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ABSTRACT 

Out-of-hours (OOH) services provide urgent primary care when primary care physician (PCP) offices 

are closed, most often from 5pm on weekdays and all day on weekends and holidays. Based on a policy 

survey (covering 27 OECD countries) and the existing literature, the working paper describes the current 

challenges associated with the organisation of OOH primary care and reviews the existing models of 

delivering OOH primary care. The paper pays particular attention to policies which have been pursued to 

improve access and quality of OOH primary care. 

Findings of the paper show that most OECD health systems report key challenges to provide OOH 

primary care in an accessible and safe way. These challenges relate to (i) PCPs’ reluctance to practise due 

to high workload and insufficient remuneration; and (ii) geographical variations in access to OOH primary 

care within each health system. Together these challenges are leading sources of inappropriate hospital 

emergency department (ED) visits. Results also indicate that several models of OOH primary care exist 

alongside each other in the 27 OECD countries participating in the policy survey. Hospital EDs, rota 

groups and practice-based services remain the most common OOH arrangements, but there is a tendency to 

shift OOH primary care towards primary care centres and large-scale organisations known as general 

practice cooperatives (GPCs). A range of solutions have been implemented to improve access and quality 

of OOH primary care across OECD countries. These include providing organisational and financial 

support to PCPs; using other health care professionals (such as nurse practitioners), making OOH care 

participation compulsory, setting up a telephone triage system, using new technologies, and developing 

rich information systems.  

RÉSUMÉ 

La permanence des soins ambulatoires consiste à apporter une réponse aux besoins de soins non 

programmés aux heures de fermeture habituelle des cabinets de soins de premier recours ; le plus souvent à 

partir de 17h les soirs de la semaine et les week-ends. En se basant sur un questionnaire (renseigné par 27 

pays Membres) et sur la littérature existante, ce document de travail examine les défis associés à 

l’organisation de la permanence des soins ambulatoires et décrit les principaux modèles d’organisation 

dans les pays de l’OCDE. Le document passe enfin en revue les récentes politiques adoptées par certains 

pays pour améliorer l’accès et la qualité des soins délivrés en dehors des heures ouvrées. 

Les résultats du document de travail montrent que la majorité des pays de l’OCDE font face à des 

défis majeurs pour organiser la permanence des soins ambulatoires. Ces défis sont liés à (i) la réticence des 

médecins de premiers recours d’assurer la permanence des soins ambulatoires en raison notamment d’une 

charge de travail élevée et d’une rémunération insuffisante, et (ii) aux disparités géographiques dans 

l’accès aux soins en dehors des heures ouvrées. Ces défis favorisent le recours inapproprié aux services 

d’urgence hospitalière. Les résultats du questionnaire montrent, par ailleurs, que diffèrent modèles 

d’organisation existent côte à côte dans les 27 pays Membres ayant participé à l’enquête. Les urgences 

hospitalières, les systèmes de tour de garde, et la pratique individuelle des médecins de premier recours 

sont les modèles les plus souvent reportés par les pays de l’OCDE. Les centres de soins de santé et les 

coopératives de soins de premier recours ont un rôle grandissant pour assurer la permanence des soins 

ambulatoires. De nombreuses mesures ont été adoptées dans les pays de l’OCDE pour améliorer 

l’organisation et la qualité des soins délivrés en dehors des heures ouvrées. Ces mesures consistent à 

fournir un soutien organisationnel et financier aux médecins de premiers recours, à recourir à d’autres 

professionnels de santé (tels que les infirmiers praticiens), à rendre la participation à la permanence de 

soins obligatoire, à développer des services de soins offerts par téléphone ou par les nouvelles 

technologies, et à investir dans des systèmes d’information sophistiqués.  
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INTRODUCTION 

1. Primary care services should strive to be person-centred, and respond to the needs of patients 24 

hours a day, seven days a week. Patients sometimes require care at night and on weekends, because their 

symptoms cannot wait until the next business day. Out-of-hours (OOH) services provide urgent primary 

care when primary care physician (PCP) offices are closed, most often from 5pm on weekdays and all day 

on weekends and holidays. 

2. The organisation and delivery of OOH primary care is fundamental for a well-functioning health 

system. At the micro level, patients direct themselves to OOH primary care services because they are 

worried about their health status, and urgently need to receive advice and treatment. OOH primary care is 

also an important concern for health professionals because it affects their workload and working 

conditions. At the macro level, inappropriate organisation of OOH primary care has direct consequences 

for health care costs, notably through the use of more expensive resources such as hospital care. This paper 

shows that most OECD health systems are struggling to provide OOH primary care in an accessible and 

safe way. Most often, PCPs are reluctant to practise OOH because of high workload, insufficient 

remuneration and lack of personnel and organisational supports, especially in remote areas. OECD health 

systems try to deal with these issues by adopting a mix of models often working alongside one another 

including, for example, practice-based services, rota groups, deputising services, hospital emergency 

departments (EDs), primary care centres (PCCs) and general practice cooperatives (GPCs). OOH primary 

care has been evolving as health systems have been active in implementing solutions to manage its 

delivery. Health systems often react to OOH challenges with short-term responses rather than a coherent 

long-term strategy for OOH primary care provision. 

3. The main purpose of this paper is to report on how OOH primary care services are organised 

across OECD countries, and how access and quality of OOH primary care can be improved. The paper is 

based on qualitative data collected through a policy survey sent to all OECD members’ countries in March 

2015, completed by administrative sources from ministries of health and academics. The policy survey 

collected qualitative information on the organisation, planning and delivery of OOH primary care; 

assessment of current OOH arrangements; and evolution of OOH primary care services (see Annex A1). 

The results presented in this paper cover 27 OECD countries participating in the policy survey.  

4. The paper is structured in three sections. The first section discusses the importance of OOH 

primary care and explores the current challenges associated with the organisation of OOH primary care 

across OECD countries. Section 2 reviews the existing models of delivering OOH primary care, and shows 

that several models of OOH primary care exist alongside one another in the 27 OECD countries 

participating in the policy survey. Section 3 pays particular attention to policies that have been pursued to 

improve access and quality of OOH primary care. The paper then draws conclusions on some broad policy 

recommendations for consideration. 

  



DELSA/HEA/WD/HWP(2016)12 

 8 

1. THE PROVISION OF OUT-OF-HOURS PRIMARY CARE AT A GLANCE 

5. The provision of OOH primary care services has been a challenging policy issue for health 

systems. While OOH primary care is essential for a well-functioning health system, there are several 

challenges to guarantee high-quality and accessible OOH primary care. These challenges mostly relate to 

physicians’ workload, sufficient remuneration and workforce shortages particularly in remote areas. Poorly 

functioning OOH primary care is a leading source of hospital ED visits for conditions that could be 

potentially treated in primary care settings.  

1.1. Out-of-hours primary care is critical for a well-functioning health system   

6. Across OECD countries, primary care often forms the front door to the health system. PCPs 

might act as health system gatekeepers, managing medical conditions when they can appropriately do so 

and referring patients to specialists and other health services when necessary. Primary care goes beyond 

services provided by doctors, to encompass other health professionals working in multidisciplinary teams. 

These teams, which may comprise PCPs, nurse practitioners and allied health professionals, can be 

considered “hubs of co-ordination” guiding patients through the health system (WHO, 2008).  

7. Primary care services should strive to be patient-centred, and respond to the needs of patients 24 

hours a day, seven days a week. Patients sometimes require care at night and on weekends, because their 

symptoms cannot wait until the next business day. When patients have timely access to primary care 

services outside of working hours, they can expect earlier diagnosis and treatment. While definitions can 

vary across OECD countries, OOH primary care is often considered care for medical conditions that can be 

managed outside of hospitals by a PCP, and that occur on weekdays between 5pm and 8am and on 

weekends and holidays (O’Malley et al, 2012; O’Malley, 2013). In some countries, the OOH period begins 

at 4pm. There is diversity in the delivery of OOH primary care depending on patient need. OOH primary 

care can, for example, be delivered by telephone, at home, or in a health care facility.  

8. Effective provision of OOH primary care is important for several reasons:  

 First, in the face of the growing ageing population and the rising burden of chronic conditions, 

there is an increased emphasis on the need to provide patients with continuous and co-ordinated 

care. When OOH primary care is delivered by a patient’s usual PCP, care fragmentation is less 

likely to occur mainly because health needs are assessed while taking into account patients’ 

medical history (O’Malley, 2012). This increases the quality of health care services, reduces care 

duplication and decreases health care costs through minimising inappropriate care. 

 Second, a lack of access to OOH health care presents a barrier to effective and timely treatment 

for patients. Ineffective OOH primary care can lead to the exacerbation of a medical condition 

and unnecessary hospitalisation (Weaver et al, 2014; Jerant et al, 2012). Offering extended access 

to primary care enables earlier diagnosis and treatment, which prevents complications and 

reduces avoidable health expenditures.  

 Finally, the effective provision of OOH primary care limits the use of harmful tests, treatments 

and hospitalisations initiated by higher acuity providers such as hospital EDs (Jerant et al, 2012; 

Jones et al, 2010; Starfield, 2000). Compelling evidence shows that OOH primary care is 

associated with a relatively more judicious use of health care resources (such as more generic 

medication prescribing and less discretionary testing), with no adverse effects on patients’ health 
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outcomes. A more judicious use of health care resources related to the provision of OOH primary 

care is found to reduce overall patient health expenditures (Jerant et al, 2012).  

1.2. There are challenges related to the organisation of out-of-hours primary care… 

9. While demand for OOH primary care has been rising
1
 (Wijers et al, 2012; Salisbury, 2000; 

Munro et al, 2005), the provision of OOH primary care services is a challenging issue for governments. 

Key challenges in the provision of OOH primary care relate to PCPs’ reluctance to practise due to 

increasing workloads and insufficient remuneration; and wide geographical variations in access to OOH 

primary care, particularly in rural areas with more limited medical infrastructure and workforce shortages.  

Many primary care physicians are reluctant to practise out-of-hours primary care 

10. Many PCPs are reluctant to practise OOH because of a desire for a better quality of life, high 

levels of stress, fear for their personal safety, increasing workloads and a lack of organisational supports. In 

some countries, these issues are exacerbated by a shortage of physicians, particularly in rural areas (Cragg 

et al, 1997; Leutgeb et al, 2014; Huibers et al, 2014; Thompson et al, 2004). Providers may be 

insufficiently compensated for working evenings and weekends, or at least have the perception that they 

are not adequately reimbursed for OOH work (O’Malley, 2013; Huber et al, 2011). There is growing 

recognition that a poorly managed OOH workload is unsustainable for PCPs and could compromise the 

safety of care that patients receive from fatigued doctors (Pooley et al, 2003). 

11. The policy survey asked countries to report any barrier or resistance from health professionals to 

participate in OOH primary care. Financial remuneration and quality of life of PCPs were cited as key 

barriers to the provision of OOH care. The Czech Republic said there was a lack of financial motivation for 

PCPs. The Slovak Republic said PCPs had “no interest” in providing OOH care due to low payments, 

inadequate rest and risk of abuse by patients, and OOH services were “unnecessarily costly”. Norway cited 

inconvenient long work hours, especially for physicians with children, too much work for PCPs, and a lack 

of security when working alone, especially in rural areas. Belgium reported similar issues with limited 

PCPs and a demanding workload, as well as violence against PCPs. Canada said there had been no specific 

resistance by PCPs to OOH care, but recent physician graduates favoured a balance between work and 

family obligations, and were less willing to sacrifice family time than previous generations. In Greece, a 

key weakness is the under-development of OOH primary care units, while Austria mainly has single PCP 

practices that rarely operate OOH, and the hospital is a common entry point to the primary care system. 

Turkey cited high workload and lack of financial compensation.  

12. Due to different national policies (and depending on the extent of these barriers), wide 

differences between countries are found regarding the availability of OOH primary health care services 

(Schoen et al, 2012; Schoen et al, 2011). Figure 1 shows between 34% and 95% of practices have OOH 

arrangements across selected OECD countries. PCPs in the United States (34%) and Canada (45%) were 

the least likely to report their practice provides OOH care arrangements. In countries where fewer PCPs 

participate in the provision of OOH primary care, access is more difficult for patients. Adult patients with 

complex needs from Canada (63%) and the US (55%) were the most likely to report obtaining OOH care 

was somewhat or very difficult. By contrast, in countries where more PCPs reported OOH arrangements, 

fewer patients reported such difficulties. In the Netherlands, for example, 95% of practices have OOH 

arrangements and as a result, only 34% of patients reported OOH access difficulties. There are two 

exceptions to this trend: Australia and France. In Australia, 81% of PCPs reported OOH arrangements, but 

                                                      
1. Rising burden of chronic conditions, difficulty in obtaining same-day appointments with a PCP, a lack of 

transport, and work commitments are drivers of higher demand for OOH primary care (Tenbensel et al, 

2014; Den Boer-Woltersa et al, 2010; Flarup et al, 2014; Buja et al, 2015). 
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56% of patients reported OOH access difficulties. Another survey of Australian PCPs shows that the 

proportion reporting they worked in practices providing their own after-hours services declined from 36% 

in 2004-05 to 31% in 2013-2014 (Britt et al, 2014). In France, 76% of PCPs had OOH arrangements, but 

55% of patients reported OOH access difficulties. These two exceptions perhaps reflect geographical 

variations in access within countries.  

Figure 1. Arrangements for out-of-hours primary care and patient access, selected OECD countries 

 

Source: Sources: Data compiled from Schoen, C. et al. (2011), “New 2011 survey of patients with complex care needs in eleven 
countries finds that care is often poorly coordinated”, Health Affairs, Vol. 30, No. 12, pp. 2437-2448. doi:10.1377/hlthaff.2011.0923; 
and Schoen, C. et al. (2012), “A survey of primary care doctors in ten countries shows progress in use of health information 
technology, less in other areas”, Health Affairs, Vol. 31, No. 12, pp. 2805-2816. doi:10.1377/hlthaff.2012.0884 

There are geographical variations in access to out-of-hours primary care  

13. Geography is a key determinant of OOH access. Due to long travelling distance, geography 

might constitute barriers of cost, time and inconvenience for patients. These barriers reflect the poor 

availability of health care resources in rural and remote areas. Geographical variation in access to OOH 

primary care is a source of concern since it can lead to delays in care, compromise patient safety and result 

in health complications.  

14. Available evidence shows that, all things being equal, patients in rural areas have fewer contacts 

and consultations with OOH primary care compared to their counterparts in urban areas (Turnbull et al, 

2008). Rural patients often delay seeking help until their PCP is available in-hours, when they are not on 

call (Campbell et al, 2006). In a similar vein, increasing travel distance is associated with lower use of 

OOH services, even for the most acute cases (Raknes et al, 2013). Together the body of evidence suggests 

that in rural and remote areas, access to OOH primary care is more challenging because of more limited 
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medical infrastructure and workforce shortages, which overall increases travelling distance for sparsely 

distributed populations. 

15. The policy survey asked countries whether there were geographical differences in the 

organisation of OOH services in their health systems. Norway indicated a clear lack of recruitment in rural 

areas. Travel distances were reported as too long and there were too few doctors on call in rural areas. 

Germany also cited the burden on PCPs in under-served regions. Belgium, Israel, and Poland reported 

wide geographical variations in access to OOH primary care, with particular difficulties in rural areas 

where there is a lack of medical facilities and workforce shortages. In Australia, significant variation in 

OOH primary care visits across the country is also found (NHPA, 2013). OOH visits in 2011-12, for 

example, ranged from 0.05 per person in the remote Kimberley-Pilbara and regional New England areas, to 

a high of 0.79 in suburban south-western Melbourne.  

1.3. …which significantly increase inappropriate visits to hospital emergency departments 

16. Many patients who cannot access OOH primary care seek care in hospital EDs. “Inappropriate” 

or non-urgent visits are characterised by low urgency problems and require other health services than 

emergency admission (Berchet, 2015). Such inappropriate ED visits are for conditions that could be better 

managed in the community by a PCP or by the broader primary care clinical team. Inappropriate ED visits 

are a source of concern for several reasons. First, they consume ED inputs and jeopardise the prompt 

treatment of more seriously ill patients. Second, they reduce the quality of care through prolonged waiting 

times and delay diagnosis and treatment. Third, they lead to overcrowding and disrupt patient flow within 

hospitals, which might adversely affect quality and outcomes of care.  

17. Studies indicate between 12% and 56% of ED visits are to patients with non-serious problems 

that could be better managed in the community by a PCP. Inappropriate visits to EDs account for nearly 

12% of ED visits in the United States and England, 20% in Italy and France, 25% in Canada, 31% in 

Portugal, 32% in Australia and 56% in Belgium (Berchet, 2015).  

18. Several factors determine the inappropriate use of EDs. Beyond patients’ preferences, as well as 

patients’ consultation patterns and perceptions of the appropriate place for treatment, there is compelling 

evidence suggesting that shortage of OOH primary care services are positively associated with a higher 

demand for emergency care. Countries with more robust after-hours options for care, as well as those with 

short waiting times for a primary care appointment, seem less likely to have a high volume of ED visits. By 

contrast, countries where patients are unable to obtain a rapid primary care appointment or where access to 

OOH services outside hospital EDs is limited display a high volume of ED visits (Berchet, 2015). This 

tendency is confirmed by Figure 1 above. The use of EDs in the past two years is likely to be more 

important in countries reporting the lowest rates of practices having OOH arrangements. Canada and the 

United States for example report (i) the highest rates of patients reporting ED visits in the past two years 

and (ii) the lowest rates of PCPs having OOH arrangements.  

  



DELSA/HEA/WD/HWP(2016)12 

 12 

2. CURRENT MODELS OF OUT-OF-HOURS PRIMARY CARE 

19. Seven main models of OOH primary care exist alongside one another in the 27 OECD countries 

participating in the policy survey: practice-based services, rota groups, deputising services, hospital 

emergency departments (EDs), primary care centres (PCCs), general practice cooperatives (GPCs) and 

retail clinics (see Box 1 for definitions). As this section emphasises, among the countries participating in 

the policy survey, hospital EDs, rota groups and practice-based services are the most common OOH 

arrangements. When countries rely on rota groups or practice-based services, hospital EDs to some extent 

are more likely to manage primary care patients during OOH. However, there is a tendency to shift OOH 

primary care toward PCCs and large-scale organisations such as GPCs, while deputising services and retail 

clinics are more modestly developed across OECD countries. 

Box 1. Definitions of the main out-of-hours primary care models in OECD countries 

Practice-based services 
Physicians in individual or group practices look 
after their own patients OOH. 
 

Rota groups 

Several physicians within a practice or call rotation 
look after their own and each other’s patients 
during OOH times.  
 

Deputising services 

Commercial companies that employ doctors and 
nurses to take over a general practice’s provision 
of OOH care through an outsourcing or contracting 
arrangement. 
 

Emergency departments 
Hospital emergency departments manage patients 
with primary care conditions.  
 

Primary care centres: variations include 
after-hours walk-in primary care centres, 
minor injury units and urgent care centres 

Facilities attached or not to hospitals where 
patients can visit without an appointment for minor 
injuries or illnesses. Such facilities can be nurse-
led or GP-led. 
 

General practice cooperatives 

Large-scale groups of PCPs providing OOH care 
in a region. Services include telephone triage, 
clinic consultations and house calls. PCPs take 
turns being on OOH duty for the patients of all 
participating PCPs. 
 

Retail or medical clinics located within 
retail stores 

Retail or medical clinics located within retail stores 
(grocery stores or pharmacies) staffed by nurse 
practitioners or other health professionals. 
 

 
Sources: OECD Secretariat based on the existing literature (Huibers et al., 2009; Grol et al., 2006; Leibowitz et al., 2003). 

  



 DELSA/HEA/WD/HWP(2016)12 

 13 

Table 1  Main models of out-of-hours primary care based on the policy survey 

Main out-of-hours care models Countries 
 

N 
 

Practice-based services 

Australia, Austria, Belgium, Canada, Chile, Czech 
Republic, Estonia, Finland, France, Germany, 

Greece, Mexico, the Netherlands, Slovak Republic, 
Switzerland, Turkey, the United Kingdom, the 

United States 

18 

Rota groups 

Australia, Austria, Belgium, Canada, Chile, France, 
Germany, Hungary, Iceland, Norway, Slovak 

Republic, Slovenia, Spain, Switzerland, Turkey, the 
United States 

16 

Deputising services 
Australia, Belgium, Chile, Hungary, Israel, Slovak 

Republic, Slovenia, the United Kingdom, the United 
States  

9 

Hospital emergency departments 

Australia, Austria, Belgium, Canada, Chile, Czech 
Republic, Denmark, Estonia, Finland, France, 
Germany, Greece, Iceland, Israel, Mexico, the 

Netherlands, Poland, Slovak Republic, Slovenia, 
Spain, Switzerland, Turkey, the United Kingdom, the 

United States 

24 

Primary care centres (PCCs) such as 
after-hours walk-in primary care centres, 

minor injury units (MIUs) /urgent care 
centres (UCCs) 

Australia, Austria, Belgium, Canada, Chile, Czech 
Republic, Denmark, France, Iceland, Israel, 

Luxembourg, Mexico, Norway, Poland, Slovak 
Republic, Slovenia, Spain, Switzerland, Turkey, the 

United Kingdom, the United States 

21 

General practice cooperatives (GPCs) 
Australia, Belgium, Denmark, France, the 

Netherlands, Switzerland 
6 

Retail or medical clinics 
Belgium, Canada, Chile, Mexico, the Netherlands, 

the United Kingdom, the United States 
7 

Source: OECD Policy Survey on the delivery of out-of-hours primary care services (2015) 
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Table 2. Most common out-of-hours primary care arrangements in OECD countries 

Country Dominant models of out-of-hours primary care 

Australia Practice-based service 

Austria Practice-based service, hospital ED, rota group 

Belgium Rota group, PCC 

Canada* Hospital ED, practice-based service 

Chile PCC 

Czech Republic Hospital ED (urban areas), PCC (rural areas or small cities) 

Denmark GPC  

Estonia Practice-based service, hospital ED 

Finland Hospital ED 

France Rota group, hospital ED 

Germany Rota group 

Greece Hospital ED, practice-based service 

Hungary Rota group 

Iceland Rota group, hospital ED 

Israel Hospital ED, PCC (walk-in clinic) 

Luxembourg PCC 

Mexico Hospital ED, practice-based service 

Netherlands GPC 

Norway PCC 

Poland PCC, hospital ED 

Slovak Republic Practice-based service 

Slovenia Rota group, hospital ED 

Spain Rota group (rural areas), PCC (urban areas) 

Switzerland GPC (rural and urban areas), hospital ED (urban areas) 

Turkey Practice-based service, hospital ED (urban areas) 

United Kingdom Deputising service, PCC 

United States Rota group, hospital ED 

Note: *In Canada, the characteristics and the organisation of OOH primary care services differ at the provincial level. The data and 
facts reported in the paper are only approximations for the majority of provinces.  

Source: OECD Policy Survey on the delivery of out-of-hours primary care services (2015) 

2.1. Hospital emergency departments complement rota groups and practice-based services in 

providing out-of-hours primary care 

20. Although different models for organising OOH primary care exist alongside one another across 

OECD countries (Table 1), the policy survey results show that hospital EDs, rota groups and practice-

based services are the most common OOH arrangements (Table 2, Annex A2). While debate continues 

about their “inappropriate” use, EDs continue to be used to manage primary care patients in several OECD 

countries. Even in some countries where this is not encouraged, citizens can freely attend an ED. The use 

of EDs for OOH primary care is reported in 24 OECD countries (Table 1), of which 15 report the ED is at 

least one dominant model (Table 2 and Annex A2) (Austria, Canada, Czech Republic, Estonia, Finland, 

France, Greece, Iceland, Israel, Mexico, Poland, Slovenia, Switzerland, Turkey, and the United States). 

Hospital EDs are more often cited as a dominant model in countries that report practice-based services and 

rota groups as also dominant models (Figure 2).  
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Figure 2. Number of countries reporting emergency departments as a dominant out-of-hours primary care 
model among those reporting practice-based services, rota groups or primary care centres as at least one 

dominant out-of-hours care model 

 

Source: OECD Policy Survey on the delivery of out-of-hours primary care services (2015). Note: Among the countries that cite 
practice-based services as at least one dominant OOH model, six countries also report hospital EDs as another dominant mode of 
provision. 

21. The rota group is reported in 16 OECD countries (Table 1) and among these, nine countries 

report rota groups as dominant OOH models (Austria, Belgium, France, Germany, Hungary, Iceland, 

Slovenia, Spain, and the United States) (Table 2, Annex A2). The policy survey shows that among this 

latter group, five countries also report EDs as a predominant mode of OOH primary care (Austria, France, 

Iceland, Slovenia, the United States) (Figure 2). This is the case in France for example, where rota groups 

are reported as the dominant model for organising OOH primary care. Regional Health Authorities are 

responsible for defining geographical areas to be covered by the rota group according to local constraints. 

In each geographical area, PCPs register on a voluntary basis to take turns and to look after their own and 

each other’s patients during OOH. However, the Public Health Regulation (Code de la Santé Publique) 

specifies that depending on the demand for and the supply of health care services within the geographical 

area, OOH primary care can also be organised through hospital EDs. This is especially the case from 

midnight to 8 am during weekdays, when demand for health care services is found to be very low. The 

decision to organise OOH primary care within hospital EDs falls under the Regional Health Authorities 

according to population health needs and available resources. 

22. In the United States, rota groups are also the dominant mode for providing OOH primary care 

(although numerous other strategies are developed as outlined in Table 1). Available evidence and the 

policy survey, however, suggest that access to OOH primary care is in practice limited and often provided 

in hospital EDs.  

23. In a similar vein, practice-based services, where the individual PCP looks after their own 

patients, is a popular model across OECD countries. The use of OOH practice-based services is reported in 

18 OECD countries (Table 1) and eight countries cite this as at least one dominant model (Australia, 

Austria, Canada, Estonia, Greece, Mexico, Slovak Republic, Turkey) (Table 2, Annex A2). The policy 

survey shows that among this group, six countries also report hospital EDs as a dominant mode of 

provision (Austria, Canada, Estonia, Greece, Mexico and Turkey) (Figure 2). 

Practice-based services Rota groups PCCs

6 countries 
out of 8

5 countries 
out of 9

3 countries 
out of 9
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24. In Canada, the characteristics of OOH care differ between provinces. Practice-based services, 

where physicians look after their rostered patients directly or through agreements between practices and 

other individual physicians, are possible in some provinces and territories. However, about 50% of the 

population in Canada uses the ED as a portal for OOH care. That includes the 15% of patients without a 

family physician and all the patients with a family physician who does not offer OOH primary care 

alternatives. In Estonia, practice-based medicine was introduced in 2014 as a new service provided by the 

Estonian Health Insurance Fund (EHIF). OOH appointments with family physicians and nurses are now 

made possible in two counties. In 2014, there were 4 462 OOH visits made to family physicians and 4 960 

OOH visits made to family nurses, with a significant increase in 2015. In spite of the new scheme, OOH 

primary care services are still provided by hospital EDs (Põlluste et al, 2013), due to lack of supply in other 

counties, patient preference and self-referrals to hospital EDs. 

25. Overall, findings from the survey indicate that hospital EDs complement rota groups and 

practice-based services to provide OOH primary care. This is, to a lesser extent, also the case in countries 

relying on PCCs. Among countries that report PCCs as at least one dominant mode of provision (nine 

countries), three also cite hospital EDs as another dominant model (Figure 2, Table 2, Annex A2).  

2.2 Deputising services are a less popular model for providing out-of-hours primary care in OECD 

countries 

26. Deputising services, where commercial companies employ doctors and nurses to take over a 

general practice’s provision of OOH care through an outsourcing or contracting arrangement, are 

established in nine OECD countries (Australia, Belgium, Chile, Hungary, Israel, Slovak Republic, 

Slovenia, the United Kingdom, the United States). However, only the United Kingdom cites deputising 

services as at least one dominant model (Table 2, Annex A2).  

27. Since 2004, GPs in the United Kingdom have been able to opt out of providing OOH care, and 

most of them have done so. In 90% of cases, GPs opt out of responsibility for OOH service provision and 

enable their Clinical Commissioning Group (CCG) to contract other services to provide OOH care. Where 

services have opted in, the GPs can provide OOH care directly or subcontract to other bodies. Where 

services have opted out, CCGs contract with a range of service providers such as:  

 Social enterprises (often former cooperatives of GPs) which hold 49% of contracts;  

 Commercial organisations (such as Care UK) which hold 31% per cent of contracts;  

 National Health Service (NHS) bodies (such as ambulance trusts) which hold 20% of contracts. 

28. Deputising services are becoming very popular in Australia. Such services are organised through 

the approved Medical Deputising Service (MDS), which is managed by the Department of Health. MDS 

enables GPs to contract out the OOH component of their patients’ care to other practices. It uses the same 

facilities and processes that ensure continuous access to care and continuity of patient care. MDS also can 

provide home visits, medical advice and telephone triage services. Due to important challenges around 

geographical differences in access to OOH primary care services, there has been significant growth in 

deputising services over recent years in Australia. The proportion of GPs working in practice solely using 

deputising services for the provision of OOH care increased from 35% in 2004–05 to 47% in 2013–14 

(Britt et al., 2014). The Department of Health expects to expand the pool of medical practitioners who 

work for an MDS.  

29. The literature shows that deputising services lead to similar patient health outcomes compared to 

general practices (Mckinley et al, 1997). Regarding the process of care, evidence shows that deputising 
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doctors are more likely to give home visits and to issue prescriptions, but are less likely to give telephone 

advice compared to general practice doctors (Cragg et al, 1997). McKinley et al. (1997) and Warren et al. 

(2015) show that patient satisfaction rates are lower with the experience of deputising services than general 

practice, due mainly to a lower level of trust and confidence in deputising clinicians. On the physician side, 

a systematic review suggests deputising services increase immediate medical workload because of the 

lower use of telephone advice and the higher home visiting rate (Leibowitz et al, 2003). PCPs working in 

GPCs were also found to be more satisfied than those in deputising services (Salisbury, 1997).  

2.3. Out-of-hours primary care is increasingly being delivered in large-scale organisations  

30. Some countries have shifted OOH primary care toward large-scale organisations. General 

practices cooperatives (GPCs) are large-scale groups of PCPs, supported by additional personnel, 

providing after-hours primary care including telephone advice, offices for face-to-face consultations, and 

home visits. The policy survey indicates that GPCs are established in six OECD countries (Australia, 

Belgium, Denmark, France, the Netherlands and Switzerland) (Table 1), and are reported as a dominant 

model in three countries (Denmark, the Netherlands and Switzerland).  

31. In the Netherlands, the GPC is the unique model for organising OOH primary care. GPCs are 

multiple clinics cooperating on a central location called the ““huisartsenpost” (HAP) staffed by PCPs who 

carry out both telephone and face-to-face consultations. The organisation of OOH primary care is the same 

in urban and rural areas. Patients are first required to call the GPC to get medical advice. Depending on the 

medical condition, the PCP will give self-care advice so that the patient stays at home and can visit primary 

care during normal working hours. An alternative option is to ask the patient to call back if the health 

problem is getting worse, and to make a home visit. In case of more urgent health conditions, the PCP 

advises the patient to go to the GPC or go directly to the hospital ED or call an ambulance. Patients are 

discouraged from visiting the GPC in case of small complaints that do not require immediate attention. In 

case of minor ailments and without any referral, the patient will be asked to consult during normal office 

hours. In 2014, there were 122 GPCs in the Netherlands. Nearly 1.48 million hours of service have been 

performed, representing around four million medical acts. The total cost of the HAP is estimated at around 

EUR 284.4 million, which represents EUR 17.11 per inhabitant per year.  

32. Some regions in the Netherlands have a model that integrates a GPC and an ED, with one triage 

point determining which service patients attend, so that patients cannot go directly to the ED (Thijssen et 

al, 2013). Several studies in the Netherlands found the integrated model has the potential to reduce health 

system costs, as it was associated with a reduction in patient self-referrals to the ED (Kool et al, 2008; Van 

Uden et al, 2005a; Thijssen et al, 2013). 

33. In Belgium, such cooperatives are called General Practitioners Posts (GP Posts), which operate in 

well-defined territories covering the entire country. They are found in both rural and urban areas. GP posts 

provide OOH primary care during weekends (from Friday 7pm to Monday 8am) and on public holidays. 

Services provided are face to face consultations, medical advice by phone and home visits. GPCs are 

frequently used, covering nearly 70% of the Belgian population. There were expected to be 48 GP Posts in 

Belgium by the end of 2015. In Switzerland, GPCs are found in rural and urban areas, while in urban areas 

hospital EDs also assume responsibility for urgent OOH primary care. 

34. In France, the “Maisons médicales de garde” (MMG) are similar to what are known as GPCs in 

other OECD countries. MMGs have been established as a network of GPs to provide emergency care in the 

community setting and during OOH. They are designed to provide medical services to walk-in patients 

with minor injuries or illnesses and only during OOH. Most often, they have been established near the 

hospital ED to encourage patients’ referral. While the Regional Health Agencies promote the establishment 

of MMG throughout the country, their development and use remain limited (Cour des comptes, 2013). In 
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2013, there were only 369 MMG (covering about 23% of OOH care services), with a wide variation in 

their availability across the country (Cour des comptes, 2014).  

35. Overall, GPCs are found to provide safe and accessible care for patients and to reduce physician 

workload. A large body of evidence shows high patient satisfaction with GPCs ranging from 72% to 86% 

(Van Uden et al, 2005b; Christensen and Olesen, 1998; Hansen and Munck, 1998; Smith et al, 2001). On 

the supply side, GPCs reduce PCPs’ workload and increase their level of satisfaction. At the macro level, 

GPCs reduce the use of hospital emergency resources by shifting patient flow from emergency care to 

primary care settings.  

2.4. Most OECD countries have developed out-of-hours primary care centres  

36.  Primary care centres (PCCs), walk-in clinics, minor injury units (MIUs) and urgent care centres 

(UCCs) are very similar facilities designed to provide OOH primary care services for patients with minor 

injuries or illness (Berchet, 2015). Care is often provided to patients on a walk-in basis, and is often 

considered a substitute to home visits and non-urgent hospital ED visits. Such primary care facilities can be 

nurse-led or PCP-led, and can be standalone centres or attached to hospital EDs.  

37. Such centres are becoming very popular in OECD countries. Results from the policy survey 

demonstrate that 21 OECD countries have established some form of PCC (Australia, Austria, Belgium, 

Canada, Chile, Czech Republic, Denmark, France, Iceland, Israel, Luxembourg, Mexico, Norway, Poland, 

Slovak Republic, Slovenia, Spain, Switzerland, Turkey, the United Kingdom, the United States). Nine 

countries have listed PCCs as at least one dominant model (Belgium, Chile, Czech Republic, Israel, 

Luxembourg, Norway, Poland, Spain, and the United Kingdom) of which three countries also report 

hospital EDs as another dominant OOH model (Czech Republic, Israel, Poland) (Figure 2, Table 2, Annex 

A2). 

38. In Chile, Emergency Primary Care Services (Servicios de Atención Primaria en Urgencias 

SAPU) operate both during normal office hours and OOH. They work mainly from 5pm to midnight on 

weekdays and 24/7 on weekends and holidays. They give medical care, nursing care, drug delivery and 

possible transfers. Beyond SAPU, a network of Rural Emergency Services (Servicios de Urgencia Rural, 

SUR) has been developed. Around 158 SUR have been established in rural communities. In geographical 

areas of more than 10 000 inhabitants, walk-in appointments in SUR are made possible until 10pm on 

working days. After 10pm and on weekend, PCPs are only on call. In areas of less than 10 000 inhabitants, 

PCPs are only on call and an ambulance is arranged if medically necessary. SAPU and SUR are widely 

promoted by the government, and as a result of their success attendance at both is rising.  

39. In Iceland, a walk-in PCC called Læknavaktin has been recently set up in the capital area to 

provide OOH primary care. The centre consists of PCPs, nurse consultations and home visits. In a similar 

vein, patients in Poland in need of urgent medical care outside normal office hours can attend a primary 

care unit. These units operate from 6pm to 8am as well as on weekends and holidays. There are around 400 

primary care units in Poland, which are, according to national authorities, frequently used by patients for 

minor conditions. In Spain, there are around 2 000 primary care centres to provide OOH care for 

emergency needs. They are available on a walk-in basis from 5pm (although some of them start at 9pm). 

The development of such primary care centres in Spain is also highly promoted by the government. This is 

also the case in Israel, where after-hours PCCs are also available in some towns. In Luxembourg, PCCs are 

the only mode of provision for OOH primary care. One OOH PCC is established in each of the three 

geographical areas. The staff assigned to OOH PCCs increase with the number of inhabitants in each 

region. In France, PCCs are called “Centre de soins non programmés”. They are set up at the initiative of 

PCPs who choose to organise their practice on a walk-in basis, with extended hours. According to national 

authorities, however, OOH primary care cannot solely rely on these facilities because they are rare and 
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unevenly distributed over the country. In Austria, OOH primary care units have been legally possible for a 

few years, either in the private outpatient sector or in hospitals. So far they are not widely developed across 

the country. Recent evaluations show a high degree of satisfaction for both patients and health care 

providers. In Norway, Emergency Primary Care Centres are similar to PCCs. As Box 2 emphasises, 

Norwegian patients are not allowed to self-refer to hospital EDs, and have no other alternative but to attend 

or contact a PCC.   

Box 2. Emergency Primary Care Centres in Norway 

Norway has a separate OOH system within the primary care sector with responsibility for managing minor 
injuries or illnesses. Emergency Primary Care Centres (EPCCs – legevaktstasjon) are similar to the PCC and 
urgent care centre models. Patients may go directly to an EPCC without an appointment, but may also receive 
advice on the telephone.  

Due to Norway’s strict two-tiered health care system, patients are not allowed to present themselves directly 
to hospital EDs. Out of normal practice hours, they have to contact an EPCC. In cases of emergency situations, 
citizens must call the emergency number 113 to the Emergency Medical Communication Centre and, if 
necessary, an ambulance will take them to hospital.  

PCPs are responsible for the urgent care of their own patients only in-hours, but not OOH. However, the 
same PCPs are expected to participate in the EPCCs. Local authorities have overall responsibility for both in-
hours and OOH primary care services, and have to ensure emergency care services are available 24/7. In larger 
municipalities, there are also EPCCs in-hours. 

Source: Information provided by Norwegian authorities.  

40. Interestingly, the policy survey indicates that such PCCs are not promoted in Canada and the 

United States. In Canada, several provinces have set up urgent care centres (UCCs) as a service option to 

provide intermediate level of service between family physician offices, medical clinics and hospital EDs 

for patients who require more intensive resources than those available in a typical physician office. They 

are most often available 24 hours a day, seven days a week. Most patients with no family physician or with 

a family physician who does not offer alternatives for OOH care use these UCCs for both their regular and 

urgent care. Because of their limited capacity to provide continuity of care and to co-ordinate service 

provision across the health care sector, national authorities do not encourage the use of UCCs. This is also 

the case in the United States, where PCCs have become increasingly popular due to difficulty in accessing 

timely OOH primary care because of long waiting times and a lack of PCPs’ OOH availability. The use of 

such models is not promoted because it detracts from efforts to co-ordinate care and to increase continuity 

of provider-patient relationships. 

41. Evidence of the impact of OOH primary care facilities is conflicting. While several studies show 

that OOH primary care centres provide accessible and high-quality care (Grant et al., 2002; Salisbury, 

2003), other evidence demonstrates that PCCs do not contribute to shorter waiting times for patients 

(Maheswaran et al, 2007) and are associated with lower satisfaction rates than general practice (Hutchison 

et al, 2003). There is little evidence to suggest that walk-in centres reduce ED activity by managing 

patients with minor injuries or illnesses. Studies conducted in Australia, England and New Zealand do not 

support this hypothesis (Fry, 2011; Parker et al, 2011; Salisbury et al, 2002; Tenbensel et al, 2013).  

42. Overall, there are three particular concerns related to the development of emergency PCCs. First, 

the setting up of such facilities might generate greater service availability, which increases unwarranted 

demand for health care services and might result in duplication of care (Tan and Mays, 2014; Pinchbeck, 

2014). Second, such facilities might also cause confusion among patients about where to go for care. When 

the array of primary emergency care services is large, patients might become uncertain about how to access 

OOH primary care. In England for example, Monitor (2014) shows that (i) patients use walk-in clinics in 

addition to other services for the same medical problem and (ii) the wide development of such facilities has 



DELSA/HEA/WD/HWP(2016)12 

 20 

caused patients confusion about where to seek appropriate treatment. Third, and as emphasised by 

Canadian and American authorities, such facilities most often have limited capacity to ensure continuity 

and co-ordinated care across the health sector, unless electronic health records are used. These concerns are 

not specific to all OECD countries, and mostly depend on a country’s cultural context (such as patient 

preference), infrastructural resources and supply of health services.  

2.5. Retail or private medical clinics located within stores are modestly developed 

43. Retail or private medical clinics are located in commercial settings, such as pharmacy or grocery 

stores. They provide medical care for minor conditions without appointment and with relatively short 

waiting times. Most of them operate 12 hours a day during the work week and eight hours on Saturday and 

Sunday (McKinlay and Marceau, 2012). The policy survey indicates that retail clinics are established in 

seven OECD countries (Belgium, Canada, Chile, Mexico, the Netherlands, the United Kingdom and the 

United States).  

44. This mode of provision is more recent in Belgium and the Netherlands. In Belgium, the medical 

clinic has been set up in a metro station, while in the Netherlands the OOH primary care facility has 

opened at Central Station The Hague. In both countries, the provided services are not part of the mandatory 

health insurance system, and patients have to pay for OOH visits.  

45. Compared to most other OECD countries, retail clinics are widely developed across the United 

States. In the past decade, the number of medical clinics within retail stores rose from 818 clinics in 36 

States in 2007 to 1 260 clinics in 42 States in 2010. Almost 70% of patients using these clinics report that 

the primary purpose of their most recent visit was the diagnosis and treatment of a new illness or symptom, 

26% needed vaccinations and 21% needed prescription renewals. In a recent review, the RAND showed 

that the vast majority of retail clinics are located in metropolitan areas, especially those with lower poverty 

rates and higher median incomes. Only 12.5% were located in underserved areas. In 2010, around 5% of 

American families reported ever using a retail clinic while 3% reported doing so in the previous year. 

Although their use appears to increase over time, the development of retail clinics to provide OOH primary 

care is not a promoted policy by national authorities. First, it might be too expensive for patients to get 

accessible OOH primary care, and second it detracts from efforts to ensure care continuity across the health 

care sector.  

46. An interesting feature in the United Kingdom is that 85% of pharmacies now have a private 

consultation area where patients can discuss issues with pharmacy staff. Although these community 

pharmacies cannot be a dominant mode for organising OOH primary care, they can complement existing 

OOH primary care services through extended opening hours and pharmaceutical services for minor health 

conditions.  

47. Few studies have assessed the impact of retail clinics. Mehrotra et al. (2009) found no significant 

difference in care quality between retail clinics, general practices, and urgent care centres. There is no 

apparent adverse impact on quality of care or delivery of preventive care, while they provide less costly 

treatment for three common illnesses (otitis, pharyngitis and urinary tract infection). In a similar vein, 

Patwardhan et al. (2012) showed that in the absence of retail clinics, 4.5% of OOH patients would have 

gone to the ED, 29.4% to UCCs and 56% would have consulted a PCP.  

48. Although retail clinics provide cost-effective OOH primary care in the United States, such 

models only complement other OOH primary care services. One obvious reason is the risk that out-of-

pocket payments related to retail clinic visits place too much of a financial burden on individuals, which 

discourages patients from seeking necessary care. 



 DELSA/HEA/WD/HWP(2016)12 

 21 

3. POLICIES TO IMPROVE ACCESS TO AND QUALITY OF OUT-OF-HOURS PRIMARY 

CARE 

49. OECD countries have adopted a range of policy levers to address challenges related to providing 

OOH primary care services. The policy survey documents two types of interventions to improve access to 

and quality of OOH primary care. The first consists of using existing resources in new ways. This includes 

providing better organisational and financial support to PCPs; using other health care professionals such as 

nurse practitioners, physician assistants and paramedics; and making OOH care participation compulsory 

for PCPs.  

50. The second relates to the development of new infrastructure. This includes setting up a telephone 

triage system or advice line; using new technologies; as well as developing rich information systems 

underpinning OOH primary care. 

Table 3. Policy levers to improve access and quality of OOH primary care 

Country Participation 
Financial 
incentives 

Telephone 
triage or 
advice or 
website 

Use of other 
health 

professionals
#
  

Organisationa
l support 

Information 
sharing 

Australia Voluntary Yes Yes Yes Yes Yes 

Austria Compulsory Yes No* No Yes NR 

Belgium Compulsory Yes Yes Yes Yes Yes 

Canada Compulsory** Yes Yes Yes Yes Yes 

Chile NR Yes Yes Yes No NR 

Czech Rep. Compulsory Yes Yes No Yes Yes 

Denmark Compulsory Yes Yes No Yes Yes 

Estonia Voluntary Yes No No No Yes 

Finland Compulsory Yes Yes Yes No No 

France Voluntary Yes Yes No Yes NR 

Germany Compulsory Yes Yes Yes No NR 

Greece Voluntary Yes No Yes No No 

Hungary Compulsory NR Yes No No NR 

Iceland Compulsory*** Yes Yes No No Yes 

Israel Voluntary No Yes No No Yes 

Luxembourg Compulsory Yes Yes No Yes No 

Mexico Voluntary Yes No No NR No 

Netherlands Compulsory Yes Yes Yes NR NR 

Norway Compulsory Yes Yes No Yes Yes 

Poland Voluntary Yes Yes No Yes Yes 

Slovak Rep. Compulsory NR No No NR Yes 

Slovenia Compulsory Yes Yes No No NR 

Spain Compulsory No Yes No No Yes 

Switzerland**** Compulsory Yes Yes Yes No Yes 

Turkey Compulsory Yes No No No Yes 

UK Voluntary Yes Yes Yes No NR 

US NR Yes***** Yes Yes Yes NR 

Total 17 compulsory 23 yes 21 yes 11 yes 11 yes 14 yes 
Notes: NR means non-response. 

# 
Other health professionals include paramedics, nurse practitioners and physician assistants. * In 

Austria, a national telephone triage is under construction. ** In Canada, participation is compulsory in some circumstances. *** In 
Iceland, participation is compulsory in some cases, such as in rural areas. ****In Switzerland, OOH primary care is generally delivered 
by physicians. Paramedics may carry out minor treatments, but do not work on their own in the OOH setting. Participation for PCPs is 
in principle compulsory, but cantons can define exceptional criteria. ***** In the US, additional compensation is provided for PCPs in 
some places.  

Source: OECD Policy Survey on the delivery of out-of-hours primary care services (2015). 
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3.1. Using existing resources in new ways  

51. Interventions pursued, which use existing resources in new ways, are diverse and range from 

providing organisational support to PCPs (such as free space in facilities, administrative support and health 

care resources), rewarding PCPs with adequate financial compensation, using Emergency Care 

Practitioners or other paramedics to deliver basic emergency care, to making PCP participation 

compulsory. Providing financial compensation is the most common solution adopted by OECD countries, 

perhaps because the latter is the softer way to improve PCP participation in OOH primary care. By 

contrast, PCP participation in OOH care is compulsory in 17 OECD countries. This is the most forceful 

way to provide patients with appropriate access to OOH care.  

Providing organisational support can improve working conditions and make out-of-hours work more 

appealing 

52. A few OECD countries have started to actively support the development of OOH primary care 

through the provision of non-financial resources such as organisational support. The overarching objective 

is to improve the quality of working life and to make OOH activity more attractive, notably by reducing 

administrative burden and minimising personal investment. Among the 27 OECD countries participating in 

the survey, 11 (Australia, Austria, Belgium, Canada, Czech Republic, Denmark, France, Luxembourg, 

Norway, Poland, and the United States) report providing organisational support to encourage the 

participation of PCPs to deliver OOH primary care (Table 3).  

53. Three types of organisational supports are reported in the policy survey. The most common 

approach, seen in Austria, the Czech Republic, Denmark, France, Norway and Poland, is to provide free 

space in facilities. Other countries, such as Belgium, Czech Republic and Luxembourg, report providing 

administrative and technical resources to PCPs. In Belgium and Luxembourg, for example, the 

Government funds administrative staff. In the Czech Republic, regional authorities provide medical offices 

with all necessary materials and instruments. In Norway, some municipalities offer free space in facilities, 

medical offices with materials and instruments, and health secretaries. The last approach is to provide 

PCPs with extra health care resources. In Canada, for example, physicians practising within primary care 

teams benefit from extra health care resources such as nurses.  

54. Providing organisational support such as free space in facilities, administrative and health care 

resources are worth considering as options to actively support the development of OOH primary care 

across OECD countries. Efforts in this direction can be scaled up in order to make progress toward the goal 

of improving access to OOH primary care. In particular, supporting a wider use of information and 

communications technology (ICT) to facilitate communication and information sharing between regular 

PCP and OOH arrangements is essential, as emphasised in Section 3.2. 

Rewarding primary care physicians may make their participation in out-of-hours care more appealing  

55. Almost all OECD countries (23 out of 27 countries that responded to the policy survey) provide 

additional financial compensation to PCPs for providing OOH care, although in some countries this may 

not be applied consistently. Whilst the current trend is to compensate PCPs because OOH care is 

considered overtime and may also imply extra responsibilities, there is diversity in the current approaches. 

Some OECD countries provide a higher fee to compensate for OOH services through, for example, a lump 

sum payment. Other countries adopt a more sophisticated approach, with fee adjustment depending on the 

period of time, the number of consultations given and the geographical area in which they practise.    

56. In the United Kingdom, for example, GPs that opt in to OOH care receive more funding than 

others, typically equivalent to 6% of their total budget (around GBP 4 per registered patient). By contrast, 
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OOH compensation in Luxembourg is paid according to the OOH time range. From 8pm to 12pm, 

physicians are paid EUR 26.271 per duty range of four hours at a time; from 12pm to 7am they are paid 

EUR 91.948 per duty range of seven hours at a time, and from 8am to 12pm they are paid EUR 52.542 per 

duty range of eight hours at a time. In Canada, in cases where participation is voluntary, PCPs are offered 

financial incentives equivalent to 40% to 60% of the fee charged to the Ministry of Health, while they can 

receive up to 20% of the fee for their OOH availability in cases where participation is compulsory (e.g., for 

those working in primary care teams). In Norway, the ordinary remuneration of PCPs in the fee-for-service 

system is higher OOH than during in-hours. PCPs also receive funding from the municipality. There are 

also initiatives to stimulate recruitment and stability in general medical services where municipalities with 

these challenges receive extra funding through grants. Interestingly, in the Slovak Republic, OOH 

participation is compulsory and absence from duty entails a financial penalty. 

57. One of the most sophisticated schemes is perhaps the Australian Practice Incentives Programme 

(PIP) After-Hours Incentive, which was re-established in July 2015. The after-hours period is broken down 

into: (i) sociable after-hours period from 6pm to 11pm weeknights; and (ii) unsociable after-hours period 

from 11pm to 8am weekdays, hours outside of 8am and 12pm Saturdays, and all day Sunday and public 

holidays. There are five payment levels for which accredited general practices can apply (Box 3). The 

payment levels go from AUS 1 to AUS 11 per Standardised Whole Patient Equivalent
2
 (SPWE). Practices 

can qualify for only one payment level and the levels are not cumulative. Payment levels cater to a range of 

geographical and organisational differences. Participating practices located outside capital cities and major 

metropolitan centres are paid a rural loading in recognition of the difficulties of providing care, often with 

little professional support, in rural and remote areas.  

Box 3. The PIP After-Hours Incentives Programme in Australia 

The PIP After-Hours Incentive is a nationally-consistent model that aims to encourage practices to provide 
OOH services to their patients. It builds on existing infrastructure and provides general practices with a less 
administratively burdensome way to receive funding for delivering OOH services. The five payment levels are: 

 Level 1 Participation Payment: $1 per Standardised Whole Patient Equivalent (SWPE) 

Practices must have formal arrangements in place to ensure that practice patients have access to care in 
the complete after-hours period (hours outside of 8am to 6pm weeknights; hours outside of 8am to 12pm 
Saturdays; and all day Sundays and public holidays).  

 Level 2 Sociable After-Hours Cooperative Coverage Payment: $4 per SWPE 

Practices must participate in a cooperative arrangement with other general practices that provide after-
hours care to practice patients in the sociable after-hours period (6pm to 11pm weeknights), and ensure formal 
arrangements are in place to cover the unsociable after-hours period (11pm to 8am weekdays, hours outside of 
8am and 12pm Saturdays and all day Sundays and public holidays). 

 Level 3 Sociable After-Hours Practice Coverage Payment: $5.50 per SWPE 

Practices must provide after-hours care to practice patients directly through the practice in the sociable 
after-hours period (6pm to 11pm weeknights); and ensure formal arrangements are in place to cover the 
unsociable after-hours period (11pm to 8am weekdays, hours outside of 8am and 12pm Saturdays and all day 
Sundays and public holidays). 

 

                                                      
2. (SWPE) is a measure of practice size and includes a weighting factor for the age and gender of patients. 
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Box 4. The PIP After-Hours Incentives Programme in Australia (cont.) 

 Level 4 Complete After-Hours Cooperative Coverage Payment: $5.50 per SWPE  

Practices must participate in a cooperative arrangement with other general practices that provide after-hours care 
to practice patients for the complete after-hours period (hours outside of 8am to 6pm weeknights; hours outside of 8am 
to 12pm Saturdays; and all day Sundays and public holidays). 

 Level 5 Complete After Hours Practice Coverage Payment: $11 per SWPE 

To be eligible for the Level 5 Complete After-Hours Practice Coverage Payment, practices must provide after-
hours care to practice patients in the complete after-hours period (hours outside of 8am to 6pm weeknights; hours 
outside of 8am to 12pm Saturdays; and all day Sundays and public holidays). 

Source: OECD Policy Survey, completed by information available at: 
http://www.health.gov.au/internet/main/publishing.nsf/content/primary-ahphc 

58. The use of financial incentives should not be considered as a complete solution to increase 

participation. A recent study used Australian GP survey data to model the probability of GPs providing 

OOH care. It suggests that an increase in OOH care hourly earnings increases the probability of providing 

OOH care for both male and female doctors, but the magnitude appears to be small. The positive effect is 

stronger among GPs in rural areas, but still small (Broadway et al, 2016). Although financial compensation 

is important to recognise PCPs that provide primary care 24 hours a day, seven days a week, such policies 

need to be balanced with other policy levers to provide support to PCPs and maximise their participation in 

OOH care, and patients’ access to services.  

Other health professionals, such as paramedics and nurse practitioners, can help tackle workforce 

shortages and deliver more accessible out-of-hours care, particularly in rural and remote areas 

59. Changing scopes of practice, including assessment, triage, and treatment skills for different 

health professionals such as nurse practitioners and paramedics, is widely recommended to help manage 

the increasing demands for health care and also to tackle geographical variations in access to care 

(NACHC, 2013; NGA, 2012; Naylor and Kurtzan, 2010). Given the provision of OOH care is challenging, 

particularly due to a lack of health care resources and workforce shortages in some rural and remote areas, 

it is becoming critical to change scopes of practice and to use other health professionals to provide OOH 

primary care services. A positive trend that is apparent in some OECD countries is the growing role of 

nurse practitioners, physician assistants or emergency care practitioners to carry out assessments and 

treatments traditionally carried out only by doctors. With appropriate training, other health care workers 

can provide clinically effective OOH primary care. This is a powerful way to increase OOH primary care 

capacity.  

60. However, non-medical health professionals appear to be under-used in the provision of OOH 

primary care in OECD countries. Only 11 OECD countries (Australia, Belgium, Canada, Chile, Finland, 

Germany, Greece, Netherlands, Switzerland, United Kingdom and United States) use other health 

professionals such as nurse practitioners, paramedics and physician assistants to deliver OOH primary care 

to some extent (Table 3). The most extensive approach is seen in England and the United States.  

61. In England, Emergency Care Practitioners (ECPs) are paramedics who have undertaken 

additional training to assess, treat and refer patients to the most appropriate medical services. Interestingly, 

they can work with PCPs in OOH primary care services. If a home visit is deemed necessary, the PCP 

decides if the patient's condition is suitable for an ECP, or whether a PCP is required (Halter et al, 2007; 

Mason et al, 2007). In Australia there have been similar initiatives enabling Extended Care Paramedics to 
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treat low-acuity patients in some states (South Australia, New South Wales, and the Australian Capital 

Territory). In the United States, nurse practitioners and physician assistants are also widely used for the 

provision of OOH primary care. The Agency for Healthcare Research and Quality (AHRQ, 2012) 

estimates that around 52% of nurse practitioners and 43% of physician assistants were providing primary 

care in the United States in 2010, both during usual hours and OOH.  

62.  A new model of community has also been developed in a number of states. Community 

paramedics are trained to perform patient assessments and to provide care in home and community settings 

under OOH care. The overarching aim is to facilitate more appropriate use of emergency care resources 

and to enhance access to primary care 24/7 for medically underserved populations. In other countries, 

including Canada, Chile, Germany, Greece, the Netherlands, Slovenia and Switzerland, nurse practitioners 

and physician assistants are also used to complement (and sometimes substitute) medical services for OOH 

care. In Switzerland, OOH primary care is generally delivered by physicians. Paramedics may carry out 

minor treatment but do not work on their own in the OOH setting. 

63. The body of evidence suggesting that the use of other health care workers can make a positive 

contribution in providing OOH care is conclusive. In England, a randomised controlled trial found 

paramedics with extended skills can provide effective response compared to standard ambulance transfer 

and treatment in an ED for elderly patients with acute minor conditions (Mason et al, 2007). Overall, 

patients attended by a paramedic practitioner were less likely to visit hospital EDs and to undergo some 

form of investigation. Care provided by paramedic practitioners reduces the need for subsequent referral to 

unscheduled care services in a large proportion of cases, and leads to greater patient satisfaction. In another 

study conducted in England, results were similar, supporting the safety of practice for ECPs (Halter et al, 

2007). Overall, 86.4% of patients reported that the ECP had been clear about their assessment, but only 

58% reported that their health was now “better”. Most patients treated at home by the practitioners 

appeared satisfied and compliant with the care provided (Halter et al, 2007). In a systematic review of the 

literature examining the activity and impact of ECPs in the NHS, Hill et al. (2014) show greater overall 

patient satisfaction and better processes of care compared with control practitioners. In some case, the 

authors find cost savings associated with the use of ECPs. There is evidence in Australia that paramedics 

are playing a growing role, especially in small rural communities (O’Meara et al, 2002). They are 

becoming first-line primary health care providers and have the capacity to facilitate a higher quality of 

emergency health system for communities in remote areas.  

It is compulsory for primary care physicians to participate in the provision of out-of-hours care in half 

of OECD countries  

64. Making OOH care participation compulsory for PCPs is the most forceful policy tool to increase 

OOH care accessibility. The policy survey indicates that 17 OECD countries make PCP participation 

compulsory in the provision of OOH primary care (Austria, Belgium, Canada, Czech Republic, Denmark, 

Finland, Germany, Hungary, Iceland, Luxembourg, the Netherlands, Norway, Slovak Republic, Slovenia, 

Spain, Switzerland and Turkey). Participation is voluntary in eight OECD countries: Australia, Estonia, 

France, Greece, Israel, Mexico, Poland, and the United Kingdom.  

65. Although coercive, making OOH primary care participation compulsory for PCPs is the most 

effective way to ensure patients have greater access. By increasing the number of PCPs involved in the 

provision of OOH care, this policy lever also has potential to reduce physician workload and burden. 

Compulsory participation is enforced in OECD countries in different ways. This includes making it a 

condition of registration to practise; making it a requirement to meet accreditation standards; making it a 

condition in contracts; or financially penalising those who do not participate. 
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3.2. Developing new infrastructure  

66. Interventions that have been pursued to improve access to and quality of OOH primary care 

through the development of new infrastructure entail setting up telephone triage and the development of 

new technologies (including websites, apps or tele-consultation), as well as the strengthening of the health 

information systems underpinning OOH primary care. While the former is more common in OECD 

countries, the latter is required to strive for improvement in access and care quality, notably through 

greater care continuity and co-ordination.  

A telephone triage line or helpline and the use of other health technologies have the potential to relieve 

pressure on primary care physicians and to improve access to appropriate out-of-hours services  

67. Telephone triage lines or help lines, or the use of other health technologies (such as website-

based services), can either be part of an OOH primary care service or a separate model to act as an 

intermediary between patients and the OOH model. In both cases, they are pathways to access to primary 

and urgent care, especially during OOH. By providing medical advice and directing patients to the most 

appropriate OOH services, telephone triage lines or website-based services are used as a tool to (i) reduce 

PCP workload; (ii) decrease inappropriate ED visits and; (iii) support timely access to OOH primary care 

by tackling geographical barriers. Telephone triage or advice services have been developed in 21 OECD 

countries (Table 3).  

68. Denmark’s telephone-based service is unique in OECD countries. The OOH primary care service 

is organised in GPCs, covering between 0.6 and 1.8 million inhabitants. Calling the OOH service via one 

single telephone number per region is compulsory before a face-to-face consultation. Since 2014, the 

telephone-based service is the only entry point into the system for patients who are injured or experience 

sudden illness outside normal office hours. Calls are answered and triaged by PCPs, who either complete 

the call as a telephone consultation or refer the patient to a GPC for a consultation or home visit. The 

system in each region relies on one PCP on duty for the OOH telephone-based triage and at least two PCPs 

on OOH duty to make face-to-face consultations. PCPs, on the basis of telephone consultation, can 

prescribe medication and schedule a follow-up visit at the clinic or at home (Moth et al, 2014). A relatively 

large share of calls (60%) to the Danish OOH primary care is terminated on the telephone through the 

provision of medical advice and prescription of medication (Moth et al, 2014).  

69. Patients in the Netherlands are required to call the “HAP” (“Huisartsen praktijk”) to get medical 

advice. As mentioned in Section 2, nurses perform telephone triage under the supervision of PCPs. Patients 

are directed to the most appropriate services. Depending on the medical condition, the HAP advises the 

patient to (i) stay at home and visit a PCP during normal working hours; (ii) go to the HAP; or (iii) go 

directly to the hospital ED or call an ambulance. The literature on the safety and effectiveness of telephone 

triage is mixed. Some studies suggest that it can lead to inappropriate triage, with concern that the level of 

urgency is under-estimated (Derkx et al, 2008; Giesen et al, 2007a). Studies have also pointed to a low 

degree of patient satisfaction, although this can be linked to patients’ expectations not being met (Giesen et 

al, 2007b). However, Giesen et al (2007a) also found a significant positive relationship between the 

accurate estimation of urgency and specific training on telephone guidelines, suggesting training can help 

improve effectiveness of care.  

70. In Australia, a new after-hours general practitioner advice and support line was introduced on 

July 2015. The new service provides access to medical advice and support for patients in all geographical 

areas (metropolitan, rural and remote areas) who do not have access to face-to-face primary care services 

during out-of-hours. A registered nurse completes an assessment of the health issue and based on 

symptoms, the nurse may offer a call back from a PCP. Depending on the severity and urgency of the 

health condition, the PCP will contact the patient within 15 minutes or 1 hour. 
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71. Much of the evidence, however, suggests that telephone triage is safe, and can even reduce PCP 

workload. A Cochrane systematic review of nine studies found telephone consultations appeared to be as 

safe as face-to-face consultations. There was no evidence of an increase in adverse effects. Telephone 

triage reduced immediate PCP or home visits and, in general, at least 50% of calls could be handled by 

telephone advice alone (Bunn et al, 2004). A randomised controlled trial in a GPC in England found nurse 

telephone consultations that use decision support software to assist were safe and effective, and compared 

with the GPC alone there was no increase in the number of adverse events including deaths, or the number 

of attendances at an ED within three days after a call (Lattimer et al, 1998). In Australia, an audit of the 

Nurse-on-Call telephone line concluded it was overall safe and cost-effective, although there was scope to 

improve the quality of advice given. Total reported incidents were extremely low at 105 out of 1.47 million 

calls, although 4% of calls reviewed through mystery caller testing did not meet clinical safety standards 

(Victorian Auditor-General, 2010).  

72. Beyond telephone triage, there are also websites (www.thuisarts.nl “physician at home”) and 

apps for smartphones (www.moetiknaardedokter.nl “Should I go to the physician”) in the Netherlands. The 

overarching objective is to help people in deciding whether to go to a physician and how urgent their 

complaint is. These applications can be accessed at any time, and might help direct patients to the most 

appropriate OOH services, which can reduce both physician workload and inappropriate ED visits. So far, 

there is no evidence on their impact.  

73. Since April 2013 in the United Kingdom, the usual route for people to access OOH primary care 

services is to call NHS 111. The NHS 111 was developed to improve access to urgent care, increase 

efficiency by directing patients to the appropriate place of treatment, increase patient satisfaction and 

reduce the longer-term unnecessary use of EDs. The NHS 111 service is staffed by a team of fully trained 

advisers, supported by experienced nurses and paramedics. A clinical assessment tool called NHS 

Pathways is used to get information about the caller’s symptoms and direct them to the appropriate service. 

Four cases are assessed including emergencies (either calling an ambulance or sending the patient to an ED 

department); requiring urgent primary care; or as more routine, giving advice or telling the caller to contact 

their in-hours GP. When NHS 111 assesses that a person needs primary care, the medical team:  

 arranges for a clinician from the OOH GP service to call the patient back and conduct a further 

clinical assessment; 

 books the patient an appointment at the nearest OOH clinic (urgent care centre, walk-in centre, 

etc.); or 

 arranges for an OOH GP to visit the patient at home. 

74. Patient satisfaction with NHS 111 is very good, with 73% of respondents reporting they were 

satisfied and 19% quite satisfied with the service (Turner, 2012). The National Audit Office (2014) found 

NHS 111 led to a reduction in the number of cases being handled by OOH PCP services. However, a 

before and after controlled evaluation of NHS 111 found in its first year, there was no change overall in 

emergency ambulance calls, emergency department attendances or urgent care use (Turner, 2013).  

75. Another interesting initiative is seen in Switzerland. The company Medgate
3
 has developed a 

telemedicine centre to provide patients with medical advice at all hours, including nights and weekends. 

The medical team is reachable by phone, email or a video link that allows for teleconsultations. In one 

example of how it can be used, a patient can take photos of affected skin sites and send them by email or 

by using the Medgate app. The medical team will respond with the necessary treatment plan, which may 

                                                      
3. Information available at http://www.medgate.ch/en-us/telemedicinecenter.aspx 
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include a prescription. The video link option is possible in 200 pharmacies in the country. The pharmacist 

makes the initial patient assessment and is then joined by a physician with the use of a video system. The 

physician may issue a prescription or refer the patient to the appropriate medical services. The Medgate 

example is not yet a common form of OOH primary care delivery in Switzerland. Such websites and other 

technologies allowing patients to more easily access health professionals are a very promising way to 

improve access and relieve pressure on PCPs. They could therefore be trialled in other OECD countries. 

As there is no evidence on their impact, policy makers need to be sure such innovations offer value for 

their health systems by conducting thorough evaluations. 

Developing health information infrastructure underpinning out-of-hours primary care services is 

essential to improve access and care quality 

76. An essential policy lever to ensure that OOH primary care is accessible and effective is to collect 

information around OOH care. Collecting and analysing data underpinning OOH primary care is a key 

element to build a fuller and more detailed picture of the effectiveness, safety and patient-centredness of 

OOH primary care. Current approaches in OECD countries are, however, often inadequate due to a lack of 

data availability around OOH primary care.  

77. In most OECD countries there is a critical need to develop robust information systems to collect a 

comprehensive number of indicators on both the activities and outcomes delivered during OOH primary 

care. Candidate indicators to measure access and quality of OOH care would most likely concentrate on the 

timeliness of the OOH responses, the co-ordination between OOH providers and regular PCPs, and around 

patient experience with OOH care. Scotland is an interesting example that could guide other OECD 

countries. Healthcare Improvement Scotland has developed quality indicators for OOH primary care (Box 

4). These indicators apply to all territorial NHS Boards in Scotland, NHS 24, and all OOH primary care 

services either provided directly by, or secured on behalf of, NHS Boards. The indicators are intended to 

identify good practice and potential problems, so that NHS Boards may be benchmarked against their 

peers. The indicators are accompanied by standards for the provision of OOH primary care. All providers 

are required to complete an annual review of quality indicators and develop improvement plans. Currently, 

little of this information is made publicly available, although Scotland’s Public Health and Intelligence 

services are undertaking work to create an Out of Hours Data set to inform policy development and to 

provide some limited publicly accessible information (OECD, 2016). A nationally consistent approach to 

data collection has been developed, including automated data collected via “Adastra”, the OOH patient 

management system used in all 14 territorial NHS boards, and manual data collection methods (Healthcare 

Improvement Scotland, 2014). This is a valuable initiative that other countries should consider.  
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Box 5. Quality indicators for out-of-hours primary care services in Scotland 

 

Indicator 1: Response times: 

- Proportion of calls to NHS 24 answered within 30 seconds by an NHS 24 call handler.  

- Proportion of home visit cases where a clinician arrives at the destination of care within the timescale 
recommended by triage.  

- Volume and proportion of 1, 2 and 4-hour home visit referrals. 

Indicator 2: Appropriateness of triage for home visits: 

- Proportion of clinically appropriate 1, 2 and 4-hour home visit referrals. 

Indicator 3: Effective information exchange: 

- Proportion of primary care out-of-hours consultations during which the patient’s electronic care summary is 
accessed by a clinician.  

- Proportion of primary care out-of-hours consultations with patients registered with a GP within the same 
NHS board for which consultation information is provided to their GP by 8.30 am the following working day.  

- Proportion of primary care out-of-hours consultations resulting in admission to acute care for which referral 
information is provided at the time of referral. 

Indicator 4: Implementing national clinical standards and guidelines: 

- Proportion of patients with a suspected or confirmed diagnosis of asthma assessed in line with current 
national standards and guidelines. 

Indicator 5: Antimicrobial prescribing: 

- Proportion of prescriptions of antimicrobial medications that are for high-risk antimicrobial medications 
(cephalosporins, quinolones, co-amoxiclav and clindamycin). 

Indicator 6: Patient experience: 

- Proportion of primary care out-of-hours service patients who report a positive experience.  

- Proportion of primary care out-of-hours service patients who say they got the outcome (or care/support) 
they expected and needed.  

- Proportion of complaints received from primary care out-of-hours service patients. 

Source: Healthcare Improvement Scotland (2014), Quality Indicators for Primary Care Out-of-Hours Services, NHS Scotland. 
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78. At the same time, OECD countries should ensure information sharing between OOH providers 

and the patient’s usual PCP. Yet this is not the norm across OECD countries. Of significant concern, most 

countries participating in the policy survey do not have strategies to ensure information sharing and 

guarantee care continuity. Only 14 countries (Australia, Belgium, Canada, the Czech Republic, Denmark, 

Estonia, Iceland, Israel, Poland, Slovak Republic, Spain and Turkey) have some kind of system in place to 

facilitate information exchange between OOH services and regular PCPs (Table 3), although this is not 

systematic in all those countries.  

79. Approaches undertaken in Belgium, Denmark, Estonia, Iceland, Israel, Poland, Spain and Turkey 

appear more sophisticated, with the use of electronic health records to foster care continuity between 

normal hours and OOH care. Norway has an aim that regular PCPs shall be notified when their patients 

visit the OOH EPCC, but this is yet not the case nationally. When patients attend the EPCC, the patient is 

asked for their regular PCP's name. However, only in smaller municipalities and in a few larger ones are 

the PCPs notified. As a result, the degree of continuity between normal hours and OOH care varies. 

Switzerland is developing its health information system with the project MARS (Modules Ambulatoires 

des Relevés sur la santé), particularly in primary care services. The parliament adopted a new law setting 

the legal framework for the introduction of electronic patient files. While this includes OOH primary care 

services, participation for providers and patients is voluntary.  
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CONCLUSIONS 

80. The provision of OOH primary care services is a complex policy issue for OECD countries. The 

27 OECD countries participating in the policy survey have adopted several models of OOH primary care 

services. Seven main models of OOH primary care exist alongside one another: practice-based services, 

rota groups, deputising services, hospital EDs, PCCs, GPCs and retails clinics. Hospital EDs, rota groups 

and practice-based services remain the most common OOH arrangements, but there is a tendency to shift 

OOH primary care toward large-scale organisations such as GPCs and to establish PCC facilities. Hospital 

EDs to some extent are more likely to manage primary care patients OOH in countries that rely on 

practice-based services and rota groups for the provision of OOH primary care. Deputising services and 

retail clinics are more modestly developed in OECD countries. 

81. Primary care is expected to be patient-centred and respond to the needs of patients 24 hours a 

day, seven days a week. However, as outlined in the policy survey, most often primary care doctor offices 

close between 5pm and 8am; and due to lack of financial and human resources, health systems are 

struggling to ensure comprehensive provision of primary care services. Health systems often react to OOH 

challenges with short-term tactical responses rather than a coherent long-term strategy. Although valuable 

initiatives have recently been implemented, an essential element rarely considered when organising OOH 

primary care is to ensure co-ordination and informational continuity between regular PCPs and OOH 

primary care. A sophisticated system, with automatic information sharing between a patient’s regular PCP 

and OOH arrangement would be essential for the effectiveness and safety of care.  

82. Beyond this, the following recommendations can be drawn to improve access to and quality of 

OOH primary care services across OECD countries: 

 The GPC is an effective model for organising OOH primary care, providing safe and accessible 

care. Patients report high satisfaction, PCP workload is reduced and health care costs are likely to 

be reduced by diverting primary care patients from EDs to GPCs. There is strong evidence that 

integrating these facilities with hospital EDs reduces self-referrals to hospital EDs. 

 Monitoring quality and outcomes achieved within OOH primary care is critical to ensure that 

care is accessible and effective. The approach developed by Scotland could guide other OECD 

countries to build a more detailed picture of the effectiveness, safety and patient-centeredness of 

OOH primary care. In several health systems, there is scope to collect quality indicators around 

the timeliness of the OOH responses, the co-ordination between OOH providers and regular 

PCPs, or around patient experience with OOH primary care. 

 Considering compulsory participation in the provision of OOH care for PCPs, while providing 

adequate financial and organisational supports, are effective ways to tackle PCPs’ reluctance to 

practise. Such solutions make OOH activities more appealing and might also minimise the 

burden for PCPs, while improving their quality of working life.  
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 Telephone triage is a valuable policy tool to improve awareness of service availability, reduce 

patient confusion and improve access to OOH care in more remote areas. A national telephone 

triage line, as seen in the Netherlands and Denmark, can act as the entry point of all OOH 

primary care services to direct patients to the most appropriate service, making the system less 

complicated for patients. 

 The use of other health care professionals is particularly relevant to improve access to OOH 

primary care, notably in rural settings with limited health care resources and long travel 

distances. Notably, nurse practitioners, physician assistants, paramedics and emergency care 

practitioners have been found to deliver care that is comparable to PCPs on several process and 

outcome measures, and also provide improved access to care for sparsely-populated areas.  
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ANNEX 

ANNEX A1. OECD POLICY SURVEY ON THE DELIVERY OF OUT-OF-HOURS PRIMARY 

CARE SERVICES 

1. Organisation, planning and delivery of OOH primary care services 

1.1. Primary care services include first contact services for diagnosis and treatment of acute and 

chronic illnesses, health promotion, disease prevention, health maintenance, counselling, and patient 

education, in a variety of health care settings. These services can be provided by – although are not limited 

to – primary care physicians and nurses. How is primary care defined in your health system? 

1.2. OOH primary care is often defined as health care provided from 5pm to 8am on weekdays, and 

on weekends and public holidays, for conditions that can be safely managed in primary care.  

Is this how your health system defines OOH primary care? If not, please provide a detailed definition 

of OOH primary care. What criteria are used to define it (e.g. time range, extra fee for providers, etc.)? 

What are the main aims of OOH primary care in your health system (e.g. primarily to respond to 

demand for “emergency needs” as perceived by patients, or to offer more flexibility and choice to patients 

for primary care services even without the need for “emergency” care)? 

1.3. How is OOH primary care provided in your health system (please fill in the table below)? 

If a patient needs OOH primary care, what is the typical pathway to access services? (Please note that 

the models presented in the table below are not mutually exclusive. If a particular type of provider is more 

likely to be found in certain areas (e.g. rural vs urban), please specify.)  
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Models 

 

Please provide details 

of the circumstances 

in which these services 

are accessed (e.g. 

rural and/or urban 

areas, and the type of 

services provided) 

To what extent is this 

OOH service used 

(please provide data if 

available, otherwise 

just mention whether it 

is frequent or 

marginal) 

Does your health 

system promote the use 

of this model, or 

discourage its use for 

OOH primary care?   

Physicians in individual 

or group practices look 

after their own patients 

OOH 

   

Rota groups in which 

physicians take turns 

being on OOH duty  

   

Deputising services 

contracted by practices to 

provide OOH primary 

care (e.g. commercial 

companies employ 

doctors and nurses) 

   

Hospital emergency 

departments  

   

Telephone-based services 

to provide OOH medical 

advice  

   

After-hours walk-in 

primary care 

centres/minor injury 

units/urgent care centres 

   

Primary care or general 

practitioner cooperatives, 

in which providers in a 

region form large-scale 

groups, to provide OOH 

primary care 

   

Retail or medical clinics 

located within retail 

stores (grocery stores or 

pharmacies) staffed by 

nurse practitioners or 

other health professionals 

   

Telemedicine 

consultations or other 

video technology 

   

Others
4
    

                                                      
4. In some countries, for example, primary care physicians give their personal phone numbers to patients and 

also correspond after hours via email with their patients.  
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1.4. Apart from these options, is there a telephone triage line or a website that aims to direct patients 

to the appropriate OOH primary care service? If so, please provide details. How are patients informed 

about access to OOH primary care services? 

1.5. Among these models, what is the predominant mode of provision of OOH primary care in your 

health system? (Please specify if the type of provision is more likely to be found in certain areas - e.g. rural 

vs urban).  

1.6. For the predominant mode of provision (ONLY) of OOH primary care, please explain: 

a. Who is responsible for ensuring provision of this service (the national/central government, 

regional/state governments, local/municipal governments, individual providers or other private 

stakeholders)? 

b. Who is the main financing agent (the national/central government, regional/state governments, 

local/municipal governments, social health insurance, or private health insurance)? Is it the same 

as for primary care services during standard working hours?  

c. How are services paid to primary care providers (e.g. fee-for-service, extra fees, fixed amount, 

pay-for-performance, or other payment systems)?  

d. Is it compulsory for primary care physicians to participate in the provision of OOH primary care 

services? If it is voluntary, has your health system measured the extent to which they participate? 

Please provide details and references. 

e. Are physicians given financial incentives to participate in OOH service provision (e.g. do 

providers earn more and if so, what do they get?) 

f. Are non-financial incentives given to primary care physicians to encourage their participation 

(such as authorities providing free space in facilities, assistance with information technology or 

other infrastructure)?  

g. To what extent are nurse practitioners and physician assistants used in the predominant model of 

OOH primary care? Are they used as a substitution for primary care physicians, or do they 

complement medical services? 

h. What strategies are in place to encourage continuity of patient care between OOH primary care 

and the regular primary care physician?  

1.7. Are physicians working in hospitals permitted to provide OOH care services in the community? If 

so, what proportion of physicians work in hospitals as well as in the community?  

1.8. Are patients required to pay and to share the costs of OOH primary care services? (For each 

model of OOH primary care present in your health system, please fill in the table below.) 
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Models 

 

Do patients receive 

OOH primary care 

free at the point of 

care? If not, do they 

pay the full cost of 

OOH services (and 

get reimbursed 

afterwards) or do 

they only pay user 

fees or co-payments?  

Is the cost borne by 

users different to what 

they pay for primary 

care services during 

standard working 

hours? Does it depend 

on the circumstances 

(e.g. “real emergency” 

as assessed by the 

provider)? 

If patients are required 

to share the costs of 

OOH primary care, 

please provide the type 

and level of cost-

sharing requirements 

for an adult not subject 

to any specific 

exemption rule
5
 

Physicians in individual or 

group practices look after 

their own patients OOH 

   

Rota groups     

Deputising services     

Hospital emergency 

departments  

   

Telephone-based services     

After-hours walk-in 

primary care centres/minor 

injury units/urgent care 

centres 

   

Primary care or general 

practitioner cooperatives 

   

Retail or medical clinics     

Telemedicine consultations 

or other video technology  

   

Others    

2. Assessment of OOH primary care services 

2.1. Are there geographical differences in the organisation of OOH services (e.g. number of GPs 

involved in OOH primary care, number of OOH facilities, number of cars available for home visits, and 

the use of other clinical staff to support GPs)?  

2.2. Are strategies in place to redress these geographical discrepancies? If so, please describe. 

2.3. What strategies have been implemented to secure OOH primary care for under-served 

populations such as socially or economically-disadvantaged populations and migrant populations?  

2.4. Has there been resistance from health professionals to participate in OOH primary care? If so, 

please specify the main reasons. Please provide details and references.  

2.5. Have OOH primary care services been evaluated in your health system? If so, what are the 

strengths and weaknesses of existing OOH primary care services? Please provide details, reports and 

references. 

                                                      
5. If there is no cost-sharing, please indicate "no cost-sharing". Examples of other replies could be “co-

payment of €2 per visit”; “co-insurance of 20%”; “not reimbursed if not referred by a triage service”, “co-

payment of €20 if the visit is considered inappropriate as assessed by the provider”.  
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2.6. Has an information campaign or educational intervention been used to increase public awareness 

on how to obtain appropriate OOH medical services? Please provide details, including any evaluations of 

impact. 

3. Evolution of OOH primary care services 

3.1. Are there any plans to implement other policies and/or models of OOH primary care in your 

health system? If so, what are they? Please provide details.  

3.2. What are the main reasons for change?  

3.3. What are the expected effects of future models? 
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ANNEX A2. NUMBER OF COUNTRIES REPORTING DOMINANT OOH PRIMARY CARE 

MODELS 

  
Number of countries 

Number of countries which also 

report ED as a dominant model 

Practice-based services 8 6 

Rota groups 9 5 

Deputising services 1 0 

Hospital emergency departments 15 n.a. 

Primary care centres 9 3 

General practice cooperatives 3 1 

Retail clinics  0 0 
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