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Abstract

Background: Urgent out-of-hours medical care is necessary to ensure people can remain living at
home into older age. However, older people experience multiple barriers to using out-of-hours ser-
vices including poor awareness about the general practitioner (GP) out-of-hours (GPOOH) service
and how to access it. In particular, older people are reluctant users of GPOOH services because they
expect either their symptoms will not be taken seriously or they will simply be referred to hospital
accident and emergency services. The aim of this study was to examine if this expectation was
borne out in the manner of GPOOH service provision.
Objective: The objective was to establish the urgency categorization and management of calls to
GPOOH , for community dwelling older people in Ireland.
Methods: An 8-week sample of 770 calls, for people over 65 years, to a GPOOH service in Ireland,
was analysed using Excel and Nvivo software.
Results: Urgency categorization of older people shows 40% of calls categorized as urgent.
Recognition of the severity of symptoms, prompting calls to the GPOOH service, is also reflected
in a quarter of callers receiving a home visit by the GP and referral of a third of calls to emergency
services. The findings also show widespread reliance on another person to negotiate the GPOOH
system, with a third party making 70% of calls on behalf of the older person seeking care.
Conclusion: Older people are in urgent need of medical services when they contact GPOOH service,
which plays an effective and patient-centred gatekeeping role, particularly directing the oldest old
to the appropriate level of care outside GP office hours. The promotion of GPOOH services should
be enhanced to ensure older people understand their role in supporting community living.
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Introduction

With ageing global populations, maintaining independent living is
a priority for policymakers and service providers, as highlighted by
the coronavirus disease-2019 (COVID-19) pandemic [1–3]. Urgent
out-of-hours primary medical services are essential for supporting
older people to live in their own homes into old age, but are most
effectively utilizedwhen their purpose is understood and service expe-
riences meet patient expectations [4–8]. Under the traditional model
of out-of-hours care, patients who became ill outside of surgery hours

received a home visit from their doctor. However, in Ireland and
elsewhere, this model has been replaced by general practitioner (GP)
cooperatives, as a response to concerns about overburdened GPs
rather than as an evidence-based strategy to enhance patient-centred
care [9, 10].

A central element of the GP out-of-hours (GPOOH) cooperative
model is seeing patients at a designated treatment centre, which is
both time-efficient and clinically preferable. The Irish GPOOH sys-
tem is structured to rationalize service delivery, ensuring the most
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Figure 1 Pathway through GP out-of-hours. The arrows denote the direction
of movement/referral for callers to GPOOH.

resource-intensive elements of the service are reserved for peoplemost
in need. Callers to GPOOHmove through the system from initial call
receptionist, to telephone-based nurse or doctor triage, and finally to
GP consultation either in the GPOOH treatment centre or at home
(Figure 1). At any stage, a referral to hospital accident and emergency
(A&E) or an ambulance, or a decision that the person does not need
to move to the next stage of the process may be made.

Daily living limitations, multi-morbidity and health self-
assessment are the most important predictors of health service use
by older adults [11]. Despite evidence that older people are reluc-
tant to use out-of-hours services, research on use of GPOOH by
older people is limited [12–14]. Previous research has drawn atten-
tion to the challenges faced by many older people accessing primary
health care in Ireland [12, 15–17]. For those over the age of 65,
GPOOH access barriers include transport availability, affecting over
two-thirds of households [15–19], and dependence on family, neigh-
bours and friends to provide transport when needed [10, 15, 16].
However, evidence shows people are hesitant to call on others late at
night, especially older neighbours or family [12]. Where older peo-
ple believe they are well enough to travel, they often do not consider
themselves sufficiently ill to need a doctor [12, 13, 20]. When a doc-
tor is deemed necessary, prompt access is key in the decision about
where to seek care [4, 12]. However, there are limited alternative
medical care options available out of hours, which may account for
the over-representation of older people in A&E departments [14, 21].
Many older people worry they will not be able to convey the severity
of their symptoms with sufficient effectiveness to be taken seriously
and referred to a doctor [12]. Alternatively, a referral to A&E is
believed to be the most likely outcome from a GPOOH consultation,
with time spent negotiating the GPOOH system considered as delay-
ing access to care [12]. The aim of this study was to examine if the
progression pattern through the GPOOH service, including referrals
for home visits and to emergency services, aligned with the service
expectations of community-dwelling older people.

Methods

Call records were examined from a GPOOH cooperative serving four
counties (total population 159 156) in the northeast of Ireland, which
received 79 237 calls over 12 months. The GPOOH operates from
6 p.m. to 8 a.m. on weekdays and 24 h on weekends and bank holi-
days. A sample was selected, representing 8 weeks of calls (n=4498,
6% of total calls), with 1 week randomly selected from each quarter
of the year, to reflect seasonal variations in service use. Calls were

from two counties (combined population 49 086) with a population
over age 65 of 12%, broadly in line with the national average [22].
Call data were provided in Excel spreadsheet format. Anonymity was
ensured through the removal of last names and telephone numbers.
First names were retained to establish the sex of callers and to iden-
tify repeat calls from the same caller within each week. A field for sex
was added and manually populated based on first name data. Data
variables available included: date and time of the call; who placed the
call to GPOOH; the ultimate service provided (nurse triage, doctor
triage, home visit and treatment centre visit); and priority assessment
at nurse triage and upon completion (identified as Emergency, Urgent
or Routine). Descriptive data analysis was conducted by generating
data variable matrices, using Nvivo 12 software.

Results

People over age 65 years, living at home in the community, accounted
for 770 (17%) of the 8-week sample (n=4498) of calls. These
community-based calls for older adults are the focus of this paper
and referred to throughout as the ‘data set’. Examination of the calls
received during one sample week estimated 20% repeat callers, a
significant number when compared with 12% repeat callers under
65 years during the same week. The unavailability of personally
identifiable data was a factor limiting the accurate identification of
multiple repeat calls for exclusion from the data set. Consequently,
the analysis was based on 770 call instances rather than 770 individ-
ual callers. This approach reflected a realistic call caseload routinely
managed by the GPOOH service.

Women were the largest group of callers (n=465), representing
60% of the sample. The median age of callers was 78 years, while
callers over 80 years accounted for 43% (n=330) of the data set. In
70% (n=541) of cases, a third party negotiated the GPOOH pro-
cess on behalf of the older person requiring care (referred to a callers).
Data were not available on how third party callers were related to the
patient or why the call was made by a third party. Calls were most
frequent during daytime (weekend) hours (n=341, 45%), but over
one-third of all calls (n=250, 32%) were received during the late
night hours, between 9 p.m. and 8 a.m., and almost half of these
(n = 106, 43%) were received for patients over 80 years of age.
Table 1 presents call data for those over 65 years, distributed by time
band.

Urgency categorization
Calls received were assigned to one of three categories: Emergency,
Urgent or Routine, according to set criteria. Emergency calls were
transferred directly to a nurse at the telephone triage centre, not
requiring a callback. Call priority categorization was applied at
reception. Once the triage nurse had spoken to the patient, the prior-
ity category could be updated or left the same and similarly following
consultation with the GP.

Table 1 Times older people call GPOOH

Time of call Total calls % 80+ years

Daytime: 8:01 a.m.–6:00 p.m.a 341 45 138
Evening: 6:01 p.m.–9:00 p.m. 179 23 86
Night-time: 9:01 p.m.–12 midnight 127 16 61
‘Red-Eye’: 12:01 a.m.–8:00 a.m. 123 16 45
Total 770 100

aDaytime calls only represent weekend or bank holiday days.
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Of all calls in the data set, two-thirds (66%, n=509) were
classified as Routine by the telephone receptionist, one-third
(30%, n=230) were recorded as Urgent and 4% (n=31) were
categorized as Emergency. Following nurse triage, 16% (n=80) of
Routine classified calls were upgraded to Urgent and 0.5% (n=2) to
Emergency. Of Urgent calls, 3% (n=7) were upgraded to Emergency
after triage. Meanwhile, a downgrade to Routine occurred for
30% (n=70) of Urgent and 13% (n=4) of Emergency calls. Re-
categorization as Urgent was recorded for 11% (n=84) of callers
following clinical evaluation. No change in priority classification at
completion was noted for 271 (35%) of calls. Urgency was acknowl-
edged to some degree in the notes of frontline staff providing the
service, but not always reflected in the final assignment of a priority
rating within the system. This was because the clinician moved on to
the next case, rather than spend time updating the computer record
of a patient who had been successfully managed or referred.

In a small number of cases (n=60, 8%), telephone triage
was provided by a doctor. Excluding those referred to hospital or
emergency services, telephone advice alone was provided for 21%
(n=160) of the call sample by the triage nurse or doctor. The rate
of triage advice alone was greater for the younger old, with 26%
(n=114) of those aged between 65 and 79 years receiving advice
only, compared to 14% (n=46) of those aged over 80 years. Callers
who did not progress past triage included 177 (38%) of those who
were 75+ years of age, including 69 (37%) of those aged 85 years
or over. In almost one-third of nurse triage calls (28%, n=75), an
ambulance was called and a further 16% (n = 42) were referred
to attend A&E. Alternatively, callers were encouraged to attend the
treatment centre closest to them. Progression to the treatment centre
accounted for 32% of callers (n=246).

Data from the call sample (Table 2) show that 41% (n=135) of
callers over 80 years received a home visit compared to 14% (n=61)
of the younger old between 65 and 74 years of age. Referrals to
A&E were made at various points in the process for 15% (n=113),
of whom 60% (n=68) were for those over age 75 years, and an
ambulance was called for a further 13% (n=104) of callers, the
majority of whom (70%, n=73) were over 75 years. Emergency ser-
vice referrals were also made from 21% of home visits (A&E=26,
Ambulance = 16) and from 16% (A&E=36, Ambulance=4) of
treatment centre appointments.

Discussion

Principal findings
Despite reported reluctance to use out-of-hours services, older peo-
ple have been well represented among users of the GPOOH service.
Unsurprisingly, the greatest demand is from the oldestold. Prior-
ity classifications were found to be inconsistently updated as callers
moved through the system, presenting an incomplete picture of the

urgency of calls. Nonetheless, despite categorization as lower pri-
ority at the initial contact, referral of almost one-third of calls to
emergency services suggests that older people may indeed only call
GPOOH when urgently ill, but referral to A&E is not routine for
older callers.

Strengths and limitations
Data entered by care providers were incomplete; however, this is the
first study to look at how calls for older people are managed within
GP out-of-hours cooperatives. This is particularly important given
the growing older population and the need for more evidence to
support the development of community care and the allocation of
resources.

Interpretation within the context of the wider literature
These findings stand in contrast with previous Irish research that
found no significant age differences between the rates of use of
GP office visits, outpatient services or emergency room attendance,
between those in their 70s and those over 80 years of age [24]. Indeed,
despite a 28% prevalence of disability or limitations in activities of
daily living (ADL) functioning, The Irish Longitudinal Database on
Ageing (TILDA) found that those over 80 years and in poor health
were the least likely to use outpatient services, or be admitted to hos-
pital (though once admitted they have longer stays), yet 43% of all
GPOOH calls over age 65 were for people over 80 years of age [24].

It has been shown elsewhere that older people choose A&E over
GPOOH because they have accurately assessed the urgency of their
health-care need; because the barriers to accessing and using GPOOH
may result in delayed help-seeking until A&E is required, and because
they expect to be referred to A&E by the GPOOH service [12, 14].
The low percentage of callers categorized as Emergency at the ini-
tial call would imply that older callers are using the GPOOH for
routine health matters rather than urgent or emergency concerns.
However, this is also at variance with reports by older people that
they would have to be ‘nearly dying’ before they would call GPOOH
[12], a position borne out by the evidence of almost half of calls from
older people categorized as Urgent and the rate of GPOOH referrals
to A&E or ambulance services, often the most appropriate course of
action, considering available service alternatives [14, 21].

Implications for policy, practice and research
Call urgency classification is intended to support clinicians to provide
appropriate levels of care within reasonable time frames and can also
inform resource allocation and service policy, but only if data entry
is consistent and accurate. Absence of updated priority classification
data, when callers exit the service, prevented deeper analysis of the
progression of call classification. In a service experiencing resource
pressures, it is reasonable to accept the explanation for inconsistent
data entry because case classification updates have a lower priority

Table 2 GPOOH care level received by call sample

Nurse triage Doctor triage Home visit Treatment centre Total

65–69 years 104 10 19 66 n=199, 26%
70–74 years 30 6 22 49 n=107, 14%
75–79 years 47 13 20 54 n=134, 17%
80–84 years 36 12 41 54 n=143, 19%
85+ years 50 19 94 24 n=187, 24%
Total 267 (35%) 60 (8%) 196 (25%) 247 (32%) n=770, 100%
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than the provision of timely quality care. Nonetheless, how effec-
tively priority definitions are applied within the service may be worth
further study, not only in terms of broad service planning and the
potential to map the relationship between GPOOH referral rates
and A&E services, but also how it relates to the way stakeholders
understand the purpose and function of GPOOH.

The World Health Organization (WHO) has clearly stated that
access to emergency and primary care (including GPOOH) is criti-
cal for older people, not only during the COVID-19 pandemic but
beyond [23]. The older old, with greater susceptibility to illness
and disability including high numbers with multi-morbidities, are
expected to place greater demands on services at all levels [17]. Con-
ditions common in older age, and the medications taken to address
them, can contribute to poor sleep patterns. Sleep disturbances, also
linked with stress and anxiety, can in turn exacerbate illness symp-
toms and increase anxiety, especially when experiencing symptoms
at night [25]. It is, therefore, to be expected that older callers may
be anxious for a rapid care response when calling GPOOH, if they
have waited as long as possible before making the call, a position
reflected in high call numbers between 6 p.m. and 8 a.m. and the rate
of Urgent call classification.

GPOOH is intended to provide urgent, not emergency, medical
care when a patient is unable to wait until the next surgery day to
see their own GP. Yet, older people avoid ‘bothering the doctor’
until symptoms become alarming, severe or unmanageable, and the
prospect of an extended wait to see their own doctor would be too
onerous, before calling GPOOH [12, 13, 26]. Due to pressures on
primary care resources, however, an appointment with the GP is
rarely available the next business day, and a person who becomes ill
on Friday is unlikely to gain an appointment with his/her GP before
the following Tuesday or Wednesday. This can be even longer after a
bank holiday weekend. Fear of COVID-19 contributed to generalized
reluctance to seek medical help for health concerns [27], a factor with
potential to compound the reluctance of older people to seek medical
care out of hours. The impact of the COVID-19 pandemic on regular
GP appointment availability, or willingness of older people to visit
their GP or GPOOH, has yet to be studied.

Finally, older people who live in the community, while often con-
sidering a home visit warranted if they are ill enough to call for a
doctor out of hours, do not anticipate that such a visit will be forth-
coming [12]. However, expectations that home visits are unavailable
are not borne out in the data, with a quarter of older callers seen at
home, particularly the older old. Greater awareness by older people
in the community, of the availability and likelihood of a home visit,
could in turn remove one barrier to seeking appropriate out-of-hours
care. Furthermore, evidence that home visits are made when neces-
sary should serve to enhance trust that the system is patient centred,
ensuring the most appropriate level of care is provided. Such reassur-
ance for older people may be warranted particularly during and after
the COVID-19 pandemic period.

Conclusion

With 27% of those over 65 years currently living alone, 24-h avail-
ability of GP services is essential for people to remain living at
home in their communities [28, 29]. However, GPOOH services
are virtually invisible in the academic literature, policy documents
and public discourse [30]. Older people face a significant risk of
developing severe illness if infected by the coronavirus [23]. As in pre-
vious findings, it is also clear from the data presented in this paper
that older people are more likely to rely on another person to call

GPOOH on their behalf, rather than making the call themselves [12].
Accessing either A&E or GPOOH services, therefore, potentially
became further complicated during the pandemic by social distancing
protocols and fears of virus transmission, especially should transport
be needed from their family or neighbours.

The findings reported here reflect a particular point in time, prior
to the COVID-19 pandemic, which is still transforming the health ser-
vice context today. How the post-pandemic landscape will ultimately
influence GPOOH use by older people remains unclear. However,
it is encouraging to find that, pre-pandemic, older people had been
using the GPOOH service and that, for most, accessing GPOOH
resulted in a home visit or referral to A&E, suggesting reported symp-
toms are taken seriously by GPOOH practitioners. Whether these
findings reflect the levels of GPOOH service use expected by health
system managers requires further study, especially in the light of a
rapidly ageing population combined with the consequences of the
COVID-19 pandemic for older people. This study provides a baseline
picture against which future GPOOH service use can be measured.

Reassuringly, effective call management and referral systems by
the nurse triage and GP team have been identified, with GPOOH
functioning as an effective gatekeeper for A&E out of hours. How-
ever, the patient-centric nature of current protocols warrants further
research, particularly in the light of impending system and resource
demands combined with demographic changes and the need for an
ongoing effective and accessible GPOOH service for all, to ensure
WHO and national public health commitments are met, supporting
people to age at home during COVID-19 and beyond.
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