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ABSTRACT
Objective: To explore reasons for attending a general emergency outpatient clinic versus a regu-
lar general practitioner (RGP).
Design: Cross-sectional study using a multilingual anonymous questionnaire.
Setting: Native and immigrant walk-in patients attending a general emergency outpatient clinic
in Oslo (Monday–Friday, 08:00–23:00) during 2 weeks in September 2009.
Subjects: We included 1022 walk-in patients: 565 native Norwegians (55%) and 457
immigrants (45%).
Main outcome measures: Patients’ reasons for attending an emergency outpatient clinic versus
their RGP.
Results: Among patients reporting an RGP affiliation, 49% tried to contact their RGP before this
emergency encounter: 44% of native Norwegian and 58% of immigrant respondents. Immigrants
from Africa [odds ratio (OR)¼ 2.55 (95% confidence interval [CI]: 1.46–4.46)] and Asia [OR¼ 2.32
(95% CI: 1.42–3.78)] were more likely to contact their RGP before attending the general emer-
gency outpatient clinic compared with native Norwegians. The most frequent reason for attend-
ing the emergency clinic was difficulty making an immediate appointment with their RGP.
A frequent reason for not contacting an RGP was lack of access: 21% of the native Norwegians
versus 4% of the immigrants claimed their RGP was in another district/municipality, and 31% of
the immigrants reported a lack of affiliation with the RGP scheme.
Conclusions and implications: Access to primary care provided by an RGP affects patients’ use
of emergency health care services. To facilitate continuity of health care, policymakers should
emphasize initiatives to improve access to primary health care services.

KEY POINTS
� Access to immediate primary health care provided by a regular general practitioner (RGP) can
reduce patients’ use of emergency health care services.

� The main reason for attending a general emergency outpatient clinic was difficulty obtaining
an immediate appointment with an RGP.

� A frequent reason for native Norwegians attending a general emergency outpatient clinic dur-
ing the daytime is having an RGP outside Oslo.

� Lack of affiliation with the RGP scheme is a frequent reason for attending a general emer-
gency outpatient clinic among immigrants.
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Introduction

Continuity of health care provided by a regular gen-
eral practitioner (RGP) or a specialist physician may be
associated with prevention of illness and death, and
reduced emergency department attendance and emer-

gency hospital admission [1,2]. Norway introduced the
RGP scheme (registered list-patient system) in 2001 in
an effort to provide comprehensive stability and effi-
ciency in the general practitioner–patient relationship.
The present study explored the reasons for attending
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a general emergency outpatient clinic versus a RGP for
an emergency health problem in Oslo among native
Norwegian and immigrant walk-in patients.

The use of emergency health care services has been
increasing in several high-income countries [3,4]. The
number of patients attending emergency services for
non-urgent medical needs is an important contributor
to this increase [5,6]. International studies have sug-
gested that immigrants use emergency services more
for non-urgent health care problems compared with
native populations [7–10]. Studies of emergency service
use worldwide have shown variable results in terms of
immigrants’ use of somatic emergency health care serv-
ices [11,12]. A registry-based study of immigrants’ use
of emergency primary health care in Norway (2008)
concluded that immigrants generally use emergency
services less than native Norwegians, although there
was substantial variability between immigrant groups
[13]. Further studies based on the same registry data
reported that, in people with an established relation-
ship with an RGP, a significantly lower proportion of
immigrants use their RGP but are more likely to be fre-
quent users of RGP services compared with native
Norwegians [14,15]. We have previously shown that
immigrants and Norwegian-born citizens with immi-
grant parents were over-represented in a population of
emergency walk-in patients at the general emergency
outpatient clinic in Oslo [16]. The immigrants also
reported a lower affiliation with the RGP scheme.

RGPs in most rural parts of Norway handle the pri-
mary emergency care needs of patients during regular
hours (Monday–Friday, 08:00–16:00) and participate in
out-of-hours emergency primary health care services.
Citizens who are registered in the National Population
Register or asylum seekers and their families are enti-
tled to register with the RGP scheme [17]. However,
undocumented immigrants, rejected asylum seekers
and short-term labour immigrants fall outside the RGP
system, although they have the legal right to receive
emergency health care. In Oslo, the general emergency
outpatient clinic is part of the larger Oslo Accident and
Emergency Outpatient Clinic (OAEOC) and is easily
accessed 24 h a day, 7 days a week. The OAEOC is div-
ided into a general emergency outpatient clinic
(Department of General Practice) and a trauma clinic
(Section of Orthopaedic Emergency), and acts as a gate-
keeper to secondary care through a process of referral.
Persons with an immediate health care need can show
up at the general emergency outpatient clinic without
any referral or scheduled appointment, register their
problem and wait their turn pursuant to a triage code
(defined as walk-in patients). By contrast, at most RGP

offices, patients must make a scheduled appointment,
preferably on the same or next day. Patients or their
families may find it more convenient to use the emer-
gency care facility of the clinic equipped with a full
range of medical services and diagnostic tools (i.e.
ultrasound machines, x-ray for chest- and abdominal
diagnostics and extended laboratory tests) instead of
making an appointment with their RGP.

Previous research has shown that health literacy
skills, poor knowledge about the health care system
and inability to make appointments by telephone
because of language barriers can constitute obstacles
for immigrants to access an RGP [7,18]. In addition, peo-
ple who live a short distance from an emergency clinic
and those with low socio-economic status tend to use
emergency health care services more often [19–22]. A
study conducted in Bergen, Norway, found that three
of four patients had not tried to contact their RGP
before attending an emergency primary health care
clinic. However, half of them were willing to wait until
the next day to see their RGP [23]. This raises an import-
ant issue about the best method for organizing imme-
diate health care in the primary health care setting.

Previous studies in Norway that have evaluated
patients’ reasons for attending an emergency clinic
have not considered the diversity of the population.
The present study evaluated differences between
immigrants and native walk-in patients in the reasons
for attending a general emergency outpatient clinic
versus a RGP. The objectives of the study were to
evaluate whether walk-in patients had attempted
to contact their RGP before attending the general
emergency outpatient clinic during regular hours
(Monday–Friday, 08:00–23:00); to explore their reasons
for attending the general emergency outpatient clinic
after having first contacted their RGP; and to explore
the reasons why some patients did not contact their
RGP before the emergency clinic visit.

Materials and methods

Setting and study design

The study was based on data from a survey distributed
to walk-in patients at a general emergency
outpatient clinic located in Oslo between the 2nd and
16th of September 2009. The clinic is the only govern-
ment-run emergency outpatient clinic open 24 h a day,
7 days a week and is located in the centre of the city. It
handles 80,000–90,000 emergency contacts per year.
The general emergency outpatient clinic is staffed
by general practitioners and is operated by the
Municipality of Oslo. Immigrants and Norwegian-born
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citizens with immigrant parents comprised 42% of the
emergency walk-in contacts based on a 24-h approach
including both weekdays and weekends [16]. In
this sub study, we focused on patients attending
the general emergency outpatient clinic during
Monday–Friday, 08:00–23:00. Because of periodic long
waiting times (sometimes 2–6 h) for walk-in patients at
the emergency clinic, a reasonable number of patients
during the evening (16:00–23:00) would have tried, or
would have had the option, to contact their RGP during
office hours before visiting the general emergency out-
patient clinic.

The general emergency outpatient clinic handles
patients in need of emergency health care without the
need for a referral. Patients arrive either alone or with
their relatives, register their problem and wait their
turn pursuant to a triage code (walk-in patients), or
are brought in by emergency services (ambulance,
police or emergency outreach teams). Walk-in patients
are seen by a specialist nurse for registration and tri-
age before waiting to be seen by a doctor. Patients
brought in by emergency services enter the general
emergency outpatient clinic via a separate entrance,
and they are treated according to the level of urgency
of their condition.

All walk-in patients were invited to participate in the
study after the triage procedure. The triage nurse
recruited and registered the patients for participation in
the study. They were then asked to answer a 15-item
questionnaire while in the waiting room (see
Supplementary File 1). To accommodate the multiple
nationalities of the patients, the questionnaire and
attached information sheets were available in seven
languages: Norwegian, English, Polish, Somali, Sorani
(Kurdish), Farsi (Persian) and Urdu. The Municipal
Interpreting and Translation Service of Oslo advised
which language to select and prepared the translations
of the original questionnaire. An independent translator
examined and proofread each language edition, and
then compared it with the original text in Norwegian.
Inconsistencies were resolved through discussions with
the translators. The questionnaire included items
related to the patients’ country of birth, age, sex, coun-
tries of their parents’ birth, self-assessed urgency level,
self-reported number of RGP visits during the preced-
ing 12 months and whether they had tried to contact
their RGP before attending the general emergency out-
patient clinic. Some of the questions were written spe-
cifically for this survey, and the rest were based on a
study by the National Centre of Emergency Primary
Health Care and the Norwegian Knowledge Centre for
the Health Services [24]. Children younger than 16 years
and elderly patients were assisted by family members

or on-site health care personnel when answering the
questions. Language barriers and illiteracy were over-
come pragmatically by using family members or avail-
able health personnel as interpreters. The questionnaire
took about 2min to complete and was administered
during the waiting time. The date and time of the con-
sultation were registered. If they agreed to participate,
the patients or their family members returned the com-
pleted part of the questionnaire to the doctor at the
end of consultation.

Inclusion and definition of study sample

We wanted to explore walk-in patients’ reasons for
attending the general emergency outpatient clinic
when seeing their RGP could have been a relevant
option. Thus, walk-in patients of all ages except
those attending scheduled return visits during
Monday–Friday, 08:00–23:00, were included. Patients
brought in by emergency services, who arrived with a
severe urgency level, or who were severe intoxicated or
having a severe acute psychiatric episode were consid-
ered ineligible for inclusion because of their reduced
ability to co-operate. Patients with minor injuries and
trauma were not included in the present study.
According to standard procedures, these patients are
expected to by-pass their RGP, regardless of the time of
day, and proceed directly to the trauma clinic for further
examination. We categorized the included patients
according to their immigration status and country of
birth using the criteria and the definitions given by
Statistics Norway in 2009 [25]. Patients were defined as
being of non-Norwegian origin if they and both of their
parents were born abroad (first-generation immigrants)
or if they were born in Norway but both parents were
born abroad (second-generation immigrants). Other
constellations were classified as Norwegians. Patients
were divided into groups of region of origin based on
their birth country or their mother’s country of birth if
the patient was born in Norway.

Consent

The participants, caregiver or family members for
patients aged 15 years or younger were given oral and
written information about the study. Consent informa-
tion was available in seven languages. The patients
were informed that their participation was voluntary,
that they would remain anonymous and that no per-
sonal identification data would be recorded.
Returning the completed questionnaire at the end of
consultation was considered as consent for study
participation.
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Analyses

The questionnaires were coded and entered into a
database using EpiData Software (version 2.2; EpiData
Association, Odense, Denmark) and analyzed using
STATA (Version 14.1; StataCorp LLC, TX). Categorical
characteristics including statements of the reasons for
attending an emergency clinic were analyzed using
Pearson’s v2 2� 2 crosstab analyses or Fisher’s exact
test if the expected values within cells were<5. We
used one-way ANOVA to compare mean age. Binary
logistic regression analysis adjusted for sex, age, work
status, self-assessed urgency level and number of RGP
visits during the preceding 12 months was used to
identify associations between immigrant background
and attempt to contact a RGP for consultation before
the emergency encounter. Significance was set at 5%
(p< .05).

Results

Patients eligible for inclusion were identified, as shown
in Figure 1. Of the 2226 walk-in patients included,
1821 (82%) returned the questionnaire with complete
information about their country of origin. Because of
practical constraints such as crowding and time limits
in the emergency clinic, 472 patients were lost to
evaluation at the time of triage and thus not consid-
ered for inclusion. Among those evaluated, 527
patients were not included because they had arrived
by emergency transport, were unable or unwilling to
co-operate or refused to participate. Consultations that
occurred during Monday–Friday, 08:00–23:00, included
1022 walk-in patients, 55% of whom were native
Norwegians and 45% were immigrants (Table 1). The
immigrant patients represented 71 different national-
ities according to their listed country of origin. Among
the non-Norwegian responders, 78% preferred the
Norwegian language version of the questionnaire, 11%
the English version, 5% Polish, 4% Somali, 1% Urdu,
1% Farsi (Persian) and 0.3% Sorani (Kurdish). Fifty-eight
per cent of the native Norwegian patients and 52% of
the immigrants were females (Table 1). The patients’
mean ages were 28.1 years for native Norwegians and
26.0 years for immigrants. Immigrants were signifi-
cantly more likely to receive some form of social wel-
fare benefits (14%) compared with Norwegians (9%)
(p¼ .02). They also more often assessed a significantly
higher level of urgency for their consultation com-
pared with Norwegians (p< .001). A higher percentage
of native Norwegians (95%) than immigrants (69%)
reported an affiliation with the RGP scheme (p< .001)
and more immigrants (45%) reported �3 visits at their

RGP during the preceding 12 months compared to
37% of the Norwegians (p¼ .02).

Among all walk-in patients attending the general
emergency outpatient clinic during (Monday–Friday,
08:00–23:00), 49% had tried to contact their RGP
before this emergency encounter; this comprised 58%
of the immigrants and 44% of the native Norwegians
(Table 2). Stratified by age groups there was signifi-
cantly less Norwegians (37%), age 16–30 years, com-
pared to immigrants (63%) who had tried to contact
their RGP (p< .001) (Figure 2). The logistic regression
analysis for this set of data came out with lowest
Akaike information criterion (AIC) values when not
introducing interactions in the model. After adjusting
for sex, age (continuous), work status, self-assessed
urgency level and self-reported number of RGP visits
during the preceding 12 months, immigrants were
more likely than native Norwegians to have contacted
their RGP before attending the general emergency
outpatient clinic: odds ratio (OR)¼ 2.04 (95% confi-
dence interval [CI]: 1.47–2.85) (Table 2). Analysis of the
data according to region of origin showed that this
was especially true for patients from Africa [OR¼ 2.55
(95% CI: 1.46–4.46)] and Asia including Turkey
[OR¼ 2.32 (95% CI: 1.42–3.78)]. The same association
was found for patients from the Nordic countries
[OR¼ 2.05 (95% CI: 0.96–4.36)], (p¼ .06). Adjusted ana-
lysis showed that the risk of contacting an RGP prior
to the emergency outpatient clinic visit increased by
number of RGP visits during the preceding 12 months;
� 3 visits [OR¼ 1.91 (95% CI: 1.27–2.87) (data shown in
Supplementary File 2).

For both Norwegians (27%) and immigrants (37%),
the most frequent reason for self-referral to the emer-
gency clinic despite contacting an RGP was difficulty
in obtaining an appointment quickly enough (p¼ .03)
(Table 3). In addition, 23% of the Norwegians and 22%
of the immigrants said they had been told by the staff
at the RGP office when calling for an appointment to
try the emergency clinic instead of the RGP.

A frequent reason for not contacting an RGP before
the emergency clinic was difficult access to their RGP;
21% of the native Norwegians and 4% of the immi-
grants stated they had an RGP in another district/
municipality (p< .001), and 33% of the immigrants
reported lack of affiliation with the RGP scheme
(Table 4). Both immigrant (12%) and Norwegians (15%)
felt it was timelier to seek help from the general emer-
gency outpatient clinic. A higher percentage of
immigrants from Asia including Turkey (41%) and
Africa (41%) experienced difficulties obtaining an
immediate appointment with their RGP compared with
Norwegians (27%) (data not shown). Another major
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reason for going directly to the emergency clinic
was not being registered with an RGP; 60% of the
Nordic patients (Sweden, Denmark, Finland and
Iceland) reported this to be the main reason (data not
shown).

Discussion

Principal findings

Our data show that nearly half of the walk-in
patients at the general emergency outpatient clinic

seen during Monday–Friday, 08:00–23:00, had tried to
contact their RGP before attending the emergency
clinic. Immigrants were more likely than native
Norwegians to have tried to contact their RGP before
the emergency clinic visit. The reasons for attending
the general emergency outpatient clinic versus an
RGP can be divided into different perspectives: per-
sonal preferences and system barriers. The personal
preferences for both native Norwegians and immi-
grants were difficulty obtaining an emergency
appointment at their regular RGP, implicit accepting

Figure 1. Flow chart of study participant inclusion.
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Table 1. Characteristics of the patient population attending the general emergency outpatient clinic during Monday–Friday;
08:00–23:00 (N¼ 1022).

Norwegians Immigrantsa Total

n (%) n (%) n (%) p Value

Number of patients 565 (55.3) 457 (44.7) 1022 (100)
Region of origin (immigrantsa)

Nordic countries 102 (10.0)
West Europe, North America, Oceania 27 (2.6)
East Europe 73 (7.1)
Asia including Turkey 138 (13.5)
Africa 108 (10.6)
Latin America 9 (0.9)

Sex
Female 325 (57.5) 236 (51.6) 561 (54.9) .06
Male 236 (41.8) 216 (47.3) 452 (44.2) .08
Unknown 4 (0.7) 5 (1.1) 9 (0.9) .52

Mean age, years (min–max) 28.1 (0–87) 26.0 (0–79) 27.2 (0–87) .06
Work status

Employed 350 (62.0) 267 (58.4) 617 (60.4) .25
Social welfare programmes 51 (9.0) 62 (13.6) 113 (11.1) .02
Otherb 155 (27.4) 98 (21.4) 253 (24.8) .03
Unknown 9 (1.6) 30 (6.6) 39 (3.8) <.001

Self-assessed urgency level
Less than 1 h 87 (15.4) 162 (35.4) 249 (24.4) <.001
Within a few hours 291 (51.5) 181 (39.6) 472 (46.2) <.001
Non-urgent 178 (31.5) 83 (18.2) 261 (25.5) <.001
Unknown 9 (1.6) 31 (6.8) 40 (3.9) .001

RGP status
Patients reporting an RGP affiliation 536 (94.9) 312 (68.3) 848 (83.0) <.001
Patients reporting no RGP affiliation 29 (5.1) 138 (30.2) 167 (16.3) <.001
Unknown 0 7 (1.5) 7 (0.7) <.001

RGP visits during the preceding 12 monthsc

No visits 114 (21.3) 58 (18.6) 172 (20.3) .35
1–2 visits 219 (40.9) 103 (33.0) 322 (38.0) .02
�3 visits 199 (37.1) 141 (45.2) 340 (40.1) .02
Unknown 4 (0.7) 10 (3.2) 14 (1.7) .01

aIncluding both first- and second-generation immigrants.
bOther: pensioner, student, homemaker.
cSelf-reported use only for those reporting an RGP affiliation.
Pearson’s v2 or Fisher’s exact 2� 2 test for categorical variables and one-way ANOVA test for mean age.
Nordic countries¼ all Nordic countries except from Norway.

Table 2. Walk-in patients reporting an RGP affiliation who had attempted to contact their RGP before attend-
ing the general emergency outpatient clinic during Monday–Friday; 08:00 am–23:00 pm, analyzed with propor-
tions and logistic regression analysis.

n
Contacted
RGP (%)

Crude
OR (95% CI)

Adjusted
OR (95% CI)

Model for immigrantsa

Norwegians (ref.) 534 237 (44.4) 1 1
Immigrants 304 177 (58.2) 1.75 (1.31–2.32)�� 2.04 (1.47–2.85)��

Total number of participantsb 838 414 (49.4)

Model for region of origina

Norwegians (ref.) 534 237 (44.4) 1 1
Nordic countries 31 19 (61.3) 1.98 (0.94–4.17) 2.05 (0.96–4.36)
West Europe, North America, Oceania 19 8 (42.1) 0.91 (0.36–2.30) 1.04 (0.40–2.74)
East Europe 51 23 (45.1) 1.03 (0.58–1.83) 1.29 (0.66–2.50)
Asia including Turkey 111 68 (58.6) 1.98 (1.30–3.01)� 2.32 (1.42–3.78)��
Africa 84 53 (60.9) 2.14 (1.33–3.45)� 2.55 (1.46–4.46)��

Total number of participantsb,c 830 408 (49.2)
aIncluding both first- and second-generation immigrants.
bMissing statement of attempt to contact RGP or not; Norwegians (n¼ 2) and immigrants (n¼ 8).
cLatin America excluded in the presentation because of low number of participants (n¼ 6).
Logistic regression model; adjusted for sex, age (continuous), work status, self-assessed urgency level and self-reported RGP visits
during the preceding 12 months.�Significant result at the p< .05 level.��p< .001.
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the waiting time. They also preferred the fast access
to immediate health care at the general emergency
outpatient clinic. System barriers were lack of access
to an RGP because of having an RGP in another

district (native Norwegians), or not being registered
with an RGP (immigrants) in addition to being told
by the RGP office to contact the general emergency
outpatient clinic.

Figure 2. Proportions (95% CI) of walk-in patients reporting an RGP affiliation who had attempted to contact their RGP prior to
attending the general emergency outpatient clinic stratified by age groups.

Table 3. Differences in reasons for attending the general emergency outpatient clinic between
Norwegians and immigrants despite attempt to contact their RGP. Analyzed with Pearson’s v2 or
Fisher’s exact 2� 2 crosstabs for patients reporting an RGP affiliation.

Norwegians Immigrantsa p Value
Reasons for attending the emergency outpatient clinic n (%) n (%)

The RGP office was closed 60 (25.3) 41 (23.2) .61
I/we could not get through on the phone 30 (12.7) 26 (14.7) .55
I/we could not book an appointment soon enough 62 (26.2) 64 (36.2) .03
The RGP office asked me/us to use the emergency service 54 (22.8) 38 (21.5) .75
Other 27 (11.4) 6 (3.4) <.01
Unknown 4 (1.7) 2 (1.1) 1.00
Total 237 (100) 177 (100)
aIncluding both first- and second-generation immigrants.

Table 4. Differences in reasons for attending the general emergency outpatient clinic between
Norwegians and immigrants not attempting to contact their RGP. Analyzed independently of self-
reported RGP affiliation and with 1–3 possible reasons per patient using Pearson’s v2 or Fisher’s exact
2� 2 crosstabs.

Norwegians Immigrantsa p Value
Reasons for attending the emergency outpatient clinic n (%) n (%)

I/the patient have/has a RGP in another district/municipality 96 (21.0) 15 (3.6) <.001
I/the patient became ill outside normal working hours 64 (14.0) 31 (7.3) <.01
It is difficult getting to the RGP in the daytime 21 (4.6) 25 (5.9) .39
Bad experience from previous attempts at contacting the RGP 22 (4.8) 14 (3.3) .26
It is quicker to get help from the emergency service 66 (14.4) 49 (11.6) .21
I/we do not feel the RGP provides the help we need now/acute trauma 46 (10.1) 35 (8.3) .36
I want to decide myself when to go to the doctor 3 (0.7) 15 (3.6) <.01
I called the emergency service switchboard, they told my to come here 36 (7.9) 21 (5.0) .08
I/the patient do/does not have a RGP 23 (5.0) 132 (31.3) <.001
Other 78 (17.1) 67 (15.9) .64
Unknown 2 (0.4) 18 (4.2) <.001
Total 457 (100) 422 (100)
aIncluding both first- and second-generation immigrants.
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Strengths and limitations

Several studies have explored reasons for using an
emergency clinic versus a general practitioner
[5,23,26–29]. The present study adds new information
about the role of immigrant background and the use
of the emergency health care services versus the regu-
lar primary health care services. The response rate
(82%) of the questionnaire distributed in our study
was relatively high. However, 472 (15%) of the partici-
pants were lost to inclusion or registration at the time
of triage due to periodic extreme hectic times at the
general emergency outpatient clinic. These patients
were mainly emergency admissions brought in by
emergency services, which should not be included in
any case. Because the aim of our study was to explore
walk-in patients’ reasons for attending an emergency
outpatient clinic, we assume that the included partici-
pants constitute a relatively representative sample of
the population at OAEOC. However, the study popula-
tion is clearly not representative for emergency pri-
mary health care elsewhere in Norway where the
immigrants represent a less diverse quantity of the
population. Our data was conducted back in 2009 and
may seem a little outdated. There have, however, not
been any major changes in health care organization
during this period. The proportion of immigrants resi-
dent in Oslo has increased from 27 to 33% from 2009
to 2016, but we do not think this will have any major
impact on the overall findings.

One limitation of the study is that 267 of the ques-
tionnaires were missing the time of consultation; these
comprised 15% of the original responders, 15.8% of
the Norwegians and 13.2% of the immigrants, respect-
ively. They were not included in the analysis. We
included patients who attended the general emer-
gency outpatient clinic during Monday–Friday,
08:00–23:00, and excluded those who attended on
weekends and nights. An advantage of our choice of
time for attendance at the emergency clinic is that we
were able to include only walk-in patients who more
or less had the option of contacting an RGP for an
immediate appointment during business hours.

Lack of good data for socioeconomic status such as
education and household income is another limitation
of the study. For this reason, we have applied a model
using work status as a proxy variable and indicator for
socioeconomic status. Another limitation is that we
have no information available on length of stay in
Norway or reason for migration among the partici-
pants which may be important when it comes to enti-
tlements and use of health care services. Differences in
help-seeking behaviour and information bias may have

occurred. Previous research has shown that health lit-
eracy skills, poor knowledge about the health care sys-
tem and inability to make appointments by telephone
because of language barriers can constitute obstacles
for immigrants to access an RGP [7,18]. It is possible
that less-integrated immigrants were more reluctant to
answer the questionnaire because of the language
barrier or illiteracy. Patients for whom a translated
questionnaire was not available may have been reluc-
tant to participate in the study. However, patients pre-
senting to the emergency clinic often come with a
friend or family member as an interpreter. This may
partly be reflected in the high proportion of the
Norwegian version of the questionnaire that was
administered.

We decided to include both first- and second-gen-
eration immigrants as one group in our analysis. As a
result, we may have overlooked important differences
between these two categories. However, because
many second-generation immigrants were minors, the
questionnaire was completed by their accompanying
caregiver and thus reflected the caregiver’s reason for
attendance [16].

Comparison with other studies

In our study, 49% of all walk-in patients had tried to
contact an RGP before self-referral to the emergency
clinic during Monday–Friday, 08:00–23:00. This is a
higher rate than those in other reports from Norway
(26%), Denmark (33%), the UK (21–32%) and France
(32%) [7,23,27,30,31]. These different rates may reflect
differences in the inclusion time frame of the different
studies and that some of the studies were conducted
a long time ago. On the other hand, secondary ana-
lysis of all walk-in patients who attended the emer-
gency clinic throughout the entire day (24 h)
throughout the week showed that 38% had attempted
to contact their RGP before attending the general
emergency outpatient clinic. In the Danish study, more
respondents from all groups of foreign origin
(Western, Middle Eastern and other non-Western coun-
tries) had considered contacting a primary caregiver
before attending the emergency clinic compared with
patients of Danish origin [7]. This is similar to our
results except that our study included fewer immi-
grants of Western origin who had contacted an RGP.
By contrast, in an Australian study, compared with
Australian-born people, immigrants from a non-
English-speaking background were less likely, and
immigrants from an English-speaking background
were more likely, to contact a general practitioner [29].
This study also found that immigrants were far more
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likely than natives to report that they had attended
the emergency clinic because of a lack of GP registra-
tion. A study from London reported that labour immi-
grants were less likely to have GP registration and to
have made prior contact with GPs before attending
the accident and emergency/walk-in centre [30].
Overall, our findings are consistent with these earlier
studies and with our previous study in which we
reported lower registration rates with the RGP scheme
among immigrants, particular labour immigrants, com-
pared with native Norwegians [16].

Our findings reflect those of other international
studies in terms of the most frequents reasons for
attending emergency services: not having a regular
health care provider, difficulty accessing primary
health care because of restricted opening hours, long
waiting periods and convenience of access to medical
care 24 h, 7 days a week [5,23,26–29]. Similar findings
were reported in two studies conducted in Arendal
(2007) and Bergen (2003) in Norway [23,32]. In our
study, a higher percentage of immigrants than native
Norwegians reported difficulty making an immediate
appointment with their RGP. This is consistent with
previous results indicating that immigrants often per-
ceive a significantly higher level of urgency for their
consultation compared with native Norwegians [33].
Factors contributing to the assessment of a higher
level of urgency may include different cultural under-
standings of health, negative evaluations of their own
health status and illness, harmful health effects of per-
ceived prejudice and discrimination (“minority stress”)
and poor health condition in general [34–37].

Conclusions and implications

This study of patients who visited a general emer-
gency outpatient clinic in Oslo found that nearly half
of the walk-in patients had tried to contact their RGP
to make an immediate appointment before visiting
the clinic. Both immigrants and natives experienced a
personal preference of difficulty obtaining an immedi-
ate appointment, implicit accepting the waiting time
with their RGP. System barriers manifested as lack of
access to an RGP because of having an RGP in another
district (native Norwegians) or not being registered
with an RGP (immigrants) were frequent reasons for
using the general emergency outpatient clinic. To
facilitate continuity of health care provided by RGPs
and to reduce dependence on visits to the general
emergency outpatient clinic in Oslo, arrangements
should be made to improve daytime access to primary
health care services. Policymakers should work for
entitlement to the same diverse-sensitive health care

service for immigrants as the rest of the population to
secure equity in health care access [38,39].
Establishment of supplementary primary health care
centres for immigrants who do not qualify for registra-
tion with the RGP scheme or the development of a
system that can provide continuity of care for persons
who would not otherwise qualify should temporarily
be considered.
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