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Summary

Background. Out-of-hours services in 
Norway have not been systematically 
assessed and no national statistics 
exist. This article reports a pilot study 
of requests to three casualty clinics and 
the activities related to these requests.

Material and methods. All requests 
to the three clinics, day and night for 
four weeks in the spring of 2006, were 
recorded. Variables and definitions 
were discussed with all participating 
personnel before start. A coordinator at 
each casualty clinic was responsible for 
ensuring data quality and sending data 
to the study centre weekly.

Results. 5,041 requests were recorded. 
Contact rates per 1,000 inhabitants 
ranged from 29 to 84. In two casualty 
clinics a large majority of the contacts 
were given the priority grade «not 
urgent». In one casualty clinic the rate 
«acute» was more than twice the rate 
in the two others. The rate of consulta-
tion with GPs differed, but the rate of 
home visits and acute response by 
ambulance and GP was low in all the 
casualty clinics.

Interpretation. Large differences were 
identified regarding several factors 
affecting requests to casualty clinics in 
Norway. This pilot study supports the 
need for a larger and more representa-
tive study.
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There is no regular national recording of in-
formation regarding the out-of-hours servi-
ces in Norway; e.g. the number of requests,
who makes the requests, the degree of emer-
gency or what action has been taken. In
some places local records are available on
the number of requests to casualty clinics or
local Medical Emergency Communication
Centres (LEMC), the number of consulta-
tions and other types of information, but dif-
ferent definitions have been used and recor-
ding is not done in the same way, so compa-
risons are not possible. The Norwegian
Labour and Welfare Organisation (NAV)
have information of interest in this context
(e.g. reimbursement card for GPs), but this
is not available for the public.

One of the responsibilities of the National
Centre for Emergency Primary Health Care
(1) is to contribute to public statistics, survey
development trends and provide a basis for
research projects. The Centre has therefore
planned The Watchtower Project, which is
to record relevant data from a representative
selection of municipalities or out-of -hours
districts. As an introduction to the project, a
pilot study was undertaken at three different
types of casualty clinics in the spring of
2006. The main aim of this study was to test
the groups of variables, the method of recor-
ding and the practical conditions and to give
a first indication of the extent and distributi-
on of requests, consultations, priority grades
and action taken at casualty clinics in Nor-
way. Data from the pilot study form the basis
of this article, which concerns requests to
out-of-hours services and the action taken in
response.

Material and methods
Three casualty clinics took part in the pilot
study in response to an open invitation given
to clinics and at conferences. Tromsø’s out-
of-hours service represents a larger town
(63 596 inhabitants), Nordhordland’s ser-
vice is an intermunicipal cooperative that
covers seven municipalities (29 021 inhabi-

tants) and Nes is a medium-sized central ru-
ral district (18 022 inhabitants) (2). All three
had an organized out-of-hours service with a
24-hour clinic with nurses. The Tromsø –
and Nordhordland services had nurses and a
doctor in their clinic at all hours, whereas
Nes had a doctor on duty in another location
than the nurse during the day on weekdays.

The three casualty clinics recorded all re-
quests at all hours for four weeks from 6.3.
2006 to 2.4. 2006. The following variables
were recorded for each request/patient:
home municipality (number and name of
municipality), year, week number, day of the
week, time of day or night, sex, age, mode of
contact, degree of urgency and action taken.
Diagnoses, symptoms or problems were not

Main Message
■ Contact rates and distribution of priority 

grades varied largely between the three 
casualty clinics

■ A third of the requests were dealt with 
by a nurse alone

■ Home visits and ambulances with 
doctors were rarely used at the three 
clinics
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Box 1

Definition of priority grades 
in accordance with the Norwegian 
Index for Medical emergency 
Assistance (and triage) (3)

Green priority: Normal
■ Able to wait for the first suitable oppor-

tunity. Local instructions should be 
worked out for dealing with these 
cases according to the time of day or 
night

Yellow priority: Urgent
■ A possibly serious condition where 

the vital functions may be under threat 
and there is need for a rapid assess-
ment by a doctor

Red priority: Acute
■ Critical condition which is life-threa-

tening or potentially life-threatening, 
where the vital functions are unstable 
or under threat
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recorded for the requests. The time of day
was defined as day (8 am–3 29 pm), evening
(3 30 pm–10 59 pm) and night (11 pm–7 59
am). The degree of urgency (priority grade)
was measured according to the Norwegian
Index for Medical emergency Assistance
(Triage box 1) (3). Data were collected at the
individual level and each request counted as
a unique entry in the matrix. Data from each
week, Monday 00:00 hrs up to and including
Sunday 24:00 hrs of the same week, were
sent to the National Centre for Emergency
Primary Health Care by the end of the fol-
lowing Wednesday.

The nurses on duty did the recording. All
variables and possible interpretations were
explained and clarified with all the nurses
and their leaders at meetings with the project
leader before the start of the project. The
form to be used for recording was also tested
out by the clinics beforehand. The nurses
were responsible for recording requests to
the out-of-hours service consecutively, whe-
reas quality assurance and submitting of
data was delegated to a defined project coor-
dinator at each clinic. The project coordina-
tor was to ensure that data from all requests
were correctly recorded each week.

The Centre had prepared a recording form
in an Excel accounting sheet, which was
used by the Nes – and Nordhordland clinics.
Tromsø used their own electronic pro-
gramme (tested and accepted by the Centre
beforehand), which was specially suited to
the pilot study’s aims.

The statistical programme SPSS version
13.0 was used to analyze the results. Chi-
square tests were used and the statistical sig-
nificance was defined as p < 0.05.

Results
Requests
The three clinics covered a population of al-
together 110 639 inhabitants and received a
total of 5 041 requests during the study peri-
od. The rate for all requests collected during
the four weeks was 46/1 000 inhabitants (29
in Tromsø, 47 in Nes and 84 in Nordhord-
land). The total proportion of women was
55 %, with small variations between the cli-
nics. There were significant differences in
age among the patients requesting help from
the three clinics (p < 0.0001). In total, the
age group 0–14 years comprised a third of
the requests. Patients above 60 years of age
represented the lowest proportion of requ-
ests at all three clinics (Table 1).

Of all requests, 64 % were recorded on
weekdays and 36 % at weekends. Requests
to the three clinics were fairly evenly distri-
buted during weekdays (results not shown),
but the timing of requests varied a lot. Whe-
reas requests (per 1 000 inhabitants) made to
the clinics during normal work hours was se-
ven times higher in Nordhordland than in
Tromsø, the rate at night was fairly similar.
Figure 1 shows the request rate per 1 000 in-
habitants at different times of the day or

night all days of the week. Only 25 % of the
patients in Tromsø rang before presenting at
the clinic, while those in Nes (83 %) and
Nordhordland (91 %) usually called before
coming. Requests from the Emergency Me-
dical Communication Centres (EMC) com-
prised less than 2 % in all the casualty cli-
nics.

Degree of urgency
There were significant differences in the dis-
tribution of the recorded priority grades
among the clinics (p < 0.0001) (Figure 2).
Nes and Nordhordland had a large majority
of the priority grade green, whereas Tromsø
had equal proportions of yellow and green.
The priority grade red comprised 7 % of the
grades in Tromsø (more than double the
number in Nes and Nordhordland). The pri-
ority grade red was given most frequently at
night, and patients above 60 years accounted
for the largest number of reds in all three cli-
nics.

Action taken
Table 2 shows the action taken in response to
the requests. There were large differences in
the rates of consultations that were conclu-
ded both with a doctor and advice from nur-
ses. Nes and Nordhordland had comparable
proportions of consultations with yellow
grades (71 % and 76 %), while Tromsø had
83 %. Tromsø also had the highest percent-
age of consultations with green and red gra-
des and the highest percentage of consulta-
tions in all age groups of patients.

The proportion of doctor and ambulance
and home visit by a doctor was highest for
patients above 60 at all three casualty cli-
nics, and there were no home visits in the
0–14 age group recorded.

Discussion
The pilot study adhered to the protocol with-
out many practical problems. The routine for
keeping records worked well and the experi-
ence provided the basis for developing the
Watchtower Project at a nationally represen-
tative level. The choice of casualty clinics
for the pilot study was strategic, but even
though a large number of inhabitants gave
stable results already during four weeks, we
do not know how representative our casualty
clinics are in relation to the rest of the coun-
try. We therefore choose to put less emphasis
on the absolute levels of requests and mea-
sures taken and instead concentrate on the
large differences found between the three
casualty clinics. Even so, this is probably the
largest and most systematic study of out-of-
hours service requests in Norway. The re-
sults indicate that out-of-hours service activ-
ities in Norway differ greatly between muni-
cipalities. The population’s use of and the
municipality’s planning needs for such ser-
vices vary independently of the medical
needs, strictly understood, which are pre-
sumably very much alike in a country such

Table 1 Requests to three casualty clinics 
(covering a total population of 110 639 inhabi-
tants) were recorded over four weeks. The 
5 041 requests were grouped by age per 1 000 
inhabitants

Age 
(years) Nes Tromsø

Nord-
hordland

0–14 18 8 28

15–34 9 10 23

35–59 12 7 18

60+ 7 4 13

Figure 2 Priority grades recorded over 
four weeks (5 041 contacts) in three out-of-
hours districts; rates per 1 000 inhabitants 
in a total population of 110 639

Green Yellow Red

Rate per 1 000 innhabitants

Nes Tromsø Nord-
hordland

0

10

20

30

40

50

60

70

80

Figure 1 Requests to the emergency servi-
ces by day, evening or night, recorded over 
four weeks (5 041 contacts) in three emer-
gency service districts (rates per 1 000 inha-
bitants in a total population of 110 639)
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as Norway. The large variation in the contact
rate during work hours may be due to more
difficult access to GPs in some districts.

A study of out-of-hours services and the
RGP Scheme (4) in Skien in 2004, showed
that poor accessibility was mainly due to
poor telephone services and a varying cap-
acity to receive patients needing emergency
care, as well as the degree of service-min-
dedness from the staff at the doctors’ surge-
ries. The RGPs’ accessibility has not been
considered in this study, but may be a pos-
sible cause of the high off-hours contact rate
in Nordhordland. The study of the RGP sc-
heme and the out-of-hours service in Bergen
from 2004 (5) showed that three quarters of
those contacting the casualty clinic in Ber-
gen had not tried to contact their RGP first
and of those that had done so, only 8 % re-
ceived an appointment for the same day.

A possible explanation for why most pa-
tients in Nordhordland called the casualty
clinic first is that the clinic there gives clear
public information. The management and
staff have «trained» people in the district to
contact the casualty clinic by phone and they
have adhered to this routine consistently.

The casualty clinic in Nes has not had a doc-
tor present during office hours, but rather a
doctor on call at the GPs’ surgery. This may
explain why the local people also in Nes
contacted the casualty clinic by phone. The
proportion of patients at the three casualty
clinics who were advised by nurses varied
greatly. There may be several reasons why
Tromsø had the lowest proportion. But 72 %
of the patients who contacted the Tromsø
clinic went there directly without phoning
first and it is often easier to offer consulta-
tions with a doctor when patients are on the
spot. The Tromsø clinic also had a much
higher rate of yellow and red priority grades
than the other two clinics. In accordance
with the Medical Index, nurses are not to ad-
vise patients as the final measure in emer-
gency cases with a yellow or red grade.

The low proportion of home visits and
doctors sent out with ambulances in this stu-
dy cannot entirely be explained by intermu-
nicipal cooperatives, as the proportion was
low also at the municipal level.

There is a great need of epidemiological
data on emergency services in Norway, but
there is no national system for checking rele-

vant activity data. Developing a system for
collecting data from a large representative
selection is probably the only project that
can be carried out with sufficient quality and
validity as of today. The National Centre for
Emergency Primary Health Care has seen it
as their task to set up just such a monitoring
system. Based on our experience from the
pilot study, we will be carrying out a full sca-
le project from 2007.
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Table 2 Action taken for all requests to three emergency clinics during four weeks; total numbers, distributions between the actions and rates per 
1000 inhabitants

Nes Tromsø Nordhordland All

N %
Rate per 

1 000 N %
Rate per 

1 000 N %
Rate per 

1 000 N %
Rate per 

1 000

Nurse advice 220 26 12  334 18 5 1 070 44 37 1 624 32 15

Telephone consultation with doctor 120 14 7  89 5 1  102 4 4 311 6 3

Consultation with doctor 454 54 25 1 304 73 21 1 151 48 40 2 909 58 26

Doctor sent with ambulance 7 1 0.3  29 2 0.5  24 1 0.8 60 1 0.5

Home visit with doctor 13 2 0.7  14 1 0.2  4 0 0.1 31 1 0.3

Other1 23 3 1  17 1 0.3  62 3 2 102 2 1

Missing 3  0  1 4

Total 840 100 1 787 100 2 414 100 5 041 100

1 Sending of ambulance without doctor, referral to police, crisis centre etc.
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