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summary

An estimated 15 million GP appointments are used every year dealing with issues between primary
and secondary care. A dysfunctional primary-secondary care interface impacts on patient
experience, safety and staff workload, and is likely to widen health inequalities by disproportionately
impacting underserved populations. The NHS has had numerous initiatives to improve this interface.
While the aim is often to increase efficiency, short-term efficiency gains may be outweighed by
populations missing out on care and subsequently presenting late and acutely.

There is little evidence examining strategies at the outpatient interface to support disadvantaged
groups. Inequalities can arise at multiple points from referral to follow-up. Based on our evidence, we
recommend support mechanisms to help attendance at specialist appointments, care coordinators,
inclusive and culturally competent communication, flexibility, co-location where possible and

using patient-initiated follow up on a case-by-case basis. We also need better evaluation that
understands the distribution of impacts across different communities.

Current challenges

The medical interface is described as “the point
of interaction between different systems... where
a patient journey crosses from one area of care
into another such as moving between primary and
secondary care, between health and social care
and between scheduled and unscheduled care”

M.

The primary and secondary care outpatient
interface is a two-way relationship that
encompasses referrals (and re-referrals) from
general practice to secondary and community
care specialists; communication relating to patient
care, screening and investigations; management
of did-not-attends (DNAs); and medication
management. Problems can arise at any point
along the pathway.

Issues at the primary and secondary care
outpatient interface have been recognised as an
important problem for many years, impacting

on patient experience of care, safety, and staff
workload and morale. Managing issues regarding
the interface between primary and secondary
care is estimated to consume 15 million GP
appointments annually (2). Healthwatch England
polls demonstrated that one in five patients

seeking specialist care found themselves in a
‘referral black hole’; referred to the wrong service,
removed from a waiting list, had an appointment
cancelled or lacking referral follow-up (2). There
is frustration amongst UK GPs around interface
issues between primary and secondary care (3).
Inability to access timely specialist care can lead
to worsening health and avoidable admissions
and requests from secondary care for GPs to refer
to other specialists can add delays and increase
administrative burden (4). For disadvantaged
population groups delayed specialist care
increases rates of hospital presentation
disproportionately compared to the general
population, perpetuating health inequalities (5).

Attempts to address some of the issues around
the primary-secondary care interface have been
implemented, with the 2017 standard contract (6)
and subsequent guidance from the British Medical
Association and the Academy of Medical Royal
Colleges delineating professional responsibilities
across the patient pathway (7, 8). In many areas,
Advice and Guidance (A&G) services have been
introduced to help GPs get rapid advice from a
specialist, however the A&G process can add
barriers to referral or delays if specialists’ capacity
is limited. The Academy of Medical Royal Colleges
has many examples of good practice, but only one
mention of inequalities (8).
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The NHS’ vision for community diagnostic centres
(cDC) is to help tackle health care inequalities by
moving health care closer to home. 160 centres
are planned by the end of 2024 building on
learning from successes of the Covid vaccine
rollout to deliver health care closer to home. There
is as yet inadequate evidence of the impact of
CDCs on health care inequalities.

Here we focus on how to address inequalities in
the primary and secondary outpatient interface.

Summary of evidence

Evidence assessing how interventions at the
interface between primary and secondary

care impact inequalities is limited. We have
drawn upon this literature and complementary
guiding principles to develop evidence-informed
recommendations (see figure 1).

o Referral from primary care

Patients from the most deprived areas have a
higher rate of outpatient appointments than
patients from the least deprived areas (9), which
reflects the high burden of ill health amongst
patients from lower socioeconomic backgrounds.
Programmes to improve referral patterns from
primary care include the use of locally designed
pathways, decision-support tools and advice and
guidance from secondary care clinicians without
formal referral. There is relatively little evidence
on the impact of these schemes on health
inequalities.

A service development project aimed to improve
the quality and effectiveness of secondary

care referrals made by GPs in Wales (10). GPs
from ten of 13 practices with high rates of multi-
morbidity and deprivation participated in regular
discussions with local hospital specialists to
assess the appropriateness of referrals and
compatibility with local guidelines. Overall referral
rates fell from 5.5 to 4.3 (per 1000 patients per
quarter) and variation in individual GP referral
rates also narrowed (from 2.6-7.7 to 3.0-6.5 per
1000 patients per quarter). GPs’ self-assessment
of referral quality also improved on average
from 89% to 95%. Despite the relatively small size
and the absence of a control group, it provides
preliminary support that referral management
improves quality and reduces unwarranted
variation at the primary and secondary care
interface.

A before-and-after study in Brazil assessed the
impact of introducing E-consultations between
the referring GP and an external medical
attendant auditing the referral (11). Conversations
aimed to define the need, triage category and
most appropriate destination of the referral or
support clinicians to manage cases in primary
care. The integration of telehealth into referral
management systems reduced the number

of cases waiting for specialised care between
January 2019 and February 2020 across three
socio-economically disadvantaged regions by
89%, 77% and 55%. The median waiting time was
also reduced.

Figure I. Equity Action Points at different stages of the primary and secondary care outpatient interface
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o Navigating the system

As a result of the pandemic, access to planned
care fell more drastically in the most deprived
areas of the UK compared to the least deprived
(12). The King's Fund identified that a waiting

time of 12 months or more was twice as common
for patients living in the most deprived parts of
England compared to those in the least deprived
areas (13). Unsurprisingly, duration of time spent
on an outpatient waiting list was linked with worse
outcomes. This association disproportionately
impacts already disadvantaged patients,
exacerbating inequalities. Kulkarni et al evaluated
the impact of deprivation for patients on lengthy
waiting lists, identifying that those patients in the
most deprived areas reported longer symptom
duration, more severe pain, lower quality of life,
poorer overall health and lower activity levels (12).

Care coordinators support people to navigate
the health and care system, providing a point

of continuity and support for patients across
services, particularly for patients with multiple
long-term conditions, and those living with frailty
(14). They have been found to have positive
impacts on health outcomes, including improved
mental health symptoms, reduced nursing home
admissions, reduced rehospitalisation rates and
improved quality of life measures (15-18). There
is little evidence around targeted use of care
coordination to support people experiencing
health inequalities. A scoping review of the
access to health care for people experiencing
homelessness in the UK and Ireland highlighted
issues around referral processes, discharge
planning, fragmentation of services and poor
communication with the use of care coordinators,
for example specialist nurses, showing positive
impacts (19).

o Co-location and integration of care

Co-location of primary and specialist care

has been proposed as a potential strategy

for improving integration of health care. A
systematic review and meta-analysis found
mixed results for the impact of placing specialty
care alongside primary care (20). Meta-analysis
of three randomised controlled trials (RCTs)
comprising over 2000 patients demonstrated
significant improvements in patient satisfaction
with co-location of behavioural and mental
health services with primary care (OR 3.1, CI
95% 1.49 to 6.68). The impact of integrated care
on other outcomes was inconsistent between
studies. The pooled odds ratios of two RCTs

(OR 0.39, C1 95% 0.33 to 0.45) and an additional
observational study (OR 0.15, Cl 95% 0.07 to

0.34) found a reduction in depression severity
in patients accessing co-located behavioural
health care. However, no statistically significant
reduction in depression severity resulted from
the same intervention for a further five RCTs (OR
0.70, Cl 95% 0.41 to 118). A single cross-sectional
study involving 813 patients with HIV attending
integrated infectious disease and primary care
services did not demonstrate any increase in
service uptake associated with co-location (21).

A systematic review examining the efficacy and
cultural acceptability of integrated care for health
care delivery to indigenous Americans found
increased continuity of care, improved cultural
acceptability of care, easier access to mental
health services and reduced rates of depression
(22). An Australian systematic review evaluated
integrated specialist and primary care services,
including 10 studies (23). Of the total 7697 patients
included in the review, those described as being
from disadvantaged population groups were
2495 patients in a semi-rural region and 40
Aboriginal Australians. The authors found that
integrated primary-secondary care, compared
to usual care, can improve elements of disease
control and service delivery at a modestly
increased cost, although the reported impact on
clinical outcomes was limited. A further review

of an integrated diabetes service involving
specialist outreach for 124 Aboriginal Australians
across three remote communities demonstrated
improvement in baseline HbAlc and total
cholesterol (24).

° Follow-up

Patient-initiated follow-up (PIFU) has been
proposed as a mechanism of matching available
services with patient need (25). By allowing
patients to schedule their care as and when
they deem necessary, PIFU intends to reduce the
incidence of missed, cancelled and unnecessary
appointments. The NHS is rolling out PIFU to
increase capacity in outpatients (26). A rapid
evidence review conducted by the Nuffield Trust
revealed that there is very little existing research
on how PIFU may impact health inequalities (25).
Of the 15 studies which examined PIFU, most
focused on low-risk patients with higher levels

of agency to initiate contact. Eight showed a
statistically significant reduction in outpatient
appointments compared to fixed follow-up and
seven showed no difference. There was little or
no effect on clinical outcomes. Previous research
suggests that services which require more patient
effort are more likely to increase inequalities

as those with high health literacy and more
resources are more likely to benefit (27).
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e Missed appointments

Did-not-attend (DNA) rates are disproportionately
high in lower socioeconomic status groups, with
patients in the lowest two deprivation quintiles
being the most likely to DNA appointments (28—
30). Elderly patients, those with mental illness and
minority ethnic groups also demonstrate higher
rates of DNAs (28). Data from Scotland shows
that patients who miss GP appointments are
more likely to miss hospital appointments and be
higher users of inpatient and outpatient hospital
care, but not emergency department care (31).

A community mental health team in Enfield, the
64th most deprived local authority district in

the UK, implemented the use of text message
reminders to reduce DNA rates (32). Overall clinic
DNA rates reduced from 11.4% to 10.6% during a six
month period. When broken down by discipline,
non-attendance for patients with medical follow-
up improved most significantly, reducing from
17.7% to 11.8%. While multiple studies support the
use of text message reminders to mitigate non-
attendance rates across the NHS, most do not
disaggregate results by population groups (28).
A large retrospective and prospective study
examined the implementation of text message
reminders at a new patient breast clinic in North-
West England and found reduced DNA rates from
8.2% to 4.1% (p<0.001) during the January 2019 to
March 2020 trial period (33). However, median
age of non-attending patients rose between the
pre-intervention and post-intervention cycle from
38 years-old to 47 years-old (p<0.001), indicating
the intervention was much less effective for
elderly patients.

In their literature review of the causes, impacts
and methods to mitigate DNA rates, Wilson et

al conclude that reducing non-attendance

rates equitably will not be achieved by a “one
size fits all” approach(28). Letter prompts to
improve clinic attendance were trialled by a
community mental health clinic in Leeds covering
64,000 patients from predominantly deprived
backgrounds(34). 1433 brief paper prompts
were distributed to all patients with scheduled
appointments between June and November
2007. Non-attendance dropped to 17% during the
trial period, a statistically significant reduction in
comparison to clinic DNA rates of 26%. Reminder
calls proved effective at reducing DNA rates

in a randomised controlled trial involving 393
patients, however DNAs from patients from
socioeconomically disadvantaged backgrounds
remained higher than their affluent counterparts
(61% versus 46%) (35).

o Self-referrals

Please see our existing evidence brief here. In
summary, based on a review of 19 studies, we
found evidence that generally, self-referral
services tend to be used more by higher
socioeconomic groups, white groups, women,
and young populations, although these patterns
were not consistent in every context. There was
little evidence for what works to reduce these
inequalities and a paucity of evidence examining
language barriers in self-referral pathways.

Other considerations

Impact of private health care

There is an increasing interaction between
primary care and private providers as the use

of private health care increases. Private health
care largely focuses on specialist consultations,
diagnostics and elective care. Its expansion
increases inequalities, with those able to pay
being able to get access to quicker advice,
diagnosis and management. It raises questions
about the impact on the NHS when private health
care use generates additional tasks for NHS

staff, such as arranging blood tests, providing
prescriptions or referrals. The BMA has produced
guidance to support general practice to reduce
the workload burden associated with private
health care use (36). There is a lack of data on the
administrative burden of private health care on
the NHS and subsequent impact on the ability to
deliver core services.

Digital support for patients

The NHS app launched in 2019 aiming to be a
trustworthy and branded digital channel for
patients to find health information and access
NHS services. Individuals not registered with a GP
practice or who do not have both telephone and
internet access are unable to access the range of
NHS app services. Age, socioeconomic status and
disability are key predictors of digital exclusion
(37). As well as access challenges, e-health
literacy rates are disproportionately low in
underserved populations and app-based health
care may contribute to widening inequalities if not
considered from a system perspective.
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https://www.heec.co.uk/resource/self-referrals-and-inequalities/

The Grading of Recommendations, Assessment, Development
and Evaluations (GRADE) framework has been adopted to grade
the quality of the evidence and support recommendations.

What works: key

recommendations

Given the relative lack of evidence-based interventions to reduce inequalities at the primary-secondary
care interface, we have also drawn on the broader principles of the EQUALISE study to inform these
recommendations. These principles are:

= Connected: Interventions and services should be understood, designed, and delivered as connected
components of coordinated action against health inequalities.

» Intersectional: Care should adopt an intersectional perspective to account for the different impact
of services and interventions among patients according to their circumstances and experience of
(multiple) disadvantage.

= Flexible: Care delivery should be flexible enough to make allowances for different patient needs and
preferences in terms of time, accessible communication, location, and provided support.

* Inclusive: We need to cultivate an organisational culture that is less western-centric and normative
to ensure that people are not excluded due to wrong assumptions about who they are, what they

need, and how they ‘should’ behave.

= Community-centred: Everybody involved in care should have a say in how it is conceived, (re)
designed, and delivered including clinical and non-clinical members of staff, patients, and their

networks.

management schemes to guide primary care providers’ decision

Secondary care

. Target GRADE
Recommendation 2 .
audience certainty
Referral from primary care
Adopt, with caution, Advice and Guidance (A&G) and referral Practices/ S OO O

inclusion, and other factors (e.g. people who are homeless may not have
a dependable postal address)

making; ensure evaluation addresses impact on health inequalities providers/ICBs very low
Ask about barriers to attendance and highlight potential financial Practices ) OO O
support for eligible patients, such as the NHS healthcare travel costs verv |
scheme, at the point of referral (recommendation based on EQUALISE ery low
study evidence)

Highlight patients’ communication needs (e.g. language, digital Practices SO00
exclusion) and potential barriers to attendance in referrals, such as verv |
transport, caring responsibilities, lack of flexibility around work patterns erylow
(recommendation based on EQUALISE study evidence)

Navigating the system

Implement targeted care coordination to support patients and carers to Practices/PCNs == 1} O O
navigate the healthcare system Low
Develop inclusive, culturally competent means of communicating with Secondary care == €= O O
patients who are waiting, taking into account language barriers, digital providers Low

Co-location and integration of care

Offer flexibility around appointment modes (face-to-face/remote) and
timings (e.g. evenings/weekends) targeted at disadvantaged groups

Secondary care
providers

$000

socioeconomic deprivation

(recommendation based on EQUALISE study evidence) very low
Where possible, health systems should co-locate services and ICBs S O O
diagnostics with better integration of care prioritised to areas of high Low
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R . Target GRADE
ecommendation 2 .
audience certainty
Follow-up
Use patient-initiated follow-up with caution and on a case-by-case Secondary care == 1} O O
basis because it is likely that people from higher socioeconomic groups providers L
will use it more. Where used, there should be shared decision making ow
between clinician and patient, taking into account socioeconomic factors
and a safety net process
Missed appointments
Use targeted appointment reminders such as text message, letter and Secondary care X O O
phone call reminders providers
Low
Offer further appointments to patients who miss appointments rather Secondary care P00
than asking their practice to re-refer. Ask patients what would support providers
them to attend in future (recommendation based on EQUALISE study Low
evidence)
Evaluate missed appointments from a health inequalities perspective secondary care | OO0
and develop with targeted support for patients where there are greatest providers/ICBs Verv |
barriers to attendance ery low
Self-referrals
For recommendations on self-referrals, please see our evidence Not applicable Not applicable
brief here
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Health Equity Evidence Centre: HEEC is
dedicated to generating solid and reliable
evidence about what works to address health
and care inequalities. Our evidence briefs
analyse the published literature to produce
evidence-based recommendations for
policymakers and practitioners.

What is the Living Evidence Map on What Works
to address health inequalities in primary care?

Using Al-powered software, called EPPI-Reviewer,
HEEC has developed a Living Evidence Map of
what works to address health inequalities in
primary care. The software identifies research
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Disclaimer: HEEC is core funded by NHS England
— East of England. The views expressed are
those of the author(s) and not necessarily those
of NHS England.

¥ www.heec.co.uk
W« contact@heec.co.uk

WHAT WORKS: ADDRESSING INEQUALITIES IN THE PRIMARY AND SECONDARY OUTPATIENT INTERFACE 7


https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD006525.pub2/full

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD006525.pub2/full

https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD006525.pub2/full

https://www.england.nhs.uk/long-read/reducing-did-not-attends-dnas-in-outpatient-services/
https://www.england.nhs.uk/long-read/reducing-did-not-attends-dnas-in-outpatient-services/
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0253163
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0253163
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0253163
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
https://www.bma.org.uk/advice-and-support/gp-practices/managing-workload/general-practice-responsibility-in-responding-to-private-healthcare
http://www.heec.co.uk
https://www.heec.co.uk/resource/self-referrals-and-inequalities/

