GPs in Urgent Care

A walk-through for visiting Dutch GPs — what we do, who we see, and why a generalist sits inside emergency care

Presenter: Dr James Thaxter, GP — Urgent Care Centre



BEFORE WE START

A quick show of hands

' Do you work out-of-hours shifts at a huisartsenpost?
' Have you ever sent a patient straight to a hospital ED without seeing them yourself first?

' How is urgent primary care organised where you work — and how close is it to a hospital?



THE NHS IN BRIEF

Two tiers, one gatekeeper

PRIMARY CARE

GP practices — registered, generalist front
door

Community pharmacy

Dentistry & optometry

Referral
(GP gatekeeping)

SECONDARY / TERTIARY CARE

‘ Hospitals & emergency departments
‘ Specialist consultants
‘ Tertiary/specialist centres



HOW IT'S PAID FOR

Funding & access at a glance

Free at the point of use Funded by general taxation One registered GP practice

No bill at GP or A&E visits for UK residents Not a direct insurance-premium model Holds each patient's longitudinal record



GETTING INTO URGENT CARE

Routes into urgent & emergency care

‘ NHS 111 ‘ 999 ambulance ‘ Walk-in ‘ GP referral

STREAMING / TRIAGE AT THE FRONT DOOR

ED Majors GP-led Urgent Care Centre

Lower-acuity, undifferentiated & generalist-suited
presentations

Higher-acuity / resus-level presentations




ST GEORGE'S URGENT CARE CENTRE

How the UCC is set up

Co-located with the Emergency Department

Same building, same front door — not an off-site clinic

Staffed by GPs alongside nursing colleagues

Generalist medical decision-making embedded in the ED

Patients arrive via streaming from triage

111, walk-in, ambulance and self-presenters all funnel through the same front-door assessment

Operating hours: [insert your local hours]

Cover pattern varies — fill in your actual rota model here



THE CASE FOR GENERALISTS

Why GPs in urgent care

@ Generalist diagnostic skill @ Holistic, biopsychosocial lens

Comfortable with undifferentiated, multi-system presentations — not just

. . . Treats the whole problem, not only the presenting complaint
ruling out the dangerous diagnosis P ¥ P g P

@ Continuity-minded safety-netting @ Reduces unnecessary escalation

Many problems managed and discharged that would otherwise default to

Arranges follow-up and closes the loop back into primary care ..
g P P P Y admission



WHO WE SEE

Patient case mix in the UCC

Minor injuries & wounds Infections (skin, urinary, respiratory) Exacerbations of chronic disease

Undifferentiated same-day illness Mental health presentations Falls, frailty & social presentations

Insert your own approximate % breakdown here if available — more credible than an estimate.



A DAY IN THE SEAT

A typical shift, step by step

Assessment + on-site S

Streamed to the UCC list > : i
diagnostics

Treatment & decision > Discharge or referral

Safety-net plan, community
follow-up, or same-site specialist
hand-off

History, exam, bloods/X-
ray/point-of-care tests as
needed

Via triage from 111, walk-in or
ambulance

IV fluids, oxygen, nebulisers,
analgesia where indicated



TWO SETTINGS, ONE GP SKILLSET

High-street practice vs. the UCC

Central London General Practice

e  ~10-minute booked appointments

e  Strong continuity with own patient list

. Limited on-site diagnostics

o Lower diagnostic uncertainty per visit

St George's Urgent Care Centre

Variable, often longer per-patient time

Little to no continuity, one-off encounters

On-site bloods, X-ray, point-of-care tests

Higher uncertainty, broader acuity range
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WHAT WE CAN DO ON SITE

Investigations available in the UCC

‘ Blood tests ‘

Full panel turnaround supporting same-visit decisions

‘ Chest X-ray ‘

On site, same visit, no separate hospital trip

Point-of-care testing

Glucose, CRP, blood gas, urinalysis — minutes, not days

ECG

Immediate cardiac assessment where indicated
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WHAT WE CAN GIVE ON SITE

Treatments available in the UCC

‘ IV fluids

For dehydration, sepsis-risk and acute illness

‘ Nebulised bronchodilators

For COPD/asthma exacerbations

Oxygen therapy

Monitored supplemental oxygen where needed

Analgesia

Pain management appropriate to presentation
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WHEN THE UCC ISN'T ENOUGH

Same-site access to specialists

UCCGP

Same-site referral — no need to send the patient away and re-refer from scratch.

Orthopaedics Medicine Surgery

Psychiatry liaison
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CASE 1 — DISCUSS AS A GROUP

The 'could go either way' patient

68-year-old man, fall at home, no clear injury, mildly breathless, known COPD. Observations borderline. Lives alone.

‘ Huisarts, huisartsenpost, or straight to SEH in your system?
‘ What's your threshold for admission vs. community management?

‘ Does living alone change the decision — and how?
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CASE 2 — DISCUSS AS A GROUP

The 'low acuity but needs sign-off’ patient

Discuss:
24-year-old, hand laceration from a kitchen knife. Fully e Who manages this in your system — huisarts
sensate, no tendon involvement, tetanus status huisartsenpost, or always SEH for wound care?

uncertain.

e  How are tetanus protocols handled?

e At what point would you involve a specialist?
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BRINGING IT TOGETHER

Key takeaways

@ Generalist, whole-person thinking inside a setting that could otherwise default to a narrow emergency-medicine lens

@ Co-located diagnostics and treatment change what a single urgent-care visit can actually achieve

@ Biggest contrasts with the Dutch model: funding structure, degree of co-location with hospital diagnostics, and how
out-of-hours care is organised



OPEN FLOOR

Discussion

What's one thing from today worth piloting back home?

What's one thing you're glad you don't have to deal with?

17



Thank you

Safe travels, and thank you for comparing notes today.

Dr James Thaxter - james.Thaxter@nhs.net - St George's Urgent Care Centre
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