-

chasing plans, using a number of methods to

gather information.5 However, few studies have

examined people's expectations and needs for a

speci®c service before it has been introduced,

and when local people's views have con¯icted

with those of health-care professionals, they

have tended to be overridden.3

In general practice, patients have not tradi-

tionally had a strong voice in decisions about

service organization and delivery. Although the

patient participation group movement has been

in existence since 1972, the movement has failed

to live up to its initial promise.6,7 In the 1990s,

fund-holding arrangements and locality com-

missioning gave some GPs experience of asses-

sing need, and a number of practices sought

patients' views and made changes to various

services.8 Nevertheless, it remained the case that

few GPs were involved in population needs

assessment.9 The Labour Government's 1997

White Paper for England, The New NHS,10

conveyed the message that health-care profes-

sionals are in the best position to make key

decisions about resource allocation. However, in

1999 The Department of Health issued a policy

statement emphasizing the importance of patient

and public involvement in the new NHS.11

The government is also concerned about

patients' access to health-care. The recent

National Survey of NHS Patients, conducted in

1998, found that 25% of people have to wait

4 days or longer for an appointment with their

GP, and 19% of patients thought they should

have been able to get an appointment sooner.12 In

spite of opposition from many members of the

medical profession13,14 the Government has res-

ponded to perceived public demand for easier

access to primary health-care by funding 36

NHSwalk-in centres, at a cost of over £30 million.

The Government hopes that this new form of

primary health-care will o�er people fast, ¯exible,

convenient access to information and treatment

for minor conditions, and that they will be sen-

sitive to the needs of local people.15,16 When the

Department of Health drew up the criteria to be

met by pilot sites wanting funding for the new

NHS walk-in centres, a population needs assess-

ment component was included. Speci®cally, the

Government called for `a patient/population

needs assessment which supports the develop-

ment of an innovative primary care centre and is

sensitive to age, culture and lifestyle of patients.17

It is in this context, that a group of general

practitioners, GPs on call, who run the out-

of-hours service in Wake®eld, commissioned

research into whether or not people living in the

city would use a National Health Service walk-in

centre. GPs on call planned to open one of these

walk-in centres in May 2000. No appointments

would be needed. In 1999, when GPs on call

drew up their plans for a walk-in centre, they

envisaged a centre sta�ed by nurses, but linked

to local GP services, and one that would mainly

o�er health-care advice.

In support of their application to open a walk-

in centre, GPs on call consulted with a wide

variety of organizations, which produced a

positive outcome. They also asked researchers at

the National Primary Care Research and

Development Centre, University of Manchester,

to conduct a more detailed piece of research.

The research aimed to ®nd out which groups of

people would be most likely to use a walk-in

centre, and to understand the circumstances in

which people would use it. Although seeking the

views of disadvantaged groups may be a par-

ticular challenge18 GPs on call were especially

keen to hear the views of the ethnic minority,

who comprise about 1.5% of Wake®eld's popu-

lation.19 This paper reports the results of this

research, which included a large-scale survey,

semi-structured interviews and one focus group

discussion. While the ®ndings have been sum-

marized elsewhere20 this paper reports both

quantitative and qualitative results in detail. The

project was carried out between September and

December 1999.

Methods

The survey

The intention was to draw a random sample of

2400 residents in central Wake®eld, strati®ed by
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age, sex and ethnic status. However, due to the

technical limitations of the Health Authority's

computing system, the authors were unable to

draw such a sample. Patients were, therefore,

selected in the following manner. They were

separated into groups according to sex and age.

The desired sample was then chosen by manu-

ally selecting blocks of records within each age-

sex group. This constituted the white sample (see

Table 1), which would have included a small

number of non-white patients. The non-white

sample was selected by ®rst identifying common

Asian surnames and then sampling records in

the same way as described for white patients.

One quarter of the questionnaires was sent to

the ethnic minority group, partly because the

research team anticipated a fairly low response

rate from this group of people, and partly

because GPs on call particularly wanted to hear

the views of the ethnic minority (see Table 1).

Having obtained ethics committee approval,

letters and questionnaires were sent to named

individuals. All documents were translated into

Urdu for people whose surnames suggested that

they might not read English. Reminder letters

and second questionnaires were sent to all those

who did not respond initially.

The questionnaires asked for the following

information:

· Age, sex and ethnic group.

· Views about: the types of services, opening

hours and location of the proposed walk-in

centre; how it should be advertised; and

whether information from walk-in centre vis-

its should be sent to GPs.

· Information about previous health problems

which had led to consultations with GPs, A &

E services, NHS Direct or other NHS services

in the past 6 months and whether these would

have been taken to a walk-in centre had one

been available.

By asking people to comment on problems

they had actually experienced, the questionnaire

provided a more accurate picture of walk-in

centre use than could be achieved using other

methods (such as open questions about intended

use or hypothetical scenarios). Data were coded

and analysed using the software package SPSS

Data Entry. The signi®cance of associations

between variables was assessed by Chi-Square

test or Fisher's Exact test where appropriate.

The method used for the qualitative research

The purpose of the qualitative study was to

explore the context and meaning of the results of

the survey, and to probe more deeply into fac-

tors a�ecting the likely use of the walk-in

centre.21,22 The respondents for the semi-struc-

tured interviews were purposefully selected.23

Many people volunteered for an interview when

they completed their questionnaires and about

half those selected for interview were chosen

from those who had volunteered in this manner.

Care was taken to select younger and older men

and women, and people from di�erent social

backgrounds. For example, an e�ort was made

to select respondents from a�uent suburbs as

well as those who lived in poorer areas and

council estates.

Few non-whites volunteered for an interview,

and only one person of South Asian descent

gave a contact telephone number. Thus, all

except three of the interviews conducted with

non-whites were arranged via contacts with

community workers based at Wake®eld Asian

Welfare Association. Altogether, 27 interviews

were conducted, 15 with white people and 12 with

people of South Asian descent. Just over half of

the Asian respondents were born in Pakistan. The

others had parents who were born in Pakistan. A

focus group discussion also took place with a

group of seven women who all came from Pakis-

tan, and who only spoke Punjabi or Urdu.

All of the interviews conducted with the white

respondents were conducted in their homes.

Table 1 The sample that was planned

Age

White

male

White

female

Non-white

male

Non-white

female

15±20 300 300 100 100

21±60 300 300 100 100

61±75 300 300 100 100
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Most of the other interviews and the focus group

discussion were conducted at the Wake®eld

Asian Welfare Association Community Centre.

People signed consent forms before the inter-

views if they had not already given their consent

at the end of the questionnaires. An interpreter

was used for the group discussion and for one of

the interviews. All the interviews were recorded

on tape, with the respondents' permission. Most

interviews lasted about 30 min, and the group

discussion lasted about 1 hour.

After each interview notes were made of

important points, and emerging themes identi-

®ed. Later the tapes were re-played several

times, and relevant sections were transcribed.

Key themes or categories were identi®ed, and

sections of text were grouped together by theme

with the help of the word processing program,

Word for Windows.24

The results of the survey

Only limited conclusions can be drawn from the

survey, partly because the sample was not a

random sample and partly because only 811

questionnaires were returned (34%). Despite

these limitations, the sample yielded a good

spread of responses from people of all age

groups, both sexes and across ethnic groups.

Most of those who returned a questionnaire

indicated that they would use a walk-in centre in

Wake®eld. When asking people to comment in

general, in an open-ended manner, about the

services they would like to have at a walk-in

centre 75% reported that they would like a

diagnosis, and 75% wanted treatment for health

problems. Fewer people wanted information

about self-care or health promotion (45%) and

only 41% wanted information about which

health service to use for particular health needs.

People were also asked whether or not they

might have used a walk-in centre as a substitute

for actual consultations they had had with their

GP or other health services over the past

6 months. Table 2 shows the types of problems

for which people would substitute a walk-in

centre. People reported that they would be least

likely to substitute walk-in care for `ongoing'

health problems. However, as `ongoing prob-

lems' were the most common type of problem

(see Table 2 below), these might constitute the

bulk of walk-in centre work.

It is possible that the sample was biased

towards high users of health services generally

and excluded those least likely to use a walk-in

centre. Estimates of walk-in centre use are,

therefore, likely to be exaggerated. Nonetheless,

even if actual use was half that reported, it can

be con®dently predicted that about a ®fth of the

local people are potential walk-in centre users.

Sample limitations are less likely to have

prejudiced analysis of the factors a�ecting walk-

in centre use. Flexibility in access was viewed as

a key advantage of the new system, and people

reported that they would be more likely to use a

walk-in centre when they had problems acces-

sing other services. For example, 77% of those

who found it hard to make an appointment with

their GP thought they would use a walk-in

centre, but only 53% of those who had good

access to a GP indicated that they would try this

new form of service (see Table 3).

The survey also showed that people would be

more likely to use a walk-in centre for `urgent'

problems that they might otherwise take to their

GP or other providers (Table 4).

Table 2 The types of problems for which patients reported

that a walk-in centre would be a substitute

Total

episodes

Substitutable

episodes

Substitutable

percentage

New illness 249 186 75%

Injury 154 94 61%

Ongoing 413 238 58%

Health promotion 25 19 76%

Information 103 78 76%

Other 96 67 70%

Table 3 No (%) with/without access problems who would

substitute a walk-in centre for other services

Access

problems GP A & E

NHS

Direct Other

No 164 (53%) 36 (45%) 45 (87%) 97 (69%)

Yes 163 (77%) 43 (78%) 6 (100%) 30 (75%)

Signi®cance P < 0.001 P < 0.001 NS NS
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The survey also showed that young people

would be more likely to use a walk-in centre

than elderly people. For example, the table

below shows that 83% of those aged 15±20, who

had consulted their GP during the previous

6 months, would consider using a walk-in centre

as a substitute for their GP. However, only 49%

of those over 61, would consider using a walk-in

centre as a substitute for a GP (see Table 5).

The survey also showed that non-white

patients would be more likely than whites to

substitute a walk-in centre for their GP or other

providers (see Table 6).

However, these di�erences may partly be

explained by the fact that ethnic minorities were

signi®cantly more likely than whites to have had

urgent consultations with GPs (62% of non-

white sample vs. 37% of white sample), and to

have had problems in gaining access to GPs

(51% of non-white sample, vs. 39% of white

sample). Urgency was itself related to access, in

that people with urgent problems were more

likely to report problems with access (access

problems for 49% of people with urgent prob-

lems, vs. 34% with non-urgent problems).

The results of the semi-structured
interviews

The qualitative research complemented the

quantitative approach and con®rmed some of the

results of the survey (triangulation).25 The semi-

structured interviews and focus group shed

further light on why certain groups of people

reported they might use a walk-in centre in

Wake®eld and what services they were expecting.

People's expectations of a walk-in centre

It appears that people's expectations of a walk-

in centre were shaped by their previous experi-

ences of health-care. Some people seemed to

expect a wide range of services and many of

those interviewed said that they thought that a

walk-in centre would be sta�ed with both doc-

tors and nurses. For example, a man of South

Asian descent said that he had heard about

walk-in centres on the news. He commented:

It would be something similar to a doctor's sur-

gery. I think the only di�erence, from what I've

heard, would be that it would not be your own GP,

it would be a doctor. I don't know, to be honest

with you, all the ins and outs of what is actually

going to be in there, whether its just going to be

like a doctor's surgery, or whether they are going

to have, like we normally have, women's clinics

and physiotherapy and all that now at the doctor's

surgery. I don't know how far they are going to go

with it. (Interview 9).

However, although at least half of those

interviewed said they were expecting to ®nd a

doctor at a walk-in centre, a few people said that

they were expecting to ®nd a centre run by

nurses. For example, a retired accountant said

that he perceived that the centre would be a

place for a `®rst call', where you would get an

opinion before seeing a GP. He seemed to think

that nurses only deal with minor problems. He

concluded:

Table 4 No (%) who would use a walk-in centre as a

substitute for urgent/non-urgent problems

Urgency GP A & E

NHS

Direct Other

Urgent 169 (82%) 72 (57%) 35 (88%) 37 (90%)

Not urgent 154 (50%) 8 (89%) 16 (89%) 85 (64%)

Signi®cance P < 0.001 P = 0.05 NS P < 0.01

Table 5 No (%) in age group who would use a walk-in centre

as a substitute for their GP or other services

Age (yrs) GP A & E

NHS

Direct Other

15±20 95 (83%) 22 (55%) 13 (87%) 35 (78%)

21±60 113 (67%) 37 (68%) 24 (89%) 57 (84%)

61 + 117 (49%) 22 (51%) 14 (88%) 36 (52%)

Signi®cance P < 0.001 NS NS P < 0.001

Table 6 No (%) of ethnic group who would use a walk-in

centre as a substitute for other services

Ethnic

group GP A & E

NHS

Direct Other

White 263 (59%) 66 (60%) 44 (86%) 102 (67%)

Non-White 62 (86%) 15 (75%) 7 (100%) 25 (86%)

Signi®cance P < 0.001 NS NS P < 0.05
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Hopefully something like this would take the

pressure o� the GPs or the health service in gen-

eral, so that the people who are really sick can be

seen quickly. (Interview 4).

One other man thought that walk-in centres

would be run by nurses. His comments also

suggest that attitudes to sta�ng are related to

people's perceptions of doctors' and nurses'

roles, and it is clear that this man was not

entirely pleased about the government's pro-

posals:

I understood that it would be just nurses, but

whether this is so or not, I don't know. If it was

just nurses, well all they can do is just attend to

basic needs, can't they, you know, bandage up a

sprained ankle or something of that nature. If there

are no doctors you can't get anything positive

really, can you? (Interview 16).

This man's concern about nurses may re¯ect a

generally held view that nurses cannot replace

doctors. Some people are not aware that nurses

can prescribe a limited list of medicines and that

they can initiate treatment. People's perceptions

of a nurse-led service may change when they

have actually experienced this new form of

health-care. A recent study has shown that

people living in a highly deprived area were most

enthusiastic about their nurse-led practice once

they had experienced the service for a few

months.26

One elderly white woman said that she had

heard about walk-in centres on the television.

She liked the idea of a nurse-led service, appar-

ently based on her own experience. She com-

mented:

To be honest, some of the nurses know as much as

some of the doctors. (Interview 25).

Reasons why people thought they would

use a walk-in centre

Better access to female practitioners

and interpreters

As noted in the White Paper, The New NHS,

various barriers to health-care may exist, par-

ticularly due to poor access to certain services.

For example, women may ®nd it hard to make

appointments with female GPs and gynae-

cologists, and this may be particularly distress-

ing to women from certain ethnic minority

groups.27,28

In Wake®eld, people of South Asian descent

saw a walk-in centre as a means of gaining

access to female practitioners. A male taxi

driver pointed out that his wife wanted to see a

woman for gynaecological problems and he

commented:

Obviously if there is not a lady doctor for that sort

of problem then a nurse is better than nothing (¼).

If they are just trying quali®ed nurses in the

beginning, or permanently, does that mean they

are cutting down work from doctors to nurses?

Basically I am happy with this idea and I hope it

works. (Interview 8).

Another man of South Asian descent said that

women had to wait 3 or 4 weeks to see a female

doctor at his surgery, and he concluded:

Sometimes for gynae1 problems ladies are facing

very very serious problems to express their views.

(Interview 7).

Sometimes access to care is hampered because

of communication di�culties.27,28 Some of the

ethnic minority in Wake®eld suggested that

interpreters should be easily available. In par-

ticular, elderly women of South Asian descent

said that there should be someone who could

translate Punjabi when necessary.

Better opening hours

Some people perceived that the walk-in centre's

opening hours (7AMAM-7PMPM) would be convenient

because of work commitments. For example, a

man of South Asian descent, a postman,

explained why he would like a walk-in centre:

Basically it would be the convenience of it, ®tting

my visit to the doctor round my work commit-

ments. Because sometimes if you phone up a

doctor now, it may be 4 or 5 days before the

appointment that they give you, unless it is an

emergency appointment. I'd like to be able to go in

when I want, so it would be ®tting in with my own

sort of work, rather than working round the

doctor's surgery times, so they would be ®tting in

with my schedule rather than the other way round.

(Interview 8).
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A walk-in centre seen as complementary

to general practice

During the interviews some people said that they

did not want to bother their doctors with minor

problems, but they would use a walk-in centre

for reassurance. An elderly white woman

explained:

I thought it would be a good idea if people hurt

their hand, or just things that they don't want to

take to the doctor, yet they are worried. Going to

the walk-in centre, just to have it checked, and then

if they say, ``Well I think you should have further

checking'', they could make an appointment to go

to the doctor's. (Interview 25).

A walk-in centre as a substitute

for general practice

During the interviews many people, particularly

women of South Asian descent, complained that

they had to wait much too long to get an

appointment to see their GP for conditions such

as arthritis. They did not want to tell the

receptionists at the surgery that they had an

emergency, nor did they want to wait days, and

sometimes weeks, for an appointment to see a

doctor. These women perceived that they would

be able to consult a doctor more rapidly at a

walk-in centre than at their own surgery. Thus,

they envisaged using the walk-in centre as a

substitute for their own GP. During the focus

group discussion the interpreter said:

They [the women] do have access to female GPs

now, but they can't get an appointment. They are

not happy with the receptionists and the system.

They feel that the receptionists do not understand

them. They are saying that they ®nd it di�cult at

the doctors because there is nobody there who

understands their problems. And this lady says she

would rather go to the walk-in centre, because you

wouldn't need an appointment, so if she was in

pain¼ but she would need transport to get there.

(Interpreter).

Another young woman of South Asian des-

cent explained why she might want to use a

walk-in centre:

If I was in a lot of pain, sometimes you need to

know about it, because it might not kill you but

then again it might be something serious. And you

know that if you ring your doctor, either you get a

home visit, and really you only want that if you are

dying, and since you're not you feel a little bit

guilty, and you don't want a home visit, but to get

an appointment you are going to have to wait

3±4 days, and so you think, something like this

[a walk-in centre], at least I can go and sit and wait

and I shall be able to be seen by a doctor. (Inter-

view 12).

Walk-in centres would provide anonymity

and privacy

Some GPs have negative views about walk-in

centres,13 fearing that these centres will not

provide the continuity of care that they see as

important. However, some of those interviewed

in Wake®eld clearly want to consult a health-

care professional they have not known for years,

and someone not known to the entire family.

For example, one woman of South Asian des-

cent explained that girls she knows like to go to

the Family Planning clinic for advice because

they do not want to be recognized. However, she

said that the clinic was much too busy. She

commented:

They [the girls] don't want to see someone who

hasn't got enough time for them. They [the sta� at

the Family Planning clinic] never raise things for

them, like teenage pregnancies, you know. Because

a lot of my friends have babies, so I know how they

feel, and they come and speak to us and say,

`We've been to the family clinic and we want to see

the doctor, but they say, Oh she's busy, and we

can't see her', so I think that would be a good idea

[to have a walk-in centre]. (Interview 11).

A white female college student also said that it

would be good to speak to a female member of

sta� at the walk-in centre about certain subjects.

She said:

Sometimes you go to your doctor and it is a bit

embarrassing because he has known you since you

were knee high, or if you wanted to speak to a

woman, because mine is a male doctor. (Interview

14).

A white male teenager also said that he might

use the walk-in centre to discuss things that he

could not discuss with his own doctor, and an

older Asian man expressed a similar view:

It might be good for personal problems, something

real personal, like an infection of a sexual nature
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that you don't really want to speak to your doctor

about it (Interview 9).

Access to counselling

During the interviews a few people suggested

that the walk-in centre might be a particularly

good place for those who had psychological

problems or other worries. However, this implies

that people think that a wide range of sta� will

be available for consultation. One white man,

aged 30, said that he might use the centre for

counselling because his own GP could not give

him enough time to help him with his problems.

He thought the centre would be particularly

helpful after 6.00PMPM, when most GPs close their

surgeries. This man pointed out that he had to

wait 3 weeks for an appointment with a psy-

chiatrist, and he thought that health-care pro-

fessionals based in a walk-in centre might

provide valuable help while he was waiting to see

a consultant.

A young white woman also commented that

her GP was much too busy to attend to her

worries. She said that, `The GPs at the surgery

tend to be writing the prescription out before

you have even sat down'. She concluded:

If you need to talk you don't want to feel that you

only have your 5 minute slot. It would be nice if

you could go after 6.00 PMPM and speak about what

is worrying you. And sometimes you don't want to

trouble the doctor with trivial things, like if you

are getting down, because of what ever, it would

be nice to be able to speak to someone who

can give you the time that you feel you need.

(Interview 24).

Reasons why some may be reluctant

to use a walk-in centre

Privately run walk-in centres have been por-

trayed in the media as places where middle class

executives can obtain rapid access to care, per-

haps on their way to work. However, this study

shows that some people have a di�erent image of

NHS walk-in centres, and two of the interviews

shed light on why a few people may be reluctant

to use the proposed walk-in centre in Wake®eld.

One middle aged white woman explained:

You may get people who are on drugs, that sort of

thing. (¼) Some don't like to see a doctor, but they

might go and see a nurse and talk to somebody¼.

I think the general idea is good. It will relieve the

doctors and help people who don't like to see a

doctor. Maybe nurses will be better for some

people. (Interview 25).

An elderly white man admitted that a walk-in

centre might relieve the casualty department and

GPs surgeries of what he called `time wasters',

but he had serious concerns. He commented:

If you put it in the town centre you are going to get

all sorts of nutters just walking in. You are going

get them being boozed up all night and they will

walk in and say, ``I'm fainting and doing this'', and

you are going to get all the odd bods, in my opin-

ion. (¼). You'll get the dossers going in because it

will be nice and warm. They go in libraries and

places like that so they are certainly going to go in

there. (¼) Where they are going to accommodate

these people, goodness knows, it's fairly busy now

[at the medical centre]. (Interview 16).

Discussion

It is well known that postal surveys typically

yield low response rates when used to elicit

the views of local people about priorities for

resource allocation for health-care services.5

Wake®eld health authority once distributed

125 000 questionnaires, in order to consult the

public on draft strategic plans, but only 50 were

returned.3 Thus, the team was not entirely sur-

prised that the response rate for the survey was

only 34%. Since the study was conducted with

severe time constraints there was not enough

time to post second reminder letters, and some

of the ethnic minority may have found it hard to

complete the questionnaires in either Urdu or

English. However, although caution is import-

ant when interpreting the survey results, the

postal survey combined with the qualitative

research provided much useful and valid infor-

mation.

The research showed that although a nurse-

led service, focused on health-care advice, will

meet a number of people's needs, it will fail to

meet the expectations of the great majority of

potential users. People's expectations of the
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proposed walk-in centre exceeded planned pro-

vision in a number of key respects. People

wanted a wide range of services, including

diagnosis of new problems, management of new

and ongoing problems, treatment for minor

injuries, and counselling. As noted above, most

people wanted access to doctors as well as nur-

ses. Ethnic minorities indicated that an inter-

preter should be available since language was an

important barrier to their use of health services

generally.

It appears from the interviews that people's

expectations were mainly shaped by their own

experiences of general practice. Some people

may have read about privately owned walk-in

centres, which are usually sta�ed by doctors.

Other people may have heard early Government

announcements about NHS walk-in centres,

which originally stated that people would have

the option of consulting a nurse or a doctor.15

There remains substantial uncertainty about

the place of walk-in centres in UK primary

health-care. They have been established in

response to perceived public concern about

accessing conventional primary care services.

This paper has shown that people may wish to

use walk-in centres for a number of reasons. It is

also possible that some people will use walk-in

centres instead of their own GPs because they

perceive that their own GP's care is unsatisfac-

tory. Previous research has shown that some

people are afraid to change their GP, even when

dissatis®ed, for fear that some sort of action

might be taken against them.29 Thus, some

people may regard a visit to a walk-in centre as a

legitimate way of consulting another GP when

dissatis®ed with care provided by their own

doctor. However, walk-in centres are being

established in a way that will not meet many of

the needs which people identify, including those

reported in this paper. There is, therefore, a risk

of a serious mismatch between what the NHS

provides and what the public expects. Further-

more, walk-in centres may well be overwhelmed

with patients within a short period of time, if

people expect more than can be provided.

It is far from clear that the best way to address

de®ciencies in primary care is to set up a new

service. While some needs, such as those of

commuters, may best be met by giving people

access to services in more than one place, other

needs might better be met by improving existing

services. The way in which walk-in centres will

a�ect demand also needs to be considered. For

example, NHS Direct has not produced an

increase in demand for GP services as some had

feared: indeed in areas where NHS Direct is

operating, there has been a small reduction in

demand for GP out-of-hours services.30 How-

ever, the total amount of care provided (i.e. GP

services plus NHS Direct) has increased signi®-

cantly. Walk-in centres may, therefore, push up

overall demand for services. While some people

are optimistic about the future of walk-in

centres31 many GPs fear that they will increase

NHS costs and demand for care.13±32 The

interviews conducted in this study produced some

evidence to support this latter view. Thus, the

government needs to decide whether what is

needed is better services, ormore services, or both.

The Prime Minister has said he wants to speed

up reform to the NHS and that, if the Labour

party is returned to power, there will be a walk-in

centre in every major town and city.33 However,

the government has stipulated that all walk-in

centres will have to be evaluated after their ®rst

year of operation.17 It is important that this

evaluation looks at the place of walk-in centres in

the whole system of primary care, and does not

just look at the new services in isolation. In this

way it will be possible to design services which

make the best use of available resources to meet

patients' needs. As part of this process, it will

also be important to continue to hear users'

voices in deciding how to invest money more

widely in new primary care services.
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