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Original Article

Time taken by individuals with respiratory 
symptoms to present to primary care: 
a descriptive study of assessments at Australian 
General Practitioner-led respiratory clinics
Victoria E Mansell, Theophilus I Emeto, Stephanie Davis

Abstract

Effective control of coronavirus disease 2019 (COVID-19) has been challenging, in part due to sig-
nificant asymptomatic and pre-symptomatic transmission of disease. Reducing the time between 
symptom onset and COVID-19 testing and isolation allows enhanced outbreak control. The purpose 
of this study is to describe the time taken by participants to present to general practitioner-led (GP) 
respiratory clinics for assessment following the development of symptoms, and to explore associa-
tions between demographic and geographic characteristics and the time to presentation.

A total of 314,148 participants, who were assessed in GP respiratory clinics between 1 February and 
31 August 2021, were included in the analysis. The median age of participants at presentation was 33 
years (interquartile range, IQR: 15–49).

The median time from development of symptoms to presentation for assessment at GP respiratory 
clinics was 2 days (IQR: 1–3). Participants were more likely to present within one day of symptom 
onset if they were aged between 15 and 64 years (43.4%), lived in urban areas (40.9%) or were non-
Indigenous (40.2%). Participants in New South Wales and Victoria had twice the odds (OR 2.01; 
95% confidence interval (CI): 1.95, 2.08) of presenting at a GP respiratory clinic within one day of 
symptom onset in August 2021, when there was a COVID-19 outbreak in those states, than they did 
in March 2021, when there was no COVID-19 outbreak in Australia.

The number of days from symptom onset to presentation at a GP respiratory clinic was strongly 
associated with the presence of a COVID-19 outbreak. Participant age, location of the clinic, and 
Indigenous status of participants were also associated with the time to presentation. This study 
highlights the importance of recognising COVID-19 as a potential cause of symptoms, as well as 
the importance of providing easily accessible, and culturally appropriate, testing facilities for the 
population.

Keywords: COVID-19; Coronavirus disease 2019; SARS-CoV-2; respiratory symptoms; primary 
health care; public health response; testing; Australia
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Introduction

Coronavirus disease 2019 (COVID-19), which is 
caused by the novel coronavirus SARS-CoV-2, 
has had rapid global spread since it first emerged 
in November 2019.1 The SARS-CoV-2 virus can 
be transmitted by close contact with an infec-
tious person, including between one and three 
days before symptom onset.2–5 The significant 
contribution of pre-symptomatic and asympto-
matic transmission of SARS-CoV-2, estimated 
to account for 69% of all transmission, presents 
a challenge to public health authorities seek-
ing to minimise the number of new cases of 
COVID-19.2–4,6–8

To reduce the risk of community transmission, 
individuals are encouraged to get tested and to 
isolate as soon as they develop upper respiratory 
tract infection symptoms that may be attribut-
able to COVID-19.9,10 If they test positive, their 
contacts are required to quarantine.11 The time 
to isolation and consequent notification of, and 
quarantining of, contacts has been found to be 
the most important factor for enhancing the 
effectiveness of contact tracing.12

There is currently little public data on the time 
taken for people with symptoms of respiratory 
infection to present for COVID-19 assessment 
and testing. Understanding the factors that may 
influence the time to presentation for COVID-19 
testing may inform more targeted communica-
tion with specific population groups regarding 
the importance of early testing if individuals 
develop symptoms of respiratory infection. This 
study describes the time to presentation for 
primary care assessment following the devel-
opment of respiratory infection symptoms, 
including associations between demographic 
characteristics and geographic location.

Methods

Data collection and participants

Commencing in March 2020, one hundred 
and fifty GP Respiratory Clinics were estab-
lished across Australia as part of the Australian 

Government’s COVID-19 pandemic response.13 
These clinics were designed for the assessment 
and treatment of individuals with undiffer-
entiated respiratory symptoms.14 Testing for 
COVID-19 was conducted as part of the clinical 
encounter where indicated. Approximately 87% 
of individuals assessed at GP respiratory clinics 
were also tested for COVID-19. The majority 
of individuals seen at these clinics did not test 
positive for COVID-19.

As part of the clinical encounter, data collected 
from each patient were entered into an online 
form which had compulsory fields including 
demographics, date of presentation and symp-
tom onset date (this latter variable was only 
collected from 1 February 2021). Patients were 
asked to consent to their de-identified data 
being shared with the Australian Government 
Department of Health and local health authori-
ties. Data from individuals who consented 
to sharing were transmitted daily to the 
Department of Health where they were held as 
a single dataset.

Individuals who presented between 1 February 
and 31 August 2021, and who gave consent for 
their data to be shared, were included in this 
study. Observations where the number of days to 
presentation to a GP respiratory clinic exceeded 
14 days were excluded from the analysis, as were 
those with no symptoms and no symptom onset 
date. Region of the clinic was classified using 
a Modified Monash Scale, with category one 
classified as urban, and categories two to seven 
classified as rural.

The primary outcome of interest was the num-
ber of days to presentation from symptom onset.

Data analysis

Data analysis was performed in Stata 17.15 
Continuous variables were examined using 
medians and interquartile ranges (IQR) and 
categorical data using counts and percentages. 
Chi-square test with unadjusted odds ratios (OR) 
and 95% confidence intervals (95% CI) were 
initially used to identify possible associations in 
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univariate analysis between presentation within 
one day and demographic variables, location 
of the clinic, and whether an active COVID-19 
outbreak was occurring. Multivariable logistic 
regression was used to investigate the magni-
tude of associations between independent vari-
ables and time to presentation for assessment at 
GP respiratory clinics. Inference was based on 
5% level of significance.

Ethics approval

The study was approved by the James Cook 
University Human Ethics Committee (Human 
Ethics Approval Number H8524).

Results

Participants

Of the 763,600 assessments that occurred in GP 
respiratory clinics from 1 February to 31 August 
2021, there were 697,486 (91.3%) who gave 
consent for their data to be shared. Of these, 
314,148 (45.0%) were included in the analysis 
as they had a date of onset of their symptoms 
recorded and they presented within 14 days of 
symptom onset.

Demographic data for participants is presented 
in Table 1. The median age of participants at 
presentation was 33 years (IQR: 15–49). Of 
participants, 57.8% (n = 181,107) were female, 
4.8% (n = 13,531) identified as Aboriginal and/
or Torres Strait Islander people and 54.0% (n 
= 169,608) presented to clinics in urban areas. 
Analysis of the characteristics of the eligible 
population and of the participants analysed 
showed that the demographic features of each 
group were similar.

Time to presentation at GP respiratory 
clinics from symptom onset

The number of days between development 
of symptoms and presentation to a GP res-
piratory clinic is shown in Figure 1. The largest 

proportion of participants (38.97%) presented 
within one day and 83.2% presented within 
four days of symptom onset.

Median days to presentation, and rates of 
presentation within one day, for different demo-
graphic and geographic cohorts are shown in 
Table 2. The median time from development 
of symptoms to presentation for assessment at 
GP respiratory clinics was two days (IQR: 1–3). 
This was similar across most groups considered, 
as shown in Table 2.

Effect of a COVID-19 outbreak

Participants in New South Wales and Victoria 
had twice the odds (OR 2.01; 95% CI: 2.59, 2.85) 
of presenting at a GP respiratory clinic within 
one day of symptom onset in August 2021, 
when there was a COVID-19 outbreak in those 
states, than in March 2021, when there was no 
COVID-19 outbreak in Australia. Participants in 
Western Australia, South Australia, Queensland 
and Tasmania, which did not have COVID-19 
outbreaks in either March or August 2021, had 
higher odds of presenting within one day dur-
ing August 2021 than in March 2021 (OR 1.09; 
95% CI: 1.04, 1.15).

Multivariable analysis

The results from the univariate analysis were 
largely unchanged on multivariable analysis. 
The positive effect of COVID-19 outbreaks on 
the odds of presenting within one day to a GP 
respiratory clinic was maintained when the 
analysis was adjusted for other variables, includ-
ing sex, Indigenous status, age, location, state or 
territory and month of encounter. Participants 
who presented in urban areas, those who 
presented during the month of August 2021, 
as well as participants who presented in New 
South Wales and Victoria, had higher odds of 
presenting within one day than other partici-
pants. Being of working age also had a sizable 
effect on the odds of presenting within one day. 
Participants aged 15 to 64 years had higher 
odds of presenting within one day than did 
both participants aged under 15 years (adjusted 
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Table 1: Characteristics of participants presenting to GP respiratory clinics in Australia, 
1 February to 31 August 2021

Frequency
(n = 314,148)

Percentage (%)

Sexa
Female 181,107 57.8

Male 132,462 42.2

Indigenous statusb
Indigenous 13,531 4.8

Non-Indigenous 267,083 95.2

Age group (years)c
< 15 74,850 24.0

15–64 210,095 67.3

> 64 27,362 8.8

Location
Urban 169,608 54.0

Rural 144,540 46.0

Jurisdiction

Australian Capital Territory 1,145 0.4

New South Wales 101,269 32.2

Northern Territory 3,851 1.2

Queensland 72,580 23.1

South Australia 13,761 4.4

Tasmania 5,742 1.8

Victoria 107,115 34.1

Western Australia 8,685 2.8

a	 Data on sex was not recorded for 579 participants.

b	 Data on Indigenous status was not recorded for 33,534 participants (10.7%). Demographic analysis should therefore be interpreted 

with caution.

c	 Data on age of participants was not recorded for 1,841 participants.

odds ratio, AOR 1.68; 95% CI: 1.65, 1.71) and 
participants aged 65 years and older (AOR 1.44; 
95% CI: 1.40, 1.48). Conversely, Aboriginal and/
or Torres Strait Islander participants had lower 
odds of presenting within one day than did 
non-Indigenous participants.

When analysis was limited to New South Wales 
in August 2021 (i.e. during an outbreak), the 
adjusted odds ratios by different factors, includ-
ing Indigenous status, sex, region and age were 
not markedly different, with the overall pattern 
being maintained.

Discussion

This study found that, generally, the interval 
between development of symptoms and pres-
entation to a GP respiratory clinic was short, 

with a median of two days. This is an important 
finding as there is little published research in 
this area, and encouraging a large proportion 
of COVID-19 cases to isolate and test as soon 
as they develop symptoms is important to 
reduce transmission in the community, both 
from the initial case and from contacts of that 
case through early contact tracing. A previous 
Canadian study found that the median time 
taken for patients with mild respiratory symp-
toms to present to their general practitioner was 
seven days.16 However, the applicability of these 
findings to the current setting are limited, as 
the Canadian study was not conducted during a 
pandemic where motivations to attend and have 
a diagnostic test for respiratory symptoms were 
markedly different.
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Figure 1: Number of days between symptom onset and presentation to GP respiratory clinics, 
1 February to 31 August 2021

Our study found that 39.9% of participants 
were tested within one day of symptom onset. 
This is a lower rate than that reported during 
the COVID-19 outbreak in New South Wales 
between June and September 2021, where 
between 50% and 60% of cases were reported 
to have isolated within one day of symptom 
onset.17 However, the latter range would have 
included a large number of individuals who 
were being tested because they were close con-
tacts and so may largely be a measure of contact 
tracing effectiveness. A particular strength of 
our study is that it gives an indication of the 
willingness of a population with, overall, a low 
pre-test probability of COVID-19, to get tested 
when they have symptoms only, rather than get-
ting tested because they have been identified as 
being close contacts.

The strongest independent factor for presenta-
tion within one day in this study was that of 
being in a state or territory with an active out-
break. A reason for this association may have 
been that participants were more likely to recog-
nise and attribute their symptoms to COVID-19 
if there were known cases in their community. 
Previous studies have indicated that barriers 
to SARS-CoV-2 testing include lack of recogni-
tion of symptoms as being potentially caused 
by COVID-19.18–21 Clear communication to the 
public regarding the potential symptoms of 
COVID-19, which can include very mild symp-
toms, is important to assist people to recognise 
the possibility of COVID-19 and so to present for 
testing for public health surveillance purposes.

Previous studies have identified that barriers 
to timely presentation for COVID-19 testing 
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Table 2: Median time to presentation and rates of presentation within one day to a GP 
respiratory clinic, by demographic and geographic characteristics, 1 February to 31 August 2021

Median days (IQR) Presentation within 1 day (%) OR 95% CI p valuea

Sex
Female 2 (1, 3) 39.19 0.93 0.92, 0.95

p < 0.01
Male 2 (1, 3) 40.81 Ref

Indigenous status
Indigenous 2 (1, 4) 30.62 0.66 0.63, 0.68

p < 0.01
Non-Indigenous 2 (1, 3) 40.23 Ref

Age group (years)

< 15 2 (1, 4) 31.90 Ref

p < 0.0115–64 2 (1, 3) 43.45 1.64 1.61, 1.70

> 64 2 (1, 4) 34.80 1.14 1.11, 1.17

Location
Urban 2 (1, 3) 40.92 1.10 1.08, 1.12

p < 0.01
Rural 2 (1, 3) 38.64 Ref

Jurisdictionb

ACT 3 (1, 5) 26.81 0.46 0.41, 0.53

p < 0.01

NSW 2 (1, 3) 44.16 Ref

NT 3 (2, 4) 23.58 0.39 0.36, 0.42

Qld 2 (1, 4) 32.03 0.60 0.58, 0.61

SA 3 (1, 5) 26.79 0.46 0.44, 0.48

Tas. 3 (2, 5) 14.54 0.22 0.20, 0.23

Vic. 2 (1, 3) 46.52 1.10 1.08, 1.12

WA 3 (2, 5) 19.92 0.31 0.30, 0.33

All participants
March 2021 2 (1, 3) 38.08 Ref

p < 0.01
August 2021 1 (1,3) 50.55 1.66 1.62, 1.71

NSW and Vic.
March 2021 2 (1, 3) 42.76 Ref

p < 0.01
August 2021 1 (0, 2) 60.03 2.01 1.95, 2.08

Qld, SA, WA and Tas.
March 2021 2 (1, 4) 29.90 Ref

p < 0.01
August 2021 2 (1, 4) 31.78 1.09 1.04, 1.15

a	 Chi-square p value.

b	 ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern Territory; Qld: Queensland; SA: South Australia; Tas.: Tasmania; 

Vic.: Victoria; WA: Western Australia.

include asymptomatic infection; lack of access 
to testing; perception of ineligibility for testing; 
fear of the test itself; and concerns regarding the 
consequences of a positive result, such as the 
requirement to isolate or a negative impact on 
their employment due to no paid sick leave.18–
20,22,23 Regions affected by COVID-19 outbreaks 
during August 2021 were subject to public health 
restrictions, including stay-at-home orders.24,25 

This may have reduced participants’ concerns 
regarding consequences of testing, such as the 
requirement to isolate.

Factors found to be associated with lower 
odds of presenting within one day included 
rural location, children aged younger than 15 
years, adults older than 64 years and being of 
Aboriginal and/or Torres Strait Islander origin. 
Lower odds of presenting within one day in 



7 of 12 health.gov.au/cdi Commun Dis Intell (2018)  2022;46 (https://doi.org/10.33321/cdi.2022.46.20) Epub 26/04/2022

Table 3: Factors associated with presentation to a GP respiratory clinic within one day of 
symptom onset on multivariable analysis, 1 February to 31 August 2021

Adjusted odds ratioa 95% Confidence Interval

Sex
Female 0.92 0.90, 0.93

Male Ref

Indigenous status
Indigenous 0.82 0.79, 0.85

Non-Indigenous Ref

Age group (years)

< 15 Ref

15–64 1.68 1.65, 1.71

> 64 1.14 1.10, 1.18

Location
Urban 1.25 1.23, 1.27

Rural Ref

Jurisdictionb

ACT 0.42 0.36, 0.48

NSW Ref

NT 0.44 0.41, 0.48

Qld 0.56 0.55, 0.58

SA 0.47 0.45, 0.49

Tas. 0.24 0.22, 0.26

Vic. 1.13 1.11, 1.15

WA 0.31 0.29, 0.33

Month of encounter

February 0.76 0.74, 0.78

March 0.60 0.59, 0.62

April 0.51 0.49, 0.52

May 0.44 0.43, 0.45

June 0.48 0.47, 0.49

July 0.69 0.68, 0.71

August Ref

a	 Adjusted for sex, age, Indigenous status, location (urban or rural), state or territory and month of encounter.

b	 ACT: Australian Capital Territory; NSW: New South Wales; NT: Northern Territory; Qld: Queensland; SA: South Australia; Tas.: Tasmania; 

Vic.: Victoria; WA: Western Australia.

rural areas compared with urban areas may 
reflect reduced access to healthcare in rural 
areas.26 Although it is difficult to determine 
from the results of this study, Aboriginal and/
or Torres Strait Islander participants may have 
been less likely to present within one day than 
non-Indigenous participants due to factors 
including: inequity in access to healthcare; 
reluctance to use mainstream health services; 

reduced access to social supports; and distrust 
of Government.27 These findings underpin the 
importance of ensuring culturally appropriate 
and accessible testing.

Several factors may explain the higher odds of 
presenting within one day among participants 
aged 15 to 64 years than among children and 
older adults. Participants in the 15–64 year age 
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group may have been more likely to be required 
to leave home to fulfil essential work commit-
ments, so increasing their perceived and actual 
risk of exposure to COVID-19. This age group 
may also have had financial incentives to present 
earlier for testing, including lack of paid sick 
leave, and they may have also required a nega-
tive COVID-19 test before returning to work. 
This may also be supported by the finding that 
participants aged 15 to 64 years had increased 
adjusted odds of presenting within one day dur-
ing an outbreak compared to younger and older 
age groups.

This study highlights that early presentation for 
testing, following development of symptoms, 
is important and achievable. Early detection 
and isolation of cases is essential to help reduce 
community transmission of COVID-19.28 Even 
as Australia has moved towards a ‘living with 
COVID-19’ phase, early identification of cases 
and contact tracing will continue to be impor-
tant.29 Effective communication regarding the 
importance of testing for symptomatic individ-
uals—including targeted messaging to higher 
risk groups—and ensuring that testing is easily 
accessible are essential. Further, several novel 
treatments for COVID-19 require early initia-
tion of treatment to provide optimum benefit.30 
These individuals therefore require early testing 
so they can be identified and managed appro-
priately. Further studies examining reasons for 
delayed presentation would be useful to improve 
early identification of positive cases, leading to 
reduced transmission and timely treatment.

Limitations

This study involved analysis of a large dataset 
comprising 314,148 assessments conducted 
in GP respiratory clinics, which are located 
throughout Australia.14 Although this rep-
resents fewer than 5% of all COVID-19 tests 
conducted during the study period in Australia, 
one of the strengths of this dataset are that 
they are systematically collected as part of the 
patient assessment. Only 45% of assessments 
conducted during the period examined in this 
study recorded a symptom onset date, leading to 

potential selection bias. Analysis of the charac-
teristics of eligible population and participants 
analysed showed that the demographic features 
of each group were similar. However, there was 
a difference in relation to location, with 67% 
of all individuals assessed in GP respiratory 
clinics during the study period presenting at an 
urban location compared with 54% of the par-
ticipants included in this study presenting at an 
urban location. It is unlikely that this difference 
reduces the validity of this study on the basis 
that failure to record the symptom onset date 
was not linked with individual characteristics of 
participants.

Measurement bias is possible both in relation to 
recording of data by each GP respiratory clinic 
and in the recall of symptom onset dates by 
participants. While data were collected accord-
ing to systematic pro-forma, variability is likely 
due to multiple data collectors across multiple 
clinics. The overall impact of these factors is 
unknown. However, we do not expect there to 
be systematic bias that would alter the main 
finding of time to presentation.

Conclusion

This study demonstrated that the median num-
ber of days to presentation at a GP respiratory 
clinic following onset of symptoms was relatively 
short. This study’s findings of the groups less 
likely to present in a timely fashion highlights 
the importance of recognising COVID-19 as a 
potential cause of symptoms as well as provid-
ing easily accessible, and culturally appropriate, 
testing facilities for the population. Continued 
efforts should be made to direct clear and effec-
tive messages to target populations to encour-
age early presentation for testing to allow better 
control of COVID-19 outbreaks.



9 of 12 health.gov.au/cdi Commun Dis Intell (2018)  2022;46 (https://doi.org/10.33321/cdi.2022.46.20) Epub 26/04/2022

Author details

Dr Victoria E Mansell1,2

Dr Theophilus I Emeto3

Dr Stephanie Davis4

1. Master of Public Health student, James Cook 
University

2. Medical Officer, Australian Government De-
partment of Health

3. Senior Lecturer Biostatistics, Team Leader 
Public Health & Tropical Medicine Research 
Methods Group, Public Health and Tropical 
Medicine, College of Public Health, James 
Cook University

4. Deputy Chief Medical Officer, Australian 
Government Department of Health

Corresponding author

Dr Victoria E Mansell

Office of Health Protection and Response, 
Australian Government Department of Health

Telephone: 0412 552 333 
Email: vemansell@gmail.com



10 of 12 health.gov.au/cdiCommun Dis Intell (2018)  2022;46 (https://doi.org/10.33321/cdi.2022.46.20) Epub 26/04/2022

References

1. Huang C, Wang Y, Li X, Ren L, Zhao J, Hu Y et al. Clinical features of patients infected with 
2019 novel coronavirus in Wuhan, China. Lancet. 2020;395(10223):497–506. doi: https://doi.
org/10.1016/S0140-6736(20)30183-5.

2. Wei WE, Li Z, Chiew CJ, Yong SE, Toh MP, Lee VJ. Presymptomatic transmission of SARS-CoV-2 
— Singapore, January 23–March 16, 2020. MMWR Morb Mortal Wkly Rep. 2020;69(14):411–5. 
doi: https://doi.org/10.15585/mmwr.mm6914e1.

3. Xin H, Li Y, Wu P, Li Z, Lau EHY, Qin Y et al. Estimating the latent period of coronavirus disease 
2019 (COVID-19). Clin Infect Dis. 2021. doi: https://doi.org/10.1093/cid/ciab746.

4. Bae S, Lim JS, Kim JY, Jung J, Kim S-H. Transmission characteristics of SARS-CoV-2 that hinder 
effective control. Immune Netw. 2021;21(1). doi: https://doi.org/10.4110/in.2021.21.e9.

5. He X, Lau EHY, Wu P, Deng X, Wang J, Hao X et al. Temporal dynamics in viral shedding and 
transmissibility of COVID-19. Nat Med. 2020;26(5):672–5. doi: https://doi.org/10.1038/s41591-
020-0869-5.

6. Casey-Bryars M, Griffin J, McAloon C, Byrne A, Madden J, Mc Evoy D et al. Presymptomatic 
transmission of SARS-CoV-2 infection: a secondary analysis using published data. BMJ Open. 
2021;11(6):e041240. doi: https://doi.org/10.1136/bmjopen-2020-041240.

7. Johansson MA, Quandelacy TM, Kada S, Prasad PV, Steele M, Brooks JT et al. SARS-CoV-2 
transmission from people without COVID-19 symptoms. JAMA Netw Open. 2021;4(1):e2035057-
e. doi: https://doi.org/10.1001/jamanetworkopen.2020.35057.

8. Moghadas SM, Fitzpatrick MC, Sah P, Pandey A, Shoukat A, Singer BH et al. The implica-
tions of silent transmission for the control of COVID-19 outbreaks. Proc Natl Acad Sci U S A. 
2020;117(30):17513–5. doi: https://doi.org/10.1073/pnas.2008373117.

9. Australian Government Department of Health, Communicable Diseases Network Australia 
(CDNA). Coronavirus disease 2019 (COVID-19): CDNA national guidelines for public health 
units. [Internet.] Canberra: Australian Government Department of Health; 2021. Available from: 
https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel- coronavi-
rus.htm.

10. Australian Government Department of Health. What you need to know about coronavirus 
(COVID-19): how to get tested. [Internet.] Canberra: Australian Government Department of 
Health; 11 August 2021. Available from: https://www.health.gov.au/news/health-alerts/novel-cor-
onavirus-2019-ncov-health-alert/ongoing-support-during-coronavirus-covid-19/what-you-need-
to-know-about-coronavirus-covid-19#how-to-get-tested.

11. Reddy KP, Shebl FM, Foote JHA, Harling G, Scott JA, Panella C et al. Cost-effectiveness of 
public health strategies for COVID-19 epidemic control in South Africa: a microsimulation 
modelling study. Lancet Glob Health. 2021;9(2):e120–9. doi: https://doi.org/10.1016/S2214-
109X(20)30452-6.



11 of 12 health.gov.au/cdi Commun Dis Intell (2018)  2022;46 (https://doi.org/10.33321/cdi.2022.46.20) Epub 26/04/2022

12. Kretzschmar ME, Rozhnova G, Bootsma MCJ, van Boven M, van de Wijgert JHHM, Bonten 
MJM. Impact of delays on effectiveness of contact tracing strategies for COVID-19: a mod-
elling study. Lancet Public Health. 2020;5(8):e452–9. doi: https://doi.org/10.1016/S2468-
2667(20)30157-2.

13. Department of the Prime Minister and Cabinet. Media release: 11 Mar 2020. Canberra: Austral-
ian Government Department of the Prime Minister and Cabinet; 11 March 2020. Available from: 
https://www.pm.gov.au/media/24-billion-health-plan-fight-covid-19#:~:text=The%20Austral-
ian%20Government%20has%20unveiled,coronavirus%20(COVID%2D19).

14. Australian Government Department of Health. Coronavirus (COVID-19) GP respiratory clinics. 
[Internet.] Canberra: Australian Government Department of Health; 9 October 2020. Available 
from: https://www.health.gov.au/initiatives-and-programs/coronavirus-covid-19-gp-respiratory-
clinics.

15. StataCorp. Stata: Release 17. Statistical Software. College Station, TX: StataCorp LLC; 2021.

16. Keast DH, Marshall JN, Stewart MA, Orr V. Why do patients seek family physicians’ services for 
cold symptoms? Can Fam Physician. 1999;45:335–40.

17. New South Wales Government, Agency for Clinical Innovation. COVID-19 Risk Monitoring 
Dashboard. [Webpage.] Sydney: New South Wales Department of Health; 2021. Available from: 
https://aci.health.nsw.gov.au/covid-19/critical-intelligence-unit/dashboard.

18. Mowbray F, Woodland L, Smith LE, Amlôt R, Rubin GJ. Is my cough a cold or covid? A quali-
tative study of COVID-19 symptom recognition and attitudes toward testing in the UK. Front 
Public Health. 2021;9:716421. doi: https://doi.org/10.3389/fpubh.2021.716421.

19. Rubin GJ, Smith LE, Melendez-Torres GJ, Yardley L. Improving adherence to ‘test, trace and 
isolate’. J R Soc Med. 2020;113(9):335–8. doi: https://doi.org/10.1177/0141076820956824.

20. Smith LE, Potts HWW, Amlôt R, Fear NT, Michie S, Rubin GJ. Adherence to the test, trace, and 
isolate system in the UK: results from 37 nationally representative surveys. BMJ. 2021;372:n608. 
doi: https://doi.org/10.1136/bmj.n608.

21. Clipman SJ, Wesolowski A, Mehta SH, Cobey S, Cummings DAT, Solomon SS. Improvements 
in SARS-CoV-2 testing cascade in the US: data from serial cross-sectional assessments. Clin Infect 
Dis. 2021. doi: https://doi.org/10.1093/cid/ciab683.

22. Bevan I, Stage Baxter M, Stagg HR, Street A. Knowledge, attitudes, and behavior related to 
COVID-19 testing: a rapid scoping review. Diagnostics (Basel). 2021;11(9). doi: https://doi.
org/10.3390/diagnostics11091685.

23. Carter P, Megnin-Viggars O, Rubin GJ. What factors influence symptom reporting and access 
to healthcare during an emerging infectious disease outbreak? A rapid review of the evidence. 
Health Secur. 2021;19(4):353–63. doi: https://doi.org/10.1089/hs.2020.0126.

24. Government of New South Wales. COVID-19 restrictions tightened across Greater Sydney. [In-
ternet.] Sydney: Government of New South Wales; 9 July 2021. Available from: https://www.nsw.



12 of 12 health.gov.au/cdiCommun Dis Intell (2018)  2022;46 (https://doi.org/10.33321/cdi.2022.46.20) Epub 26/04/2022

gov.au/media-releases/covid-19-restrictions-tightened-across-greater-sydney.

25. Premier of Victoria. Seven day lockdown to keep Victorians safe. [Internet.] Melbourne: Victoria 
State Government, Premier of Victoria; 5 August 2021. Available from: https://www.premier.vic.
gov.au/seven-day-lockdown-keep-victorians-safe.

26. Australian Institute of Health and Welfare (AIHW). Rural & remote health. Canberra: Australian 
Government, AIHW; 22 October 2019. Available from: https://www.aihw.gov.au/reports/rural-
remote-australians/rural-remote-health/contents/summary.

27. Stanley F, Langton M, Ward J, McAullay D, Eades S. Australian First Nations response to 
the pandemic: a dramatic reversal of the ‘gap’. J Paediatr Child Health. 2021. doi: https://doi.
org/10.1111/jpc.15701.

28. He B, Zaidi S, Elesedy B, Hutchinson M, Paleyes A, Harling G et al. Effectiveness and re-
source requirements of test, trace and isolate strategies for COVID in the UK. R Soc Open Sci. 
2021;8(3):201491. doi: https://doi.org/10.1098/rsos.201491.

29. Department of the Prime Minister and Cabinet. National plan to transition Australia’s national 
COVID-19 response. Canberra: Australian Government Department of the Prime Minister and 
Cabinet; 6 August 2021. Available from: https://www.pm.gov.au/sites/default/files/media/nation-
al-plan-to-transition-australias-national-covid-19-response-30-july-2021.pdf.

30. Gupta A, Gonzalez-Rojas Y, Juarez E, Casal MC, Moya J, Falci DR et al. Early Covid-19 treat-
ment with SARS-CoV-2 neutralizing antibody sotrovimab. N Engl J Med. 2021;385(21):1941–50. 
doi: https://doi.org/10.1056/NEJMoa2107934.


	_Hlk89876284
	Abstract
	Introduction
	Methods
	Data collection and participants
	Data analysis
	Ethics approval

	Results
	Participants
	Time to presentation at GP respiratory clinics from symptom onset
	Effect of a COVID-19 outbreak
	Multivariable analysis

	Discussion
	Limitations

	Conclusion
	Author details
	Corresponding author

	References

