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ABSTRACT

Integrating primary care with the health response is key to managing pandemics and
other health emergencies. In recognition of this, the Australian Government established
a network of respiratory clinics led by general practitioners in response to the coronavi-
rus disease 2019 (COVID-19) pandemic as part of broader measures aimed at supporting
primary care. General practitioner (GP) respiratory clinics provide holistic face-to-face
assessment and treatment to those with respiratory symptoms in an environment with
strict protocols for infection prevention and control. This ensures that these patients are
able to access high quality primary care while protecting the general practice workforce
and other patients. The GP respiratory clinic model was developed and operationalized
10 days after the policy was announced, with the first 2 respiratory clinics opening on
March 21, 2020. Subsequently a total of 150 respiratory clinics were opened and served
over 800,000 patients within more than 99% of Australia’s postcodes. These clinics used
a standardized data collection tool that has provided the largest and most complete
primary care surveillance database of respiratory illness in Australia. The success of the
GP respiratory clinic model was made possible due to strong partnerships with Primary
Health Networks and individual general practices that rapidly shifted operations to
embrace this new approach. This article describes the development and early implemen-
tation of this model.
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INTRODUCTION

rimary care is the frontline of the health system and has a critical role in

responding to pandemics and other health emergencies."? Experience in pre-

vious pandemics, however, has demonstrated that primary care is frequently
not well integrated within overarching pandemic health planning, preparedness, and
response.’ The last pandemic to have a significant impact on the Australian health
care system was 2009 influenza A (H1N1) pandemic. General practitioners (GPs),
the main primary care providers in Australia, were integral to triage, diagnosis, and
management of H1N1 influenza cases in the community, as they incorporated care
of people with influenza symptoms into their mainstream workflow. At that time,
however, GPs frequently felt unsupported in the role. GPs reported concerns about
risk of infection (to staff and other patients), interruptions to regular health care
delivery, lack of clear communication from public health authorities, and difficulty
accessing personal protective equipment.*®

The Australian Government review of the 2009 influenza A (H1N1) pandemic

found that general practice had a larger role than had been identified in plan-
ning.” Subsequently, in the context of the coronavirus disease 2019 (COVID-19)
pandemic, primary care was included as a major component of the Australian
Government response.® In early March 2020, the National COVID-19 Primary
Care Response action plan was released, which described 6 key activity areas.’
The Australian Government Department of Health established specialized respira-
tory clinics led by GPs across Australia for dedicated assessment and treatment of
patients with respiratory illness. In this article we describe the development and
implementation of Australia's respiratory clinic program. At time of writing, the
program is still in operation with ongoing collection of data intended for further
research and evaluation.
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General Practice in Australia

General practice is the first point of contact with the health
system for the majority of Australians. General practices are
mostly private businesses. Australian citizens and permanent
residents are able to obtain a rebate (funded through Medi-
care, Australia’s universal health insurance scheme) when
seeing a GP although they may have to pay an out-of-pocket
fee. Many Aboriginal and Torres Strait Islander people use
an Aboriginal Community Controlled Health Organiza-
tion (ACCHO). This model is a primary health care service
initiated and operated by the local Aboriginal community to
deliver holistic, comprehensive, and culturally appropriate
health care. Each Australian geographic region is covered by
a Primary Health Network (PHN), an administrative orga-
nization funded by the federal government and designed to
improve access to primary care services through coordination
between GPs and other health services.

GP Respiratory Clinic Model

Rationale

In both the context of COVID-19 and previous pandemics,
GPs have sometimes not felt able to adequately assess those
with respiratory symptoms due to concerns about risk to
clinicians, staff, and other patients.'® The respiratory clin-

ics were designed as central points for patients with mild or
moderate respiratory symptoms to obtain the high-quality
primary care that they would typically receive from their reg-
ular GP. The respiratory clinics were intended to divert those
with respiratory illness from mainstream general practice into
an environment specifically designed to maximize infection
prevention and control (IPC) in order to protect the general
practice workforce and other patients, and preserve access to
regular services. Initially funded to run until September 30,
2020, funding was subsequently extended to March 30, 2021
and then to December 31, 2021.

Clinic Selection, Set Up and Operation

A detailed description of this can be found in the Supplemen-
tal Appendices. In brief, physical criteria, based on standard
IPC controls, were developed to guide site selection (Supple-
mental Table 1). Primary health networks, in consultation
with Local Health Districts, identified suitable practices in
their area that might be interested in participating in the
program. Sites for respiratory clinics were selected by the
Department of Health through an iterative process based on
geographic location, local need, and estimated time needed
for site readiness. There was a preference to place the clin-
ics in regional and rural areas, where there is less access to
health facilities, and within ACCHOs, reflecting the need for
culturally appropriate and safe care for Aboriginal and Tor-
res Strait Islander Australians. When sites were confirmed,
the Department of Health entered into contracts with clinic
owners, providing them with an upfront payment (including
a payment for each patient assessment room to a maximum of
4 rooms) and subsequently a flat fee per patient consultation.

A third-party contractor was engaged to perform site inspec-
tions, infrastructure adjustments (where required), and staff
training. Clinics were required to adhere to strict IPC proto-
cols (Supplemental Appendix 1, Supplemental Table 1, and
Supplemental Figure 1) and were only able to open after a

final onsite assessment by an independent IPC expert.

Data Management System and Communications With Usual
Care Provider

A customized respiratory clinic data collection app was
co-designed by the Department of Health and an external
contractor. The app operated as a mini patient record and
collected demographic data, clinical symptoms and find-

ings, diagnosis management and plan, medication prescribed,
whether a test was taken, referral to hospital, test results, and
follow-up. To standardize data collection, relevant fields were
designed as tick boxes and drop-down menus rather than free
text. The respiratory clinic app could print a consultation
record, patient encounter summaries, medical certificates, and
pathology forms. It was not able to print prescriptions and
some respiratory clinics (60% to 70%) used their usual patient
management systems along with the app.

The respiratory clinics were intended as primary assess-
ment sites and patients were encouraged to follow up with
their usual care provider wherever possible. To optimize con-
tinuity of care, respiratory clinics were encouraged to send
details of patient attendance and copies of test results to the
patients’ regular GP.

Surveillance

The respiratory clinics provided anonymized patient consul-
tation and follow-up data to the Department of Health daily
for patients who gave consent (obtained via a checkbox on an
online data entry page or verbally by consulting clinicians).
Data from respiratory clinics were used in a number of ways
that included providing feedback to the clinics, weekly sur-
veillance reports to state and Commonwealth public health
authorities, and to report against indicators in the Australian
National COVID-19 Disease Surveillance plan.

Activity

The first 2 respiratory clinics opened on March 21, 2020, in
New South Wales and Queensland, 10 days after the pro-
gram was announced. By April 29, 2020, another 50 clinics
had opened, with 66 more clinics opening in May 2020. The
full complement of 150 clinics were open by September 2020
(representing 2.3% of the 6,596 accredited general practice
clinics in Australia in 2018). Supplemental Figure 2 shows
geographic location of respiratory clinics around Australia

demonstrating their representation of Australia's population
density.!" 1213

From first clinic opening date to December 31, 2020,
respiratory clinics conducted 890,273 assessments. Of these,
817,684 (91.8%) patients consented to share information on
their consultation, and within this group, 789,894 (96.6%)
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had samples for COVID-19 tests collected. COVID-19
samples collected at respiratory clinics represented about 8%
of total samples collected in Australia (at the time of writing),
with a positivity rate of about 0.08%. This was lower than
the overall test positivity in Australia of 0.3%. The difference
is likely explained by the fact that the population sampled at
respiratory clinics is individuals in the community and did
not include individuals living in residential aged care facili-
ties or overseas travelers who were tested while in mandatory
hotel quarantine. Both of these groups were overrepresented
among Australian COVID-19 cases. The respiratory clinics
served individuals living in 2,360 postcodes across Australia,
representing 99.3% of postcodes. Eighty-three (57%) of the
clinics were in non-urban areas and 23 (1.3%) were run by
ACCHOs. By comparison, 16% of the Australian population
live in non-urban areas and 2.8% of the Australian population
identify as Aboriginal and/or Torres Strait Islander.

While adhering to the IPC principles outlined in Sup-
plemental Figure 1, respiratory clinics used a variety of

approaches to ensure appropriate infrastructure and infection
control by repurposing individual rooms or wings of existing
clinic buildings, modifying outdoor permanent structures (eg,
carports), or erecting temporary structures adjacent to clinic
buildings. Two clinics were entirely mobile (using a van or
other vehicle to set up in different locations as needed) and

3 others had both a permanent structure and a mobile capac-
ity. Several clinics made extensive use of telephone triage
and video-conferencing facilities to minimize the amount of
time patients and staff were in direct contact. The respiratory
clinics were able to rapidly scale-up in response to increased
cases in an area by opening for additional hours or add-

ing rooms. They were responsive and flexible to meet local
needs, and also integrated with other health and community
services when possible (Supplemental Table 2).

DISCUSSION

Pandemic or fever clinics are a standard component of Aus-
tralian pandemic plans but they are usually hospital affili-
ated." Internationally, primary care clinic-based models have
been used for COVID-19 case identification and testing in
Singapore,'® and in New Zealand during the 2009 influenza
A (HIN1)"* and during other health emergencies such as the
2011 Christchurch earthquake.” This was the first use of this
type of model in Australia. It demonstrated that an effective
program can be quickly established in partnership with GPs,
even under the conditions of high fear and uncertainty that
were prevalent at the beginning of the COVID-19 pandemic.
This is consistent with previous evidence demonstrating that,
with support and training, Australian GPs are willing to pro-
vide care in a pandemic.'®

Diverting patients with respiratory symptoms to special-
ized clinics functioned to separate patients most likely to be
infectious and ensured that general practices could continue
to fulfill their usual core primary care functions and protect

other patients from potential exposure. This was essential to
minimize interruptions to regular health care delivery, and
the resultant all-cause morbidity and mortality experienced
in previous epidemics.’ Importantly, the respiratory clinics
addressed a specific service gap by providing holistic assess-
ment and care to those with respiratory symptoms from any
cause, contrasting with the majority of mass testing centers in
Australia that were designed for high volume specimen col-
lection with the primary purpose of detecting infections and
to guide public health responses to COVID-19 cases.

Ideally, patients would be able to access their usual GP for
assessment and treatment of respiratory illness. Not all prac-
tices, however, were able to adapt to provide the safe environ-
ment needed to provide care to potential COVID-19 patients.
Lack of access to personal protective equipment (PPE),'® the
private, small-business nature of Australian general practice,
and the fact that many are situated in physical premises that
were not easily modified to provide the necessary infrastruc-
ture for adequate infection control were critical barriers. The
respiratory clinic program offered federal government fund-
ing to support the reconfiguration of existing primary care
clinics in specified locations, where organizations were willing
to take on that activity:.

An acknowledged challenge of the GP respiratory clinic
model was the potential to fragment care. Despite offering a
comprehensive primary care orientation, these clinics could
not always offer the interpersonal continuity that character-
izes high quality primary care.'” Mitigation strategies were
employed to balance risks to coordination and informational
continuity. Australia is in the process of developing a person-
ally controlled shared electronic health record—My Health
Record. For patients who had already opted into this system,
health information was available to clinicians at the respira-
tory clinics and the clinical interactions were added to their
medical record. The clinics encouraged patients to follow-up
directly with their usual GPs who were sent details of patient
attendance and results. Balancing the risks of care fragmenta-
tion and the added community safety afforded by channeling
symptomatic patients to a single location remains an ongoing
challenge in optimizing facility operations in the primary care
setting during COVID-19."” Additionally, as individuals with
COVID-19 may transmit infection while presymptomatic
or asymptomatic,'® the GP respiratory clinic model did not
remove the need for other clinics to remain vigilant about
maintaining rigorous [IPC measures. Such issues will be the
subject of subsequent evaluations of the respiratory clinics
and be published separately.

An unintended outcome of the model was the potential
for improved integration of GPs within the broader public
health response. Historically, in Australia, core functions of
pandemic control such as risk communication, case detection,
and transmission control have been solely the responsibility of
government public health services, with little integration with
primary care services who operate at the community front-
line."” Participating GPs offered anecdotal reports that the
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presence of designated respiratory clinics in local communities
highlighted the systematic role of primary care in the public
health response, generating legitimacy and a role in local pro-
cesses for emergency planning and pandemic preparedness.
The respiratory clinics provided the largest and most
complete source of national primary care surveillance data
for COVID-19 in Australia. The wide geographical foot-
print of the clinics and the systematic collection of demo-
graphic and clinical information created a valuable data set
and resource for ongoing surveillance and future research.
As frontline clinicians with knowledge of what is occurring
in their own communities, GPs are an important source of
information in detection of infectious disease outbreaks.'
Before this pandemic GPs have been sentinels for respiratory
disease surveillance in Australia and other countries.'*?® The
standardized collection of near—real time data through the
respiratory clinics codifies this role further, highlighting the
shared functions of primary care and public health under
the primary health care banner.>?' This partnership has been
further reinforced by the recent involvement of primary care
practices, especially respiratory clinics, operating as COVID-
19 vaccination centers.

CONCLUSIONS

The respiratory clinic program recognizes and formalizes

the key role of GPs in pandemic response, providing a level
of integration that is long overdue for primary care. We have
described how this program was implemented under intense
time pressure to provide a valuable service to communities,
including those with particular needs and vulnerabilities. In a
world of increasingly frequent pandemics, this program offers
ongoing infrastructure and workforce capability for manage-
ment of infectious disease outbreaks and other health emer-
gencies in primary care.
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