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1   CONTEXT OF THE WORK 
 
There is a large body of evidence of the growing pressure Worldwide on emergency 
departments (Amiel et al 2014, Cooper et al 2019). The outcome is long waiting times and 
overcrowding of departments (Khangura et al 2012). A major cause of overcrowding is the 
number of non-urgent cases presenting in the departments (Burns 2017, McCusker et al 
2014, Morley et al 2018). Many of these cases ought to be considered by non-urgent primary 
care services (Cowling et al 2013, Knowles et al 2017, Mason et al 2017, Royal College of 
Emergency Medicine 2015, Uscher-Pines et al 2013).  
 
It has been the case for some time that a majority of patients attending emergency 
departments are classified as non-urgent cases, and many are discharged without 
treatment. This is the case in Canada (Brown et al 2001), the US (Kubicek et al 2012, Phelps 
et al 2000) and the UK (Coleman et al 2001, Brown et al 2001, Hendry et al 2005, Royal 
College of Emergency Medicine 2015). Estimates vary, but the proportion of cases that 
could have been treated just as well in a primary care setting is high: perhaps between 35% 
and 65%. The picture is no different in relation to paediatric patients attending emergency 
or urgent care departments. Approximately 25% of children in the UK will be presented at 
an emergency or urgent care facility, mostly with minor injury or illness (Hendry et al 2005, 
Mason et al 2017, McHale et al 2013). Again, the picture is similar in other countries: for 
example, France (Costet Wong et al 2015) and the US (Zimmer et al 2005). Increasingly, it 
is recognised internationally in Australia (Lowthian et al 2011), the US (Burns 2017), and 
the UK (Royal College of Emergency Medicine 2015, Care Quality Commission 2019) that 
this results in patients who are in need of urgent care experiencing undue delays. Moreover, 
this carries risks to staff wellbeing through adverse workload, occupational stress, violence, 
demotivation and dissatisfaction (Royal College of Emergency Medicine 2015). That the 
current levels of demand and stress upon urgent care departments is not sustainable was 
recognised in a briefing paper to NHS England by the National Medical Director (Keogh 
2017). 
 
A national strategy of diversion or deflection of patients from urgent care facilities has been 
in operation in England for some years, though with only moderate effect, and the problem 
continues to increase. Primary care practitioners, GPs, nurses, heath visitors, pharmacists 
and many others have accepted their share (and more) of this additional work to address 
non-urgent needs, but one outcome of this has been overwhelming demand on the services. 
Despite best efforts, including extending working hours with evening and weekend 
appointments, the availability of GP appointments cannot keep up with increased demand. 
Initiatives to refer some of this workload to community nursing teams have shown that this 
can be successful, but only if the service is readily visible, GPs can be confident of the quality 
of the varied elements of the nursing service, that they are aware of the service and what 
can be offered, and communication between the two primary care elements is effective (Kyle 
et al 2013, Fisher & Flint 2014). Similar active, positive links with health visitors and school 
nurses are crucial to the effort particularly in health promotion and the building of self-agency 
and self-help skills in parents and older children. 
 
In 2016 localities across Greater Manchester were asked to develop transformation plans 
which would include several quality improvement initiatives. These were developed on an 
invest to save model. Heywood, Middleton and Rochdale CCG and Rochdale Local 
Authority, as an integrated children’s service, proposed to test new ways of working which 
sat outside traditional ‘business as usual’ or current commissioning agreements. These 
initiatives cross health and social care boundaries and included the following.  
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1. The development of a Family Services Model, with clear thresholds of support for 
children and their families across various levels of need. This model includes a 
locality or neighbourhood approach to early identification of need, early help, a multi-
disciplinary approach and wrap-around specialist intervention when required. 
Additional investment supported the implementation of new locality teams and 
strategic development with a view to increasing the initiation of Early Help 
Assessment and Early Coordinated Intervention. The aim was to improve outcomes 
for families, reducing the number of families escalating to child protection status and 
the number of children entering the care system. 
 

2. The Paediatric Nurse Practitioner (PNP) model was developed to support children 
who were acutely unwell but did not require urgent or emergency care. The service 
would be accessible by self-referral for children who were unable to gain access to 
an appointment with the GP due to capacity. Children would be seen on the day and 
receive a thorough intervention, assessment and education package which would 
support their acute need in a community or locality setting. The aim of the service 
was to ‘deflect’, or decrease, unnecessary attendance at accident and emergency 
departments and in-patient admission. The development of new ways of working in 
children’s acute health services is complementary to the above locality model. 

 
In 2018, the Greater Manchester Children’s Health and Wellbeing Board developed a 10-
point strategy to achieve its objectives, the sixth of which was to reduce unnecessary 
hospital attendances and admissions for children with long term conditions such as asthma, 
diabetes and epilepsy. Funding was secured from Manchester Academic Health Science 
Centre to commission an exploration of the impact of the Paediatric Nurse Practitioner Clinic 
within the context of the Family Services Model and the impact that the service was having 
on reducing attendance at urgent care centres or admission to hospital.  
 
The PNP Clinic is commissioned through transformation funding but sits within the 
Children’s Acute and Ongoing Needs Service (CAONS) which is commissioned by the CCG. 
Until 2019 this service was provided by Pennine Care NHS Trust and is now provided by 
the Northern Care Alliance NHS Group. This context is important to the study in that the 
CAON service operates as an integrated model which includes paediatric nurse 
practitioners; children’s community nursing; specialist nurses for epilepsy, diabetes and 
respiratory conditions; consultant paediatricians; occupational therapy; speech and 
language; orthoptics; and latterly health visiting and school nursing services. The service is 
accessible by a single phoneline triage system, and data is captured using a single 
information system. 
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2   STRUCTURE OF THE EVALUATION 
 
A realist evaluation approach (Pawson & Manzano-Santaella 2012) was adopted since this 
goes beyond identifying outcomes to addressing the mechanisms by which outcomes are 
achieved and change is realised (for example, adoption of ways of working or the 
establishing of new pathways) as well as the influence of context in producing those 
outcomes (including the response of practitioners and patients to the programme). In MRC 
terms, this equates to establishing “which are the active ingredients of the intervention?” 
(Medical Research Council 2009). This process of establishing context, mechanisms and 
outcomes was applied to each facet of the work to answer the evaluation questions. 
 

1. To what extent does the paediatric nurse practitioner service deflect attendance at 
A&E and admission to hospital? 

       
2. What factors do parents hold to be essential to their decision to use the community-

based service rather than to attend an urgent care centre or A&E department (on one 
occasion or in future)?  
 

3. What contextual factors are at play in influencing this decision? 
 

4. What opportunities are there for wider learning for the partnership, GM, and beyond? 
 

 
Data Collection Activities 
 
A) This began with service users’ perspectives. A total of 1111 responses from 15 months 

of Friends and Family Test responses (See Appendix 1) were reviewed manually. The 
degree of overall satisfaction with the service was established (identified by responses 
of “Extremely likely” or “Likely” to recommend the service, and “Extremely happy” or 
“Happy” with the service provided). The issues that parents had found important to raise 
in the free-text questions were examined, grouping these into three major areas, each 
with three sub-categories of features (Appendix 2). 
 

B) Non-participant observation of paediatric (advanced) nurse practitioner (PNP) 
consultations was undertaken on four separate days in clinics held at the Whitehall 
Street clinic by agreement with the families.  

 
C) Each consultation was followed by an interview with the family in a separate consultation 

room. All attending families agreed to this readily. A forced-choice questionnaire that was 
based on the categorised responses to the Friends and Family Test was used to start 
the discussion. This technique is useful when respondents report complete satisfaction 
with everything, forcing a ranking of a list of items which are all important. The thought 
required to complete the ranking can help to make underlying reasons for the importance 
of items more explicit. There followed a free-ranging discussion of the reason for 
attending the clinic, alternative options, what was important about the exchange, and 
whether future behaviour in choice of service to approach might be influenced. 

 
D) One-to-one interviews were held with specialist nurses for long term conditions to 

investigate their role and efforts to prevent attendance at urgent care facilities or 
admission to hospital. 
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E) Telephone interviews were conducted with parents of children who accessed the 
specialist nurse service. Parents were invited to offer their phone number for interview 
to the researcher. All ten parents who received the invitation from the specialist nurse 
agreed to be interviewed. One parent’s circumstances meant that communication by text 
message was the preferred mode. In all cases, the researcher’s questions were made 
available in advance, allowing parents the chance to think about their response. 

 
F) Review was carried out of the Children’s Community Nursing Team (CCNT), its activity, 

and referral pathways through discussion with the team leader and review of reports and 
other documentation. 

 
G)  Supplementary materials provided by the CAON service both in hard copy and as 

electronic media were reviewed. 
 

H) Two final group discussions were undertaken with CAON nurses from across the service 
to ensure accuracy of the report and to clarify any remaining uncertainties. 

 

 
Ethical Issues 
 
Formal research ethics approval was secured from the University of Salford Research Ethics 
Committee for the School of Health & Society. (See Appendix 3) 
 
All participants agreed verbally to take part. While all were offered a participant information 
sheet and consent form, almost all preferred an oral explanation (though taking the PIS) and 
giving verbal consent. The risks to participants were negligible, and they remained in control 
of how much time they chose to contribute to the project. A number of children and young 
people made their own thoughts explicit in addition to what their parents had to say, though 
most were in the clinic because of feeling unwell and preferred their parents to interact with 
the researcher. One telephone interview with a parent was clearly being monitored by a 
teenage patient who made her points through her mother. 
 
No unexpected ethical issues arose.  
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3   PAEDIATRIC NURSE PRACTITIONER CLINICS 
 

 
 
The researcher attended the Whitehall Street PNP clinic in Rochdale on four occasions to 
observe consultations and to interview families. Sometimes, when there were no additional 
patients waiting to be reviewed, the nurses worked together, and at other times they 
undertook the consultations individually. Every family that attended agreed to speak to the 
researcher. Usually, this was in a separate consultation room, though when there were no 
other patients present and, for example, a family was waiting for urine collection to be 
completed then the interview was conducted in the clinic waiting area.   
 
Learning from the Friends and Family Test responses 
The responses to the local Friends and Family test questionnaire over 15 months were 
reviewed. A total of 1111 individual responses were available from the whole questionnaire 
(including the core national question), with 1020 responses about alternative services that 
might have been accessed. 
 
How likely are you to recommend our service to friends and family if they needed similar 
care or treatment? 
With the exception a single case (“neither likely nor unlikely”), every response (n=1110) was 
either “likely” or “extremely likely”. Effectively, this represented 100% satisfaction, and it was 
reflected in the response to the third question: “How happy were you with the service 
provided today?” 
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The fourth question asked, “If this service was not available, where would you have taken 
your child?” The possible responses to this item had changed a little over the 15 months but 
including all options of (a) urgent care centre (Rochdale Infirmary) and (b) A&E department 
at Bury, Oldham or North Manchester as a single item allowed for comparison over time 
while maintaining the focus of the evaluation. 
 
Over the 15 months, the alternative sources of consultation were BARDOC (out of hours GP 
service) 34.3%, urgent care centre or A&E department 41.9%, manage child at home 7%, 
and other (almost all - try for next day GP appointment) 16.8%.  
 

 
Figure 1: Choice of alternative service if PNP clinic were not available 
 
Slightly more parents indicated that without having the opportunity to receive the PNP 
services they would have attended the urgent care centre in Rochdale rather than one of 
the three A&E units, but most were from the Rochdale area, and the Rochdale Infirmary 
urgent care centre was only across the road from the clinic. There were two main changes 
over time, other than an overall increase in the number of patients and therefore of 
responses. In the first five months of the period, parents reported being less likely to manage 
the child at home and more likely to try for a next-day GP appointment than those in the last 
five months. There was a persisting expectation of needing to attend the urgent care centre 
or an A&E department in the absence of the nurse-led clinic. 
 
Question 2 sought explanation of the main reason for the response to question 1, while 
Question 5 invited further comment about the service provided on that occasion. Since there 
was close similarity in responses to these two items, they were considered together and 
used to form the basis for the interviews with families. 
 
 
Learning from observation of consultations and interviews with families 
Ranking the most important aspects of the service 
Given the overwhelmingly positive evaluation by parents of the service, a brief ranking 
questionnaire was designed to force an indication of what were the most important factors 
contributing to their satisfaction (See Appendix 2). This allowed parents to maintain their 
position that “everything is excellent” but promoted thought about why different factors 
mattered and drew out issues for further discussion. Three main aspects of the service were 
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represented (according to reporting guidelines for the NHS trust): access to the service, 
clinical care, and staff attitude. Under each of these headings, parents were asked to rate 
three specific facets from 1 (least important) to 3 (most important). These items were taken 
from review of the free text comments made in response to questions 2 and 5 of the Friends 
and Family feedback questionnaire. Since all items were considered to be important and 
had been reported as such without prompting by parents in the Friends and Family feedback 
forms, the absolute ranking of these is to be considered with circumspection, and, 
furthermore, most parents experienced great difficulty in making a selection. Following the 
ranking exercise, the conversation continued to explore the reasons for the decisions that 
had been made and why various facets of the service were important at all. 
 
Table 1: Forced ranking of the importance of facets of the PNP service 

ITEMS Rank 

ACCESS TO THE SERVICE 

Ease of access 2 – Fairly important 

Availability of same day access 3 – MOST important 

Length of wait and being seen on time 1 – Least important 

 

CLINICAL CARE 

Attention / interaction with the child 2 – Fairly important 

Knowledgeable, explanation, information  3 – MOST important 

Reassure, support, understand 1 – Least important 

 

STAFF ATTITUDE 

Being good with the children 2 – Fairly important 

Being friendly 1 – Least important 

Being polite and professional 3 – MOST important 

 
Parents’ explanations of their satisfaction and ranking of items. 
An important part of parental satisfaction and diversion from attending a hospital with their 
child was the way in which the PNPs addressed the whole problem in context, going beyond 
the presenting condition and ensuring that parents had told everything that wanted to tell. It 
was not only the engagement with the parent that mattered. The way in which the nurses 
spoke to the children and made the effort to explain to them and to counter any anxiety was 
also noted. 

Figure 2: Case study of a preschool child with chronic asthma 
 
 
 

Following five admissions to hospital, the child was referred by the GP for asthma nurse 
intervention. The parents preferred the nurse service because a GP appointment was so difficult 
to get (especially one on the same day), and there was not enough time in the appointment. The 
GP service was not suitable for seeing the problem in context or to explore concerns thoroughly, 
sometimes when it is difficult for parents to find the right words or to express the problem 
accurately and fully. This nurse was very knowledgeable, took time to listen and to take 
everything into account, and was friendly with the patient and the other four children who, of 
necessity, had to attend, too. The parents would always come back to this service rather than 
going to urgent care or the GP. At urgent care, they felt that they were perceived as being 
inappropriate attenders (and there was also pressure of time and waiting patients), while the GP 
was not as knowledgeable and had too little time to pay attention properly. They were particularly 
keen to discuss matters with someone who was friendly and understanding. 
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Figure 3: Case study of a 10 months old girl with probable urinary tract infection 
 
Even when the only intervention had been reassurance and advice, the parents were 
content with the outcome. The notion of “inappropriate attendance” has been addressed 
previously and further research is currently underway to explore and understand parents’ 
reasons for presenting a child at emergency services with minor illness and their 
expectations of what might happen during the consultation. However, some parents had 
perceived a negative response to their concerns previously but felt valued and respected in 
the PNP clinic visit. This, in turn, left them with greater confidence to take the child home 
and manage the condition there according to the advice provided. The nurse’s knowledge, 
interpersonal skill, and willingness to spend time listening were all emphasised as part of 
this newly-found self-agency.   
 
Although most parents recounted failed efforts to secure a GP appointment (including the 
BARDOC out of hours GP service), most seemed to realise that this was out of the control 
of the GP. When an appointment was secured, parents were acutely aware that the GP was 
also under time pressure and unable to devote as much time to each consultation as they 
would like. They understood that this limited how thorough a GP could be, and that they 
would, of necessity, focus on the immediate complaint without the ability to listen to further 
details. Certainly, there would be insufficient time for the provision of detailed information. 
They knew that GPs had a strictly limited time for an appointment and that efforts had been 
made to make services available at additional times, yet they were consistently frustrated at 
not being able to pursue this route of support.  
 
In contrast, the longer appointment with the nurse was much valued since this allowed time 
for parents to explain their story properly, to receive a full explanation, and for additional 
factors to be taken into account. The level of examination and questioning was held to be 
enhanced in the nurse-led clinic. Early access to assessment was perhaps the most 
important factor of all in choosing which service to approach. Parents preferred a set 
appointment time, even if considerably later in the day, and were happier to wait at home 
with the child (rather than in an A&E waiting room). Given that appointments in the clinic ran 
to time during the observed periods, this system seemed to work well. 
 
Once they knew about the nurse-led clinic, some parents admitted that they no longer really 
bothered to try for a GP appointment, contacting the PNP clinic directly instead. While not 
ideal in a logistical sense, this demonstrates the commitment to using this service 
preferentially. Parents did not feel that they had been “deflected” from urgent care – rather 
that they had chosen to access a better option. 

The infant was suspected to have a urinary tract infection due to a strong odour from the urine. 
The mother and grandmother had recognised the need for professional assessment and 
treatment, but the mother was told in a telephone call that no appointments were available for 
another two days. They would have gone to the UCC but found the number for the PNP clinic. 
They were especially impressed by the professional approach and thorough assessment 
undertaken by the nurse. This had two effects. First, they expressed more confidence in the 
accuracy of the assessment and diagnosis and in the prescribed treatment than they would have 
experienced with the GP (largely because of the care taken to make a complete examination). 
They also felt better informed such as to be able to make alternative decisions in future instances 
of similar illness. They thought that this was partly because of what the nurse did and explained, 
but also because there was no feeling of being rushed and needing to let the professional move 
on to the next case. They acknowledged that GPs simply did not have time to offer a similar 
response. They would prefer to return directly to PNP in future and expressed the need for a 24 
hour, 7 days per week PNP service. 
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Figure 4: Case study of a seven years old girl with tonsillitis 
 
There were many reports of feeling empowered through the information provided by the 
nurses, by their own skills being enhanced through explanation and demonstration, and their 
own self-agency being revealed. The service provides information in several mediums: 
orally, printed information sheets and leaflets, a Facebook account, and apps. Different 
parents valued differing modes, but most remarked on the helpfulness of information to 
promote their own ability to cope at home and to avoid the need to seek help in future. 

Figure 5: Case study of a 6 months old baby with a wheeze 
 
Searching the internet for relevant information was thought to be a haphazard means of self-
information, particularly given the lack of quality control, but the choice of mediums through 
which to access professionally designed or vetted materials was clearly a different matter. 
Differing aspects of the material may have been more suited to some than to others, but the 
videos of common childhood illness were remarked upon particularly. 
 
The professional approach taken by the nurses was noted time and again. This also included 
the demonstration of confidence and skill in interaction with the children, many of whom 
were upset and irritable. The methodical working through with examination, questioning, 
listening, and testing was acknowledged, resulting in a feeling of confidence in the 
conclusions derived by the nurse and in the treatment or advice that was provided. This, in 
turn, lent confidence to the parent’s acceptance of the safety of taking the child home. This 
was often reinforced by allowing a family to wait for an hour in the peace of the waiting room 
to see if a pyrexia subsided after treatment, to go home and bring the child back later once 
a urine sample had been secured, or to go home and receive a telephone check later to 
ensure that the problem has resolved or was at least confidently under control. Such 
flexibility was welcomed by parents. The father of a seven-year-old boy with large tonsils, 
for example, was pleased to receive a clear explanation of what was happening, and also 
to take home a prescription for antibiotics to be dispensed later should the condition not start 
to resolve. He was content that there was no danger to his son and that he was in control of 

Having waited 20 minutes on the phone and still been 14th in the queue to be put through to 
reception at the GP surgery, the mother called PNP and was given an immediate appointment. 
She had been to A&E previously with the child with a five hour wait and would have had to do 
that again without this service. Early access was of the greatest importance, though she had not 
expected such rapid access. The time taken to explain to the child what was being done and 
why, and also to the mother about the diagnosis, the likely course of the disease, and much more 
useful information and advice for further management was particularly valued. She knew that 
this would not have been possible at the GP surgery, especially given the obvious pressure on 
availability of appointments and therefore on consultation time. 

The mother had tried to get a GP appointment, but none was available. She explained that she 
would have gone to the UCC but had contact details for the PNP clinic already, so she called. 
Same day access was the most important issue for her. She had thought that she would have 
had to try the GP again at 6pm but felt that it was unlikely that there would be an appointment 
then, either, and she would have ended up at the UCC with the child more ill than when presented 
to the PNP service. The time spent in the appointment was appreciated, particularly including 
advice and signposting to an app for future reference. She had learned more than she could 
have done from the internet and was satisfied that she had accurate information specific to her 
daughter’s age and condition. She felt convinced by the nurse’s ability to make the right decision 
and to prescribe the right medicine (an Ipratropium inhaler with spacer had been provided): more 
so than during a rushed GP appointment. 
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the situation, with an action plan and clear instructions regarding when to take further action 
if needed (and how to recognise the need). 

Figure 6: Case study of a 17 months old toddler with a rash and viral illness 
 
 
Summary 
Parents expressed satisfaction with the service for a number of reasons, and these 
correlated well with the rationale that they gave for feeling no further need to attend an 
urgent care facility. They had all expected to have to attend either an urgent care centre or 
an A&E department in the absence of the PNP service. Most had been unable to access a 
primary care appointment (GP or BARDOC), and PNP was the only remaining alternative to 
a secondary care centre. 
 
Their satisfaction was based on the availability of same-day access (regardless of the time), 
the level of confidence in the judgement of the practitioner and the treatment provided, the 
thoroughness of the assessment, and the information that made them understand the 
condition and able to cope better at home. 
 
The calm atmosphere and the polite, friendly approach with no feelings of being blamed or 
criticised were essential contextual factors.  
  

After trying to secure an appointment with the GP and BARDOC without success this toddler’s 
mother had found the contact details for the PNP clinic and had secured an appointment on the 
same day. She had been particularly impressed with the thoroughness of the assessment and 
the compassion that was shown by the nurses in dealing with the child who was upset and crying. 
She had no hesitation in accepting the decision-making of the nurses (two had attended to the 
child) and was reassured by their explanations. The additional information - both printed and oral 
- were useful, and the mother felt that she would be able to manage other episodes of this or 
other minor illnesses more confidently without needing an appointment. However, when asked, 
she expressed a clear preference to use the same service again should professional help be 
needed. 
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4   SPECIALIST NURSES FOR CHILDREN WITH LONG-TERM CONDITIONS  
 
Once it became clear that most children being taken to the PNP clinics did not have long-
term conditions other than asthma, the project was expanded to review the contribution to 
deflecting attendance at emergency and urgent care units made by paediatric nurse 
practitioners in specialist practice: diabetes and epilepsy.  
 

 
 
Learning from interviews with specialist nurses 
Paediatric Diabetes Specialist Nurse 
There is currently only one diabetes specialist nurse in CAON for NHSHMR. She has a 
caseload of 110 children, mostly with T1DM. There is an agreement that diabetes nurses 
will share cover across the North East Sector (Rochdale, Oldham and Bury) to cover 
sickness and absence and a dedicated leadership role within Pennine Acute to support this 
function. There is no local out of hours service and families are advised to contact CCNT or 
the registrar on call at times of emergency when the specialist nurse is not available. 
Families are encountered in clinics, at home and on the ward. Key elements of the service 
and maintaining children in the community without admission to hospital are support from 
the point of diagnosis, the presence of a (new) paediatric diabetes lead on the ward at the 
Royal Oldham Hospital, and close contact before discharge from hospital for advanced 
reassurance. 
 
Diverting children from A&E is needed mostly when parents are concerned about episodes 
of diarrhoea and vomiting with subsequent disruption of diabetic control. Parents will call 
directly to the specialist nurse’s dedicated mobile number. The response might be to provide 
advice, to offer support with confidence, and to call back in an hour to ensure that the 
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situation is improving. Remote review is available more recently, with families able to present 
data to clinicians for immediate treatment review. 
 
When children have attended A&E they are debriefed by the specialist nurse, discussing the 
parents’ concerns, what they might have done differently, perhaps confirming that admission 
was needed, and reprising previous advice and information. Parents can gain immediate 
access to the ward when needed, and this increases their confidence to try to continue 
managing problems at home (with support from the specialist nurse). 
 
Although there is no automated digital access to this data, the nurse compiled the following 
from patients over the previous 12 months. 
 

• 14 individual patients had been supported with telephone advice and close monitoring 
during an episode of illness that could otherwise have resulted in admission to 
hospital. 

• 7 of these 14 had 2 or 3 repeated episodes of separate illnesses. 

• 2 required a GP consultation for additional treatment for infections. 

• 2 attended the hospital. 
 

• There were a further 26 additional contacts for sickness support. 
 
Paediatric Epilepsy Specialist Nurse 
Currently, the epilepsy service is quite disjointed across GM. There is one specialist to cover 
the NHSHMR footprint. Efforts were being made to streamline the services. Compared to 
the corresponding diabetes service, some opportunities to enhance the effectiveness of the 
service are being missed. For example, there is no period of time in hospital at the beginning 
to implement a teaching programme and to establish elements of self-care though this has 
been seen to be central in-patient management in other specialities. The nurse’s caseload 
(of known families) is more than 200, and this can be even higher at times. However, not all 
cases are active, and families require differing levels of intervention depending on severity 
or complexity of need. The nurse engages in direct contact through clinics, schools, home 
visits and other means. 
 
Children are kept out of hospital by three main means (the last one not currently available). 

1) There is direct contact with the nurse specialist for health promotion, planning ahead 
(e.g.; what will happen when the child change schools or what to prepare for a holiday 
in the US), diagnosis of the likely reason for changes in status or stability of the 
condition, or immediate change to the individual treatment plan. Repeat (follow-up) 
visits are an essential part of ensuring an effective service. 

2) Effort is put into preparation of families to be self-managing and able to avert panic 
with consequent A&E attendance. Key aspects of this are minimising the frequency 
and severity of seizures, maximising the family’s self-care ability, and engaging in 
proactive risk-management with the child and parents.  

3) Although not currently available, a third factor would exert significant impact. A 
“knowledgeable presence” on the ward could effect immediate teaching (for the 
family’s skills set) and psychological intervention (to address anxiety, resilience, and 
confidence) from the point of diagnosis. The nurse could also effect on-site short-
term intervention to prevent unnecessary admission when families have arrived 
anyway (including in A&E or urgent care units).  
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There are two main reasons for attendance at A&E or admission to hospital: parental anxiety 
and prolonged seizure (of more than 5 minutes). Perhaps a third of the caseload will attend 
an A&E or UCC at some point (with seasonal variation). More than half of these are probably 
not necessary. Cultural factors, mismanagement by the family, misunderstanding of an 
aspect of care, or simply wanting to see the same doctor again are common reasons for 
this, though lack of a weekend service is a recurrent issue. The myth of “open access” 
persists, so families present at the ward and are redirected to the A&E department. The 
“knowledgeable presence” on the ward with access by A&E staff would reverse much of 
this, as would a weekend service.  
 
 
Asthma 
The arrangement for support for children with asthma is rather different. The responsibility 
for the long-term, routine clinical management of children with asthma rests with GPs. 
However, a number of criteria prompt review of any child aged 0-19 years with recurrent 
asthma and wheeze by the Children’s Respiratory Nurse Specialist.  

• Two or more referrals to the urgent care centre in the last 6 months or 

• More than four GP consultations within the past 3 months or 

• More than two A/E attendances within the past 6 months or 

• Two or more hospital admissions in the last 3 months. 
 

Similar referral will be made following the prescription of a course of oral steroid by the GP, 
or particularly difficult cases of inadequate response to treatment, triggering an extended 
(30 minutes) appointment. This means that sometimes the Children’s Respiratory Nurse 
works to avoid further admission to hospital, though the normal mode is avoidance of initial 
admission. That said, some children with asthma are supported via generic children’s 
community nursing pathways, although there is currently no specific requirement to capture 
this data. All health professionals in primary, secondary and tertiary care can refer children 
to the service, as can other professionals working with families such as social workers 
 
The issue of children under six years with suspected asthma is a particular problem. Such 
children will often present with viral wheeze or other common respiratory signs and require 
treatment anyway while diagnostic testing proceeds. The absence of the confirmed 
diagnosis can cause some professional confusion in how to manage the clinical 
presentation. Considerable time and effort are put into supporting primary care staff with 
updates and training, as well as with materials to use with families.  
  
 
Learning from interviews with parents of children accessing these services 
Ten families were invited to be contacted by the researcher for a telephone interview to 
discuss their experiences of the specialist nurse service. Three questions were sent to the 
parents in advance. 
 

1) Has your child needed to attend the A&E department or be admitted to hospital in 
the last 12 months or so? (If so – what was the reason?) 

 
2) What does the specialist nursing service do that helps you to manage your child’s 

condition at home instead of needing to go to the hospital when things start to go 
wrong? 

 
3) What is most important in these factors, and what else would make it easier to stay 

away from the hospital? 
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The patients who had attended A&E or been admitted to hospital had done so according to 
their protocol (for example, if a convulsion lasted longer than 5 minutes) or because of an 
unconnected medical problem such as appendicitis. A number of the children had more than 
one co-morbidity or a disability. None of these would be considered an “inappropriate” 
attendance. 
 
The instilling of confidence in parents was a major factor. Parents felt confident in the advice 
and instruction provided by the specialist nurse, and in turn this enhanced their own self-
confidence to be able to deal with problems. Reassurance and feedback emphasised the 
messages of parental competence and ability, together with regular follow-up supplemented 
by additional contact after adverse events. Through this, parents felt able to manage 
problems at home more often, avoiding panic and feeling themselves to be in control. These 
effects applied to older children (teenagers), too, such that they were able and willing to 
retain control of their own health, managing both foreseeable and unexpected problems 
posed by their condition. The families felt no need to go to an emergency department since 
they had been prepared to deal with most eventualities, and they expressed feelings of self-
agency rather than being victims of the illness. Without the service, they felt sure that they 
would attend the A&E department frequently. 
 
The proactive approach adopted by the specialist nurses was valued. Forthcoming 
challenges were predicted in good time, and education, training and advice were provided 
to ensure that a plan was a in place and the skills were acquired to address the situation. 
This could be changing schools, for example, or a school trip, or even a family holiday 
abroad. Liaison with school and other health professionals was a welcome part of what the 
nurses did. The parents spoke of timely intervention as the condition changed, perhaps in 
response to maturation in the child. The persisting relationship with the specialist nurse, the 
nurse’s knowledge of the individual child, and the trust that came with that, were vital to the 
effect of the service. 
 
As a parent of a child with a (lifelong) long-term condition, thoughts about the future were 
often in the mind. Part of the function of the specialist nurses was to engender a positive 
outlook on a future that could be normal in many ways, in which the child would thrive and 
achieve, gradually assuming responsibility for self-care, and accepting the condition as part 
of life but not a restriction. This attitudinal adjustment brought relief from stress and a more 
balanced perspective so that the family was no longer always on edge waiting for the next 
crisis, but rather expecting to deal effectively with issues as they arose and without undue 
interruption of normal daily life. Attendance at the A&E department was no longer viewed as 
a routine part of life but an unusual event as for any other parent. 
 
The accessibility of the practitioner was important. Many means of communication were 
employed. Parents spoke of email, text message and telephone calls as ways of securing 
advice and reassurance. They regretted that the specialist nurses were not officially 
available out of normal office hours, though they admitted making contact at any time of the 
day or week, usually receiving a response. Despite having access to CCNT during the 
evening and at the weekends, the parents wanted more nurses in post and for this to be 24-
hour provision. As part of the integration of the CAON service, the CCNT is the normal out 
of working hours support on a 7-days per week basis. The notion of a 24-hours service is 
considered further on page 22. 
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Summary 
Most of those children with long-term conditions who reported a history of admission to 
hospital required secondary (or tertiary) support in accordance with established protocols, 
though even these families felt more able to avoid this need in future because of the support 
from the specialist nurses. 
 
The major impact of the specialist nurses in averting future attendance at urgent care 
facilities lay in building a skill set and specific knowledge in families so that they were better 
equipped to cope at home. Foresight and preparation for points of challenge to the family’s 
stability (such as changing school, or trips away) helped to prevent otherwise inevitable 
disruption to clinical stability and likely need for secondary intervention. However, further 
impact was exerted in the support of other professionals to recognise the possibility of 
immediate intervention and return to primary care services without admission to hospital. 
 
Confidence-building was a vital factor in enhancing parental acceptance of their ability to 
manage more difficult or complex situations with their child’s long-term condition. This was 
said to be a long-term project, too. However, the strongest contextual factor in keeping 
children away from hospital was associated with efforts to adjust parental attitudes about 
the child’s condition and its effect on their life. Being brought to see a positive future, feeling 
in control, and recognising powerful self-agency were the most effective deciders of 
increased self-care and decisions to engage in self-management of clinical challenges. Part 
of this relied upon perceived intimacy of the family with “their” specialist nurse.     
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5   CHILDREN’S COMMUNITY NURSING TEAM  
 
The CAON children’s community nursing team is made up of a manager and approximately 
10 WTE core nurses, offering a service every day of the week (including bank holidays) from 
8am to 8pm. The full range of children’s community nursing care service is provided with 
much integrated working with other parts of the wider CAON team. Same-day appointments 
are available, with referrals from GPs and other health professionals. Longer appointments 
of one hour are made when needed, for example for an initial consultation for children newly 
diagnosed with asthma. Whilst a separate service to PNP, the team offers support to 
patients reviewed and treated at the PNP clinic, particularly through evening checks and 
follow-up visits. 
 
Children who have been referred to the CCNT who require more specialist review can be 
handed over internally, with CCNT nurses able to book appointments directly into the PNP 
clinic diary, giving parents a specific appointment slot on the chosen day. Wrap-around care 
is provided, then, with PNP clinic nurses, CCNT nurses, and specialist nurses able to draw 
in additional support for children through internal communication without families feeling that 
they have been handed off. Flexibility is demonstrated in arranging CCNT appoints to 
coincide in time and location with other appointments such as undertaking dressings at the 
same appointment for a health and language assessment, reducing the disruption for 
families and reinforcing the unity of services. 
 
Detailed care pathways have been produced for a number of illnesses (such as asthma, 
bronchiolitis, and gastroenteritis) which are shared with GPs to enable understanding of 
when referral to the CCNT can be made usefully and when secondary service intervention 
is essential. This is part of the enhanced communication channels that are needed for GPs 
to be confident of the appropriateness of referral and to persuade parents of unity of this 
combined primary care effort. 
 

Figure 7: An example of CCNT action to prevent hospital admission 
 
There is a wider impact on reducing the burden of unnecessary attendance at secondary 
and tertiary care facilities. Members of the team provide training for other professionals, 
especially supporting health visitors and school nurses in their health promotion work in 
schools. New GPs are offered the opportunity to shadow CCNT (and PNP) staff in clinics: a 

Child A was referred to the team with a diagnosis of extensive encephalomalacia. This condition 
has resulted in complex health care needs. She has a named nurse in the team acting as key 
worker, co-ordinating her care and providing the family with regular support visits. The nurse 
ensures an integrated seamless service with individualised care plans and a hand-held passport, 
while the epilepsy specialist nurse provides the family with education and support. The family 
receives support from the complex care coordinator and palliative care specialist nurse. The 
named nurse implemented a care package for the family and trained care staff to meet A’s needs. 
 
The family has been supported to formulate an advance care plan which reflects the severity of 
the condition. The family’s wishes for the little girl’s end of life care will inform care from the team 
alongside the complex and palliative specialist nurse. The latter visits the home regularly with the 
community paediatrician, responding to any symptoms or changes in health needs in a 
responsive, proactive manor.  She also leads on the non-statutory EHCP plan to guide care 
provision in support of the family’s aspirations for the future through a person-centred approach. 
The CCNT also provides the family with acute care, making several visits to prevent hospital 
admission for the child through the ability to examine, diagnose and prescribe acute treatment to 
avoid further deterioration.   
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much-coveted facility that is valued by paediatricians and senior GPS. Wider connections 
are made with similar teams from other NHS organisations, ensuring that updating is 
continuous through information-sharing. 
 
 
Summary 
The impact on deflecting from attendance at urgent care centres is partly on preventing the 
first incidence, but also on reducing length of stay and subsequent presentations. 
 
Direct care and coordinating the wider team effort are important ways in which the CCNT 
deflects children with long-term conditions from urgent care facilities. However, further effect 
is made by providing follow-up to the efforts of PNP or specialist nurses, offering evening 
contact by telephone or visit to reinforce reassurance and self-confidence. 
 
Contextually, parents value a personal approach and continuity of care, so the ability of the 
CAON team to arrange further support in a seamless manner and with immediate 
confirmation of appointments or visits is crucial. The enhanced communication and efforts 
to build trust with GPs is also vital if reduction of the overload on GPs is to be effected.  
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6.   DISCUSSION 
 
The elements of realist evaluation were reflected in the evaluation questions. 
 
1. To what extent does the Paediatric Nurse Practitioner (PNP) service deflect 

attendance at A&E and admission to hospital? 
 
There was 100% parental satisfaction with the PNP service. If the PNP service was not 
available, and in the absence of GP appointments (routine or out of hours) more than 75% 
of parents would have presented the child at an urgent care facility. Parents repeatedly 
expressed a preference to use the PNP service in future with similar (non-urgent) problems.  
 
Whilst the initial scope of the research was to test the Paediatric Nurse Practitioner Clinic, 
evaluation has found that there was also 100% parental satisfaction with the specialist 
nursing services. Parents of children with long-term conditions stated explicitly that they had 
been empowered to manage problems at home rather than needing to attend at an A&E 
department. They expected such attendance to be rare and only when forced by treatment 
protocol. Data from parents accessing the CCNT was not accessed. 

 
2. What factors do parents hold to be essential to their decision to use the 

community-based service rather than to attend an urgent care centre or A&E 
department (on one occasion or in future)?  

 
The most important factor in achieving this was the availability of same day appointments, 
regardless of the time of day. Indeed, the ability to wait at home with the child was 
appreciated. The time taken by nurses in PNP clinic, in specialist services, and in the 
community team to listen, offer explanation, provide information (in a variety of media), and 
to personalise the service for the child was also vital in promoting change in parental 
behaviour regarding choice of service for non-urgent illness. Thorough assessment beyond 
the immediate physical health issues was valued, as was help to develop knowledge and a 
wider skill set to enable self-help in future instances of similar problems. Signalling of 
forthcoming points of stress or additional need, together with timely preparation with 
information and training, was instrumental in preventing a default reversion to seeking 
secondary service help when stability of the long-term condition was challenged. Direct 
internal communication within elements of the CAON service ensured tangible “wrap-
around” of support for the family, while flexibility of evening review of improvement, together 
with readily-accessible targeted media in leaflets and on Facebook provided a more reliable 
source of ongoing support than general Internet materials.  
 
These issues are supported by the international literature. Early access due to perceived 
urgency and likely deterioration of the child’s condition was also a factor for Irish (Breen & 
McCann 2013), Canadian (Smith et al 2015), Lithuanian (Burokiene et al 2017), Belgian 
(Benahmed et al 2012), American (Grigg et al 2013, May et al 2017), Singaporean (Kua et 
al 2016) and other British (Holden et al 2017, Ogilvie et al 2016) parents. Low health-literacy 
was a compounding reason for misinterpretation of the degree of severity of the child’s 
presenting signs and symptoms (Burokiene et al 2017, May et al 2017). Fever was a 
predominant concern (Grigg et al 2013, Maguire et al 2011, May 2017). A recent literature 
review in Northern Ireland shows that the picture of causality of unnecessary attendance at 
urgent care facilities is complex and multi-factorial (Butun et al 2019). The role of education 
in altering parental choices has been shown to be effective in the US, Norway, and the UK 
(Davis et al 2018, Ruud et al 2017, Watson & Blair 2018). 
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3. What contextual factors are at play in influencing this decision? 
 

A polite, professional approach was said to be important – often in contrast to the rushed 
consultation in other time-pressured services. This linked to the professional being friendly 
and accessible, as well as showing skill in interaction with the child. Even with a busy clinic 
or visit list, the nurses maintained a stress-free atmosphere, offering reassurance, and 
avoiding any suggestion of blame, time-wasting or inappropriateness of the reason for 
seeking help. This latter was based on a pervading notion that if a parent is sufficiently 
concerned to seek help about a child then they are demonstrating positive parenting 
behaviour. The professional response should be to inform, explain and empower to avoid 
future need. With parents of children with long-term conditions, particularly, this involved 
extensive work of confidence-building. Effectively, adjustment of the family attitude to one 
of recognising a positive future and discovering enhanced self-agency was the essential 
context in which change in help-seeking behaviour occurred. 
 
Lack of trust in general primary care practitioners’ competence with children, and a desire 
for high-quality, specific paediatric expertise features in many parents’ decision-making (Kua 
et al 2016, Ogilvie et al 2016, Smith et al 2015). Expectations of better equipment for 
diagnostic purposes went along with this. British and US parents, particularly, sought 
reassurance and confirmation of their own self-care ability (Ogilvie et al 2016, May et al 
2017), and when information was lacking, it has direct consequences on future need to 
attend secondary or tertiary centres (Holden et al 2017). The CAON service makes 
considerable efforts to work in tandem with other primary care practitioners, notable GPs, 
health visitors and school nurses, ensuring effective communication, and clarifying the 
complementary nature of the offer that is made. GPs appear to understand what the CAON 
service can do, particularly in alleviating the overall burden of demand for review of children 
with non-urgent illness from parents who, understandably, seek a same-day consultation, 
and who will benefit in terms of health promotion and up-skilling for future occasions from a 
longer consultation than is normally possible. An initiative in Tameside to provide GPs and 
practice nurses with rapid access to a paediatrician for advice on more urgent cases which 
lie on the borderline of need for secondary service review has also proved to be particularly 
successful.1 
 

 
4. What opportunities are there for wider learning for the partnership, Greater 

Manchester, and beyond? 
 
The initiative has demonstrated that alternatives to attendance at an emergency department 
or urgent care centre can not only be acceptable to parents but may become a preference 
if the required factors are in place and contextual factors are addressed. While context 
differs geographically, the factors that are central to behavioural change in seeking support 
with non-urgent illness remain unchanged. There is evidence that parents wish to continue 
with services that they know and with which they have been satisfied previously (Smith et al 
2015). Developing awareness of an alternative service to urgent care and ensuring a 
positive experience on first use are vital if selection behaviour is to be changed. 
 
An integrated system, with elements able to book directly into other elements to ensure 
escalation or continuity of care such that parents experience a seamless service acts to 

 
1 https://www.rcpch.ac.uk/resources/knowledge-exchange-sessions-gps-tameside-hospital 

https://www.rcpch.ac.uk/resources/knowledge-exchange-sessions-gps-tameside-hospital
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reinforce parental confidence and self-agency. Rapid access, information-provision in 
multiple formats, and building of parental skill to identify and manage non-urgent problems, 
are important to parents. Convenience with shorter waiting time is a recurrent factor in 
parental decision-making (Benahmed et al 2012, Breen & McCann 2013, Grigg et al 2013, 
Smith et al 2015). 
 
Extra time is needed in appointments to achieve these outcomes (the main reason for 
dissatisfaction with GP options after absence of appointments). The time can be used in 
proactive health promotion and knowledge-enhancement for families which, in turn, 
increases the likelihood of opting for self-management. 
 
After-hours (weekend and evening) access to a service is a common call internationally 
(Burokiene et al 2017, Kua et al 2016, Smith et al 2015). However, calls for a 24-hour, 7 
days service and more nurses require more interpretation. Certainly, a 7-days service is 
both desired and provided at least in parts of the system. On deeper investigation, a long-
day service (perhaps 8am-8pm) was what parents valued. An informal rule of thumb that if 
parents are sufficiently concerned to take a child out of bed to the emergency department, 
then they are likely to be retained at least for observation seems to hold true, so providing a 
service from early morning until after bedtime (for the age group accessing services in this 
evaluation) was more accurately what parents sought, rather than a 24-hour provision. This 
still leaves a weakness in specialist nurse provision, which cannot be made available on this 
scale with only a single epilepsy nurse specialist and a single diabetes nurse specialist, 
despite the cover offered by the CCNT.  
 
Advertisement of the service to the public and to professionals is essential. Once parents 
were aware of the nurse-led clinics, for example, they wished to prioritise that service in 
future. Holden et al (2017) recognised that parents were influenced by “stable brands” so 
implanting a positive image of (for example) PNP clinics as a high quality and stable brand 
is important for achieving deflection to such a service from urgent care centres. GPs, other 
professionals, and at least one urgent care centre are keen to refer families to the service, 
too. This depends upon the professionals knowing of the service and understanding what 
can be offered. CAON spends considerable time in liaison with schools and activity groups 
such as Brownies, in updating GPs, health visitors and school nurses, and in public 
broadcast on radio stations. Globally, it seems, parents attend urgent care facilities with non-
urgent problems on the advice of health and other professionals, including GPs (Burokiene 
et al 2017, Ogilvie et al 2016, Smith et al 2015). Addressing this behaviour in referring 
practitioners must also be part of the solution.    



23 
 

8.  REFERENCES 
 
Amiel C, Williams B, Ramzan F, Islam S, Ladbrooke T, Majeed A, Gnani S (2014) Reasons 
for attending an urban urgent care centre with minor illness: a questionnaire study. 
Emergency Medicine Journal 31, e71-e75. doi:10.1136/emermed-2012-202016. 
 
Benahmed N, Laokri S, Zhang WH, Verhaeghe N, Trybou J, Cohen L, de Wever A, 
Alexander S (2012) Determinants of nonurgent use of the emergency department for 
pediatric patients in 12 hospitals in Belgium. European Journal of Pediatrics 171(12) 1829-
1837. doi: 10.1007/s00431-012-1853-y 
 
Breen BM, McCann M (2013) Healthcare providers attitudes and perceptions of 
'inappropriate attendance' in the emergency department. International Emergency Nursing, 
21(3) 180-5. doi: 10.1016/j.ienj.2012.08.006 
  
Brown I, Warner A, Mounstephen W, Shaw B (2001) Parents' reasons for bringing young 
children to hospital emergency for non-urgent reasons. Early Child Development and Care 
167(1) 1-12. 
 
Burns TR (2017). Contributing factors of frequent use of the emergency department: A 
synthesis. International Emergency Nursing, 35, 51-55. 
 
Burokiene S, Raistenskis J, Burokaite E, Cerkauskiene R, Usonis V (2017) Factors 
determining parents' decisions to bring their children to the pediatric emergency department 
for a minor illness. Medical Science Monitor 23, 4141-4148. doi: 10.12659/MSM.902639 
 
Butun A, Linden M, Lynn F, McGaughey J (2019) Exploring parents’ reasons for attending 
the emergency department for children with minor illnesses: a mixed methods systematic 
review. Emergency Medicine Journal 36, 39-46. doi:10.1136/emermed-2017-207118 
 
Care Quality Commission (2019) Urgent and emergency care survey statistical release. 
https://www.cqc.org.uk/sites/default/files/20191023_uec18_statisticalrelease.pdf 
 
Coleman P, Irons R, Nicholl J. (2001) Will alternative immediate care services reduce 
demands for non-urgent treatment at accident and emergency?. Emergency Medical 
Journal 18(6) 482-487. doi:10.1136/emj.18.6.482 
 
Cooper A, Davies F, Edwards M, Anderson P, Carson-Stevens A, Cooke MW, Donaldson 
L, Dale J, Evans BA, Hibbert PD, Hughes TC, Porter A, Rainer T, Siriwardena A, Snooks H, 
Edwards A (2019) The impact of general practitioners working in or alongside emergency 
departments: a rapid realist review. BMJ Open 9(4):e024501. doi: 10.1136/bmjopen-2018-
024501.  
 
Costet Wong A, Claudet I, Sorum P, Mullet E (2015) Why do parents bring their children to 
the emergency department? A systematic inventory of motives. International Journal of 
Family Medicine. doi:10.1155/2015/978412 
 
Cowling TE, Cecil EV, Soljak MA, Lee JT, Millett C, Majeed A, Wachter RM, Harris MJ (2013) 
Access to primary care and visits to emergency departments in England: a cross-sectional, 
population-based study. PLoS One 8(6) e66699. 
doi: 10.1371/journal.pone.0066699 
 



24 
 

Davis T, Meyer A, Beste J, Batish S (2018) Decreasing low acuity pediatric emergency room 
visits with increased clinic access and improved parent education. Journal of the American 
Board of Family Medicine 31(4) 550-557.  doi: 10.3122/jabfm.2018.04.170474 
 
Fisher S, Flint P (2014) Burdett liaison nurse children’s community nursing team: final 
evaluation. Pennine Care NHS Foundation Trust.  
 
Grigg A, Shetgiri R, Michel E, Rafton S, Ebel BE (2013) Factors associated with nonurgent 
use of pediatric emergency care among Latino families. Journal of the National Medical 
Association 105(1) 77-84. doi: 10.1016/s0027-9684(15)30088-2 
 
Hendry SJ, Beattie TF, Heaney D (2005) Minor illness and injury: factors influencing 
attendance at a paediatric accident and emergency department. Archives of Disease in 
Childhood 90(6) 629-633. 
 
Holden B, Egan M, Snijders V, Service S (2017) Why do parents bring children with minor 
illness to emergency and urgent care departments? Available at:  

https://pdfs.semanticscholar.org/cf90/ce901c3eba053009be533bb9cdff93abf35c.pdf 
 
Keogh B (2017) Urgent and emergency care review. Report to the  board of NHS England. 
https://www.england.nhs.uk/wp-content/uploads/2014/12/item8-board-1214.pdf 
 
Khangura JK, Flodgren G, Perera R, Rowe BH, Shepperd S (2012) Primary care 
professionals providing non-urgent care in hospital emergency departments. Cochrane 
Database of Systematic Reviews 11, CD002097. 
 
Knowles E, Mason SM, Smith C (2017) Factors associated with exit block and impact on the 
emergency department. Emergency Medicine Journal 34(1) 61-62.  
doi: 10.1136/emermed-2015-205201 
 
Kua PH, Wu L, Ong EL, Lim ZY, Yiew JL, Thia XH, Sung SC (2016) Understanding decisions 
leading to nonurgent visits to the paediatric emergency department: caregivers' 
perspectives. Singapore Medical Journal 57(6) 314-319. doi: 10.11622/smedj.2016023 
 
Kubicek K, Liu D, Beaudin C, Supan J, Weiss G, Lu Y, Kipke MD (2012) A profile of 
nonurgent emergency department use in an urban pediatric hospital. Pediatric Emergency 
Care 28(10) 977-84. doi: 10.1097/PEC.0b013e31826c9aab. 
 
Kyle RG, Banks M, Kirk S, Powell P, Callery P (2013) Avoiding inappropriate paediatric 
admission: facilitating General Practitioner referral to Community Children’s Nursing Teams, 
BMC Family Practice 14 4. doi: 10.1186/1471-2296-14-4 
 
Lowthian JA, Curtis AJ, Cameron PA, Stoelwinder JU, Cooke MW, McNeil JJ (2011) 
Systematic review of trends in emergency department attendances: an Australian 
perspective. Emergency Medicine Journal, 28(5), 373-377. doi: 10.1136/emj.2010.099226 
 
Maguire S, Ranmal R, Komulainen S, Pearse S, Maconochie I, Lakhanpaul M, Davies F, 
Kai J, Stephenson T (2011) Which urgent care services do febrile children use and why? 
Archives of Disease in Childhood 96, 810-816. doi: 10.1136/adc.2010.210096 
 
Mason S, O’Keeffe C, Jacques R, Rimmer M, Ablard S (2017) Perspectives on the reasons 
for emergency department attendances across Yorkshire and the Humber.  



25 
 

https://www.sheffield.ac.uk/polopoly_fs/1.730630!/file/CLAHRC_BMA_Final_Report.pdf 
 
May M, Brousseau DC, Nelson DA, Flynn KE, Wolf MS, Lepley B, Morrison AK (2017) Why 
parents seek care for acute illness in the clinic or the ed: the role of health literacy. Academic 
Pediatrics 18(3) 289-296. doi: 10.1016/j.acap.2017.06.010 
 
McCusker J, Vadeboncoeur A, Levesque, JF, Ciampi A, Belzile E (2014) Increases in 
emergency department occupancy are associated with adverse 30-day outcomes. 
Academic Emergency Medicine 21(10) 1092-1100. doi: 10.1111/acem.12480 
 
McHale P, Wood S1, Hughes K, Bellis MA, Demnitz U, Wyke S (2013) Who uses emergency 
departments inappropriately and when - a national cross-sectional study using a monitoring 
data system. BMC Medicine 11 (258). http://www.biomedcentral.com/1741-7015/11/258 
 
Medical Research Council (2009) A framework  for development and evaluation of RCTs for 
complex interventions to improve health. https://www.mrc.ac.uk/documents/pdf/complex-
interventions-guidance/ 
 
Morley C, Unwin M, Peterson GM, Stankovich J, Kinsman L (2018b) Emergency department 
crowding: A systematic review of causes, consequences and solutions. PLoS One, 13(8), 
e0203316. doi: 10.1371/journal.pone.0203316 
 
Ogilvie S, Hopgood K, Higginson I, Ives A, Smith JE (2016) Why do parents use the 
emergency department for minor injury and illness? A cross-sectional questionnaire. JRSM 
Open 7(3). doi: 10.1177/2054270415623695 
 
Pawson R, Manzano-Santaella A (2012) A realist diagnostic workshop. Evaluation 18(2) 
176-191. 
 
Phelps K, Taylor C, Kimmel S, Nagel R, Klein W, Puczynski S (2000) Factors associated 
with emergency department utilization for nonurgent pediatric problems. Archives of Family 
Medicine 9(10) 1086-1092. 
 
Royal College of Emergency Medicine (2015) Tackling emergency department crowding. 
Available at: 
www.rcem.ac.uk/docs/College%20Guidelines/5z23.%20ED%20crowding%20overview%2
0and%20toolkit%20(Dec%202015).pdf 
 
Ruud SE, Hjortdahl P, Natvig B (2017) Reasons for attending a general emergency 
outpatient clinic versus a regular general practitioner - a survey among immigrant and native 
walk-in patients in Oslo, Norway. Scandinavian Journal of Primary Health Care 35(1) 35-45.  
doi: 10.1080%2F02813432.2017.1288817 
 
Smith V, Mustafa M, Grafstein E, Doan Q (2015) Factors influencing the decision to attend 
a pediatric emergency department for nonemergent complaints. Pediatric Emergency Care 
31(9) 640-644. doi: 10.1097/pec.0000000000000392. 
 
Uscher-Pines L, Pines J, Kellermann A, Gillen E, Mehrotra A (2013) Emergency department 
visits for nonurgent conditions: systematic literature review. American Journal of Managed 
Care 19(1) 47-59. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4156292/ 



26 
 

Watson M, Blair M (2018) Emergency departments and minor illness: some behavioural 
insights. Archives of Disease in Childhood 103(4) 309-310. doi: 10.1136%2Farchdischild-
2017-314057 
 
Zimmer KP, Walker A, Minkovitz CS (2005) Epidemiology of pediatric emergency 
department use at an urban medical center. Pediatric Emergency Care 21(2) 84-89.  
doi: 10.1097/01.pec.0000159050.19188.23  



27 
 

 
Appendix 1: The local Friends and Family Test questionnaire 
 
 

  



28 
 

Appendix 2: The forced ranking scale for parents 
 
 

Evaluation of the PNP service 
 
 

[1=least important     2=fairly important  3=most important] 
______________________________________________________________________________ 
 

Thinking first, then, about Access to the service...  

 

(a) Ease of access (contacting and getting to the service)  1 2 3 

(b) Availability of same day access      1 2 3 

(c) Length of wait & being seen on time     1 2 3 

Which do you think is MOST important? 

Of the other 2, which is LEAST important? 

______________________________________________________________________________ 
 

Please think about aspects of Clinical Care… 

 

(a) Attention and interaction with the child    1 2 3 

(b) Knowledgeable, giving explanation and information  1 2 3 

(c) Reassuring, giving support, and understanding   1 2 3 

Which do you think is MOST important? 

Of the other 2, which is LEAST important? 

______________________________________________________________________________ 
 

Tell me how you rate these aspects of Staff Attitude… 

 

(a) Being good with the children      1 2 3 

(b) Being friendly         1 2 3 

(c) Being polite and professional      1 2 3 

Which do you think is MOST important? 

Of the other 2, which is LEAST important? 

______________________________________________________________________________ 
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