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Abstract
Objective: Five years after its introduction, to evaluate
the 1992 reform in the out of hours service in
Denmark.
Design: Comparison of data before and after reform.
Data were collected from published reports, Danish
national health statistics, and the Danish trade union
for general practitioners.
Setting: Denmark.
Main outcome measures: Number of out of hours
services; workload of general practitioners; cost of the
service; patient satisfaction.
Results: Five years after the reform, the percentage of
telephone consultations had almost doubled, to 48%.
Consultations in doctors’ surgeries were relatively
unchanged, but home visits were much reduced, to
18%. The percentage of doctors who worked 5 hours
or more out of hours per week dropped from about
70% to about 50%. Overall patient satisfaction in 1995
was high (72%).
Conclusion: The organisation of the out of hours
service, with a fully trained general practitioner in a
telephone triage function, is working satisfactorily.
Many calls that previously would have required home
visits are now dealt with by telephone or through
consultations. The out of hours workload for general
practitioners has decreased considerably.

Introduction
During the past decade, out of hours services have
been the object of attention in many countries. In
Denmark more and more general practitioners
became dissatisfied with the workload during out of
hours periods. As a result the whole system was
reformed on 1 January 1992. The new agreement was
part of a reform that aimed to transfer both costs and
working hours from out of hours periods to daytime.

Apart from the out of hours service provided by
the general practitioners, casualty departments run
accident and emergency services in most hospitals.
There is an ongoing debate about how to integrate the
two services.

The principles of the reform have been detailed
elsewhere.1 We report the main points of the reform
and describe the effects on number of out of hours
services, workload for general practitioners, the cost of
the service, and patient satisfaction.

The change
Before 1992, there were three main types of out of
hours service in Denmark. For many years the patients’
own general practitioners provided most of the out of
hours services. Later it became common for several
practitioners in an area to join a rota system to run the
service. In most of the larger towns there was a
deputising service, in which a non-medical person
answered the telephone and almost all the patients
received home visits.

Since the reform, each out of hours region covers a
whole county (50 000-600 000 inhabitants). The out of
hours services are planned and run in cooperation by
the general practitioners in a county and the regional
health insurance. The organisation of out of hours
services in a county has been described previously.1

The out of hours period runs from 4 pm to 8 am on
weekdays and throughout Saturdays, Sundays, and
public holidays. All health services in Denmark are still
free of charge for the patients.

A main result of the reform is that patients now
always have direct telephone access to a general
practitioner during the out of hours period. This gen-
eral practitioner has a triage function and decides
whether the patient needs a home visit, a consultation
in an out of hours consultation room, or just telephone
advice. Only fully licensed general practitioners are
allowed to run the triage function. Doctors training for
general practice may do home visits and consultations,
but these are mostly done by general practitioners.

Most counties have now introduced similar
computer facilities, with record systems, electronic pre-
scription, accounting, etc. All doctors in the county use
the same computer system, with a central server. The
doctors on home visits are connected to the triage
centre by portable computers and cellular phones.

The doctors are paid a fee for the services and are
responsible for costs relating to out of hours duty. Dif-
ferent fees are paid according to the type of care pro-
vided, so that the triage doctor is encouraged to use
telephone advice instead of offering patients a home
visit or referring them to the consultation room.

Duty sessions are kept short—typically eight hours.
General practitioners must undertake only one night
duty every 35 nights and one evening duty every 15
evenings, and in most places it is possible to be
completely free from these duties. The duty is planned
so that the doctor is busy and the income is acceptable.
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Methods
Data were collected by searching the national and
international literature for articles concerning out of
hours services, and our own earlier studies were also
used.2 The Danish national health statistics contributed
data on economic aspects and the number of services
used by the population. These data are highly valid
because they are based on accounting figures. The
Danish trade union for general practitioners makes
regular questionnaire surveys of general practitioners
on different aspects of their work (income, workload,
etc). The response rates are typically 90%, and the sur-
veys are considered very valid. Many counties in
Denmark have surveyed patient satisfaction since the
reform, and some of them have comparable studies
before the reform in 1992. We report the results of the
largest and methodologically best studies.

Results
Distribution of services
Figure 1 shows the distribution of the three types of
service—a home visit, a consultation at the out of hours
consultation room, and advice over the telephone. The
reform resulted in a remarkable change in service dis-
tribution: home visits dropped from 46% to 18%,
telephone consultations almost doubled to 48%, and
surgery consultations were relatively unchanged (24%
to 33%). The total number of services decreased by
11% just after the reform, but has now reached a level
slightly (1%) higher than before the reform.

Economic aspects
The rearrangement of the out of hours service was part
of a comprehensive reform in primary health care,
which also included an increase in fees for daytime
services. Overall, the reform increased the income of
almost every general practitioner, and general practi-
tioners now earn a larger part of their salary on their
daytime work. Though 9.6% of the general practition-
ers received more than a third of their salary from out
of hours work in 1990, the proportion had fallen to
3.5% in 1993 and 1.8% in 1995.3 4 The expenses for all
out of hours services for the whole country decreased
by 16% between 1991 and 1992. However, they have
now reached a level very close to that of 1991.5

Workload
Figure 2 shows that general practitioners’ out of hours
workload has decreased since the introduction of the
reform.3 If some general practitioners in a county like
to do more than their share of the out of hours work,
some of their colleagues can be let off. The proportion
of general practitioners doing no out of hours work
rose from 23% in 1990-1 to 36% in 1993-5 (44% of
singlehanded practitioners in 1995).3 4

Patient satisfaction
The proportion of satisfied or partly satisfied patients
was higher in 1991 than in 1992. Table 1 shows figures
from one of the big counties (n = 460 000).6 Patient
satisfaction began to increase again as people got used
to the service. In 1995 only 19% were not satisfied, but
this is still significantly more than in 1991 ( < 0.0001).
Table 2 shows the distribution of satisfaction for
patients attending the out of hours service in 1995 in
the county of Vejle (n = 330 000).7 The patients who
did not get the type of service they expected mainly
received telephone advice, when they typically
expected a home visit. Overall, 72% were satisfied.
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Table 1 Patient satisfaction with out of hours service before and
after reform. Number (percentage) of respondents to
questionnaires sent to random sample of patients contacting the
out of hours service in September 1991, September 1992, and
January 1995 (response rates were 76%, 75%, 77%
respectively)

Year Not satisfied Partly satisfied Satisfied

Old arrangement

1991 (n=465) 59 (13) 89 (19) 317 (68)

New arrangement

1992 (n=325) 90 (28) 71 (22) 164 (51)

1995 (n=1203) 230 (19) 303 (25) 670 (56)

Table 2 Patient satisfaction with out of hours services in
Denmark. Number (percentage) of respondents to questionnaire
sent to all 2200 patients contacting the out of hours service in
week 44, 1995 (response rate 53%)

Got the type of service
they expected Not satisfied Neutral Satisfied

Yes (n=999) 99 (10) 113 (11) 765 (77)

No (n=165) 51 (30) 37 (22) 74 (45)

All patients (n=1164) 150 (13) 150 (13) 839 (72)
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Discussion
Medical outcome
We could not find any Danish data that compared
health status before and after the out of hours reform,
but we have no reason to suspect that the reform has
changed medical outcomes. A study from Leicester,
England, comparing out of hours care provided by
patients’ own general practitioners and commercial
deputising services did not find any differences relating
to health status.8 It also showed no significant
differences in the number of follow up visits, prescrip-
tions, or hospital admissions between patients treated
by practice doctors and patients treated by deputising
doctors, but an earlier study showed a higher (but non-
significant) admission rate when out of hours services
were provided by general practitioners from a nearby
practice compared with doctors from the patients’ own
practice.9

Some people thought that the subsequent use of
health services would increase if general practitioners
other than the patient’s own did the out of hours ser-
vice. However, between 1991 and 1993 the total
number of contacts in primary care during daytime
increased only slightly (1.8%).10 11

Distribution of services
The increase in demand for out of hours services is
mainly due to an increase in telephone consultations.
As well, many calls that previously would have required
home visits are now dealt with over the telephone or
through consultations. Replacing a high proportion of
out of hours contacts with daytime contacts has been
shown to be medically safe.12–14 A study in England
found that practice doctors were more likely to give
telephone advice than deputising doctors.15 Other
studies have found nearly the same overall visiting rate
for doctors from the practice and doctors from a prac-
tice nearby.9 To give proper telephone advice, it is cru-
cial that experienced general practitioners undertake
the telephone triage.

The decline in home visits between 1990 and 1991
is due to the fact that some counties introduced the
new arrangement on 1 October 1991. Also, the debate
about the coming reform could have initiated the
change in service distribution.

Workload
The workload for individual general practitioners has
decreased considerably. The finding that about a third
of all general practitioners have no out of hours work
at all will probably remain constant, reflecting the
difference between young general practitioners, who
would like to do more out of hours work to earn more
money, and older ones, who prefer more spare time. In
addition, many general practitioners express their
satisfaction with the new type of contact with their col-
leagues. In the United Kingdom in 1989-90, general
practitioners had an average of 26 hours on call, but
nearly a third of the general practitioners had no regu-
lar out of hours work.16

However, if the rise in demand for out of hours
services continues, fewer general practitioners will be
able to opt out of the service. And it may be difficult to
maintain the upper limit of out of hours work given in
the 1992 agreement.

This reform and the introduction of computer
facilities have made it possible for a few doctors to
manage a large population during out of hours
periods. For example, only six or seven doctors are
running the out of hours service at night in the county
of Aarhus, which has 600 000 inhabitants. The compu-
ter record system also supplies automatic feedback to
patients’ own doctors after out of hours contacts. The
message is sent to the general practitioner on the next
weekday by email, fax, or ordinary letter, as
appropriate.

Patient satisfaction
The decrease in patient satisfaction is disappointing,
but satisfaction is now rising again. Part of the explana-
tion could be that the population has been given far
too little information about the background for the
reform, and also that politicians failed to tell the public
about the intentions of the new arrangement. As one
might predict, most of the unsatisfied patients did not
have their expectations fulfilled. In time, when people
have expectations that match reality better, overall sat-
isfaction will probably be even higher. Nevertheless,
patients adjusted quite easily to the changes, and
patients’ evaluation is acceptable, with 72% satisfied.
The Leicester study showed an overall satisfaction
score for practice doctors of 71% and for deputising
doctors of 62%.8 Comparisons should be made
between care provided by different types of out of
hours services. We are planning to compare Denmark
and Britain by using a Danish version of a new English
questionnaire that measures patient satisfaction with
out of hours primary medical care.17

Due to a high degree of similarity over the whole
country in provision of services, and to the use of com-
puters, the new system has, as a side effect, increased
possibilities for research. Large epidemiological stud-
ies on the out of hours system can now be carried
out.18 19 With the increasing demand for out of hours
services, more research into the possibilities of replac-
ing out of hours with daytime services is necessary.
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Key messages

+ The out of hours reform in Denmark has
resulted in an organisation with a fully trained
general practitioner performing the telephone
triage function

+ Hours on call for general practitioners have
decreased considerably

+ Home visits have largely been replaced by
telephone consultations

+ Patient satisfaction has declined slightly
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Shifting of care for diabetes from secondary to primary
care, 1990-5: review of general practices
Elizabeth C Goyder, Paul G McNally, Michael Drucquer, Nicola Spiers, Johannes L Botha

An annual and comprehensive review is regarded as a
crucial element of structured diabetes care,1 2 and gen-
eral practice is increasingly providing this service.3

Developments in diabetes care in general practice have
been encouraged by changes in national policy, which
since 1993 have included specific payments for doctors
offering structured diabetes care, and local initiatives
including diabetes education programmes and multi-
practice audits.

We examined attendance by diabetic patients at
outpatient clinics and general practices between 1990
and 1995 to determine whether there had been a
change in the proportion of patients with diabetes
reviewed in primary and secondary care. The practices
were running diabetes programmes that qualified for
payments for management of chronic diseases in 1995.

Subjects, methods, and results
Of 10 general practices selected at random in the city
of Leicester, seven agreed to participate, and five of
them had organised diabetes care programmes. The
two other practices did not organise routine review for
their patients with diabetes and were excluded from
this analysis. Five hundred and fourteen adult patients

(1.53% of the total population) who had diabetes diag-
nosed before 1995 and were still registered at the end
of 1995 were identified from prescribing records and
practice registers. Dates of diagnosis, visits to diabetes
outpatient clinics, and diabetes reviews in general
practice were extracted from general practice records
between February and June 1996. A diabetes review in
general practice was defined as a contact with a doctor
or nurse, including examination for at least three
potential complications or risk factors—for example,
retinal examination, foot examination, urine analysis,
weight, and blood pressure. Visits related only to
diabetes control were therefore excluded.

The table shows trends in patterns of care. Overall,
the proportion of patients reviewed annually in
general practice doubled from 17% (48/282) in 1990
to 35% (180/514) in 1995, and the proportion seen in
diabetes outpatient clinics fell from 35% (99/282) to
30% (155/514). The patients seen in both primary and
secondary care in the same year fell from 6% to 2%,
and the proportion reviewed in neither setting
decreased from 54% to 37% (table). Of the 282 patients
diagnosed before 1990 and still registered at the end of
1995, 42 were reviewed in general practice in 1990 and
84 in 1995 (P < 0.001 by McNemar’s test). The

Numbers (percentages) of patients with diagnosed diabetes reviewed in general practices and diabetes outpatient clinics between 1990
and 1995

Setting 1990 (n=282) 1991 (n=318) 1992 (n=358) 1993 (n=412) 1994 (n=454) 1995 (n=514)

General practice 32 (11) 34 (11) 62 (17) 78 (19) 145 (32) 168 (33)

Outpatient clinic 83 (29) 102 (32) 123 (34) 124 (30) 134 (30) 143 (28)

Both 16 (6) 16 (5) 11 (3) 9 (2) 9 (2) 12 (2)

Neither 151 (54) 166 (52) 162 (45) 201 (49) 166 (37) 191 (37)
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proportion of newly diagnosed patients (n = 232)
reviewed in general practice in the year after diagnosis
also increased over the same period (P = 0.001 by ÷2

test for trend), and the number of new cases diagnosed
annually increased from 36 in 1990 to 60 in 1994
(P = 0.02).

Comment
This study shows an increase in both case finding and
the proportion of patients with diabetes being
reviewed within general practice. This finding applied
to both newly diagnosed cases and to those diagnosed
before 1990. However, the proportion of patients
being seen in outpatient diabetes clinics did not fall
proportionally. Greater activity in primary care may
increase the pressure on hospital services through
increased detection of problems requiring referral,4 but
we found no evidence that the number of patients seen
in general practice and outpatient clinics in the same
year had increased.

As with other recent changes in general practice
activity,5 the previously unmet needs of patients are
more likely to be met than care being shifted from

outpatient clinics to general practice. More than a third
of patients were not reviewed at all in 1995, so the
scope for increasing activity in general practice is large
but unlikely to be easily funded by taking resources
from secondary care.

We thank all the general practices and patients with diabetes
who contributed to the study.
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A memorable patient
Psychiatric problem dismissed

I was a medical student in my first clinical rotation, assigned to a
medical firm under a consultant renowned for his diagnostic skills
and general medical approach in an ever specialising world of
internal medicine. I first saw the patient in the senior house
officer’s (SHO) new patient clinic, and with my fellow students
watched on impressed, as the highly motivated and extremely
capable SHO took a painstakingly detailed history from a
intelligent woman in general good health, who spoke animatedly
about herself and her symptoms. She described recurrent
episodes of apparent hypoglycaemia, which came on without
warning, leaving her with an array of symptoms including tremor,
confusion, tachycardia, and general malaise. The diagnostic
possibilities were too much for us first time clinical medical
students, but one thing was certain; this lady was ill and required
a full evaluation as soon as possible. The patient was duly
admitted to the ward and was clearly relieved to be thus taken
care of. The SHO had done his job and was eagerly awaiting the
diagnostic findings which would prove his industrious capability.
The next day was the consultant’s ward round and the SHO
presented the lady’s history while the consultant started to shake
his head. No further history or examination was required and the
consultant’s words were both straightforward and authoritative.
“You can go home, there’s nothing wrong with you.” The
implication was clear, the lady was not ill and had no business to
be wasting valuable time and resources on a busy medical ward. I
was indeed impressed with the consultant’s decisive action as well
as his diagnostic ability based on an intuitive appreciation of the
patient in question and her hysterical symptoms. The SHO was
clearly upset by the situation and the case was not open to
discussion.

It has taken me several years to gain sufficient knowledge in
order to reconsider this case, which has lingered in my memory
as a diagnostic question. I have now come to realise that neither
consultant nor SHO had been correct. The lady in question had

actually given a near perfect description of panic attacks typically
described by recurrent discrete episodes of both physical and
emotional symptoms of anxiety. The junior doctor had elicited a
perfect history and the consultant had correctly pronounced that
there was nothing physically wrong. Yet this lady had a clearly
defined psychiatric disorder which, although seriously
debilitating, was treatable.

My current practice as a psychiatrist has brought me into
contact with many such patients who have continued to baffle
their doctors and have undergone numerous unnecessary
diagnostic tests before receiving the correct diagnosis and
treatment in the hands of a well informed doctor or psychiatrist. I
suspect that the same scene is repeating itself in casualty
departments and even medical wards as full awareness of these
patients’ condition is sadly lacking. As for the lady in question, it
has been estimated that there is an average lapse of 10 years
before a correct diagnosis of panic disorder is reached, and I
assume, therefore, that despite earlier diagnostic neglect, she is
now being adequately treated.1

Hillel Davis, psychiatrist, Jerusalem

1 Sheehan DV, Ballenger J, Jacobsen G. Endogenous anxiety with phobic, hysterical,
and hypochondrial symptoms. Archives of General Psychiatry 1980;37:51-9.

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied on a
disk. Permission is needed from the patient or a relative if an
identifiable patient is referred to. We also welcome contributions
for “Endpieces,” consisting of quotations of up to 80 words (but
most are considerably shorter) from any source, ancient or
modern, which have appealed to the reader.
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