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ABSTRACT
Objectives: To compare user experiences of 8
regional urgent and emergency care systems in the
Republic of Ireland, and explore potential avenues for
improvement.
Design: A cross-sectional survey.
Setting: Several distinct models of urgent and
emergency care operate in Ireland, as system
reconfiguration has been implemented in some regions
but not others. The Urgent Care System Questionnaire
was used to explore service users’ experiences with
urgent and emergency care. Linear regression and
logistic regression were used to detect regional variation
in each of the 3 domains and overall ratings of care.
Participants: A nationally representative sample
(N=8002) of the general population was contacted by
telephone, yielding 1205 participants who self-identified
as having used urgent and emergency care services in
the previous 3 months.
Main outcome measures: Patient experience was
assessed across 3 domains: entry into the system,
progress through the system and patient convenience of
the system. Participants were also asked to provide an
overall rating of the care they received.
Results: Service users in Dublin North East gave lower
ratings on the entry into the system scale than those in
Dublin South (adjusted mean difference=−0.18; 95% CI
−0.35 to −0.10; p=0.038). For overall ratings of care,
service users in the Mid-West were less likely than
those in Dublin North East to give an excellent rating
(adjusted OR 0.57; 95% CI 0.35 to 0.92; p=0.022).
Survey items relating to communication, and
consideration of patients’ needs were comparatively
poorly rated. The use of public emergency departments
and out-of-hours general practice care was associated
with poorer patient experiences.
Conclusions: No consistent relationship was found
between the type of urgent and emergency care model
in different regions and patient experience. Scale-level
data may not offer a useful metric for exploring the
impact of system-level service change.

INTRODUCTION
Urgent and emergency care consists of all
the services which manage patients seeking
immediate attention for a health condition,

Strengths and limitations of this study
▪ This is the first nationally representative study
exploring service user experience of urgent and
emergency care systems.
▪ The study context facilitates the comparison of
regions that have undertaken extensive system
reconfiguration with those that have not.
▪ The analysis identified specific aspects of care
that were negatively associated with patient
ratings of their experience.
▪ Few significant differences were found between
regions, suggesting either that patient experience
was not linked to system reconfiguration, or the
survey measure used was not suitable for
making comparisons at system level.

and the processes for referring and transferring patients between services.1 Studies of
patient experience in this ﬁeld have focused
on interactions with individual services
rather than whole episodes of care.2 3 Such
studies fail to account for the fact that
patients often use multiple services before
receiving deﬁnitive care.4
Policy initiatives designed to improve
urgent and emergency care often focus on
improving system operation. These include
the differentiation of hospital functions, speciﬁcation of ambulance bypass protocols and
the introduction of alternative care models.5
Such initiatives generally aim to ensure that
patients receive care in a setting that is
appropriate to the severity of their condition
as quickly as possible, while also preserving
local access and reducing the duplication of
services within a critical proximity. In a wellfunctioning system, patients should choose
or be directed to the service that is most
appropriate to their condition, progress
through the system smoothly and feel as
though their care is well co-ordinated.1
Urgent and emergency care services have
been reconﬁgured to varying degrees across
the Republic of Ireland since 2006 (outlined
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in table 1). These initiatives have been planned at a
regional level and, where implemented, have attempted
to direct patients to settings that are appropriate to the
severity of their condition. Common features of these
programmes include centralisation of specialist urgent
and emergency care at a ‘hub’ hospital, and integrated
ambulance and general practice (GP) referral protocols
for given conditions.
In this study, we use a recently developed survey methodology4 to compare patient experience in different
regions. We hypothesise that service users in regions
which have undertaken reconﬁguration of urgent and
emergency care will report a better experience than
patients in regions which have not. We also seek to identify aspects of patient experience where improvements
may be possible.
METHODS
Design and setting
A cross-sectional survey of the general public across
eight regions covering the Republic of Ireland was conducted from March to June 2015. The characteristics of
each region and measures taken to reconﬁgure services
are presented in table 1. Two regions (South and
Mid-West) have implemented signiﬁcant reconﬁguration
of urgent and emergency care. Four regions (West,
North-East, Dublin South, South-East) have introduced
some measures designed to reconﬁgure care but these
do not cover all services. Two regions (Dublin Midlands
and Dublin North-East) have undertaken no major
changes since 2006. Further details on urgent and emergency care provision in Ireland are provided in online
supplementary ﬁle 1.
Sampling
Data were collected by a market research company using
computer-assisted telephone interviewing. Random-digit
dialling was used to contact landline and mobile telephone numbers. Quota-controlled sampling was used,
whereby the market research company was required to
contact a sample in each region that was representative
of the age and sex proﬁle of the national population.
Approximately 1000 interviews were conducted in each
region in order to ﬁll these quotas. A screening question
was used to identify recent users of urgent and emergency care.
Recent users were deﬁned as adults or parents of children (under the age of 16) who self-identiﬁed as having
used a healthcare service on an urgent or emergency
basis in the previous 3 months. An ‘urgent and emergency basis’ was explained to respondents as a problem
where help or advice from a healthcare service was
needed on the same day.
On the basis of a previous study in England, it was estimated that a survey of 1000 respondents per region
would yield ∼150 recent users of urgent and emergency
care.2 A sample size of 150 service users would provide
2

80% power at the 5% signiﬁcance level for regional
patient experience comparisons on the entry into the
system scale of the Urgent Care System Questionnaire
(UCSQ), assuming an SD of 0.8 and with the intention
to detect a difference of half an SD on this scale.4
Measures
An adapted version of the UCSQ was used to assess
service users’ experience of their most recent contact
with urgent and emergency care services. Cognitive
testing and piloting were conducted to assess and adapt
the survey instrument to ﬁt the Irish healthcare context
prior to the main data collection phase. Cognitive
testing and piloting were conducted to assess and adapt
the survey instrument to ﬁt the Irish healthcare context
prior to the main data collection phase. Cognitive
testing involves testing quantitative questions through a
series of qualitative in-depth interviews to see how
respondents understand, retrieve information for,
decide on and ultimately arrive at responses to those
questions. While the cognitive testing interviews indicated that the original questionnaire was working well
overall, a number of potential changes were highlighted
by the process. A cognitive testing report was created
which included minor wording changes, clariﬁcation for
answer responses and additional or more descriptive
interviewer instructions and notes were added to the
questionnaire. The full version of the UCSQ instrument
is available in online supplementary ﬁle 2.
This instrument measures patient experience using 18
items across three scales: entry into the system, patient convenience of the system and progress through the system. Survey
items were derived from qualitative research with users
of urgent and emergency care and were designed to
capture users’ recent experience with the system.6
Participants were asked to indicate their agreement with
each of the 18 items along a ﬁve-point scale from
strongly disagree to strongly agree. Scoring was reversed
for negatively worded items. A separate item was used to
assess participants’ overall rating of the care they had
received, with six response options ranging from ‘very
poor’ to ‘excellent’.
Participants were asked to indicate which of the following services they had used in their episode of care:
pharmacist, GP (in-hours and out-of-hours), ambulance
service, emergency department (ED), local injury unit,
mental health service, public health nurse or other
( patient-deﬁned). Finally, participants were asked to
indicate the condition that had precipitated their
contact with urgent and emergency care service from
the following options: illness, injury, adverse reaction,
infection, mental health issues, other, not stated.
Statistical analysis
We compared patient experience ratings across the
three UCSQ scales and overall ratings of care across
regions. Item-level responses were also described at
national and regional levels.
Foley C, et al. BMJ Open 2017;7:e013339. doi:10.1136/bmjopen-2016-013339
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Table 1 Regional characteristics and service reconfiguration summary, 2006 to present
Region (constituent
counties)

Population
density (population
per km2)

Service
reconfiguration

Clinical
governance

Region-specific plan
partly implemented in
2006–20107
No reconfiguration of
services

No unified
region-level
structure
No unified
region-level
structure
No unified
region-level
structure

ED changes

GP out-of-hours care

Two EDs reconfigured to local injury units.
Some centralisation of trauma, coronary
and stroke care
No changes

One regional cooperative
in place

North East (Meath, Louth,
Cavan, Monaghan)

54.6

Dublin North East (North
Dublin City and County)

1093

Dublin South (South
Dublin and Wicklow)

259.7

Region-specific plan
implemented in 20138

Dublin Midlands
(South-West Dublin,
Offaly, Laois, Kildare,
Westmeath, Longford)
South East (Waterford,
Wexford, Carlow,
Kilkenny, South
Tipperary)
South (Cork, Kerry)

89.8

Limited reconfiguration
of services

No unified
region-level
structure

52.6

Limited reconfiguration
of services

No unified
region-level
structure

Some centralisation of trauma, coronary
and stroke care

One regional cooperative
in place

54.6

Region-specific plan
largely implemented in
2012–20139

Region-wide
structure
established

One regional cooperative
in place

Mid-West (Clare,
Limerick, North Tipperary)

46

West (Galway, Mayo,
Roscommon, Leitrim,
Sligo, Donegal)

31.1

Region-specific plan
largely implemented in
2009–201310
Some regional
reconfiguration of
services

Region-wide
structure
established
Region-wide
structure
established

Two EDs reconfigured to local injury units,
with another closing. Single hub for acute
coronary care, severe stroke and trauma
cases, with support services provided at
other centres
Three EDs reconfigured to local injury
units. Centralisation of stroke, coronary and
trauma at hub
One ED reconfigured to local injury unit in
2011. Single hub for acute coronary care,
severe stroke and trauma cases, with
support services provided at other centres

Multiple cooperatives in
place across the region

One regional cooperative
in place
Multiple cooperatives in
place across the region
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ED, emergency department.

One ED reconfigured to local injury unit,
reduced operating hours in another.
Centralisation of trauma, coronary and
stroke care to two hospitals but with limited
differentiation and integration
Some centralisation of trauma, coronary
and stroke care

One regional cooperative
in place, supplemented
by doctor on-call service
Multiple cooperatives in
place, supplemented by
doctor on-call service

Open Access
Linear regression was used to identify regional differences in the three UCSQ scales, with entry into the system,
convenience of the system and progress through the system as
the outcome variable, adjusted for sex, age group, services used and condition precipitating care episode.
Logistic regression was used to identify regional differences in the proportion of patients who rated their
overall care experience as excellent, adjusting for sex,
age group, services used and condition precipitating
care episode. It has been suggested that evaluations of
patient experience should focus on optimal responses
(eg, strongly agree, excellent) to provide a guide to the
amount of improvement that may be possible and this is
the approach we have followed in our analyses.11 12
In all regression models, we used the region with the
best performance as the base comparator. All statistical
tests were two-sided and p values <0.05 were considered
to represent a statistically signiﬁcant result. SPSS V.22
was used to analyse the data.

RESULTS
In total, 8002 interviews were conducted, with 1205
interviewees self-identiﬁed as recent service users. Since
a non-probability quota-based sampling method was
used, it is not appropriate to report an overall ﬁgure for
response rate. There was little variation in the characteristics of respondents across regions (see table 2). There
was some variation in the services used, especially
out-of-hours GP care which varied from 28.9% of participants in the South region to 12.2% in Dublin South.
Participants in the Mid-West used the most services on
average (2.48), with participants in Dublin North East
using the least (2.05). In addition, there were noteworthy differences in the conditions that precipitated
contact with urgent and emergency care services. For
example, in the South, illness accounted for 73.2% of
contacts, compared with 59.8% in the West.
Table 3 outlines the percentage of respondents who
endorsed the optimum response option to each item
and the scale scores for each UCSQ domain. At the item
level, optimal response proportions varied from as low as
17.6% to as high as 45.8%. The three lowest rated items,
when adjusted for negative wording, were: ‘I was told
how long I’d have to wait’, ‘Services did not seem to talk
to each other’ and ‘Services understood that I had
responsibilities, like my need to look after my family’.
The three highest rated items were ‘I felt that the ﬁrst
service I tried was the right one to help me’, ‘I did not
know which service to go to about this problem’ and ‘I
was made to feel like I was wasting everyone’s time’.
There were no instances where the proportion of
patients in a region that endorsed the optimal response
differed from the national ﬁgures by more than or
<10%. Additional detail on item-level responses is available in online supplementary ﬁle 3.
There was little regional variation in UCSQ scale
scores. Dublin North East had signiﬁcantly lower ratings
4

on the entry into the system scale than Dublin South
(adjusted mean difference=−0.18; 95% CI −0.35 to
−0.10; p=0.038). Use of GP in-hours (coefﬁcient=−0.13;
95% CI −0.24 to −0.03; p=0.013), GP out-of-hours (coefﬁcient=−0.18; 95% CI −0.30 to −0.62; p=0.003), a public
ED (coefﬁcient=−0.31; 95% CI −0.41 to −0.20;
p<0.0005), a private ED (coefﬁcient=−0.38; 95% CI
−0.61 to −0.15; p=0.001) and other services (coefﬁcient=−0.63; 95% CI −0.99 to −0.27; p=0.001) was independently associated with lower entry into the system scale
scores.
No signiﬁcant differences between regions were found
for patient convenience. Use of a public ED was the only
signiﬁcant independent predictor of variation in this
scale and was associated with lower ratings (coefﬁcient=
−0.55; 95% CI −0.67 to −0.41, p<0.0005).
For progress through the system, the West region was
found to have signiﬁcantly lower ratings than the South
region (−0.18; 95% CI −0.36 to −0.01; p=0.043). No
other regional differences were identiﬁed. Use of GP
in-hours (coefﬁcient=−0.23; 95% CI −0.34 to −0.13;
p<0.0005), GP out-of-hours (coefﬁcient=−0.20; 95% CI
−0.33 to −0.80; p=0.001), public ED (coefﬁcient=−0.42;
95% −0.50 to −0.31; p<0.0005) and other services (coefﬁcient=−0.43; 95% CI −0.80 to −0.06; p=0.024) were signiﬁcant and negative independent predictors of
variation in this scale. Use of an emergency ambulance
(coefﬁcient=0.18; 95% CI 0.02 to 0.34; p=0.032) and an
episode precipitated by illness (coefﬁcient=0.21; 95% CI
0.02 to 0.39; p=0.027) were independently associated
with higher ratings on this scale.
Of the total sample, 35.9% rated their care as ‘excellent’. One statistically signiﬁcant difference in ratings of
excellence across regions was found: service users in the
Mid-West were less likely than those in Dublin North
East to give an excellent rating (adjusted OR 0.57; 95%
CI 0.35 to 0.92; p=0.022). In addition, users of a public
ED (adjusted OR 0.60; 95% CI 0.44 to 0.82; p=0.001)
and GP out-of-hours (adjusted OR 0.66; 95% CI 0.47
to 0.92; p=0.015) were less likely to report an excellent
rating of care than those who had not used these services, as were younger participants (adjusted OR 0.81;
95% CI 1.10 to 1.37; p<0.0005).

DISCUSSION
Overall, 35.9% of service users in this study rated their
care as excellent, slightly lower than ﬁgures from two
studies conducted in the UK where ratings of 38.5% and
41.5% were reported.4 13 UCSQ mean scale scores were
also slightly lower than those reported in the UK.1 4 13
The study has not revealed a strong association
between regional care models and patient experience
scale scores despite notable regional differences in
service users’ reasons for contacting urgent and emergency care, and the types of services they used. Indeed,
when assessing overall ratings of care, service users in
the Mid-West, which has recently undertaken a wideFoley C, et al. BMJ Open 2017;7:e013339. doi:10.1136/bmjopen-2016-013339
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Table 2 Demographic characteristics and services used by participants across regions
Participants
Sex
Female (%)
Age
0–15 (%)
16–34 (%)
35–54 (%)
55–74 (%)
75+ (%)
Services used
Mean number used and range
Pharmacy
GP in-hours
GP out-of-hours
Ambulance
Public ED
Private ED
Public LIU
Private LIU
Other
Condition
Illness
Injury
Adverse reaction
Infection
Mental health issue
Other
Not stated

National

South

Mid-West

South East

North East

West

Dublin North East

Dublin Midlands

Dublin South

1205

149

155

139

166

127

149

156

164

50.5%

82 (55)

87 (56.1)

74 (53.2)

98 (59)

79 (62.2)

80 (53.7)

84 (53.8)

93 (56.7)

21.4%
29.1%
27.8%
16.7%
5%

48 (32.2)
45 (30.2)
29 (19.5)
25 (16.8)
2 (1.3)

49 (31.6)
42 (27.1)
35 (22.6)
26 (16.8)
3 (1.9)

39 (28.1)
43 (30.9)
30 (21.6)
22 (15.8)
5 (3.6)

46
47
37
31
5

(27.7)
(28.3)
(22.3)
(18.7)
(3)

29 (22.8)
40 (31.5)
30 (23.6)
22 (17.3)
6 (4.7)

42 (28.2)
44 (29.5)
39 (26.2)
21 (14.1)
3 (2)

46 (29.5)
36 (23.1)
47 (30.1)
26 (16.7)
1 (0.6)

39 (23.8)
53 (32.3)
39 (23.8)
29 (17.7)
4 (2.4)

2.25 (1–12)
544 (45.1)
771 (64)
250 (20.7)
91 (7.6)
376 (31.2)
44 (3.7)
68 (5.6)
67 (5.6)
122 (10.1)

2.27 (1–8)
63 (42.3)
92 (61.7)
43 (28.9)
10 (6.7)
39 (26.2)
5 (3.4)
12 (8.1)
4 (0.4)
11 (7.4)

2.48 (1–9)
73 (47.1)
105 (67.7)
34 (21.9)
14 (9)
50 (32.3)
11 (7.1)
10 (6.5)
10 (1)
17 (11)

2.42 (1–8)
61 (43.9)
88 (63.3)
36 (25.9)
13 (9.4)
53 (38.1)
5 (3.6)
11 (7.9)
4 (0.4)
16 (11.5)

2.16 (1–6)
76 (45.8)
101 (60.7)
44 (26.5)
9 (5.4)
45 (27.1)
4 (2.4)
11 (6.6)
5 (0.5)
18 (10.8)

2.31 (1–6)
61 (48)
86 (67.7)
24 (18.9)
8 (6.3)
37 (29.1)
3 (2.4)
1 (0.8)
3 (0.3)
17 (13.4)

2.05 (1–6)
66 (44.3)
87 (58.4)
21 (14.1)
14 (9.4)
52 (34.9)
5 (3.4)
4 (2.7)
18 (1.8)
12 (8.1)

2.23 (1–6)
69 (44.2)
108 (69.2)
28 (17.9)
12 (7.7)
57 (36.5)
2 (1.3)
9 (5.8)
7 (4.5)
18 (11.5)

2.15 (1–12)
75 (45.7)
104 (63.4)
20 (12.2)
11 (6.7)
43 (26.2)
9 (5.5)
10 (6.1)
16 (9.8)
13 (7.9)

798 (66.2)
305 (25.3)
9 (0.7)
23 (1.9)
10 (0.8)
41 (3.4)
20 (1.7)

109 (73.2)
31 (20.8)
0 (0)
1 (0.7)
1 (0.7)
5 (3.4)
2 (1.3)

99 (63.9)
44 (28.4)
2 (1.3)
0 (0)
1 (0.6)
7 (4.5)
2 (1.3)

100 (71.9)
28 (20.1)
2 (1.4)
2 (1.4)
1 (0.7)
4 (2.9)
2 (1.4)

107 (64.5)
49 (29.5)
2 (1.2)
2 (1.2)
0 (0)
3 (1.8)
3 (1.8)

76 (59.8)
33 (26)
1 (0.8)
7 (5.5)
1 (0.8)
6 (4.7)
3 (2.4)

101 (67.8)
38 (25.5)
1 (0.7)
2 (1.3)
0 (0)
5 (3.4)
2 (1.3)

103 (66)
36 (23.1)
1 (0.6)
4 (2.6)
5 (3.2)
4 (2.6)
3 (1.9)

103 (62.8)
46 (28)
0 (0)
4 (2.4)
1 (0.6)
7 (4.3)
3 (1.8)

Values are frequencies with percentages in parentheses, unless otherwise stated.
ED, emergency department; GP, general practice; LIU, local injury unit.
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Table 3

Percentage response to optimal option for survey items (scores reversed for negatively worded items) and mean values for UCSQ domains

Description

National

Overall rating of care (%, excellent)
Entry into the system—mean (SD)

35.9
37.6
4.12 (0.75) 4.14 (0.8)

I did not know which service to go to about this problem.
I felt that the first service I tried was the right one to help
me.
I felt sometimes I had ended up in the wrong place.
Progress through the system—mean (SD)

39.3
45.8
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My concerns were taken seriously by everyone.
I was made to feel like I was wasting everyone’s time.
I had to push to get the help I needed.
I moved through the system smoothly.
It took too long to get the care needed.
I felt that no one took responsibility and sorted out
my problem.
I saw the right people.
I felt I was given the wrong advice.
Services did not seem to talk to each other.
At each stage, I was confident in the advice services gave
me.
Patient convenience of the system—mean (SD)
Travelling to services I needed was easy.
I was told how long I’d have to wait.
Services had the information they needed about me.
I had to repeat myself too many times.
Services understood that I had responsibilities, like my
need to look after my family.

South*

South
Mid-West* East

North
East*

West

Dublin North
East

Dublin
Midlands

Dublin
South

29
4.12
(0.73)
42
41.6

33.8
36.7
4.08 (0.72) 4.11 (0.82)

37
4.08 (0.7)

42.6
4.02 (0.83)

35.3
4.20 (0.70)

35.4
4.21 (0.69)

36
42.4

33.9
41.7

35.2
46.6

42
49

40.9
48.5

34.3
36.1
28.4
3.96 (0.75) 4.06 (0.74) 3.88
(0.79)
37.8
42.9
39.4
39.2
42.6
35.1
29.9
35.1
28.1
27.1
30.4
27.6
26.5
27
24.2
30.4
36.5
26.6

31.9
36
3.99 (0.67) 4.00 (0.79)

31.2
32.4
3.87 (0.75) 3.91 (0.83)

37.4
3.96 (0.78)

39.6
3.97 (0.69)

33.1
33.8
25.9
26.3
23.7
25.2

38.2
41.2
33.1
27.1
31.5
32.5

33.9
34.6
21.3
19.7
20.5
26

35.1
39.3
31.1
26.2
27.9
26.5

43.6
42.6
34.4
29.4
26
35.1

35.6
42.9
28
28.4
29.4
33.3

30.0
32.2
20.1
27.4

31.2
30.9
20.3
26.6

34.5
39.6
21.4
29.6

23
26
19.5
21.3

27.2
27.4
18.7
26.5

29.5
35.7
22.6
30.1

29.2
35.8
18.5
29

44
43.9

35.4
37.4
22.6
29.9

28.4
23.2
17.3
24.8

3.76 (0.76) 3.88 (0.72) 3.69
(0.77)
34.7
37.7
33.3
17.6
24.5
15.1
32.7
37
31.3
29.6
27.4
28.9
25.4
23.8
22.9

*Regions that undertook large-scale reconfiguration programmes.
UCSQ, Urgent Care System Questionnaire.

39
50.6

3.69 (0.74) 3.83 (0.78)

3.70 (0.74) 3.73 (0.83)

3.77 (0.75)

3.81 (0.68)

27
12.1
31.2
23.9
15.8

33.3
14
32.3
27
24.8

39.9
16
35.5
34
28.9

28.3
20.3
32.3
34.6
26.1

35
19.4
31.5
32.9
30.3

32.2
18.2
30.3
27.4
29.2
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ranging series of changes to urgent and emergency care
services, reported signiﬁcantly lower ratings than those
in Dublin North East, which has undertaken little
change. The Mid-West is a predominantly rural region
with a relatively low population density, where emergency care is centralised to a single centre, while Dublin
North East is a densely populated urban area containing
three large public EDs. Participants in the Mid-West
used more services than those in Dublin North East,
implying a longer pathway to deﬁnitive treatment. This
has previously been shown to be negatively associated
with patient experience.1 The Mid-West reconﬁguration
programme was designed to ensure that patients
received care in a setting that is appropriate to the severity of their condition as quickly as possible:10 our study
suggests that this may not have been achieved, but a
deﬁnitive conclusion is not possible without data from
the period before reconﬁguration occurred. The other
regions where reconﬁguration took place, the South and
North East, also have relatively low population densities
but participants in these regions used comparatively
fewer services than those in the Mid-West and gave
overall ratings of care that were above the national
average. In these regions, some centralisation of emergency care has taken place but at least two EDs remain
in operation, compared with just one ED in the
Mid-West. In the regions where little or no reconﬁguration has taken place, several EDs continue to operate,
often with little formal integration of governance structures across sites and services.
It is possible that ongoing public negativity around the
reconﬁguration of acute hospital services in the
Mid-West may have inﬂuenced participant responses.
Changes to healthcare provision often meet with public
opposition, characterised by a rejection of the justiﬁcations for change advanced by policymakers.14 15 For
example, previous studies exploring patient experiences
of healthcare reconﬁguration have failed to identify
consistent positive patient responses to changes in
gynaecology services16 and GP out-of-hours provision.17
The respondents in this study were particularly
dissatisﬁed with aspects of their care relating to communication and most satisﬁed with aspects of care around
accessing the appropriate service and feeling cared for.
These patterns of item endorsement are very similar
to those found in a UK study using the same instrument.4 Previous studies of patient experiences of
primary care and EDs have also identiﬁed communication around waiting times and physician empathy as
important predictors of patient perceptions.18 19 In
the Irish context, this may be a signal that while there
have been many changes directed at individual urgent
and emergency care services, there is still insufﬁcient
attention to the delivery of a whole system approach to
communication between providers. Our study suggests
that there is a particular problem with care episodes
that involve contact with public EDs and out-of-hours
GP care.

Strengths and limitations
This is the ﬁrst national study of the patient experience
of different urgent and emergency care models. For
patient experience studies to be worthwhile, they must
produce recommendations on attributes that are modiﬁable by policymakers, and in this paper, we present data
on the aspects of care that are in greatest need of attention.18 The survey method employed in this study is an
innovative way to gain access to people who have had an
urgent or emergency care episode. Since recruitment
did not require the cooperation of individual service
providers, we are able to provide a comprehensive analysis of the experience of service users in all parts of
Ireland over the reference period. However, the survey
method has several potential sources of bias. First, some
participants may have accessed services outside of their
region of residence, potentially impacting on the accuracy of regional data. Second, patients who died following
contact with urgent and emergency care services are
not covered by the study. Finally, only individuals with
phones were sampled, potentially excluding some
service users.
The survey instrument identiﬁed few signiﬁcant differences between regions. It is possible that policy initiatives designed to create streamlined regional care
systems have not been successful. It is also possible that
it is still too early in the implementation cycle to judge
the success of these initiatives, in which case the current
study provides a useful baseline for future patient experience studies. Alternatively, it is possible that UCSQ scale
scores are not sensitive to the signal of regional differences in patient experience. This may be because the
instrument covers a very broad spectrum of severity: it
may be more useful to focus only on patients with more
serious healthcare episodes where a well-functioning
system is a strong determinant of experience.
Finally, it is important to note that the generalisability
of study results may be somewhat limited outside of the
Irish context, which has its own unique conﬁguration of
urgent and emergency care provision. However, comparing various models of care situated within the same
national healthcare context may be viewed as a strength
of the study, as it facilitates comparisons that are not
always possible when comparing across national boundaries due to varied system compositions and policy
contexts.
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CONCLUSION AND IMPLICATIONS
There does not appear to be a consistent relationship
between the type of regional care model implemented
in different parts of Ireland and patient experience.
Scale-level data may not offer a useful metric for comparing different models of care as few differences were
detected at this level. Instead, it is recommended that
policymakers in Ireland use the item-level data produced
in this study as a baseline against which future efforts to
improve urgent and emergency care experiences are

Open Access
measured longitudinally. Inability to explore ‘before and
after’ comparisons hampered the ability of this study to
make meaningful inferences about the impact of
changes in healthcare provision in speciﬁc regions. It is
thus recommended that health system administrators
intending to implement changes identify and measure
relevant outcome factors prior to implementing changes
in order to facilitate examination of their impact on
factors of interest.
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