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Abstract 

Background  To address the rising demand for urgent care and decrease hospital use, health systems are implementing dif-
ferent strategies to support urgent care patients (i.e. patients who would have typically been treated in hospital) in the com-
munity, such as general practitioner (GP) advice lines. The aims of this study were to: identify the support and resources GPs 
need to manage urgent care patients in the community; assess the need for GP advice lines by primary care services in Aus-
tralia; and identify the facilitators and barriers to adoption, and strategies to support the sustainability of GP advice lines.

Methods  Qualitative study involving semi-structured interviews with GPs, hospital-based healthcare providers, 
consumers, and healthcare management, recruited via existing investigator networks and snowballing approach. 
The interviews were conducted between February and August 2023. Major themes were identified by an iterative 
and inductive thematic analysis.

Results  We interviewed 16 participants (median age 50, IQR 38–59). Based on the aims of the study, three themes emerged: 
support and resources for GPs; motivation for GP advice lines; and factors influencing the uptake and sustainability of GP 
advice lines. Participants reported that better communication from hospital services with GPs is critical to ensure continu-
ity of care between tertiary and primary settings. They also noted that GP advice lines can help increase capacity to man-
age urgent care patients in the community by providing timely decision-support to GPs. However, a reported barrier 
to the uptake and ongoing use of GP advice lines was the limited hours of the service. To sustain GP advice lines, participants 
highlighted a need to broaden the scope of the service beyond the pandemic, conduct rigorous evaluation on health out-
comes, and further digitise the service so that a tiered level of support could be provided based on risk stratification.

Conclusions  The benefits of GP advice lines are yet to be fully realised. With increasing technology sophistica-
tion, there remain opportunities to further digitise and optimise GP advice lines, whilst ensuring better integration 
within and across primary and tertiary care services. This is however dependent on continued financial and policy 
support from the government.
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Introduction
Demand for emergency and urgent care has been rising 
consistently worldwide, with emergency department 
(ED) visits increasing by as much as 3% to 6% each year 
[1–3]. An important driver for the growth in ED visits is 
the presentation of patients with conditions that could 
potentially be treated in the community [3, 4]. In Aus-
tralia, between 2022 and 2023, 16% of ED visits were 
classified as emergencies (i.e., life-threatening condi-
tions), 40% were classified as urgent, and the remainder 
were semi-urgent or non-urgent [2]. A high prevalence 
of lower acuity ED presentations contributes to longer 
waiting times and adverse outcomes for all patients, as 
well as higher overall healthcare costs [5].

To address the rising demand for urgent care and 
decrease unnecessary ED use, health systems are imple-
menting different strategies to support urgent care 
patients (i.e. patients who would have typically been 
treated in hospital). Strategies to increase out-of-hos-
pital urgent care capacity and improve coordination 
between General Practice (GP) and hospitals include 
virtual urgent care models such as [3, 6]: delivering 
digitally-enabled care remotely to patients at home (i.e. 
virtual care); and delivering hospital specialist advice 
remotely to GPs via telephone lines (i.e. GP advice 
lines) [7, 8]. GP advice lines are telephone hotlines that 
provide primary care providers with timely access to 
hospital specialists’ advice [9].

Existing studies of GP advice lines from Canada, the 
United States, France and Italy have indicated reduc-
tions in referrals, ED visits, and hospitalisations, as 
well as cost-savings and clinician satisfaction associated 
with the implementation [9–15]. In Australia, studies 
of telephone communication between GPs and hospital 
specialists indicate satisfaction, but low awareness and 
low uptake for the majority of targeted users [16, 17]. 
This indicates the need for in-depth evaluations of GP 
advice line services to identify whether and why GPs 
need these advice lines and to determine the barriers 
to adoption, facilitators and strategies to support the 
sustainability of GP advice lines within the Australian 
context.

This study aimed to: 1) identify the support and 
resources GPs need to manage urgent care patients in the 
community in coordination with virtual hospital services; 
2) assess the need for GP advice lines by primary care 
services in Australia; and 3) identify the facilitators and 
barriers to adoption, and strategies to support the sus-
tainability of GP advice lines.

Methods
Study design
This was a qualitative study involving semi-structured 
interviews. Reporting follows the Consolidated Criteria 
for Reporting Qualitative Research (COREQ; Appen-
dix 1). [18] Ethics approval was received from Western 
Sydney Local Health District Human Research Ethics 
Committee (2022/ETH01690), in accordance with the 
Declaration of Helsinki and the National Statement on 
Ethical Conduct in Human Research. All participants 
provided informed consent. This study was funded 
by Sydney Health Partners and undertaken by Sydney 
Health Partners’ Virtual Care Clinical Academic Group 
(CAG). Sydney Health Partners is an accredited research 
translation centre that seeks to support the implementa-
tion of evidence-based practice into clinical practice and 
service delivery through partnership with academia (the 
University of Sydney) and local health services. Partners 
to the Virtual Care CAG include Northern Sydney Local 
Health District, Sydney Local Health District, Sydney 
Children’s Hospital Network and Western Sydney Local 
Health District. These health districts service metropoli-
tan Sydney and the Network is a specialty paediatric ser-
vice across the state.

Setting and participants
Eligible participants were stakeholders involved in urgent 
care coordination between primary care and hospital 
services (clinicians, consumer representatives, health-
care service management staff), including stakehold-
ers directly involved in implementing GP advice lines in 
different Sydney regions and GP end-users. The four GP 
advice line services that were the focus of this study were 
implemented by Sydney Local Health District (SLHD), 
Northern Sydney Local Health District (NSLHD), Sydney 
Children’s Hospital Network (SCHN), and Western Syd-
ney Local Health District (WSLHD):

•	 SLHD established a GP advice line supported by 
GP Liaison Clinical Nurse Consultants, through 
the Royal Prince Alfred Virtual Hospital [19, 20] to 
provide assistance and advice to GPs in managing 
COVID-19 patients in the community.

•	 NSLHD virtual hospital established a GP advice line 
to support GPs with COVID-19 symptom manage-
ment and antiviral therapy.

•	 SCHN established an advice line during the COVID-
19 pandemic to support GPs in caring for high acuity 
children in the community.

•	 WSLHD established the GP Specialist advice line as 
part of the Western Sydney Integrated Care Program, 
to support GPs in caring for chronic disease patients.
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We used a purposive sampling technique, with initial 
participants identified by the Virtual Care CAG as key 
stakeholders. Additional participants were later recruited 
employing passive snowballing methodology i.e. relying 
on the natural and organic social networks of the Virtual 
CAG stakeholders and the initial participants. Potential 
participants were emailed a Participant Information and 
Consent Form and written consent was obtained prior to 
the interview.

Data collection techniques
Our semi-structured interview guide (see Appendix  2) 
was developed based on existing literature and discussion 
among co-authors and Steering Committee members 
(including GPs, other clinicians, consumers, healthcare 
service management staff). All semi-structured inter-
views were conducted by a researcher (DK) experienced 
in qualitative interviewing, between 21 February and 
2 August 2023 (one via phone call; remaining via video 
conference). Recruitment ceased once thematic satura-
tion was reached [21]. Interviews were digitally audio-
recorded and transcribed verbatim.

Analysis
We used NVivo 1.7.1 (QSR International) to analyse tran-
scripts. Thematic analysis was conducted line by line, 
using codes developed inductively, i.e. based on the data, 
using Braun and Clarke’s approach [22]. This approach 
included data familiarization, coding, generating initial 
themes, reviewing potential themes, defining and nam-
ing themes, and producing the report [22]. Specifically, 
ABA and LL repeatedly listened to the audio recording 
and familiarized themselves with the transcribed data by 
reading it multiple times before coding independently. 
After initial code generation, the researchers developed 
themes by merging codes with a shared meaning. Follow-
ing this, the researchers reviewed the candidate themes 
to ensure coherent patterns were formed which con-
tributed to the overall narrative and interpretation of 
the dataset. Finally, to ensure consistency and improve 
study rigour, the researchers discussed and reported the 
themes in relation to the dataset and the research aim. 
The two researchers met frequently throughout data col-
lection and analysis to compare themes. Themes were 
discussed among the team of investigators until consen-
sus was reached.

Results
A total of 16 participants were interviewed (median age 
50  years; Interquartile range 38–59  years; 9 female), of 
whom 6 were GPs, 2 were consumer representatives, and 
others were health service managers (HSM) or health-
care professionals (HCP), some with overlap in functions 

(Table  1). Participants were from 3 different regions in 
Sydney: 5 from Northern Sydney, 4 from Central-Eastern 
and 5 from Western Sydney. Interviews had a mean dura-
tion of 39.6  min (range 12.2—66.6  min). Based on the 
aims of the study, three major themes emerged (Fig.  1): 
support and resources for GPs; motivation for GP advice 
lines; and factors influencing the uptake and sustainabil-
ity of GP advice lines.

Support and resources for GPs to manage urgent care 
patients in the community
To support the management of urgent care patients in the 
community in coordination with virtual hospital services, 

Table 1  Characteristics of the 16 interviewees

* Missing data; ** Multiple responses possible; LHD = Local Health District

Local Health Districts (LHDs) are government-funded organizations established 
in New South Wales, Australia, to deliver healthcare services across specific 
geographic regions. LHDs are responsible for managing public hospitals, 
healthcare clinics, and other healthcare institutions within their designated 
areas

Primary Health Networks (PHNs) are independent organisations funded by the 
Australian Government to manage primary health care in specific region

Characteristics Number

Gender

  Female 9

  Male 7

Age Group * Overall median (IQR)
50 (38 – 59)

  30–39 4

  40–49 3

  50–59 5

  60–69 3

Occupation **

  GP 6

  Healthcare service management

    Primary Health Networks 3

    Local Health Districts 3

  Clinical role at NSW LHD service

    Sydney LHD 1

    Northern Sydney LHD 1

    Western Sydney LHD 1

    Sydney Children’s Hospital Network 2

  Consumer representative

Location of employment

  Northern Sydney 5

  Central-Eastern Sydney 4

  Western Sydney 5

Number of years in current profession

  0–2 5

  3–5 7

  6 +  2
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three major needs were reported: keeping GPs informed 
about hospital care for their patients, clear referral path-
ways and knowledge and decision-making support.

a. Keeping GPs informed on hospital care for their 
patients.

Participants reported that keeping GPs in the loop 
regarding hospital care for their patients is critical to 
ensure continuity of care between tertiary and primary 
care. Participants stated that little or no information 
was being shared with GPs on the hospital care experi-
enced by their patients, stating that: “the internal resident 
or registrar should be picking up the phone routinely for 
every admission and talking to the GP, involving the GP 
in care team meetings, so that they’re actually part of the 
management plan and discharge planning. …we’re una-
ware that they were admitted or discharged. We’re just 
unaware that it even happened” – P11, GP.

b. Clear referral pathways.
Clear referral pathways was identified as a necessity as 

participants highlighted the complexity of the Australian 
healthcare system reporting that it is challenging to navi-
gate for GPs particularly for those who gained their quali-
fications from other countries. For example, a participant 
said: “So, we need to provide them with really clear path-
ways in, they need to know who to ring, how to easily get 

through to someone, who’s gonna be on the other end…it 
can be very difficult for them trying to navigate our system 
and to know… how to get through to the right department 
or the right specialist.” – P02, HSM.

It was also reported that there is a need for GPs to be 
able to refer patients to the hospital in a manner that 
bypasses the ED for direct access to care when the clini-
cal requirements of the patient are clear: “I think the next 
step is having the GP able to directly refer patients into 
the hospital without going through ED for other types of 
care, and this might mean… treatment of wound care or 
fractures.” – P012, GP.

c. Knowledge and decision-making support.
Participants reported that it was key to provide knowl-

edge and decision-making support to GPs to help deter-
mine whether the patient can be managed in their care or 
in hospital. For example, a participant said: “I suppose it’s 
sort of critical decisions about whether someone’s safe to be 
managed at home or not.” – P011, GP. Other participants 
clarified that knowledge support is not about providing 
generic clinical information but more about providing 
personalised actionable information based on the unique 
circumstances of individual patients: “[an] individual sce-
nario needs to be tailored and we need advice on how to 
tailor it…it’s not the clinical information we necessarily 

Fig. 1  Illustrative representation of themes and subthemes
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need, it’s how to apply it.” – P08, GP. It was further noted 
that one way to provide timely, personalised, and action-
able knowledge and decision-making support is through 
the use of GP advice lines.

Other general practice necessities reported by partici-
pants included: better awareness of existing support and 
having an adaptable funding model to allow GPs to be 
adequately remunerated for the management of urgent 
care patients in the community – see Table  2 for addi-
tional illustrative quotations.

Motivation for GP advice lines
The need for the advice lines was reported to have arisen 
from the shift to the community-based model of care for 
COVID-19 patients: “we had been asked to see … how 
general practice could start to take over care of COVID 
patients … well, what about if we had a GP advice line, 
that was for the GP’s to ring up and speak to a GP in the 
virtual hospital”—P03, HSM.

a. Benefits of GP advice lines.
Participants stated that GP advice lines were ben-

eficial because they helped to minimise knowledge gaps 
and increase GP confidence in their skills and expertise 
in managing urgent care patients during the period of 
uncertainty in the COVID-19 pandemic. For example, a 
participant reported that, “OK, I don’t actually have to 
know every bit of minutiae, the people at the end of this 
line, doctor to doctor, will tell me what I need to do or 
know”—P07, GP, while another stated that, “sometimes 
you’re just not quite sure and so you can just ring … so 
it’s that confidence that you’re making the right decision 
by the patient.”—P09, GP.

Another benefit of GP advice lines was that they facili-
tated an easier referral process, as GPs could speak to a 
specialist and directly get an appointment for the patient 
in a manner that bypasses the emergency department: 
“So, it allows them to get seen in a timely manner in the 
public system, but without having to go through the emer-
gency department.”—P09, GP (see Table 3 for additional 
quotes).

Factors influencing the uptake and sustainability of GP 
advice lines
A. Facilitators of GP advice lines.

Various facilitators to the use of the GP advice lines 
were identified by the participants, with the availability 
of a specialist response the most frequently reported. 
Participants stated specialist doctors with a level of 
seniority, training and experience, and preferably those 
with general practice expertise, are in the best position 
to be the receivers of the call; as this enabled the uptake 
and continuous use of the advice lines. A participant 

stated, “if you’re calling the cardiology line, you’d want 
a cardiology AT who’s working … in the rapid access 
clinic…. you get the best outcomes and the best commu-
nication when you’re working like for like, so doctor to 
doctor.”—P05, HSM.

Also, GP advice line models that were designed to 
provide real-time support via synchronous communica-
tion between GPs and specialist doctors were preferred 
to models with asynchronous communication: “it was a 
great way for the GP’s to be able to talk immediately, not 
e-mail someone and hope they get a response…. so it was 
this instantaneous decision making”—P07, GP.

Using various promotion strategies to create aware-
ness of the purpose of, and how to use the advice line, 
was another facilitator. Participants further highlighted 
the primary health networks (PHNs) were a good 
avenue for disseminating information but insufficient 
to reach all GPs: “a lot of GP’s have their own organi-
sations … and some of those will go, ‘no, we don’t have 
anything to do with the PHN’”—P13, GP.

Other reported facilitators to the GP advice lines 
included: co-designing the service with GPs and the 
availability of funding support (see Table  4 for addi-
tional quotes).

b. Barriers to the uptake of GP advice lines.
Participants noted some barriers to the uptake of GP 

advice lines. A key barrier was the limited hours of the 
service, which prevented GPs who work after hours 
and on weekends from using the service. For exam-
ple, a participant stated that “but often I find I have to 
wait until 9:00 or 9:30 to call someone-…call an advice 
line. Most GP practises open at 8:00 or above.”- P08, 
GP while another said, “I definitely think having longer 
hours would have been good… people get sick on the 
weekends”—P03, HSM.

Another barrier that was raised was the lack of clar-
ity on the role of the clinician on the receiver’s end of 
the call. Participants reported occasions where the GPs 
rang clinicians through the advice line but the receiver 
of the call was not fully aware of their role and unable 
to support GPs as needed to manage an urgent care 
patient in the community: “the only problems I’ve had 
are when I’ve rung the line and the person has no idea… 
what their role is.”—P09, GP.

Manual data collection was also noted as barrier to 
the use of the advice line, which makes it challenging 
to report on how the line is being used by GPs: “so with 
the GP advice line, we’ve done a lot of the data collec-
tion manually on spreadsheets… it’s a bit clunky, doesn’t 
make for easy reporting.”—P02, HSM (see Table  4 for 
additional quotations to support these themes).

c. Strategies to ensure the sustainability of GP advice 
lines.
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To support the sustainability of the advice lines, par-
ticipants emphasised the need to broaden the service 
from primarily focusing on COVID-19 to focus on other 

patient cohorts so that benefits can be felt by patients 
with a range of conditions in the broader community 
e.g. influenza. It was however noted that broadening the 

Table 2  Illustrative quotes for theme “Needs/support and resources GPs require to manage urgent care patients in the community”

Keeping GPs informed to ensure continuity of care “I would’ve thought that by this day and age we would’ve had a way where a doctor’s referral was 
flagged on a hospital system with a discharge summary and other documentation was automatically 
sent back to the GP.” [Participant 16; male; 50 years]
“Once the patient gets to ED, the GP then loses track, completely, of what’s going on with the patient 
(…) [GPs] often express frustration that hospitals aren’t very good at thinking about what happens 
when the patient leaves the front door of the hospital. They’re not very good at pre-planning discharge, 
and the quality of their discharge summaries sometimes is inferior. Sometimes the discharge sum-
maries come too late, when the GP needed really critical information about medication.” [Participant 2; 
female;52 years]
“When you give the patient (…) a referral letter, you’re never sure if the doctor is actually gonna get it. 
Does it get lost in triage? Where does it go? So that’s why verbal handover can be useful for those that 
you’re really worried about. And when someone really seems to be acknowledging what you’re saying 
and understanding what you need from them, then that’s really good.” [Participant 8; female; 35 years]

Clear referral pathways “…we need to provide them with really clear pathways [so they] know who to ring, how to easily get 
through to someone, who’s gonna be on the other end…it can be very difficult for them trying to 
navigate our system and to know how to get… how to get through to the right department or the right 
specialist.” [Participant 2; female; 52 years]
“…ohh I mean gosh, it will be wonderful once things are electronic, but right now it’s literally just writing 
caps lock urgent referral on the fax. And then sometimes, for someone I’m really worried about, I will 
call the on call, but even then it’s an open ended way to try and safety net. You’re never sure whether it’s 
worked or not…” [Participant 8; female; 35 years]

Timely knowledge and decision-making support “…there’s a cardiologist who I listened to once, give a talk at the Primary Health Network and he said, 
‘look, here’s my mobile number’. He put it up on the screen, said ‘I’m more than happy for you guys to text 
me if you’ve got any questions’. And then I did. I texted him, and now when I have a patient that I wanna 
refer, I’ll send him a WhatsApp and he always replies quickly. I’ve even sent him an ECG before and he 
was really great (…) With a website, I’m not quite sure if that would be useful because if it’s got generic 
information about-…this is how to treat, say, bronchiolitis, it’s probably likely something the GP already 
knows, it’s just that this individual scenario needs to be tailored and we need advice on how to tailor it. 
So that’s why I think talking about the actual case is much more useful than just-…it’s not the clinical 
information we necessarily need, it’s how to apply it.” [Participant 8; female; 35 years]
“…a lot of referrals could be avoided if-…sometimes if you could just ask one or two questions of a 
specialist, you know (…) so-…and that’s what makes the health system inefficient and that’s what clogs 
it up and that’s what makes managing patients so much harder and takes so much longer. You know, 
you’ve got to then-…end up referring them to a specialist and they don’t get in to see the specialist for 
five or six weeks, when you could probably ask a couple of pointed questions to a specialist immediately.” 
[Participant 13; male; 47 years]

Adaptable funding model “…to have a flexible and adaptable funding model. (…) GPs can be on the phone for like, half an hour to 
find out what (…) do I do with this patient’s long COVID (…) They can’t really bill for that.” [Participant 4; 
male; 34 years]
“…three assessments a day (…) Your standard GP just cannot do that. (…) So, you know, that talks to 
the funding structure and the model of general practice and primary care that’s used in Australia at the 
moment. So it would be access to enough resources to deliver the clinical assessments, deliver the fre-
quency of remote monitoring, being able to respond to what that monitoring and assessment is telling 
you…” [Participant 6; male; 47 years]
“…we get paid for the encounter that we’re with the patient. And so, it’s sort of difficult to work out how 
you’d kind of incorporate that model of care… I think one of the problems we’ve got here is that we want 
to move into new innovative models of care that our funding model doesn’t support.” [Participant 11; 
female; 50 years]

Awareness of existing support “…knowing what support is available to them to be able to keep their patients at home or in their place 
of residence and not have to send them to hospital. So, if they don’t have an avenue by which they 
can get support, the default would be to send to ED because they’re concerned about the patient (…)” 
[Participant 5; male; 38 years]
“I even feel like within the…the hospital, people don’t know what’s there (…) even when I work in ED, 
some of the bosses say ‘yes, we do iron infusions in ambulatory care’ or ‘no, we don’t do iron infusion’. 
Nobody knows. And it made me feel better realising that it’s not just because I’m in the community.” 
[Participant 8; female; 35 years]
“Yeah, I think (…) some of the PHN resources are great and I just wonder about whether they’re aligned 
with LHD advice lines and that sort of thing, because I mean ideally the LHD advice lines should be 
looking at the health pathways systems that the PHN’s have set up and directing GPs into some of those 
where it’s appropriate.” [Participant 11; female; 50 years]
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advice line service should be done cautiously: “we need to 
start small. We need to be specific to start with because if 
you open the door to every single condition, we’ll just get 
overwhelmed easily. And [this] …is safer option as well …
So, we’re prepared to support and then gradually open the 
gate to support the wider community.”—P04, HSM.

Further digitising the advice line technologies, by pro-
viding additional electronic functionalities, was another 
strategy participants reported would be helpful in sus-
taining the advice lines. For example, a participant stated 
that, “if you look at the GP advice line in its current form, 
it’s a phone service, … if there was… like a chat service 
that would allow,… [communication] via chat, …to dis-
cuss patient scenarios, secure sending of images…. real-
time, sharing of images.”—P05, HSM.

Other participants indicated that the use of artificial 
intelligence (AI) driven clinical decision support tools, 
including the use of large language models such as Chat-
GPT may have a role to play in complementing the advice 
lines. They noted that AI-driven tools could be integrated 
into practice software, and Health Pathways, such that a 
tiered level of support can be provided on low-risk con-
cerns, while high risk issues would be handled through 
doctor-to-doctor conversations. For example, a partici-
pant stated that, “the advice line might be receiving calls 
that in the future could be handled through CHAT GPT 

AI type things…so the level of escalation may actually be 
for those that are a lot more serious, where you actually 
require a consultation with a fellow GP…”—P10, HSM.

Participants also reported that evaluation was impera-
tive for the sustainability of the advice lines. Evaluating 
the advice lines was described to be critical to showcas-
ing its benefits to enable ongoing support from funders: 
“so I thought, well if we can validate that this was a great 
utilisation of money, it connected GP’s to tertiary hospital, 
ensured that the patient had continuity of care as well, 
and if they were discharged from hospital.. by connecting 
them with their GP, then we would get ongoing funding.”—
P01, HSM.

As part of an evaluation, participants stated that it was 
imperative to measure patient outcomes such as hos-
pital presentation, and hospital admissions; clinician 
outcomes such as frequency of calls from a specific GP, 
reasons for the call, clinician experience and satisfac-
tion; and health economic outcomes such as cost–benefit 
analysis: “I would love to look at some sort of evaluations 
that look at potential ED avoidance. Did this help avoid 
ED? You could then equate that to, you know, cost sav-
ings of ED admissions and bed stay and things like that as 
well” P05, HSM.

Consumer involvement was also highlighted as impor-
tant in the ongoing use and expansion of the capabilities 

Table 3  Illustrative quotes for theme “Motivation for GP advice lines”

Motivation for GP advice lines “we got to a nexus where, you know, the…the pandemic was changing, the nature of care was changing, it was moving to 
obviously needing to be a community based model. The work that [health organisation] was doing on behalf of the district, 
was not going to be, nor should it be sustainable because it was becoming…endemic’s not the right word, but it was becom-
ing endemic in the community. So there was a real shift towards primary care, which is where the clinician advice line came in.” 
[Participant 6; male; 47 years]
“I think the principle of GP advice line is really to cover the skills and expertise gap in the community, which is actually, I think, 
really good, because if you look at a organisational challenge or, you know, whole industrial challenge in terms of workforce, 
you …you find we not only having shortage on staff, we’re having shortage on skills and expertise.” [Participant 4; male; 
34 years]

Benefits of GP advice lines Empowered GPs to manage patients in the community
“…And I’ve certainly seen that, as I said, the GP’s that called, the next time they call for asthma, they’re like, ‘I’ve done this and 
this and this, like what I did with the last patient’, and I think the more we get that exposure the lesser the calls will come, 
because we are actually empowering our GP’s to manage….” [Participant 14; male; 41 years]
“We don’t necessarily take over, we actually empower the GP to say “look you can keep this child in your practice, you can see 
the child in two days’ time” [Participant 14; male; 41 years]
“So, if the GP isn’t sure about a COVID sort of thing, they will need to find someone to ask, right? So-…and then, because we are 
very familiar with that, and the policy changes every day, so it’s good to… to have us supporting the GP’s in the community 
and fill their expertise shortage or gap” [Participant 4; male; 34 years]

Increased GP confidence
“…so you can just ring and they can say ‘yes you’re right’ or ‘no I would suggest this’ so it’s that…that confidence that you’re 
making the right decision by the patient…” [Participant 9; female; 59 years]
“it just gave them the confidence, I think” [Participant 3; Female; 56 years]

Easier referral pathways
“it means the patient gets seen in a timely manner, they don’t have to sit in the emergency department with a whole pile of 
coughing people…So, it allows them to get seen in a timely manner in the public system, but without having to go through 
the emergency department.” [Participant 9; female; 59 years]
“[we] set up a GP advice line where GP’s could talk directly to a staff specialist about a COVID patient and that we would also 
have referral back to us available to GP’s. So if they were seeing a patient but risk factors changed, they really declined, the GP 
wasn’t feeling confident anymore, they could refer the patient back under our care. [Participant 2; Female; 52 years]
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Table 4  Illustrative quotes for theme “Factors impacting the uptake and sustainability of GP advice lines”

Barriers to the uptake of GP advice lines Limited hours of the service
“We do have quite a few [GP practices] that run on Sundays, so there was no access on a Sunday, you know, is-… so 
I definitely think having longer hours would have been good, because I think that there are people, you know, people 
get sick on the weekends.” [Participant 3; Female; 54 years]
“sometimes it’s also if it’s after hours, you know, that’s just the way it is, but yeah, I guess that’s a potential barrier.” 
[Participant 9; Female; 59 years]

Lack of clarity of receiver’s role
“…the only problems I’ve had are when I’ve rung the line and the person has no idea-…they can still answer my 
question because it was a clinical question, but not understanding what they’re actually answering, what, you know, 
what their role is.” [Participant 9; Female; 59 years]
“There needs to be a workforce, and to be truly blunt, at the moment, sometimes GP’s are calling this line and having 
a great experience, sometimes they’re calling someone who doesn’t even know what the GP advice line is, they didn’t 
even know it existed.” [Participant 5; Male; 38 years]
“…if I was a GP it would irritate me if, you know, I want to speak to the paediatrician, but I have to go through three 
different people and everyone is saying, ‘Oh no, this is not me. You need to call this person and that person’. So, I’ll get 
frustrated, and then lesson learned, I won’t call anymore, and I’ll just send them to ED. I think that’s human nature.” 
[Participant 14; Male; 41 years]

Manual data collection
“…with the GP advice line, we’ve done a lot of the data collection manually on spreadsheets… it’s… it’s a bit clunky, 
doesn’t make for easy reporting.” [Participant 2; Female; 52 years]
“…so I set it up in REDCap (…) what we did was set up a standard questionnaire so when we received a call we 
would take the name of the GP that was calling, their contact details, their email if they provided it, and the reasons 
for their call, and I put in a number of drop downs so it would be quick and easy to fill in, (…) whether they were 
calling about covid, whether we’d given them advice and whether we had ended that conversation or referred the 
patient on to the hospital” [Participant 1; female; 60 years]

Facilitators of GP advice lines Availability of specialist response
“…responding to the need that’s in front of you, regardless of what that need is and obviously that requires, you 
know, a degree of seniority and training and experience. You don’t want…you don’t want it to be the most junior 
member of the team that’s picking up the phone.” [Participant 6; Male; 47 years]
“…specialist clinical advice. So, I mentioned the medical specialists, but also the medical specialists having the 
specific, the condition specific experience and expertise. So, for example, COVID or respiratory conditions….acute-… 
sorry….urgent care conditions, that’s really important.” [Participant 2; Female; 52 years]

Real time support
“…if I’m a GP and I speak like for like with someone in their rapid access clinic, I either get advice to support my 
patient in their home, or a referral into the-… their outpatient clinic the next day, to help that patient…that patient 
avoid ED. That is a big win in the GP’s book. And that will support future engagement number one, hands down. 
That is the number one thing.” [Participant 5; Male; 38 years]
“…if the GP’s got the patient in front of them and they need to lift the phone, there needs to be someone answering 
the phone there and then to assist them with making sure they’re making a good decision based on the services and 
information that’s available.” [Participant 6; Male; 47 years]

Promotion strategies to create awareness
“…when we set this up, we made sure that health-…I don’t know if you’re familiar with health pathways, but health 
pathways reflected what we were doing. It described the care, it described what was available, it described the 
contact points.” [Participant 6; Male; 47 years]
“I think it also requires education of patients and also GP’s on how to use the lines, I don’t think we can assume they 
just know how to do it.” [Participant 10; Male; age unknown]

Co-design with GPs
“…you’ve got to get GP’s opinions and feedback when you’re trying to set it up to make sure that you’re setting up 
something that works for them.” [Participant 13; Male; 47 years]
“I think having clear communications, like, we have gone and done site visits…to the centres and introduced our 
team, and having regular meetings with the managers of the practices, encouraging…and then we’ve established 
models of care” [Participant 14; Male; 41 years]
“You’ve got to get GPs involved in setting them up, so you’ve got to (…) get GP’s opinions and feedback when you’re 
trying to set it up to make sure that you’re setting up something that works for them. Because a lot of the time, that’s 
what happens, general practice (…) [is] doing the bulk of the heavy lifting in the health sector and it’s certainly the 
most effective part of what goes on in health, but it, sort of, sits back and does all this work and then everybody 
around it from federal and state bureaucrats and other (…) authorities and organisations—they’re making deci-
sions about how GPs go about doing their job without often talking to general practice itself and GPs-…so I think 
that’s…that’s really vital…” [Participant 13; male; 47 years]

Funding support
“The PHN agreed to give us some funding. So, the way we were able to establish the advice line was through PHN 
funding in the first instance” [Participant 2; Female; 52 years]
“The GP access line was originally funded by the PHN. So, it was actually a collaboration with the PHN who funded 
that position, but we’ve since taken the position over and funding it from within the virtual hospital for that reason, 
so that we can borrow the services.” [Participant 6; Male; 47 years]
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of GP advice lines. Participants indicated that the advice 
lines could evolve from a 2-way conversation to one that 
involves the GP, the specialist doctor and the patient. 
However, this was dependent on an alignment with the 
patient’s preference, and the patient’s level of health lit-
eracy. Nonetheless, it was noted that the current model 
of advice lines would benefit from trust between the GP 
and the patient, patient’s understanding and awareness of 
the usefulness of the advice lines and patient consent. A 
participant stated: “the only thing I’d want to be assured 
of was actually that advice line went through to a hospi-
tal and another clinical professional who was qualified to 
advise on whatever it was.” – P16, consumer. See Table 4 
for more quotes.

Discussion
Our study assessed stakeholder perspectives on the sup-
port and resources GPs need for the management of 
urgent care patients in the community in coordination 
with hospital services, and identified the motivation for 

GP advice lines, as well as the barriers to adoption, facili-
tators and strategies to support the sustainability of GP 
advice lines. Our study revealed that better communica-
tion of hospital services with GPs is needed to facilitate 
continuity of care between primary and tertiary care ser-
vices. Timely decision-support and advice, clear refer-
ral pathways, an adaptable funding model, and greater 
awareness of existing support were also identified as key 
aspects required to support GPs in managing urgent care 
patients. We also identified factors influencing the adop-
tion of GP advice lines, including real-time availability of 
specialist advice (facilitator), limited hours of the advice 
line service (barrier) and need for robust evaluation of 
the advice line service (sustainability strategy).

Continuity and coordination of care are key elements of 
high-quality primary care [23–25] and our study revealed 
that improving these elements is seen as a key enabler 
for the management of urgent care patients in the com-
munity. Continuity of care can be defined as the degree 
to which patients experience the delivery of services by 

Table 4  (continued)

Strategies to sustain the use of GP 
advice lines in the long term

Broadening the GP advice line service to other patient cohorts to support GPs
“ So, I mean the advice line is great because we provide advice, but there’s… there need to be a point that, you know, 
there’s real difficulty in managing that patient including on COVID or any …any… any other condition, so that we 
need to actually get more involved to support the GP.” [Participant 4; male; 34 years]
“…now we’re looking to do more things, so you know, not only COVID, now with the GP advice line, but we’re, you 
know-…influenza…” [Participant 7; Female; 62 years]

Digitise advice lines
“…because it allows all of those things in one, real-time, sharing of images, discussion of real-time information. So, 
I think having that visual component adds value and that ability to share information, patient information, adds 
value as well, so, yeah, that’s how I could see it potentially looking.” Participant 5; Male; 38 years]
“I think just making use of the technology that’s there, that we really just don’t make use of. As I said, you know, at the 
moment for that, sort of-…to get to-…get sort of that secondary care advice, you either-…you kind of need to get 
on the phone sometimes, you know, and that’s often, probably not the most efficient way of…of doing it, you know, 
you get on a landline, it’s particularly not very efficient. You gotta ring up the admitting officer at an emergency 
department, I mean, that’s just, you know, it can be really difficult. So, making better use of, you know, our mobile 
phones and…and…and…and systems like Teams where you can interact, you know, visually, audio, upload infor-
mation, upload images, upload videos, all sorts of things. We need to …be making use of these sort of things rather 
than just getting on traditional telephone and having to call up another landline.” [Participant 13; Male, 47 years]

Evaluate impact on health outcomes
“So, if we go back to the principle that I think we were trying to focus on, the outcome. So, whether we have actually 
prevented the hospital presentation or hospital admission, whether we were able to, you know, move that care from 
the traditional hospital to the community by supporting the GP and then obviously the experience for providing and 
receiving care…” [Participant 4; male; 34 years]
“I would say it would be feedback-based and probably also assessment of the numbers. So, feedback from all parties 
involved including the consumers, patients. Looking at the types and numbers of referrals, whether the stated aims 
of-…well, with our service, one of our key priorities is around ED avoidance. So, whether that’s met and whether the 
patients’ needs have been met through the alternative pathways.” [Participant 12; Female; 37 years]

Involve consumers to gain their trust
“…if the GP’s using the advice line with the person or carer there, it should be a routine part of that conversation to 
involve the person or carer in the conversation. So it…it really should be a three way conversation, not a two way 
conversation.” [Participant 11; Female; 50 years]
““I’m happy for my GP to use GP advice lines. I mean the only thing I’d want to be assured of was actually that advice 
line went through to a hospital and another clinical professional who was qualified to advise on whatever it was” 
[Participant 16; Female; 68 years]
“I think the transparency should be there, as family…parents, I don’t know about adults, but parents with a child 
would appreciate that the GP is taking the effort and time to speak to a paediatric service there and then.” [Partici-
pant 14; Male; 41 years]
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different providers in a coherent, logical, and timely 
fashion, based on three main types of continuity: infor-
mational, management, and relational [25]. Gaps in com-
munication and information sharing between hospital 
and primary care clinicians were commonly highlighted 
as the main barrier to continuity and coordination of 
care. These deficits are well described in the literature, 
with direct communication between hospital doctors and 
GPs known to occur infrequently and impacting patient 
safety and health outcomes [15, 23, 24, 26–29]. Recently, 
an international cross-sectional study showed that a 
higher frequency of informal interactions between GPs 
and hospital doctors (for example, through the use of tel-
ephone calls to ask for advice) was associated with higher 
frequency of referral letters, discharge summaries, and 
feedback communications [30].

The ability for the GP to connect directly with the hos-
pital specialist, rather than using a routing system, call-
back procedure, or other asynchronous approaches, [31] 
has been reported as the most common format for tel-
ephone consultation services between doctors [32], and 
seems particularly relevant in the context of urgent care. 
Nevertheless, participants in our study also indicated 
the potential for other technologies to support GPs in 
managing urgent care patients. Other technologies such 
web-based platforms can facilitate sharing of medical 
record information [33–36], while also enabling doctors 
to communicate synchronously via audio or video call. 
Recently, the use of artificial intelligence-driven clinical 
decision support tools has become more common [37], 
with participants in our study also mentioning the poten-
tial of large language models and conversational artifi-
cial intelligence to support GPs regarding urgent care, 
with research needed on the feasibility, acceptability and 
safety of such AI-driven approaches [38, 39]. Importantly, 
trusting the source of the advice was highlighted as key in 
our study and others [40], which is even more important 
in the context of AI-driven support.

Limitations
Our recruitment strategy was based on a purposive 
sampling technique and a passive snowballing approach 
to increase the diversity of our sample, but we acknowl-
edge that our sample is limited to Sydney, NSW and 
our findings may not be generalisable to the broader 
population. However, it is important to bear in mind 
that generalisability is not a goal of qualitative research. 
Rather, its objectives are to enable an in-depth explora-
tion of the topic of interest, which we achieved in this 
study. Also, none of our interviews were conducted in-
person and nuances generated from non-verbal cues 
could have been missed, particularly in the singular 

phone interview that was conducted. Nonetheless, 
online interviews provided easier logistical access to 
participants. Future research should focus on aspects 
that were outside of the scope of this study, such as 
evaluating process measures, as well as quality and 
safety of implemented GP advice lines.

Conclusion and recommendations
This qualitative study of stakeholder perspectives iden-
tified better coordination and continuity of care as key 
enablers for the management of urgent care patients in 
the community. GP advice lines were seen as support-
ing coordination and continuity of care by enabling 
GPs to remain the locus of patient care while leveraging 
hospital specialists’ expertise. With increasing technol-
ogy sophistication, there remain opportunities to fur-
ther digitise and optimise advice lines, whilst ensuring 
better integration within and across primary and ter-
tiary care services. Based on the findings of this study, 
we provide recommendations for managing urgent care 
patients in the community.

1. Tertiary care services should provide care infor-
mation to GPs about their patients, clear referral 
pathways and timely decision-making support.
2. GP advice lines require careful co-design and 
implementation, together with GPs, to ensure they 
are aligned with GP workflows. GP advice lines can 
be digitised to provide access to discharge informa-
tion, and to support innovative models of care.
3. PHNs and health service organisations can lever-
age the use of technologies to provide a tiered level 
of support, such as conversational AI-driven tools 
for low-risk issues, with high-risk issues being han-
dled through doctor-to-doctor conversations.
4. Researchers have a role to play in sustaining GP 
advice lines by conducting robust evaluation to 
determine its impact on patient, clinician, health 
service experience and outcomes.
5. Health service organisations can provide better 
awareness of existing support (e.g. advice lines) to 
general practices, for example leveraging PHNs to 
communicate with affiliated GPs. In addition, local 
media campaigns can be implemented to inform 
the general public (and harder-to-reach GPs) about 
existing services aimed at strengthening the com-
munication between hospitals and primary care.
6. The government and policymakers should con-
sider providing an adaptable funding model to sup-
port general practice services in caring for urgent 
care patients in the community.
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