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Abstract
Background Since winter 2020/21, general practitioners (GPs) in the Republic of Ireland (RoI) have been granted access 
to diagnostic imaging studies on a new publicly funded pathway, expediting access to services previously obtained via 
hospital-based doctors.
Aims Outline GP perspectives on imaging studies obtained via the new “GP Access to Community Diagnostics” initiative.
Methods A mixed-methods design was employed. Referrals over the first six months of 2019 and 2021 were collated by a 
private imaging provider, and a randomly selected subset of 2021 studies (maximum 30 referrals per GP) was returned to 
participating GPs to provide detail on the impact on each patient’s care. In-depth qualitative interviews were also conducted 
with participating GPs.
Results Eleven GPs supplied detailed information on 81 studies organized through the new initiative. GPs reported that the initiative 
had led to a large proportion of cases being managed solely in general practice, with an 81% reduction in referrals to acute hospital 
settings and a 58% reduction in referrals to secondary care clinics. GPs felt imaging studies improved patient care in 86% of cases 
and increased GP workload in 58% of cases. GP qualitative interviews revealed four key themes: improved patient care, increased 
GP workload, reduction in hospital referrals, and opinions on ongoing management of such initiatives, including guidelines.
Conclusions GPs felt enhancing access to diagnostics improved patient care by expediting diagnosis, decision-making, and 
treatment and by reducing hospital referrals. GPs were generally positive about the initiative and made some suggestions on 
future management of the initiative.
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Introduction

Healthcare systems that manage health issues at the earliest 
opportunity in primary care are more efficient and cost effec-
tive [1]. Thus, initiatives that increase purposeful healthcare 

activity in our communities, thereby detecting issues 
“upstream” insofar as possible, must be closely examined.

Diagnostic imaging, a broad and growing field within 
the specialty of radiology, involves radiological technolo-
gies to visualize and image the internal structures of the 
body to rule out or detect disease and inform treatment 
plans [2, 3]. Historically, these technologies have been 
located in hospital settings and have been more accessible 
to hospital-based doctors, compared to general practition-
ers (GPs) [4–6].

Evidence indicates that enhancing GP access to diag-
nostics can lead to cost savings [7–10], appropriate use of 
imaging studies [11–16], improved patient outcomes [17, 
18], and reductions in hospital referrals [19–21]. Other 
evidence points to overuse of imaging studies by GPs [22, 
23]. Research to date tends not to include effects on GP 
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workload as an outcome measure, instead concentrating 
on more hospital-focused metrics.

Increasing access to diagnostic imaging requires care-
ful planning, given the need to rationalize health spending 
[24, 25], radiation concerns [26], potential for incidental 
findings [27], and the need to ensure access extends to 
socially disadvantaged groups [28]. Given the broad and 
complex range of matters to consider, narrowly focused 
approaches such as those examining direct cost of imaging 
may be superseded by more patient-centered and broader 
“value-based healthcare” metrics [29–34].

The Republic of Ireland (RoI) is somewhat unique in 
Europe in that 42% of the population qualify for free at 
point-of-care GP visits, while the remainder pay out-of-
pocket for GP services [35]. In addition, 44% of Irish 
citizens have a private health insurance (PHI) policy [36], 
which frequently offer partial reimbursement for GP vis-
its and timely access to hospital-based services, including 
diagnostic imaging. Public-only patients attending general 
practice traditionally have had extremely limited access 
to diagnostic imaging, particularly for more advanced 
modalities [37]. GPs have thus been required to refer 
many patients requiring certain studies (e.g., MRI brain) 
to a hospital-based doctor in an emergency department, 
rapid-access acute medical unit, or outpatient department 
to endorse and organize the same imaging study, resulting 
in significant delay, increased cost, and patient risk arising 
from delayed management. There can be little doubt that 
this situation has led to unnecessary waits, which is par-
ticularly regrettable when Irish public-only patients face 
some of the longest outpatient waiting times in Europe 
[38].

However, in recent years, there has been political support 
in RoI for the “Sláintecare” plan, which aims to move care 
currently delivered via hospitals into primary care settings 
[39]. Since late 2020, Irish GPs and their patients have been 
granted access to a new publicly funded diagnostic imaging 
pathway, the “GP Access to Community Diagnostics” initia-
tive [40, 41]. This enables GPs to refer patients for X-ray, 
computed tomography (CT), magnetic resonance imaging 
(MRI), and dual-energy X-ray absorptiometry (DEXA) stud-
ies via private imaging providers. In March 2021, it was 
decided to retain these services solely for those adults enti-
tled to free GP care [40], before this was again extended 
to full population coverage in May 2021. Over the course 
of 2022, over 250,000 imaging studies were funded by the 
initiative [42].

Given that population-level access to diagnostics is 
unprecedented in Irish healthcare, this project seeks to 
appraise GP views on diagnostic imaging in general, while 
specifically focusing on the impact of imaging provided via 
the new initiative.

Methods

Study design and population

This explorative study followed a mixed-methods design 
[43], which included a quantitative analysis of GP referrals 
for imaging studies, combined with 10–15-minute qualita-
tive interviews of the same GPs.

The study was conducted with GPs from the University 
College Dublin (UCD)/Ireland East Hospital Group GP 
Research Network in collaboration with a private imaging 
provider, UCD School of Medicine and the ICGP Research 
Hub. All GPs (n=14) in this GP Research Network were 
invited to participate by email from UCD school of Medi-
cine, with 11 GPs agreeing to take part.

Ethical approval

Ethical approval was granted by the Irish College of Gen-
eral Practitioners (ICGP) Research Ethics committee on 28th 
October 2021 (ICGP_REC_21_0046).

Quantitative evaluation: part i

Referral data from participating GPs held by the imaging 
provider were extracted and collated. All referrals from each 
GP for diagnostic imaging studies from January–June 2019 
(pre-pathway introduction) to January–June 2021 (post-
pathway introduction) were included.

Quantitative evaluation: part ii

A random sample of maximum 30 referrals from the January– 
June 2021 period was sent to each GP to provide further infor-
mation on each care encounter. GPs were asked the following 
questions for each of these 30 cases:

“If you didn’t have access to a scan/imaging study on 
the day, what would you have done?”
“What actually happened as a consequence of the 
report?”
“Did access to diagnostics alter care for this patient?”
“How has access to diagnostic imaging impacted your 
practice’s workload in the care of this patient?”

Analyses were carried out using R [44], and descriptive 
statistics were used to present findings.

Qualitative evaluation

Participating GPs were also invited to partake in qualitative 
interviews via telephone. These interviews were carried out 
by a member of the research team (JG) by telephone during 
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June and July 2022 and lasted between 10 and 15 minutes. 
A semistructured interview format was adopted to allow 
flexibility of response and follow-up for “unplanned” ques-
tions via a participant-led exploration of topics [45, 46]. All 
interviews were audio recorded and transcribed verbatim 
and checked for accuracy. All participants were given a 
code (e.g., P1), and thematic analysis was carried out using 
NVivo V12 software [47]. Key themes were determined by 
statements deemed important to the appraisal of use of diag-
nostic imaging in general practice. Similar concepts from the 
transcripts were identified and grouped together. Overarch-
ing themes were then identified and coded by examining 
the similarities and relationships between different concepts. 
Reliability was enhanced by two authors (JG and GM) inde-
pendently analyzing the transcripts followed by a discussion 
of codes, themes, charted summaries, and interpretations to 
agree final themes.

Results

Quantitative data—part i

Over the first six months of 2019 (pre-period), the 11 par-
ticipating GPs referred 223 patients to the imaging provider 
for 296 imaging studies (Table 1). Of these scans, 122 
(41%) were funded by private health insurance (PHI), 87 
(29%) funded by out-of-pocket payments, and additional 
private schemes (e.g., employer’s schemes and sports club 
schemes) were responsible for a further 86 (29%), with just 
one study funded by the HSE. There were 391 patients sent 
for 497 imaging studies in the corresponding 2021 period 
(post-period). Of these, the HSE GP Access to Community 
Diagnostics scheme accounted for 177 (36%) studies, PHI 
for 109 (22%), and out-of-pocket for 101 (20%), while other 
HSE schemes and private schemes were responsible for 58 
(12%) and 52 (10%), respectively.

Regarding modalities, across all payer types and both study 
periods, there were 447 MRI studies, 154 DEXA studies, 109 
X-ray studies, 82 USS, and 7 CT scans organized by the 11 
GPs. Waiting times for all modalities increased across all 
schemes between early 2019 and early 2021, with median 
time from referral to scan increasing from nine days in Janu-
ary–June 2019 to 15 days in January–June 2021 (see Table 1).

Quantitative data—part ii

Participating GPs submitted more detailed information on 
252 of the 497 referrals during the period January to June 
2021 (post-period, see Table 2). Of these 252 referrals, 81 
were funded by the HSE GP Access scheme, 73 by PHI, 51 
by out-of-pocket payments, 34 by the HSE Ultrasound initia-
tive, and 11 by private schemes.

Were imaging unavailable, GPs reported that 42 patients 
would have been sent to an ED/acute medical unit, which 
decreased to 5 cases when imaging was possible. With 
respect to onward outpatient department or consultant refer-
ral, without imaging GPs reported they would have referred 
171 cases, which was reduced to 74 due to imaging avail-
ability. Large decreases in onward referrals reported by GPs 
resulted in large increases in patients’ ongoing management 
remaining in primary care. Indeed, GPs reported that pres-
entations managed in general practice rose from 31 (12%) 
without imaging to 163 (65%) with timely access to imaging.

Of the HSE GP Access initiative studies, GPs reported 
that 16 out of 81 (20%) patients would have required urgent 
hospital assessment if imaging was not available. This num-
ber reduced to three following imaging. Regarding the need 
for referrals to outpatients or a consultant, the corresponding 
numbers were 55 without the scheme, decreasing to 23 with 
the scheme in place.

For PHI-funded studies, GPs reported that 10 of these patients 
would have required an acute floor referral were an imaging study 
pathway unavailable, which decreased to 1 with readily accessed 

Table 1  All GP referrals to the Private private Imaging imaging Provider provider duringJanuary to June 2019 and January to June 2021. Note 
HSE GP Direct Access toDiagnostics initiative was introduced in December 2020/January 2021

The  table 1 omits4 studies from 2019 and 2 studies from 2021 where payer type wasrecorded as “unknown”
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PHI-funded scans. Fifty-three patients with PHI would have been 
sent for outpatient or consultant referral without imaging avail-
ability, and this decreased to 32 with accessible imaging.

As shown in Table 2, GPs were also asked whether refer-
ral for imaging altered patient care. GPs reported that access 
to all imaging modalities had a beneficial effect on patient 
care in at least four-fifths of presentations, with DEXA and 
MRI regarded being most beneficial of the commonly used 
modalities (i.e., CT excluded).

Finally, GPs were asked if referring for imaging altered 
practice workload. For all 252 studies, GPs reported that 
accessing imaging increased GP workload in 51% of cases, 
while there was no change in workload for 28% of stud-
ies and 21% of studies decreased workload. Corresponding 
figures for workload impact of the HSE GP Access to Com-
munity Diagnostics imaging studies specifically were 58% 
(increase), 28% (no change), and 14% (decrease).

Qualitative data

Of the 11 participating GPs, 10 completed the qualitative 
interview. One GP was unable to complete the interview due 
to time pressures. Four key themes were identified from the 
analysis of the data:

1. Patient care
2. Practice workload
3. Hospital referrals
4. Management of the scheme

Theme one: patient care

All the GPs interviewed reported that direct access to ser-
vices enhanced patient care at their practices.

“It improved care for our patients. Because it has ena-
bled us to make diagnoses quicker. It allowed us to 
manage more in the community and avoid referral to 
hospitals where waiting times are long”. p6
“It brings clarity to the diagnosis. It means patients 
don’t need to be referred to hospital unnecessarily 
for scans, and it means speedier care for the patient, 
follow-up tends to be speedier and better, resulting 
in what are probably better outcomes for patients 
because there isn't an extended delay in providing 
care.” p9

GPs also stated that they felt direct access to diagnosis 
improved patient safety.

“It’s a safety feature as well. It does provide extra 
safety for the patients, especially with regards to when 
there are prolonged delays when you're worried about 
patients’ health care risk.” p9

GPs reported that enhanced access to diagnostics signifi-
cantly reduced patient waiting time to access such services. 
This was deemed to lessen pressure, not only on GPs and 
their patients but also on hospital outpatient clinics.

“In general, most X rays are done within two or three 
weeks. MRI is within four weeks. If you send patients 
through the public system through the hospital, they’d 
be waiting six or up to nine months for an ultrasound. 
But if you send patients to Affidea* via this system, 
the waiting list is about 4 to 6 weeks, or maybe a little 
longer sometimes. But if the GP writes “urgent” on it 
is done much more quickly.” p1, *Affidea = private 
imaging provider
“For the patients, they have much quicker access to 
that diagnosis. It could have taken one or two years for 

Table 2  Subsetof 252 GP referrals to the private imaging provider (selected at random) duringJanuary to June 2021. Note HSE GP Direct 
Access to Diagnostics initiative wasintroduced in late 2020. The table omits 2 studies where payer type wasrecorded as “unknown”

AMAU acute medical assessmentunit, ED emergency department, OPD outpatient department
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them to be seen before and have the scan, now the wait 
is only a matter of weeks and we can discuss it.” p7

It was also highlighted that enhanced GP access to diag-
nostics had a positive impact in diverting patient care from 
the hospital system into the community.

“So that culture of shifting care from hospitals into the 
community changed. The enhanced level of access to 
diagnostics is a vital part of that process (i.e., shifting 
care to the community) … So, in fact, this change will 
integrate care more effectively. General practice can now 
actually manage what it can manage properly, and only 
those patients who need the community hubs will need 
to be sent to them. So that’s using the system well.” p1

GPs also reported that they felt patients were very satis-
fied with GPs having direct access to diagnostics.

“For the patients, I think they’re generally pleased that 
they are now able to access investigations in a more 
timely manner.” p3
“I think the patients in general are very in favour of 
GPs being able to access scans, they prefer to have 
their problems dealt with by us locally than to go on 
to the hospitals.” p6

Theme two: practice workload

GPs generally reported an increased workload, due to fac-
tors such as increased consultation rates, following up on 
results, contacting patients, and sharing decision-making 
around ongoing care.

“It has increased the workload a little bit because you 
must take the time to refer them and to make sure the 
electronic referral is done. That’s fairly straightfor-
ward. Then the electronic X-Ray reports will come 
through some days, weeks later, and you must take the 
time to follow it up. You have to either call the patient, 
text the patient, bring the patient back in, review the 
results, and decide on if there should be any change 
in the care plan, so it does increase workload a little 
bit.” p1

Some GPs detailed the context within which they 
work, as this initiative needs to find space in an already 
packed schedule. Most GPs pointed out that while there 
is an increased workload, enhanced GP access to diag-
nostics also brings significant benefits to their patients, 
such as large reductions in patient waiting times and bet-
ter access to services, which also reduces hospital refer-
rals. It may also create more efficient and timely man-
agement of patient issues, which may reduce workload 
in the long term.

“You can’t put it in isolation; if we want to offer quality 
service then we need to have access to these tests. If you 
look at the overall healthcare system as an integrated sys-
tem, primary, secondary, and community care, enhanced 
GP access to diagnostic imaging is very much saving time. 
You’re able to more appropriately refer and have a more 
effective outpatient if the patient goes to hospital with their 
diagnostics tests done in advance, and if they are going 
to the right place…that being to the right secondary care 
specialist. So, if the patient gets the answer more quickly, 
that leads to better patient satisfaction and better access to 
the service they need in a quicker way. Enhanced access 
has a lot of benefits for both clinicians and patients with 
regards to managing their problems.” p10

Theme three: hospital referrals

All the GPs reported that direct access to diagnostic imaging 
reduced hospital referrals.

“Direct access saves these patients being referred to 
hospital for their diagnostics, whether it’s MRI, ultra-
sound, X ray. Patients don’t have to be referred to a 
hospital acute floor, and indeed for them and for oth-
ers, they don’t need to be put on a waiting list to be 
seen at the hospital to get diagnostics done. So, it’s 
made a huge difference in that area. It’s made a differ-
ence to patients as well as to doctors.” p1
“I think it certainly has reduced the number of patients 
that I’ve had to refer to hospitals and it certainly 
reduced the number of patients that I’ve had to refer 
to the emergency department.” p2

Some GPs felt that the initiative would likely reduce out-
patient referrals more than urgent emergency department or 
acute medical unit referrals.

“I think that’s probably the biggest impact was on out-
patient referrals rather than urgent referrals.” p7
“It won’t stop all the casualty* referrals because the 
urgent things still need to go to casualty. ...For the less 
urgent routine outpatient scans, it does stop them from 
being referred into hospital.” p9, *casualty = ED

Other GPs outlined specific cases where urgent hospital 
referral was avoided.

“I saw a man a few weeks ago who had a history of 
pancreatic cancer with weight loss and abnormal liver 
function tests. I would have had to refer him to the 
emergency department to get a scan urgently because 
it would not have been possible to arrange outpatients 
quickly enough. But with enhanced access to diagnos-
tics I was able to arrange that scan myself, so he didn’t 
need to go to the emergency department.” p7
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Theme four: management of the scheme

GPs highlighted that the scheme is aligned with policy to 
manage more patient issues in the community.

“The whole thrust of Sláintecare is to give General 
Practice and the community the wherewithal, the 
access to diagnostics, consultant advice, whatever is 
needed. It helps allied health professionals to manage 
patients in the community rather than referring every-
thing to hospital. This enhanced access to diagnostics 
is a vital part of that process…” p1

Most GPs acknowledged guidelines may be useful for 
rationalization of service use and to avoid wasting patient 
time and inappropriate radiation exposure, although not 
all agreed. However, some GPs pointed out that flexibility 
within guidelines would be important given the “gray areas” 
that exist in medical practice.

“I think guidelines would be very useful. I think we need 
to make sure that if we’ve got access to diagnostics, that 
they're used appropriately in order to avoid wasting 
patients’ time and inappropriate exposure to radiation. 
We must appreciate that this is a valued resource which 
is finite, and we must use it in the most clinically efficient 
or cost efficient way. So, I think agreed guidelines that 
are accessible and jointly agreed on or pathways for use 
would be very important.” p10
“Guidelines are useful but they can be tricky too. 
What we want are guidelines that we can choose to 
use as appropriate, because every patient is unique, 
and every situation is unique. Guidelines should not 
be restricting access to diagnostics. Having guide-
lines should inform how you access diagnostics, but 
it shouldn’t limit it. I would not be in favour of overly 
bureaucratic guidelines. Medical doctors work with 
medical knowledge and exercise judgment. Guidelines 
are welcome, but they should not be restrictive.” p1
“I don’t think I’d like new guidelines. I think most 
doctors know the guidelines anyway because to refer 
patients you would have had to know the guidelines. 
I would hate to see guidelines come in because to me, 
that would probably reduce access even further.” p4

Discussion

Main findings

This study of a sample of Irish GPs offers appraisal of a new 
publicly funded pathway which addresses previous deficien-
cies in access for those without PHI or the means to pay out-
of-pocket for imaging studies. Though conducted on a small 

sample of GPs in a university-based research network, there 
was high participation from GPs invited and low attrition in 
completing all aspects of the study.

Participating GPs swiftly adopted the new HSE imaging 
pathway options, with a 68% increase in imaging referrals 
between the two study periods. Twenty percent of imag-
ing studies in 2021 were paid for out-of-pocket (OOP) by 
patients, even though the entire population was eligible for 
the GP Access to Community Diagnostics initiative for four 
months of this period. The two-month period (March–April 
2021) where population-wide coverage was removed, only 
to again be re-instated in May 2021 [48], likely impacted on 
GP use of the initiative. Interestingly, use of the GP Access 
to Community Diagnostics initiative to avail of plain film 
X-Ray and DEXA scans was commonplace, with these 
modalities comprising 51% of the total studies completed 
using the initiative. While these studies have traditionally 
been available to all patients through public hospitals, GP 
access to these modalities in public hospitals has been cur-
tailed by the COVID-19 pandemic [41].

While retrospective review of patient cases, where imaging 
results are known, introduces potential for bias, GPs reported 
that access to imaging has considerable influence on how they 
manage patients. For example, for MRI imaging, GPs reported 
that 80 to 100% of cases (depending on the payer type, see 
Table 2) requiring an imaging study typically organized in an 
acute hospital setting avoided such a setting due to the timely 
availability of imaging. Regarding avoidance of an outpatient 
or consultant review, access to MRI stopped onwards refer-
ral in 37 to 73% of cases. These large reductions are partly 
explained by the prior system, where GPs in RoI could not 
access advanced imaging techniques for many patients. Influ-
ence of imaging on onward referral to nonacute care was the 
weakest for those patients with PHI, which may speak to the 
increased use of private medical care by this cohort [49].

GPs reported, in both quantitative and qualitative com-
ponents, that access imaging increases GP workload in 
many cases. However, some GPs felt that patients accessing 
timely care at the community level may bring benefits for 
the broader health system.

It is not surprising that increasing GPs referrals to the 
imaging provider led to increased wait times. However, 
completion of three-quarters of scans within three weeks—
moving to four weeks (increase of 33% in waiting time) 
despite a 68% increase in scan requests—represents a con-
siderable improvement on previous pathways, where public-
only patients faced lengthy waits for review prior to being 
referred for imaging.

Comparison with existing literature

As demonstrated elsewhere [19–21], our GP participants 
reported that access to diagnostic imaging reduced onward 
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referrals to hospital considerably, regardless of how imag-
ing studies are funded. More than four-fifths of cases requir-
ing urgent imaging avoided acute referral when GPs had 
access to prompt imaging services. Referral to outpatient 
departments or secondary-care specialists was avoided for 
75% of those who paid out-out-pocket, 58% of those sent 
for imaging on the HSE Enhanced Access to Diagnostics 
scheme, and 40% of those sent for imaging funded by pri-
vate health insurance.

As seen in other studies [17, 18], participating GPs 
reported that imaging improved patient care in more than 
four-fifths of cases. These improvements were described 
in some detail during the qualitative interviews, with GPs 
reporting quicker diagnoses and more timely care as a 
consequence, which improved patient safety and reduced 
hospital referrals. Furthermore, GPs reported that patients 
themselves were pleased with the initiative and the ability 
to get imaging studies performed in a timely fashion while 
avoiding unnecessary hospital visits.

Participating GPs reported 51% of imaging studies 
increased GP workload—which has been shown in other 
studies [50, 51] and was one of this study’s main qualita-
tive themes. To refer patients for imaging studies, GPs must 
meet patients, listen to their history, examine them, and then 
come to a decision with the patient regarding care with or 
without onward referral. GPs must also follow up on the 
results of imaging studies organized and convey findings to 
patients. On the other hand, accessing imaging in a timely 
fashion can expedite the investigation of a clinical problem 
such that it can be “closed out” and the patient reassured. 
Thus, GPs reported that while imaging usually increases 
their workload, there is potential for initiatives like this to 
both increase and decrease the work involved in dealing with 
a patient’s clinical problem(s).

The views of GPs in this project speak to the complexi-
ties involved in introducing guidelines for GPs in practice. 
In their interviews, participating GPs generally saw value 
in introduction of GP-appropriate guidelines to help guide 
continuation of this welcome initiative, but many felt guide-
lines should not be restrictive if introduced. Feedback from 
primary care clinicians reveals pressure from some patients, 
physician workload pressures, and lack of timely access to 
other options (e.g., physiotherapy) as barriers encountered 
when trying to apply guidelines in practice [52–54]. Direct 
engagement, and follow up engagement in the longer term, 
with feedback from both primary and secondary care seems 
important if guidelines are to work effectively [55, 56].

Implications for future research

While results from this study reflect well overall on the 
introduction of GP direct access to imaging, the initiative 
represents a large investment in primary care nationally, and 

further in-depth studies, including cost-benefit analyses and 
patient views, should be carried out prospectively.

While barriers to utilization of guidelines in practice are 
described, there is a lack of studies focusing on the impact 
that diagnostic imaging has on general practice workload, 
particularly workload relating to those patients who have 
received an imaging study. While there are studies describ-
ing perceived overuse of imaging by primary care clinicians 
[22, 23], future studies in the area could usefully feature 
voices from both primary and secondary care to ensure a 
fair and shared consensus is reached. Establishing such con-
sensus among clinicians is even more important as we seek 
to broaden appraisals to include patient views to assess the 
“value” of a diagnostic imaging intervention more holisti-
cally [29–34]. Primary care access to diagnostic imaging 
may benefit from additional interventions, such as audit and 
feedback for referring GPs [57] or interventions to show 
patients their own images [58, 59].

Aside from musculoskeletal issues, there are a lack of 
studies examining the specific clinical issues (and the vari-
ous modalities that can help inform management) which 
may or may not be best managed within general practice. 
Further work in this area would help rank clinical issues 
and/or modalities to optimize effectiveness of combined GP 
and radiologist intervention in primary care. GPs referred 
just seven patients for CT scans over the study time period, 
perhaps due to concerns regarding radiation, the additional 
requirement for patients to have a recent kidney function 
result available (if intravenous contrast is required), or other 
reservations about use of this modality for patients being 
managed in general practice. Establishing an evidence base 
around primary care use of CT imaging will be important if 
this modality is to become part of modern general practice.

Strengths and limitations

The mixed-methods approach facilitated the collection of 
comprehensive and rich data, thus simultaneously portraying 
the scale and complexity of the issue under investigation. 
Both sampling and methodology were felt to be appropriate 
and effective in undertaking an “early view” of the introduc-
tion of a new national care pathway for GP diagnostics.

Importantly, GP reporting was based on retrospective 
review of patient cases, where imaging results were known. 
This introduces potential for hindsight and social desirabil-
ity bias. Nevertheless, GPs reported that existing pathways 
(e.g., imaging studies for patients with PHI and those paying 
out-of-pocket) and the new HSE GP Access to Community 
Diagnostics initiative were, in their opinion, similar in terms 
of effect on hospital avoidance. This may lead to the conclu-
sion that the new initiative is at least having similar effects as 
existing pathways, which have been shown in other jurisdic-
tions to lead to hospital avoidance [19–21].
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The study is also limited by sample size, where our 
group may not capture the full breadth of GP opinions 
on the topic. Self-selection bias may be relevant for our 
participating GPs, both in terms of their participation in a 
GP research network and in this specific project. Lack of a 
control group further limits extensibility of findings. Effect 
on patient care was recorded from the GP’s perspective, fol-
lowing their review of each patient’s medical file. Objective 
assessment of “appropriateness” of referrals was not part of 
this study, partly due to a lack of standards against which to 
define this concept.

Conclusion

GPs report that being enabled to access timely imaging 
studies for all patients in the RoI, regardless of their insur-
ance cover or means, has had considerable impact on the 
management of many clinical scenarios in the community, 
which is consistent with the Sláintecare core objective of 
providing “the right care, in the right place, at the right 
time” [39]. The initiative also addresses fundamental issues 
regarding adequacy and equality of access for disadvan-
taged patient groups.

Our results indicate that improved access to diagnostics 
appears to have had benefits both for patients and the health 
service, by improving care provided in the community and 
reducing referrals to hospitals. The previously inequitable 
Irish system for community diagnostics where many neces-
sary imaging studies were delayed due to rationing of essen-
tial and timely healthcare provides important context for this 
research area.

GPs reported that organizing and following up on imag-
ing studies typically increased their immediate workload. 
While this study illustrates some differences between modal-
ities, further work is required to examine the various clinical 
issues and their suitability for community-based manage-
ment. Strategies to dissuade patients keen for onward referral 
for inappropriate imaging need to be built upon the bedrock 
of general practice, i.e., familiarity with our patients, conti-
nuity of care, and expertise in the gatekeeper role [59].

Modern general practice needs to remain wary of inno-
vation for innovation’s sake [60–63], yet this initiative is 
a clear improvement on the historical disparity in access 
to imaging and definitive medical care previously inherent 
in our healthcare system. Ensuring commonality between 
community and hospital settings in terms of clinical indica-
tions for imaging studies, equity of access on a population 
basis, and guidelines to govern access for all patient groups 
are important considerations for the continued evolution of 
diagnostic imaging’s role in the Irish healthcare system.
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