


The Benefits Of Primary Care 

Co-locating With A&E



“With only a little imagination.. ..it would be possible
to develop a model in which all out-of-hours services
(whether presently located in the primary or secondary
sector) could be reconfigured in such a way that,
between them, they would be very much better placed
to meet the needs of patients.

Thus, wherever appropriate, Primary Care Centres
would be located alongside a local Accident and
Emergency Department, with all patients triaged at the
door, and referred either to the Primary Care Centre or
the Department of Emergency Medicine.”

Carson Report, 2000



• The spectrum of work in A&E is broad. From life threatening illnesses

requiring a multidisciplinary team and advanced technology, to serious

diagnoses that require hospital care, to the walking wounded, those with

minor ailments and the worried well. The last three groups benefit from rapid

assessment, appropriate treatment and early discharge, so enabling a timely

effective service and one that does not impact on the more serious cases.

• Clinicians may find it difficult to switch effectively from cases at the life

threatening end of the spectrum to those with minor ailments that require a

substantial change in approach.

• It is well recognised that Hospital Doctors tend to over investigate and are not

particularly effective at risk management. They tend to be better at bringing

together the requirements for managing potentially life threatening conditions,

rather than differentiating low risk problems from high risk.



• General Practice is focussed on risk management. Whilst in medical out-

patients, it is well known that 50% of patients are discharged with no

diagnosis, the percentage is greater in General Practice.

• General Practitioners use rapid communications skills, risk management

skills and time as a diagnostic tool to manage those with minor ailments and

the worried well who require rapid assessment, appropriate treatment and

early discharge.

• In primary care these skills enable over 300 million consultations per year

whilst successfully referring on the small numbers who need more complex

diagnostic and therapeutic services, at present, predominantly located in

secondary care.



• In the evolving health setting of integrated care, it makes sense for patients to

be seen by the right person in the right place at the right time.

• Although 111 is about enabling patients to quickly receive the information

needed to go to the right place, the evidence is that a significant proportion

continue to go to the A&E department. The RCEM recognises that this

situation is likely to continue and wants every A&E to be co-located with

primary care.

• It makes sense that with ever rising health care needs, making sure that the

clinical resource allocated is put to best effect. Why devote A&E resources to

those who not only can be managed by General Practice, but would also get

more targeted and appropriate care? The RCEM has realised that if their

colleagues are to get through the workload, then co-location is one of the

answers.



Where do the Out of Hours

Services Stand on co-location?



 Welsh Local Health Boards Wales (Associate members)

 Badger Birmingham area

 BARDOC South East Lancashire

 Barndoc North London

 Bedoc Bedfordshire

 Brisdoc Bristol

 CHOC Cumbria

 CHUHSE London City & Hackney

 CNCS Leicestershire, Nottinghamshire

 Dalriada Urgent Care Northern Ireland

 Devon Doctors Devon & Cornwall

 East Berkshire Primary Care East Berkshire, Richmond and Twickenham

 Fylde Coast Medical Services North Lancashire

 Herts Urgent Care Hertfordshire

 IC24 SE England, East Anglia, Northampton

 LCW West & Central London

 Local Care Direct Yorkshire

 Mastercall Stockport, S. Manchester

 Medway Community Health Medway, Kent

 NDUC North East England

 NHUC Hampshire

 Northdoc Dublin (Associate Member)

 PELC East London

 SEQOL Swindon area

 Shropdoc Shropshire & Powys, Wales

 UC24 Liverpool area



 The federation of Social Enterprise Out-of-Hospital Urgent Care Providers

 32 members serve 47% of the population of England, 45% of the UK

 Full members are externally audited annually on quality & safety – and 

benchmarked against each other – unmatched in the NHS
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• Ethos and Values more closely aligned with the NHS

• Tend to focuss on quality and not on profit and dividend distribution to
shareholders

• Prefer to view themselves as part of the NHS and not part of the private
sector

• Established themselves as high quality organisations with good
governance (see comments of Prof Steve Field, CQC)

• Tend to have a local base and work closely with local commissioners

• Able and willing to respond to local requirements eg set up services
rapidly and respond to health care needs.

• On the whole agree that Out of Hours is becoming an outdated term as
urgent care is 24/7



1. National/wide-scale NHS111 with fast, simple dispositions

2. Locality based control centres

3. Fully integrated and co-ordinated locality based community services

4. Co-location of primary unscheduled care services with A&E

5. Access to diagnostics 24x7

6. Access to health records

7. Hospital discharge and support in the community

8. The promotion of Self care



Majority of our Members:

 Support co-location and are either already involved or keen to establish
such services

 Have good experience of staffing and managing urgent care centres with
clinical, reception and administrative staff

 Recognise the highly significant importance of integration of services and
are looking to A&E departments as one integration partner, along with
community services and social care as some of the others

 Acknowledge and experience the workforce issues throughout the NHS
but particularly in primary care.



A GP service located alongside or next to the emergency department. 

This is by far the most common model across the country.

GPs working at the front of the department screening attendees and 

either treating or diverting to other places – effectively acting as a 

filter.

GP services fully integrated into a joint operation covering the whole 

range of primary care and emergency services. 



 What works and what does not?

 What are the barriers and what are the drivers?

 Are there any overarching principles?



“Primary care practitioners can enhance emergency

departments by bringing vital skills and expertise to a

multi•-disciplinary team.

To achieve this, managers and clinicians need to

develop strong working relationships.

Building mutual respect takes time, but it is vital if

initiatives of this kind are to lead to a more integrated

service.”



 Firstly, for those people with urgent but non-life threatening needs we must 

provide highly responsive, effective and personalised services outside of 

hospital. These services should deliver care in or as close to people’s homes 

as possible, minimising disruption and inconvenience for patients and their 

families. 

 Secondly, for those people with more serious or life threatening emergency 

needs we should ensure they are treated in centres with the very best 

expertise and facilities, in order to maximise their chances of survival and a 

good recovery. 



PRIMARY CARE WORKFORCE COMMISSION: 

THE FUTURE OF PRIMARY CARE: CREATING TEAMS FOR TOMORROW 

 Proposes that contracts for out-of-hours care should require bidders to 

demonstrate that they have the ability to integrate with other primary care 

providers. 



“Services that are integrating urgent care and developing local tariffs, that

incentivise all partners to work in the patients’ best interests, appear to be

heading in a more promising direction.”



 The tariff system is well recognised as a barrier and the Keogh review has 

overcoming it on the route map



 In practice there can be a clash of cultures, with staff divided by different

training, approaches to managing risk, governance systems, language and

their experience of different case mixes.

 Successful schemes are the product of sustained attempts to test out new

ideas, learn from each other and improve patient care, based on clear

recognition of the skills of each group of clinicians and mutual respect.




