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Since February 2020, when coronavirus disease began to spread in Italy, general practitioners (GPs) were called to manage a growing number of health situations. The challenges experienced by Italian GPs remained unrevealed. This study aimed at exploring Italian GPs' care experiences and practices associated with critical incidents during the first wave of the pandemic. A qualitative study design involving the critical incident technique through an online survey was applied. Sociodemographic data and open-ended responses were collected. While participants' characteristics were analyzed through descriptive statistics, qualitative data were thematically analyzed employing the framework method. 149 GPs responded to the survey and 99 participants completed the survey (dropout rate = 33%). Eight themes emerged indicating factors related to the organization of the healthcare system and factors related to the clinical management of patients, that were perceived as impacting on the GPs' care provision. The analysis revealed difficulties in communicating with other local services. This, together with the lack of coordination among services, was reported as a major challenge. Primary care was perceived as having been undervalued and criticalities in the organization of GP courses, led in a bureaucratic fashion, posed at risk some trainees to be infected. The digital technologies adopted for remote patient consultations were seen as useful tools for daily practice helping the GPs to stay emotionally connected with their patients. Besides, the improvement in the GP–patient relationship in terms of solidarity between patients and doctors and compliance to rules, had a positive impact. Moreover, many respondents addressed the importance of professional collaboration and teamwork, in terms of both support in practical issues (to find PPE, diagnostics and guidelines) and emotional support. At the same time, the lack of resources (e.g., PPE, swabs) and of specific guidelines and protocols impacted on the care provision. Our findings suggest that GPs in Italy are at risk of being left behind within the epidemic management. Communication and coordination among services are essential and should be substantially improved, and primary care research should be initiated to collect the context-specific evidence necessary to enhance the system's preparedness to public health emergencies and the quality of primary care services.
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INTRODUCTION

Italy was the first European country affected by the coronavirus disease (COVID-19) pandemic. Since the first case of COVID-19 was identified in Codogno, in the northern region of Lombardy, on February 20, 2020, severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) rapidly spread, mainly in northern Italy, partially sparing the southern regions of the country. To date, in Italy there have been more than 2 millions of confirmed cases, 71,620 deaths, and 23,571 people are currently hospitalized (1). Strict nationwide lockdown measures were adopted on March 9 and 11, 2020 (2, 3). During the lockdown, the Italian healthcare services were strongly challenged, especially regarding their capacity to deliver appropriate care to both COVID-19 patients and other patients. Outpatient secondary care services were closed to the public all over the country and planned patient consultations for non-life-threatening conditions were suspended. In this context, general practitioners (GPs), including out-of-hours doctors and doctors at prisons and nursing homes, were called to manage a growing number of health situations while reorganizing their services and altering how they provided care. Many GPs rapidly switched to remote consultations, though local, regional, and national evidence-based guidelines on COVID-19 management were lacking at that time. Services and care provision reorganization were left to the capacities of the individual GPs.

Rapidly moving to the frontline of COVID-19 management was demanding and put GPs in an unprecedented situation. Understanding the demands and challenges faced by frontline healthcare professionals and how they adjusted their efforts during the COVID-19 outbreak is essential (4). According to the World Health Organization (WHO), primary care services, in emergencies, should promote not only effective emergency responses but also a prepared system that can recover from emergencies (5). Primary care has been fundamental both for providing essential routine health services and for identifying/managing suspected COVID-19 patients (5–7).

Given the central role of primary care services during emergencies, we conducted a study collecting information on the experiences of Italian GPs during the COVID-19 pandemic. This study aimed at exploring Italian GPs' care experiences and practices associated with critical incidents during the first wave of the pandemic. In particular, this article reports on a qualitative analysis of “free text” (open-ended) survey data related to critical incidents experienced by Italian GPs. Findings reported in this article provide an insight on the GPs' experiences of positive as well as negative events arising from the crisis and on how GPs adapted to the changes of their activities. Obtaining a better understanding of the real difficulties and challenges faced by GPs could help to prevent them in the future. The research question which drove the study was: “what did help or hinder Italian GPs' activity during the first wave of the pandemic?”



MATERIALS AND METHODS

We used a qualitative study design involving the critical incident technique (CIT), as it was particularly consistent with the study aim (8, 9). The CIT is a qualitative methodology (rather than only a method) that involves a flexible set of principles (10). It does not focus on opinions but analyses the context of events. The critical incidents (CIs) (11) in this study refer to situations perceived as relevant by GPs dealing with the COVID-19 pandemic. The concept of “technique” in the CIT entails critical reflection focused on analyzing the human behaviors and contextual factors underlying the phenomena in question (12, 13).

As described by Viergever (10) CIT has commonly five steps: (1) description of the aim of the activity to deepen; (2) specifications of the nature of critical incidents to report and participants' characteristics; (3) data collection in line with the research question; (4) data analysis which includes pooling critical incidents into themes or areas; (5) interpretation and results' report.

As to the aim of the activity and the nature of related CIs (steps 1 and 2) the researchers planned to include a broad interest on care provision and clinical practice during the pandemic (especially referring to March and April 2020) of Italian GPs. In this context, reporting CIs was used to understand experienced obstacles and proposed solutions to the faced practical problems. Researchers decided to let the participants free to report any significant or important event (see Table 1) applying a broad-ranging version of CIT.


Table 1. Open-ended questions.
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Data Collection, Sampling, and Recruitment

As to step 3, we designed an online form for collecting data on what GPs perceived to be factors, events, behaviors or experiences which helped or hindered their care experience or clinical practice (using the SurveyMonkey survey application), which was available from March 12 to April 17, 2020.

The data collection strategy involved gathering sociodemographic information (age, gender, workplace province and setting, and quarantine experience) and asking three open-ended questions (on the positive and negative CIs during the pandemic and the GPs' proposals to avoid the negative CIs). Although CIT usually requires researchers to collect qualitative data through interviews, for practical reasons (i.e., the need to capture data from a geographically widely distributed population and the need to collect data in a timely manner) researchers designed a questionnaire-based CIT study as suggested elsewhere (14), in line with a qualitative research approach (15). The data were collected through the online survey platform using a purposive sample of GPs, which was obtained using snowball sampling (16). The researchers invited potential participants (from among the doctors that they knew personally who they believed would be interested in the study) via phone calls in which they explained the study aims and addressed emerging questions. Following each phone call, a weblink to a brief explanation of the study, an informed consent form, and the survey itself was sent to the potential participant (via WhatsApp©, text message, or email). Each respondent who agreed to participate was asked to recruit other potential participants.

The participants were requested to reflect on and identify one or more specific CIs that they perceived to be positive and one or more CIs that they perceived to be negative regarding their care provision during the pandemic, and to detail any proposals that they may have regarding how to avoid the negative CIs in the future. The survey was piloted with a convenience sample of 10 participants. Thereafter, the three open-ended questions were reformulated to enhance comprehensibility and readability, as shown in Table 1.



Data Analysis

As to step 4, namely data analysis, before approaching the dataset, the analysts were given focused training on qualitative data analysis by a qualitative methodologist (LG). Thematic analysis (17) was used, which involved defining an analytic framework (18). This framework method is suitable for multidisciplinary teams to analyze large datasets (19, 20), as recently demonstrated (21).

The analysis involved the following steps:

• All authors extensively read all the responses to the open-ended questions.

• Four authors (Al.S., PKK, Ar.S., and MD) met for subsequent discussion sessions on the provisional themes and thematic areas.

• Based on the responses of the first 20 participants, an analytic framework was developed as follows: four authors (Al.S., PKK, Ar.S., and MD) independently labeled all the responses and then met to discuss the emerging framework, with any disagreement being resolved by another researcher (LG).

• Two authors (Al.S. and Ar.S.) applied the framework to the remaining responses to the open-ended questions.

• Researchers renamed themes to highlight hindering and facilitating factors according to the research question.

• The last stage entailed grouping themes into two main thematic categories.

Finally, as to step 5, a report of the results was shared among the team and the final interpretation of data was specifically discussed in many team meetings.

The quantitative data, including sociodemographic variables, were analyzed using SAS® 9.4 (SAS Institute Inc., Cary, NC, USA).




RESULTS

There were 149 GPs who responded to the survey. Their demographic data are shown in Table 2. The majority (66.4%) were aged ≤35 years (26–≥66), and 38.9% were male; 26 participants declared that they were or had been quarantined. All 149 participants completed the sociodemographic form, but 50 did not answer any of the three open-ended questions (dropout rate = 33%). Among the remaining 99 respondents, all reported at least one negative CI, while three did not report any positive CIs.


Table 2. Sociodemographic profile of respondents by geographical area.
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Each theme signifies a factor perceived as particularly relevant for GPs and was classified according to whether it helped or hindered their care experiences (i.e., had a positive or negative impact) during the first wave of the COVID-19 pandemic. Two main thematic categories emerged: factors related to the organization of the healthcare system (HS) and factors related to the clinical management of patients, whose summary is shown in Figure 1.
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FIGURE 1. Summary of findings–themes that impacted on GPs care experiences according to study participants. Figure shows the factors emerged from the analysis that helped (green) or hindered (red) the GPs' activity. These factors were related to two main domains: the organization of the healthcare system (HS) and the clinical management of patients. GPs, General Practitioners; PPE, personal protective equipment.



Factors Related to the Organization of the HS

Participants reported many CIs related to the overall organization of the HS: a lack of communication, coordination, and leadership of the services in charge of the crisis' management as well as a lack of organization of primary care services and training of new GPs impacted negatively. GPs perceived huge difficulties in performing public health responsibilities that could contain the epidemic.


Communication, Coordination, and Leadership in the HS

The GPs reported that the poor coordination and communication among and within services was one of the leading causes of the system's inflexibility and inefficiency to the detriment of patient care and effectiveness regarding containing the epidemic.

“It became clear to me the impossibility of applying our job to reality (…): fragmentation, lack of sharing and collaboration, lack of communication, abandonment, inexperience, and incapacity, the non-evidence-based practice.” (39)

“There was no coordination (…) we received directives that an hour later were denied by the other department.” (52)

The respondents indicated a lack of leadership as a trigger for the inadequacy of the services that were coordinating the response to the pandemic.

“I am in the public health service (…), I have received consciously erroneous instructions from my superiors (…). They provided handwritten, unsigned, and unrecorded instructions in blatant contradiction to ministerial provisions (…) We work only with pen and paper, papers are repeatedly photocopied and distributed in different places until they are lost, so that mistakes of the individuals can hide the intention of the organization to cover up.” (31)

“There is no clear organization of services; there is no leadership. The indications given are schizophrenic (…)” (37)

A significant system's fragmentation among regions and provinces emerged from the analysis of the respondents' experiences, which led to criticalities in patient care, disappointment, and confusion.

“I would like to point out the lack of coordination […] of two neighboring health districts, which follow different working criteria. This generated in me—and in the patient—false expectations, confusion, and disappointment.” (100)

The respondents reported that public health services struggled to take charge of and to manage suspected cases, which led to the spread of the infection and the overload of the healthcare services.

“There are no swabs. […] in the initial chaos there was no adequate surveillance. Wards, Emergency Departments, hospitals… are collapsing.” (67)



Organization of the Primary Care Services

Regarding the organization of the primary care service and its relationship with the rest of the National Health Service (NHS), participants reported that the importance of primary care was underestimated with a hospital-centric organization of care that contributed to the system's overload.

“The total lack of preparation to face the biggest emergency in the area since the Second World War with an excessively hospital-centered vision caused the wards to become saturated within a week.” (27)

“Much more attention is needed on primary care, which in this emergency has been abandoned to give resources to the hospital.” (73)

“I suffer every day when I see how the current organization of Primary Care is tragically inadequate and unable to face this challenge and all the other challenges that had been posed in recent decades […].” (125)

In this context, many CIs revealed that a common experience among participants was a sense of isolation, uselessness, and lack of protection.

“No one protects us.” (13)

“I would like to be more useful in this situation, but I feel alone, like a hamster running in a wheel. I would like to act and make sense of my actions; instead, it seems to me I'm not moving an inch forward.” (107)

However, some respondents proposed that their professional roles could be developed during the pandemic, with the organizational advancement of the primary care service being fostered.

“GPs should have a stable, recognized, and integrated role in the organization of the NHS.” (3)



Organization of the Training of New GPs

According to the participants, the pandemic also impacted the training of new GPs. The respondents perceived that the training programs were run by “bureaucratic” structures that were unable and uninterested in training them.

“Due to the SARS-Cov2 epidemic, my training was interrupted. We were basically left to ourselves by those who should have organized it: administrative staff, teaching coordinators, and regional representatives.” (109)

“As a GP trainee, I found that course coordinators were completely unable to reschedule internships and reallocate the trainees […] [During that time] I received information and updates exclusively through unofficial channels unrelated to the GP course.” (56)

The reported lack of organization of GP courses emerged as a health risk for trainees: in some cases, trainees were told to begin internships without being provided with PPE.

“As a trainee, I was quarantined because I came into close contact with a colleague who tested positive.” (10)

“I was told to begin a hospital internship […]. I felt a constant risk related to generating gatherings; we had no PPE available.” (56)

Some participants proposed possible solutions to overcome this lack of organization and to avoid negative experiences in the future.

“The GP course should become a real course with a defined role, and it should be recognized by institutions as a specialization course like any other.” (66)




Factors Related to the Clinical Management of Patients

Several CIs showed how the lack of resources (e.g., PPE, swabs) and of clinical guidance affected their daily practice while digital technologies, the doctor-patient relationship, and professional collaboration helped to overcome difficulties in patients care.


Lack of Resources

Participants reported huge difficulties in the management of their patients due to the lack of resources. Many participants reported that they were not provided with PPE. This was perceived to be an obstacle to the delivery of appropriate care to both COVID-19 and non-COVID-19 patients.

“I regret not being able to give my full contribution due to the lack of adequate PPE.” (115)

“Hearth attacks and strokes that probably have occurred and have remained unrecognized because we do not have PPE to protect ourselves…” (52)

The lack of PPE led to a sense of loneliness, vulnerability, and to psychological distress.

“During a shift in the GP out-of-hours (OoH) Service I had to visit a suspected Covid-19 patient without all the PPE (except for a surgical mask and a pair of gloves). This showed me all the vulnerability, anxiety, fear, the sense of loneliness and the lack of preparation (even psychological) for these events.” (59)

Moreover, the scarcity of PPE generated conflicts over its allocation and the responsibility for its provision.

“A colleague was infected because the head physician denied him even surgical masks.” (29)

“ I was not provided with a mask with a filter or glasses/visor despite the fact that I had to visit the patient. Instead, the paramedics […] were fully equipped with PPE.” (63)

Alongside PPE, the lack of other diagnostic equipment (such as swabs), hospital beds, therapeutics (such as oxygen tanks) and even telephone lines were reported as a criticality that negatively impacted the possibility of respondents engaging in their daily work to assure continuity of care.

“77-year-old patient in a nursing home […] he was not taken to the hospital and he died after 2 days… the patient was a suspected case […] he was not even swabbed” (14)

“I cry when I think of the call to a lady just 50 years old: I am at home, they gave me oxygen, I ran out of oxygen […] I struggle to breathe, I don't want to go to the emergency department, I'm afraid, I'm afraid to die because they have no beds.” (67)

“We spent 10 days looking for oxygen tanks throughout the province of [OMISSIS] for emergency therapy while people saturated at 82%. A real nightmare.” (52)

“In my office we have only one telephone line where patients can call (for a city of 150,000 inhabitants). It rings continuously.” (106)



Lack of Primary Care Guidelines and Protocols

Another factor that was mentioned in many of the CIs as critical for care delivery to patients was the lack of guidelines and protocols for primary care drawn up by authoritative and respected sources.

“I had the impression that primary care was left without a leader—without a single authoritative voice from a scientific point of view.” (20)

“I would try to strengthen the primary care service, outlining guidelines so that we know what to do.” (76)

The absence of clear guidelines and authoritative sources of knowledge, in the view of some participants, led space to differences and divergencies in the health care professionals' behaviors and views, affected teamwork, and hindered access to care.

“The different ideas about work management—even more when clear guidelines were lacking and in such a delicate phase for everyone—is making teamwork unsustainable […].” (8)



Digital Technologies

In this context of lack of resources and clear protocols, the respondents felt positively about the digital technologies adopted for patient consultations such as electronic prescriptions.

“I was also surprised by the rapid possibility of making electronic prescriptions accessible to patients directly from the pharmacy.” (17)

Many other positive CIs regarding telephone-based care were reported to have occurred during the process of adaptation to the pandemic situation: the possibility of remotely taking care for patients and giving emotional support to those in isolation.

“The rediscovered importance of words, of a telephone conversation that becomes an essential connection, and which is able to concentrate all the possible humanity, closeness and help.” (39)

“Every day I called them, I entered their homes, I saw their eyes, I evaluated their breathing. […] I have been living with them for these 20 days.” (42)



Doctor-Patient Relationship

Participants reported that relational aspects of their work (relationships with patients and colleagues or other healthcare professionals as well as the attitudes and behaviors of patients) had a role in their clinical practice.

Mainly, what facilitated them in facing their work in the context of the COVID-19 emergency was the doctor/patient relationship. They described events in which patients expressed gratitude, understanding and appreciation to their efforts.

“The relief of this person in being reassured after having been visited… She thanked me. This is to date one of the very few positive experiences of this period.” (8)

“Another thing that surprised me positively was hearing a patient asking me: ‘Before starting, doctor, first of all tell me how you are, because right now you are the people who most need to hear this asked. And maybe nobody does.”’ (25)

According to some CIs, GPs' clinical practice was also supported by the behavior of their patients who accepted the access limitation to health services during the first phase of the emergency. The GPs reported a relatively high level of compliance to the rules.

“The only positive aspect that I can find right now is that patients […] have understood and have used the service in an appropriate way.” (10)

“[A positive experience has been] The understanding of my elderly homebound patients when I had to cancel the planned home visits and the collaboration of their families in helping them and providing medicines for them.” (29)



Professional Collaboration and Teamwork

Also, relationships with GP colleagues, with doctors working in different outpatient settings, with those in hospitals, and with other healthcare professionals had a facilitating role for our participants' daily work.

In this context, professional collaboration served as emotional support and allowed GPs to overcome the sense of loneliness and the emotional burden caused by the epidemic.

“I observe mutual help (an attitude that was not always previously present). Despite the forced distance, we did not feel alone, or at least, it is true for me. […]” (18)

“Another consideration concerns colleagues: I have discovered (or perhaps was confirmed) that some of them may be your strength, your constant mirror, your vent valve, the eyes that most offer you an understanding in such an emotionally and professionally heavy period.” (8)

”The need to talk to colleagues more often, every day, even several times a day to share what is happening […] the feeling of being alone amplifies distances. Colleagues, at this moment, save you more than anyone else.” (114)

The teamwork with doctors and other healthcare professionals was experienced as a factor that helped to overcome practical difficulties in daily work such as the lack of PPE, of official guidance and of diagnostics, and allowed for better patient management.

“We started communicating on group chats to support us and exchange information, to get masks, gowns, and oximeters. We adopted a common emergency management line.” (144)

“I immediately got in touch with my colleague in the nearby ED and my radiologist colleague and I agreed on the most appropriate and fastest path for my patient.” (25)

“If I only could have had the help of the nurse to go with PPEs to see the elderly homebound COVID-19 patient.” (22)

“[a positive experience was] the post-discharge management of a patient I have been following since March 19. I collaborated with the cardiologist and with the ADI [integrated homecare service]” (53)





DISCUSSION


Summary of the Main Findings

As far as we know, this study is the first to systematically analyze GPs' experiences on the COVID-19 pandemic by employing the CIT. The surveyed GPs reported both positive and negative CIs occurring during the first peak of the outbreak.

The analysis identified factors that impacted their care experiences. The summary of findings (Figure 1) shows how these factors are related to two main domains: “organization of the HS” and “management of patients.” With regards to the first domain, it is notable that we could not identify any factor in the data that could have favorably impacted the GPs' work. Conversely, the GPs in our study experienced a lack of organization within the NHS, a lack of interinstitutional cooperation, a lack of leadership, and a lack of clear communication at all levels of the emergency response system. They described a sense of abandonment and solitude and felt that they were not part of a system that could sustain them during the emergency. The lack of reliable clinical and organizational guidance was a major challenge as was the absence of commitment regarding the teaching and supervision of GP trainees. Concerning the second domain (“clinical management of patients”), digital technologies, and meaningful and empathic doctor/patient relationships–along with collaborations with doctors (specialists, GPs) and other healthcare professionals–were described as factors that helped the GPs to cope with the organizational and emotional challenges of being on the frontline. On the contrary, lack of resources (e.g., PPE, swabs) and of reliable guidance affected patient management.



Comparison to Existing Literature

Study participants reported a significant lack of structured coordination that resulted in communication problems between the different health services and in bureaucratic obstacles. The published literature shows that similar issues have been experienced in other healthcare systems. In the US, the fragmentation of primary care and its weak connection to the emergency response infrastructure has been an obstacle to an efficient response to the pandemic (22). In the UK, even though primary care is a cornerstone of the NHS, the links between primary care and Public Health England's broader preventive activities have been reported as unclear (7). This disconnection was also highlighted by several participants in our study and seems to be widespread. It is even more surprising in Italy because there is a well-established publicly funded surveillance network for influenza and influenza-like illnesses that involves GPs and primary care pediatricians since 1999 (the Italian Influenza Surveillance Network, InfluNet) (23). Despite the recognition that the structured involvement of GPs in infectious disease surveillance and control measures is an essential element of pandemic preparedness (24), this network only began to be involved in COVID-19 surveillance on October 14, 2020 (25).

Many GPs in our study reported that the role of primary care was underestimated—much more importance was given to hospital care—and they felt unprotected and isolated. In fact, most Italian GPs still work single-handedly in solo practices that are somewhat isolated from the rest of the NHS (26). Indeed, a recent study showed how Italian GPs represent 44.1% of the total COVID-19-related deaths among doctors, and organizational issues (i.e., working alone), along with the lack of PPE, were proposed as explanations for the high burden suffered by GPs (27). Moreover, in many regions of Italy such as Lombardy, regional policies fostered a strong hospital-centric organization while primary care has been underfinanced for many years (28). The autonomy of the Italian regions in organizing their healthcare systems led to different healthcare models across the country. To date, no published study has yet addressed the impact of these different care organizations (i.e., hospital vs. primary care centered) in Italy.

Regarding training of new GPs, courses were perceived as poorly organized and led in a bureaucratic fashion. Respondents reported that this negatively impacted their training and their safety during the first peak of the outbreak. These findings are consistent with previously published studies, which showed how GP trainees in Italy are enrolled in non-academic regional courses of questionable quality (29, 30). In fact, during the first months of the outbreak, many GP traineeship activities were stopped due to the lack of PPE, which was not available for trainees undertaking purely observational internships. Since then, trainees have been employed in GP out-of-hours services in the COVID-19 special units and to replace regular GPs; a government decree stated that the hours worked in these services would be recognized as part of the traineeships despite the fact that they occurred without clinical supervision (31). GP trainees therefore became part of the paid GP workforce. Further research on the quality of GP training in Italy is needed to overcome these critical issues (29, 30). This knowledge will explain how training has been impacted by COVID-19.

Difficulties in obtaining reliable information, guidelines, and protocols on patient management were described. This finding is consistent with influenza pandemic research, which highlighted that there were multiple information sources with conflicting recommendations and a lack of guidelines tailored to primary care providers (32). As stated elsewhere, primary care practice guidelines need to be underpinned by evidence collected in primary care settings (33, 34). There are no primary care departments in Italian Universities, and it is not possible for Italian GPs to pursue a PhD in general practice. Moreover, local or national networks with accessible research databases are missing; the only Italian general practice research database is owned by a private company, and data are not accessible to independent epidemiological research (35). As a result, to date, the context-specific evidence needed to underpin guidelines relevant for Italian GPs is missing.

In addition, the GPs in our study reported events related to a lack of resources (such as PPE or swabs) allocated in the primary care setting. Scarcity and unequal distribution of PPE were reported previously in other countries (36–38) as well as in Italy (39). The lack of PPE was psychologically stressful for our study participants—a finding that is consistent with recent studies showing how the lack of PPE and proper safety procedures are associated with higher levels of anxiety and depression (40) while access to adequate PPE is associated with reduced psychological morbidity (41). Besides, other resources such as oxygen and swabs for COVID-19 testing were also reported as insufficiently available leading to difficulties in taking charge of patient needs. In this context, the issue of how primary care should be organized, financed, and staffed is considered one of the top ten international research priorities (42). Such studies are currently lacking in Italy and could inform policies on the most efficient allocation of resources within the NHS.

The rapid switch to remote assessment via telephone or video consultations has been perceived as generally positive. A study in the UK found that the rate of initial general practice consultations in the form of digital consultations dramatically increased between February and May 2020; the UK primary care service concurrently faced profound organizational challenges (43). No published studies have yet analyzed nor quantified these changes in Italy, and research is needed to evaluate the impact of COVID-19 on GP consultations, digital technology use, and remote assessment and on the related health outcomes of these procedures.

The GPs reported that they experienced an improvement in their relationships with their patients in terms of compliance, patient understanding, and solidarity. Similar findings in China have been reported despite the decline in doctor/patient relationships since the late 1970s (44). A possible explanation for this phenomenon is that an outbreak of the scale of COVID-19 could reduce the emotional distance between doctors and patients. In fact, the so-called hidden curriculum traditionally encourages detachment between emotions and clinical reasoning (45, 46) to preserve the objectivity of clinical judgement, i.e., avoiding the interference of the doctor's empathic concern that could affect clinical decision making (47). Doctors could have perceived increased solidarity from their patients as the doctors themselves felt closer to them because they were sharing the common concern of COVID-19. More research is needed to understand the impact of COVID-19 on empathy in medicine and, more broadly, on the doctor/patient relationship.

From the perspective of the GPs in our study, collaboration among professionals and teamwork seemed to be a valuable resource to cope with the clinical and emotional challenges that they have faced. In line with our findings, in the case of influenza outbreaks, teamwork and interprofessional collaboration were described as factors that can lead to a more adequate response (48). Healthy teams showed to be effective in preventing burnout among GPs (49), in improving professional motivation (50, 51), and patient and family-centered care (52). That said, interprofessional collaboration and teamwork is not well-established among Italian GPs (53), and further research is needed to address the impact of the working environment on mental health, safety, and care delivery of Italian GPs during the COVID-19 pandemic.



Strengths and Limitations

Our findings need to be interpreted in light of their explorative nature. Nevertheless, they do offer a direction for policymakers and for further studies. One limitation of this study is that the data collection was via an online survey. In the CIT methodology, even if survey/online data collection is allowed, interviews are recommended to collect in-depth information (14). The risk of survey-related poor data collection was balanced by capturing a wide range of experiences and perspectives in an unexplored area of research and in a large, diverse and geographically widely distributed population. Moreover, piloting helped to identify possible problems with the interpretation of the questionnaire and with the open-ended questions being modified based on the preliminary feedbacks. Moreover, due to the open-ended nature of the questions and the fact that no personal data were collected, motivated participants were free to disclose their experiences without fear of being judged and without manipulation introduced by an external interviewer (15, 54).

The second limitation relates to the findings' generalizability. Indeed, this study followed a qualitative approach in sampling and analysis (8, 55). Bearing in mind this approach and the explorative, rather than definitive, nature of the results, the generalizability to the entire population of Italian GPs was beyond the aims of this study (56). Nonetheless, the richness of the data allowed us to acquire a meaningful picture of GPs managing the outbreak through an analysis from which the themes in common across the participants could emerge (57). The majority of the participants were from northern Italy where the pandemic started and was more threatening. This could explain the wider participation of GPs located in these regions and probably contributed to their informative responses. In addition, most of the participants were aged ≤35 years, and it is likely that our findings match the perspectives of younger GPs. Some of the participants stated that they were enrolled in a GP specialization course. This should not be interpreted as meaning that their responses do not reflect the perceptions of actual GPs because GP specialization schools were suspended shortly after the beginning of the first outbreak, and GP trainees were asked to take part in the response to the healthcare emergency becoming part of the paid GP workforce.

Regarding the analysis, the principal investigators of this study were notably GPs. As such, they may have analyzed the CIs from an emic perspective, and interpretation could have been limited. Nonetheless, every step of the analysis was performed by at least two researchers, and analytical decisions were made by reaching an agreement among an interdisciplinary team during each step. Additionally, public health experts (MFM and MGC) and GPs collaborated with two authors with no health-related background (i.e., LG, a qualitative methodologist, and Ar.S., who works as a lawyer in training with a special interest in medico-legal issues).



Implications for Policy

This study suggests that GPs in Italy are not part of a coherent strategy that prepares the Italian primary care service for epidemic outbreaks.

Several recommendations may be drawn. Communication and coordination between primary care and public health authorities are essential and should be substantially improved. Funding should be allocated for the integration of primary care and public health services, and structured teamwork should be enhanced through shared protocols and guidelines to contain the outbreak. Efforts should be made to adequately train GPs based on national guidelines on the management of COVID-19 and non-COVID-19 patients in their setting. To inform these guidelines in the longer term, primary care research is a necessity for the Italian NHS that, in the light of this pandemic, can no longer be postponed. Unfortunately, there is currently no publicly funded and institutional general practice research in Italy but it is urgently needed to produce context-specific evidence (33, 58) to help GPs in their daily practice and to effectively train the next generation of primary care doctors.



Implications for Further Research

Research is needed to ascertain how the Italian primary care service and, more broadly, European primary care services are coping with the pandemic. With Europe facing a second wave of COVID-19, a follow-up study could be useful to ascertain whether and how GPs' experiences change over time. To further enhance the credibility of our findings, themes that emerged in this study, such as the impact of COVID-19 on the doctor–patient relationship, should be more extensively explored, e.g., through semi-structured and in-depth interviews with doctors and patients. Moreover, quantitative studies should be performed to ascertain the generalizability of the results of the present study. Moreover, participatory methodologies, such as participatory action research, could be applied to develop an understanding of the collective experience of this pandemic and to enable healthcare professionals to cope effectively with the challenges they face during health emergencies.
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