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The Italian public health response during the pandemic emergency: from qualitative data to the “performance index” of care provided by Spoleto Hospital









 


	
	
ORIGINAL RESEARCH
published: 16 June 2025
doi: 10.3389/fpubh.2025.1337375








[image: image2]

The Italian public health response during the pandemic emergency: from qualitative data to the “performance index” of care provided by Spoleto Hospital

Silvia Caroselli1,2†, Martina Roselli3†, Aldo Germani4, Marco Fabiani1,5, Caterina Micolonghi1, Vincenzo Visco4,6, Salvatore Raffa4,6, Rita Mancini4,6, Simona Petrucci4,6, Alexander Cardone3, Orietta Rossi3, Giorgio Banchieri7,8, Christian Napoli6,9 and Maria Piane4,6*


1Department of Experimental Medicine, Sapienza University of Rome, Rome, Italy

2Juno Genetics, Reproductive Genetics, Rome, Italy

3San Matteo degli Infermi Hospital of Spoleto, Spoleto, Italy

4Department of Clinical and Molecular Medicine, Sapienza University of Rome, Rome, Italy

5ALTAMEDICA, Human Genetics, Rome, Italy

6Sant’Andrea University Hospital, Rome, Italy

7Associazione Italiana per la Qualità della Assistenza Sanitaria e Sociale (ASIQUAS), Largo Konrad, Adenauer 1/B, Rome, Italy

8DiSSE, Department of Economic and Social Sciences, Sapienza University of Rome and LUISS Business School, Rome, Italy

9Department of Medical Surgical Sciences and Translational Medicine, Sapienza University of Rome, Rome, Italy

Edited by
 Giulio Nittari, University of Camerino, Italy

Reviewed by
 Vincenzo Marcotrigiano, Azienda Sanitaria Locale BT della Provincia di Barletta-Andria-Trani - Dipartimento di Prevenzione, Italy
 Mostafa Javanian, Babol University of Medical Sciences, Iran
 Demetris Savva, Nicosia General Hospital, Cyprus

*Correspondence
 Maria Piane, maria.piane@uniroma1.it 

†These authors have contributed equally to this work

Received 12 November 2023
Accepted 29 May 2025
Published 16 June 2025

Citation
 Caroselli S, Roselli M, Germani A, Fabiani M, Micolonghi C, Visco V, Raffa S, Mancini R, Petrucci S, Cardone A, Rossi O, Banchieri G, Napoli C and Piane M (2025) The Italian public health response during the pandemic emergency: from qualitative data to the “performance index” of care provided by Spoleto Hospital. Front. Public Health 13:1337375. doi: 10.3389/fpubh.2025.1337375
 

Background: The public health emergency was one of the most severe consequences of the COVID-19 pandemic outbreak, which occurred in successive waves since March 2020. In this scenario, the Hospital of Spoleto “San Matteo degli Infermi” (located in the Umbria region, Italy) became a COVID-19 referral center and therefore had to make organizational changes. This study aims to evaluate the quality of care provided during the pandemic and to explore what the hospital management should focus on.

Methods: An online survey related to ten topics across the five pandemic waves that took place in Italy from March 2020 to February 2022, was administered to the hospital unit referents. The qualitative responses collected were analyzed quantitatively using a recognized tool, called “Streetlight PRIority Swot” (SPRIS) system and based on a new and multilevel “strengths, weaknesses, opportunities, threats” (SWOT) matrix.

Results: It was highlighted that the demand for continuity of care for patients and an increase in personal protective equipment were the issues that should have been the focus of the intervention after the first wave. Taking this into account, an improvement in performance was observed in the subsequent waves. Therefore, the results described a more than good quality of care provided among the hospital units, although with the need to improve the orthopedic services, emerged as the most critical area.

Limitations, reasons for caution: Due to practical limitations, the study population was limited to the hospital unit referents. Future broader surveys may enrich the information from the hospital experience. The SPRIS system uses a general-to-specific approach which can lead to a complex outcome assessment. However, careful and continuous application supports the analytical validity and utility of this method.

Conclusion: The analysis based on the SPRIS system showed the effective response of Spoleto Hospital after the first sudden wave for the following four pandemic waves, driven by the implementation of safety measures. The perspective adopted and the scenario tested can be seen as a starting point for an educational tool to monitor and evaluate health management strategies during emergency periods.
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1 Introduction

The SARS-CoV-2-related disease has negatively impacted our society in all its spheres, without precedent in contemporary history (1, 2). It was first reported at the end of December 2019, during an outbreak that emerged in China and rapidly spread around the world (3). On 30th January 2020, the World Health Organization (WHO) declared the COVID-19 outbreak as a public emergency of international concern (4) and as a pandemic on 11th March 2020, alerting all countries to immediate notice and action (5). In Italy, the COVID-19 pandemic occurred from late February to early March 2020 (6), resulting in subsequent up and down periods (waves) in the number of cases (i.e., time-points of spread and containment of infections, respectively) (7, 8). To date, the global impact of the pandemic has been profound, with over 770 million confirmed cases and more than 7 million deaths reported worldwide, including over 26.9 million cases and approximately 198,638 deaths in Italy (9). At the beginning of the pandemic, five waves have been distinguished (10, 11): (i) March – June 2020; (ii) October 2020 – January 2021; (iii) February – June 2021; (iv) July – October 2021; (v) November 2021 – March 2022. During this period, the pandemic crisis particularly strained the Italian National Health System (I-NHS) at several levels and proved one of the most demanding challenges it ever faced (12). The spread of the pandemic caused prolonged periods of stress and high emotional load on human resources. All of this also affected the health status and the psycho-physical well-being of healthcare workers through extended working hours and continuous exposure to the virus (13, 14). In terms of health-care resources, the growing demand for COVID-19 treatment exceeded “normal” emergency surge capacity, defined as the ability of a hospital to expand care for a sudden dynamic influx of patients. This had to be managed in a short period of time (15), while maintaining the health-care support for non-SARS-CoV-2-related diseases (16). To address this emergency, the I-NHS redesigned its network, resulting in the conversion of hospitals and local health centers. Moreover, structural (e.g., increasing treatment space) and organizational (e.g., cancelation of elective surgeries) changes (17) were made to ensure the well-being of both patients and staff. Several studies assessed the impact of the COVID-19 pandemic on specific areas, such as neuromuscular (18) and chronic liver (19) care units and surgical services (20, 21). Currently, there is a lack of evidence on how problems were manifested during the COVID-19 pandemic, or what was done to address these challenges at the hospital-care level, as a complex network involving multiple medical facilities. To support this need, the experience of those working in the hospital is a very valuable contribution to the policy-making process. Therefore, gathering this evidence through interviews or survey results is one of the best ways to evaluate the quality of care and the policy itself (22). Quality of care is the degree to which health services for individuals and populations increase the likelihood of desired health outcomes. To achieve the highest possible quality of care, a framework for improving the ways care is delivered to patients is essential. Therefore, specific tools and methods have been proposed for interpreting the survey results and drawing meaningful conclusions (23). Among these, the SPRIS (Streetlight PRIority Swot) system, based on a multilevel “strengths, weaknesses, opportunities, threats” (SWOT) matrix, has recently been developed (24, 25).

Our objectives were to evaluate the quality of health services provided over the first pandemic waves by the hospital of Spoleto “San Matteo degli Infermi” and to highlight the improvement actions needed to respond to the challenges posed by the COVID-19 pandemic. Indeed, this hospital has been converted into a center dedicated to COVID-19 by regional ordinance (26), playing a strategic role in the regional health network and representing an interesting case study.



2 Methods


2.1 Study setting, design and participants

This observational study was conducted at Spoleto Hospital, which is located in Umbria, a region in central Italy. It is composed of three Organizational Articulations (OA): Inpatient Units, Diagnosis and Care Services and Hospital Polyclinics, respectively divided into 7, 14 and 7 Operational Units (OUs) (Table 1).



TABLE 1 Medical facilities enrolled.
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The period analyzed runs from February 2020 to March 2022, divided into five pandemic waves, identified in Italy by the Istituto Superiore di Sanità (7) and the Italian Department of Civil Protection (8) on the basis of the incidence and prevalence of cases recorded at the national level (10, 11): (i) 27th February 2020 – 28th June 2020; (ii) 1st October 2020 – 2nd February 2021; (iii) 26th February 2021 – 5th July 2021; (iv) 14th July 2021 – 11th October 2021; (v) 23rd October 2021 – 31st March 2022.

From October to November 2022, 28 referents for each OU of Spoleto Hospital were invited to participate in a cross-sectional survey, to obtain a complete snapshot of the experience. As supervisors or coordinators, these referents were also information-richer and more available respondents (27, 28).


2.1.1 Ethical considerations

The study was conducted according to the guidelines of the Declaration of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of Sapienza University of Rome, Italy (RIF. CE 5773_2020, Prot. #52SA_2020, and Prot. #171SA_2020). We have taken all necessary measures to ensure the anonymity and confidentiality of the participating physicians’ data. No personally identifiable information was included in our research and will not be disclosed to third parties. Data has been handled in accordance with art. 13 reg. EU 679/2016 (GDPR). Specifically, on the first page of the questionnaire, the respondents were informed about the purpose of the study and the data policy, after which they gave their informed consent for access.




2.2 Survey questionnaire — methodological approach and data collection

The questionnaire was specifically developed based on guidance from government documents, published literature, and best practices (23, 29–31). It provided multiple-choice answers for each query, with a worded rating scale for feedback options: yes, enough, not enough, not at all and “not applicable” if the item was not relevant. Respondents were asked to indicate the qualitative category that comes closest to their position, coding the responses in a more homogeneous manner. Later, these qualitative results were converted into quantitative data using a Likert scale from 4 to 1 (32); excluding responses marked as “not applicable.”

To ensure the scientific appropriateness of the questionnaire prior to its administration, an effective yet concise validation process was implemented (Figure 1). First, the questionnaire was reviewed by domain experts (an epidemiologist and two healthcare executives) to assess the relevance and completeness of the items. Their feedback confirmed that the content covered key areas related to hospital response during the COVID-19 pandemic, thus establishing expert-based content validity. Second, informal face validity was assessed by piloting the questionnaire with a nurse and a laboratory technician not involved in the study. Their suggestions helped to improve the clarity and readability of some items. Third, internal consistency was evaluated using Cronbach’s alpha calculated on the full set of items using IBM SPSS Statistics for Windows (version 19). It reached a value of 0.917, indicating excellent internal consistency reliability. The standardized item alpha was 0.913, further confirming that the items provide highly consistent responses across subjects.
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FIGURE 1
 Workflow chart for the application of SPRIS analysis to this Italian public health setting. For methodological approach used for survey design and SPRIS system development, referring to (24, 25).


The final version of the questionnaire consisted of 81 items divided into ten sections according to thematic areas. For the sake of completeness, this version translated from Italian into English, is presented in Table 2. It was administered to the 28 referents of each of the OUs of the three Organizational Articulations of Spoleto Hospital using the “Microsoft Forms” platform (Microsoft Office 365, 2021).



TABLE 2 Structure and content of the survey administered.
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2.3 Data analysis

The collected quantitative dataset was analyzed using the SPRIS system (24, 25), as summarized in Figure 1. First, the Streetlight color system is a graphic model with a colored scale, namely green for values of 4 and 3, yellow for 2, red for 1 and gray for 0. This tier thus displays the results, providing an immediate snapshot of the experience of Spoleto hospital and allowing users to identify the critical issues. Later, the SPRIS system processes the quantitative data collected from the questionnaire to assign and calculate two parameters: the Priority Score and the Performance Index, both of which can be used in strategic planning for improvement and monitoring.


2.3.1 Priority score

The Priority Score is a value assigned to each weakness or strength emerging from the survey, using a conversion scale (24) where there is a corresponding score for each range of quantitative results. In this way, it is possible to highlight whether improvement actions are needed and to indicate where and when to intervene (e.g., which section/OAs/UOs and in which order). In other words, the priority score numerically defines how important the query is in the strategic planning: (i) to prioritize improvement actions to be taken for weaknesses, (ii) to indicate the valuable impact for strengths, (iii) to build a decision matrix and timeline of interventions to improve the quality of the services provided.



2.3.2 Performance index

The performance index is a measure of the quality of the activity/service provided by the OAs/UOs during the pandemic and is obtained by entering the Priority score in the Next Generation SWOT Analysis (23). As the survey is based on objective items only, the SWOT analysis presents two sets of elements (i.e., strengths and weaknesses). Finally, five ranges of the performance index were considered to evaluate the responses (23): (i) < 5 corresponds to “null,” (ii) > 5 and <30 to “low,” (iii) > 30 and <60 to “good,” (iv) > 60 and <80 to “high” and (v) > 80 to “very high.”

Overall, we performed the analysis at two levels of query aggregation: the deeper one for items and the shallower one for sections, thus obtaining two performance indexes for each respondent. In terms of respondents, the results were released cumulatively for all the Organizational Articulations, while for each Organizational Articulation and Operational Unit they were released separately.





3 Results


3.1 Survey findings and streetlight color system

We collected 27 out of 28 completed questionnaires from the referents enrolled (Neurophysiopathology, OA2-J, was not available, “na”). For all queries, the qualitative results for each participant were converted into quantitative data and formatted using the Streetlight colour system (Figure 2).

[image: Figure 2]

FIGURE 2
 Summary of survey findings by the Streetlight color system (first tier). Quantitative results are identified by conversion scale: “yes” = 4 and “enough” = 3 are colored in green as strength, “not enough” = 2 is in yellow as faint weakness whilst “not at all” = 1 in red as strong weakness. The value “not applicable” = 0 is excluded and therefore colored in grey. Questionnaire items are listed here. Respondents (i.e., OA and OU individually) are referred to as their alphanumerical identifiers (see Table 1).




3.2 Priority scores and the monitoring of improvement actions

By calculating the priority scores, we identified each section as a weakness or a strength. In particular, the survey sections 2, 3, 5, 6, 7, 8 and 9 resulted in strengths. In other words, “Patient Access to the hospital” was optimal by applying safety protocols and social distancing; “The taking charge of NON-COVID-19 patients” was sufficient by adapting their management (e.g., rescheduling appointments, telemedicine); “Patient management” was good by ensuring therapeutic continuity; “Experience as COVID-19 referral center” was sufficient; “Procedures and recommendations for healthcare personnel/users” and “Education-Information-Training: healthcare professionals’ management” were well applied; and finally “Factors internal to organization” had a positive influence in responding to the challenges of the pandemic (e.g., staff rotation, teamwork). The remaining sections (survey sections 1, 4, and 10) showed faint weaknesses. In particular, “Context Analysis” and “The taking charge of COVID-19 patients” showed that the volume of procedures was not increased excessively; and finally, “Factors external to organization” had a negative impact on the management of the public health emergency (e.g., mass vaccination, lack of stuff and funding). Considering the whole pandemic period, the results related to sections for each OA are described in Figure 3. In addition, Supplementary Tables 1–3 show the results related to items for both OAs and Ous individually. However, by applying the priority score system retrospectively, we were able to look at the results for each ‘wave’ (time-point) separately. In particular, we focused on six out of ten sections (i.e., survey sections 1, 2, 4, 5, 7 and 8), that could be examined during each pandemic wave, for a total of 11 sub-sections and 55 items. In this way, the priority scores obtained were evaluated in the context of strategic planning. As a result, it was proposed to the executive board to implement policies to ensure continuity of patient care and adoption of Personal Protective Equipment (PPE) after the first wave. By monitoring their impact, an improvement in the priority scores for section 5 and section 8 was noted, turning from faint weaknesses to strengths (Figure 4).

[image: Figure 3]

FIGURE 3
 Summary of Priority score system (second tier). (A) Results related to sections for each OA, based on the conversion scale. (B) The bar chart shows the priority scores along Y-axis: negative values for weakness and positive ones for strengths.
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FIGURE 4
 Category evolution during the first five waves. The bar chart shows the priority scores of sections included along the Y-axis: negative values for weakness and positive ones for strengths. Results related to respondents cumulatively.




3.3 Performance indexes as evaluation of the conduct of medical facilities

Later, we defined the performance of the enrolled medical facilities by calculating performance indexes (PI) through the Next-Generation SWOT Analysis (Supplementary Figures 1–4). Cumulatively, Spoleto Hospital showed “very high” performance in both settings (i.e., query aggregation for items and sections), with PI equal to 87% and 86.8%, respectively, (Table 3).



TABLE 3 Summary of performances (third tier).
[image: Table3]

Looking at the OAs, Inpatient Units, Diagnosis and Care Services and Hospital Polyclinics also individually achieved “very high” performance range in both analyses, as well. The results for each OA are shown in Table 3. Considering the OUs, the results varied from “good” (>30–60%) to a “very high” performance range; highlighting the best and the worst nosocomial ward: Angiology and Orthopaedic-Traumatology, respectively. In addition, Table 3 shows the performance results for individual OUs.

Regarding the evolution over the waves, the improvement of the priority scores was reflected in an improving trend of the performance indexes for each OA during the subsequent pandemic waves (Figure 5, colored dots). Although the first sudden pandemic event resulted in an acceptable cumulative performance index of 73.2%; the situation was rapidly improved (Figure 5, dashed arrow), with “very high” performance always being achieved (i.e., overall performance indexes of 91.7%; 90.9%; 92.3% and 87.9% per time-point respectively). In addition, Supplementary Table 4 shows the results for individual OUs.

[image: Figure 5]

FIGURE 5
 Performance trend during the first five waves.





4 Discussion

In this study, we report an evaluation of the quality of care provided by Spoleto Hospital and of what the hospital management should have focused on during an emergency such as the COVID-19 pandemic.

Spoleto Hospital is an Italian public hospital belonging to the local health system USL-2 (i.e., Azienda Unità Sanitaria Locale) of the Umbria region with a catchment area of approximately 45,000 people. In this area, only one other hospital in Foligno, called “San Giovanni Battista,” was involved in pandemic management, with a mixed-care model and for the first wave. Conversely, Spoleto Hospital underwent a more comprehensive and prolonged reconfiguration, with most departments being dedicated to COVID-19 care over time. This marked structural and organizational change provided a consistent and well-defined context for analysis.

Since the COVID-19 pandemic is a multifaceted and rapidly evolving phenomenon, it was important to study its impact at the level of hospital-care (33, 34), as a complex network of several medical facilities, and during each of the five waves (35, 36).

First, it was possible to highlight how care pathways functioned during the overall COVID-19 pandemic, identifying strengths, weaknesses and needed interventions. The OAs achieved an optimal level of care (Table 3), indicating the appropriateness of the approaches taken. Considering the results for each OU, Angiology (ward C of OA2) performed best and Orthopaedic-Traumatology (ward F of OA1) performed worst (Table 3). This reflects the pathogenesis of COVID-19 disease and its epidemiology. Indeed, Coronavirus disease predisposes patients to arterial and venous thrombotic complications (37), and therefore the management of patients with pre-existing cardiovascular disease and infected patients who develop thrombosis, had to be dramatically faced and protected by the Angiology Unit (38, 39). On the contrary, orthopedic and trauma surgery are not disciplines directly involved in the clinical management of COVID-19 patients. Moreover, the rate of trauma and fragility fractures appeared to decrease during the pandemic era (40), showing significant temporal associations with daily population mobility and social distancing measures. Nevertheless, strategic planning of improvement actions in orthopedic services is needed, as confirmed by the literature (41–43).

A comparison of conditions over time was also made (Figure 2). Briefly, the first wave had a lower prevalence and duration than the others (10), although it was the wave that placed the greatest burden on the health-care system because it was caught off guard and did not have emergency management protocols and procedures in place (44). In light of this, the national lockdown was introduced as a containment strategy (30). After the loosening of containment measures, there were two tight and higher waves between autumn 2020 and spring 2021 (10). However, a lower case-fatality rate (CFR, i.e., the number of confirmed deaths divided by the number of confirmed cases) was observed (45), due to a more effective COVID-19 case tracking system (which identified asymptomatic cases more often than in the first wave) and the refinement of the quality of care provided (46). In Italy, a large vaccination campaign was launched in January 2021 (47), and subsequently the fourth wave showed fewer cases, deaths, and hospitalizations (10, 35). Starting in autumn-winter 2022, the fifth wave reached the highest prevalence values and the lowest lethality rate, due to the emergence of new, less aggressive viral variants, in addition to all the factors mentioned above (10, 36). Finally, on 31st March 2022, the Italian government declared the end of the emergency status (48), and from then on, the subsequent waves became less definable and perceptible, even if more frequent (49). To date, the WHO has announced the end of the COVID-19 pandemic in 2023 because of the reduction in viral morbidity and mortality (50). These temporal dynamics demonstrate the strong contribution of governmental measures and multiple interventions, including pharmaceutical and non-pharmaceutical ones, to pandemic control (51, 52). Our results are consistent with this evidence, showing an improvement in clinical-organizational management after the first wave (Figure 2). In addition, several previous studies confirmed that the implementation of concrete actions in hospitals during the first wave was beneficial for increasing surge capacity and reducing staff workload (53–55). In particular, non-pharmaceutical approaches helped to mitigate the outbreaks; however, their impact may be dynamic, due to variations in implementation and degree of compliance (56).

In this sense, the impact of this study lies in the actions implemented by Spoleto Hospital, that may offer a replicable framework for preparedness planning in future health emergencies, such as: hospitals should develop flexible models for material and human resources that can quickly adapt to fluctuations in demand for care, such as telemedicine and staff rotation (Section 3, 5 and 9); hospitals should design contingency protocols for the transformation of spaces and the separation of clinical pathways (Section 4); hospitals should implement education and training programs for health-care workers on the management of emergencies and the use of PPE (Section 7 and 8). It is important to highlight how the individual and combined effects of these five specific interventions have led to improvements in health system performance. Interestingly, the literature also reports that telemedicine (e.g., email, voice call, video call, text message) can effectively reduce the physical burden on healthcare facilities (57). Along with designing safety pathways (58, 59), maintaining routine primary care (60) and using PPE (61), telemedicine is one of the most effective interventions for preventing the transmission of nosocomial infections (62).

Finally, we developed a multiple-choice hospital worker experience survey for these items. This type of survey is quick, reliable, and easy to code, and captures the meaning behind the experience with accurate responses and reduced bias (63). We then used the SPRIS system. This is an organizational analysis tool previously validated (24), that converts the qualitative survey results into quantitative data, providing a single performance indicator and allowing for direct and objective comparison that can be extended to other subjects studied in different systems and scenarios. In particular, we carried out the analysis at two levels of depth, the first for items and the second for sections, obtaining two performance indexes for each respondent. It should be noted that the performance indexes obtained for the items were similar to those calculated for the sections, but they could not have been the same. This is because the section aggregation level hides the impact of the items. As an example, when the worst items are aggregated into a single section, their impact is smaller and the performance index for the section is higher than that for the item. However, the performance range was always the same. Therefore, the shallower analysis is faster but less accurate, while the deeper analysis is more accurate but less immediate, and the choice depends on the analysis context.

In conclusion, using the SPRIS system we have identified key issues in the response of Spoleto Hospital during the COVID-19 pandemic. Similar elements that influenced the birth of organizational learning have been highlighted by an analysis involving ten hospitals in central and northern Italy (64), in particular: availability of resources (spaces, materials, personnel), consolidated professional relationships, and standardization of protocols and procedures. Moreover, preparedness planning and training and managerial openness are also conducive to a successful COVID-19 pandemic response in six hospitals across Brazil, Canada, France and Japan (65). By this comparison, the perspective adopted and the scenario tested fit current healthcare contexts.


4.1 Limitations and future prospectives

Nevertheless, this study has some limitations. First, we considered the study periods as the first to fifth “waves” to simplify the setting of the observational study, which inevitably cannot cover the complex epidemiologic phenomenon. Second, only the hospital unit referents were invited to respond, which were easily accessible. This can be considered a starting point and an acceptable approach when using a qualitative design (28); however, all health-care workers should participate in the interviews. Future wider surveys are needed to fully describe the hospital experience. Third, we used the Likert scale because it allows for quicker and more detailed interpretation of the level of agreement/disagreement than information from open-ended or binary questions, respectively. In addition, as a worded scale, it can capture the respondent’s opinion better than a numerical scale because it has more emotional connotation and objectivity in the meaning of each category. However, the use of the Likert scale is controversial because of the statistical treatment of its data and the level of precision that can be achieved. Finally, the SPRIS system has several limitations (24) (i.e., standardization, not friendly use), but they can be overcome by the continuous application of the SPRIS system contributing to its validation and improvement process.




5 Conclusion

This study contributed to the understanding of how a medium-sized hospital can maintain and even improve the quality of care, by revealing a changing pattern in the management of medical facilities during the first five successive waves of COVID-19 pandemic. In the hospital of Spoleto, the health management protocols and processes were successfully monitored and reviewed through performance-based indicators provided by the SPRIS system. This study could be considered as a starting point for the analysis, monitoring and evaluation of new strategies for the management of health-care units during emergency periods.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary material, further inquiries can be directed to the corresponding author.



Author contributions

SC: Data curation, Methodology, Visualization, Writing – original draft. MR: Investigation, Methodology, Resources, Writing – review & editing. AG: Data curation, Investigation, Resources, Writing – review & editing. MF: Investigation, Resources, Writing – review & editing. CM: Investigation, Resources, Writing – review & editing. VV: Supervision, Writing – review & editing. SR: Supervision, Writing – review & editing. RM: Funding acquisition, Supervision, Writing – review & editing. SP: Investigation, Resources, Writing – review & editing. AC: Formal analysis, Project administration, Writing – review & editing. OR: Formal analysis, Project administration, Writing – review & editing. GB: Conceptualization, Supervision, Writing – review & editing. CN: Supervision, Writing – review & editing. MP: Conceptualization, Formal analysis, Methodology, Project administration, Writing – review & editing.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. This research was supported by Ateneo (RG123188B3C9EC04) to RM.



Acknowledgments

The authors would like to thank all the respondents for the time given to this study.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpubh.2025.1337375/full#supplementary-material



References

 1. Kumar, V, Alshazly, H, Idris, SA, and Bourouis, S. Evaluating the impact of covid-19 on society, environment, economy, and education. Sustainability (Switzerland). (2021) 13:13642. doi: 10.31910.3390/su132413642

 2. Jiang, P, Klemeš, JJ, Fan, Y, Van, Fu, X, and Bee, YM. More is not enough: a deeper understanding of the covid-19 impacts on healthcare, energy and environment is crucial. Int J Environ Res Public Health. (2021) 18:684. doi: 10.3390/ijerph18020684

 3. Guan, W, Ni, Z, Hu, Y, Liang, W, Ou, C, He, J , et al. Clinical characteristics of coronavirus disease 2019 in China. N Engl J Med. (2020) 382:1708–20. doi: 10.1056/nejmoa2002032 

 4. Ghebreyesus, TA. WHO director-general’s statement on IHR emergency committee on novel coronavirus (2019-nCoV). Available online at: https://www.who.int/director-general/speeches/detail/who-director-general-s-statement-on-ihr-emergency-committee-on-novel-coronavirus-(2019-ncov) (2020).

 5. Ghebreyesus, TA. WHO director-general’s opening remarks at the media briefing on COVID-19 - 11 march 2020. Available online at: https://www.who.int/dg/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19-11-march-2020 (2020).

 6. Riccardo, F, Ajelli, M, Andrianou, XD, Bella, A, Del Manso, M, Fabiani, M , et al. Epidemiological characteristics of COVID-19 cases and estimates of the reproductive numbers 1 month into the epidemic, Italy, 28 January to 31 336 march 2020. Euro Surveill. (2020) 25:2000790. doi: 10.2807/1560-7917.ES.2020.25.49.2000790 

 7. Istituto Superiore di Sanità (ISS). Sorveglianza integrata COVID-19: i principali dati nazionali. (2022) Available online at: https://www.epicentro.iss.it/coronavirus/sars-cov-2-sorveglianza-dati [Accessed October 31, 2022]

 8. Italian Civil Protection Department. Data from Italian civil protection department. (2022). Available online at: https://opendatadpc.maps.arcgis.com/apps/dashboards/b0c68bce2cce478eaac82fe38d4138b1 [Accessed October 31, 2022]

 9. World Health Organization (WHO) COVID-19 epidemiological update (2024). Available online at: https://www.who.int/publications/m/item/covid-19-epidemiological-update---24-december-2024

 10. Cicchetti, A, and Di Brino, E. Analisi dei modelli di risposta al Covid-19 in Italia: Instant Report ALTEMS # 2020-2022. Una fotografia a due anni dal primo caso in Italia. Milano (2022). Available online at: https://altems.unicatt.it/altems-INSTANT%20REPORT%20ALTEMS%2020-22.pdf [Accessed December 17, 2022]

 11. Boriani, G, Guerra, F, De Ponti, R, D’Onofrio, A, Accogli, M, Bertini, M , et al. Five waves of COVID-19 pandemic in Italy: results of a national survey evaluating the impact on activities related to arrhythmias, pacing, and electrophysiology promoted by AIAC (Italian Association of Arrhythmology and Cardiac Pacing). Intern Emerg Med. (2023) 18:137–49. doi: 10.1007/s11739-022-03140-4 

 12. Garattini, L, Zanetti, M, and Freemantle, N. The Italian NHS: what lessons to draw from COVID-19? Appl Health Econ Health Policy. (2020) 18:463–6. doi: 10.1007/s40258-020-00594-5 

 13. Anelli, F, Leoni, G, Monaco, R, Nume, C, Rossi, RC, Marinoni, G , et al. Italian doctors call for protecting healthcare workers and boosting community surveillance during covid-19 outbreak. BMJ. (2020) 368:m1254. doi: 10.1136/bmj.m1254 

 14. Wynter, K, Holton, S, Trueman, M, Bruce, S, Sweeney, S, Crowe, S , et al. Hospital clinicians’ psychosocial well-being during the COVID-19 pandemic: longitudinal study. Occup Med (Lond). (2022) 72:215–24. doi: 10.1093/occmed/kqac003 

 15. Fagiuoli, S, Lorini, FL, and Remuzzi, G, Covid-19 Bergamo Hospital Crisis Unit. Adaptations and lessons in the province of Bergamo. N Engl J Med. (2020) 382:e71. doi: 10.1056/NEJMc2011599 

 16. Lazzerini, M, Barbi, E, Apicella, A, Marchetti, F, Cardinale, F, and Trobia, G. Delayed access or provision of care in Italy resulting from fear of COVID-19. Lancet Child Adolesc Health. (2020) 4:e10–1. doi: 10.1016/S2352-4642(20)30108-5 

 17. Peters, AW, Chawla, KS, and Turnbull, ZA. Transforming ORs into ICUs. N Engl J Med. (2020) 382:e52. doi: 10.1056/NEJMc2010853 

 18. Mauri, E, Abati, E, Musumeci, O, Rodolico, C, D’Angelo, MG, Mirabella, M , et al. Estimating the impact of COVID-19 pandemic on services provided by Italian neuromuscular centers: an Italian Association of Myology survey of the acute phase. Acta Myol. (2020) 39:57–66. doi: 10.36185/2532-1900-008

 19. Guarino, M, Cossiga, V, Fiorentino, A, Pontillo, G, and Morisco, F. Use of telemedicine for chronic liver disease at a single care center during the COVID-19 pandemic: prospective observational study. J Med Internet Res. (2020) 22:e20874. doi: 10.2196/20874 

 20. Patriti, A, Baiocchi, GL, Catena, F, Marini, P, Catarci, M, FACS , et al. Emergency general surgery in Italy during the COVID-19 outbreak: first survey from the real life. World J Emerg Surg. (2020) 15:36. doi: 10.1186/s13017-020-00314-3 

 21. Pignatti, M, Pinto, V, Miralles, MEL, Giorgini, FA, Cannamela, G, and Cipriani, R. How the COVID-19 pandemic changed the plastic surgery activity in a regional referral center in northern Italy. J Plast Reconstr Aesthet Surg. (2020) 73:1348–56. doi: 10.1016/j.bjps.2020.05.002 

 22. Klein, R. Evidence and policy: interpreting the Delphic oracle. J R Soc Med. (2003) 96:429–31 385. doi: 10.1177/014107680309600903 

 23. Donabedian, A. Evaluating the quality of medical care. 1966. Milbank Q. (2005) 83:691–729. doi: 10.1111/j.1468-0009.2005.00397.x

 24. Piane, M, Bianco, L, Mancini, R, Fornelli, P, Gabriele, A, Medici, F , et al. Impact of the COVID-19 pandemic on clinical pathways for non-SARS-CoV-2 related diseases in the Lazio region, Italy. Int J Environ Res Public Health. (2022) 19:635. doi: 10.3390/ijerph19020635 

 25. Bianco, L, Raffa, S, Fornelli, P, Mancini, R, Gabriele, A, Medici, F , et al. From survey results to a decision-making matrix for strategic planning in healthcare: the case of clinical pathways. Int J Environ Res Public Health. (2022) 19:7806. doi: 10.3390/ijerph19137806 

 26. Regione Umbria (2020) Ulteriori misure per la prevenzione e gestione dell’emergenza epidemiologica da COVID-19 – Riconversione temporanea e parziale Ospedale di Spoleto in struttura dedicata covid-19 

 27. Creswell, JW. Educational research: planning, conducting, and evaluating quantitative and qualitative research. (4th ed.). (2012) Boston, MA: Pearson.

 28. Stratton, SJ. Population research: convenience sampling strategies. Prehosp Disaster Med. (2021) 36:373–374. doi: 10.1017/S1049023X21000649 

 29. Presidency of the Italian Council of Ministries. Ulteriori disposizioni attuative del decreto-legge 25 marzo 2020, n. 19, convertito, con modificazioni, dalla legge 22 maggio 2020, n. 35, del decreto-legge 16 maggio 2020, n. 33, convertito, con modificazioni, dalla legge 14 luglio 2020, n. 74, e del decreto-legge 23 febbraio 2021, n. 15.

 30. Presidency of the Italian Council of Ministries. Ulteriori disposizioni attuative del decreto-legge 23 febbraio 2020, n. 6, recante misure urgenti in materia di contenimento e gestione dell’emergenza epidemiologica da COVID-19, applicabili sull’intero territorio nazionale (2020). 412 p.

 31. Walker, PGT, Whittaker, C, Watson, OJ, Baguelin, M, Winskill, P, Hamlet, A , et al. The impact of COVID-19 and strategies for mitigation and suppression in low- and middle-income countries. Science. (2020) 369:413–422. doi: 10.1126/science.abc0035 

 32. Drinkwater, BL. A comparison of the direction-of-perception technique with the Likert method in the measurement of attitudes. J Soc Psychol. (1965) 67:189–96. doi: 10.1080/00224545.1965.9922270 

 33. Janke, AT, Mei, H, Rothenberg, C, Becher, RD, Lin, Z, and Venkatesh, AK. Analysis of hospital resource availability and COVID-19 mortality across the United States. J Hosp Med. (2021) 16:211–4. doi: 10.12788/jhm.3539 

 34. Klein, B, Zenteno, AC, Joseph, D, Zahedi, M, Hu, M, Copenhaver, MS , et al. Forecasting hospital-level COVID-19 admissions using real-time mobility data. Commun Med. (2023) 3:25. doi: 10.1038/s43856-023-42600253-5

 35. Reno, C, Sanmarchi, F, Stoto, MA, Fantini, MP, Lenzi, J, and Golinelli, D. The impact of health policies and vaccine rollout on the COVID-19 pandemic waves in Italy. Health Policy Technol. (2022) 11:100604. doi: 10.1016/j.hlpt.2022.100604 

 36. Ferrante, P. The first 2 years of COVID-19 in Italy: incidence, lethality, and health policies. Front Public Health. (2022) 10:986743. doi: 10.3389/fpubh.2022.986743 

 37. Clerkin, KJ, Fried, JA, Raikhelkar, J, Sayer, G, Griffin, JM, Masoumi, A , et al. COVID-19 and cardiovascular disease. Circulation. (2020) 141:1648–55. doi: 10.1161/CIRCULATIONAHA.120.046941 

 38. Avruscio, G, Adamo, A, Tonello, C, Baracco, E, Nalin, F, Scarpazzo, O , et al. Wound care during the COVID-19 emergency in Padua hospital, Italy. Disaster Med PublicHealth Prep. (2022) 16:1199–202. doi: 10.1017/dmp.2020.448 

 39. Ramacciotti, E, Macedo, AS, Biagioni, RB, Caffaro, RA, Lopes, RD, Guerra, JC , et al. Evidence-based practical guidance for the antithrombotic Management in Patients with Coronavirus Disease (COVID-19) in 2020. Clin Appl Thromb Hemost. (2020) 26:1076029620936350. doi: 10.1177/1076029620936350 

 40. Migliorini, F, Weber, CD, Pappalardo, G, Schenker, H, Hofmann, UK, Eschweiler, J , et al. Orthopaedic, trauma surgery, and Covid-2019 pandemic: clinical panorama and future prospective in Europe. Eur J Trauma Emerg Surg. (2022) 48:4385–402. doi: 10.1007/s00068-022-01978-z 

 41. Jensen, RD, Bie, M, Gundsø, AP, Schmid, JM, Juelsgaard, J, Gamborg, ML , et al. Preparing an orthopedic department for COVID-19. Acta Orthop. (2020) 91:644–9. doi: 10.1080/17453674.2020.1817305 

 42. Wang, Y, Zeng, L, Yao, S, Zhu, F, Liu, C, Di Laura, A , et al. Recommendations of protective measures for orthopedic surgeons during COVID-19 pandemic. Knee Surg Sports Traumatol Arthrosc. (2020) 28:2027–35. doi: 10.1007/s00167-020-06092-4 

 43. Haddad, FS. COVID-19 and orthopaedic and trauma surgery. Bone Joint J. (2020) 102-B:545–6. doi: 10.1302/0301-620X.102B5.BJJ-2020-0552 

 44. Bezzini, D, Schiavetti, I, Manacorda, T, Franzone, G, and Battaglia, MA. First wave of COVID-19 pandemic in Italy: data and evidence. Adv Exp Med Biol. (2021) 1353:91–113.

 45. Ferrante, P. The first year of COVID-19 in Italy: incidence, lethality, and health policies. J Public Health Res. (2022) 11:2201. doi: 10.4081/jphr.2021.2201 

 46. Voza, A, Desai, A, Luzzi, S, Lucifero, AG, Azzolini, E, Kogan, M , et al. Clinical outcomes in the second versus first pandemic wave in Italy: impact of hospital changes and reorganization. Appl Sci. (2021) 11:9342. doi: 10.3390/app11199342

 47. Italian Ministery of Health (2021) Approvazione del Piano strategico nazionale dei vaccini per la prevenzione delle infezioni da SARS-CoV-2 costituito dal documento recante «Elementi di preparazione della strategia vaccinale», di cui al decreto 2 gennaio 2021 nonche’ dal documento recante «Raccomandazioni ad interim sui gruppi target della vaccinazione anti 468 SARS-CoV-2/COVID-19» 

 48. Presidency of the Italian Council of Ministries Disposizioni urgenti per il superamento delle misure di contrasto alla diffusione dell’epidemia da COVID-19, in conseguenza della cessazione dello stato di emergenza (2022)

 49. Mathieu, E, Ritchie, H, Rodés-Guirao, L, Appel, C, Giattino, C, Hasell, J , et al. Italy: coronavirus pandemic country profile. (2023) Available online at: https://ourworldindata.org/coronavirus/country/italy [Accessed March 26, 2023]

 50. Ghebreyesus, TA (2023) WHO director-general’s opening remarks at the media briefing – 5 may 2023. Available online at: https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-5-may-2023

 51. Giordano, G, Colaneri, M, Di Filippo, A, Blanchini, F, Bolzern, P, De Nicolao, G , et al. Modeling vaccination rollouts, SARS-CoV-2 variants and the requirement for non-pharmaceutical interventions in Italy. Nat Med. (2021) 27:993–8. doi: 10.1038/s41591-021-01334-5 

 52. Ricci, G, Pallotta, G, Sirignano, A, Amenta, F, and Nittari, G. Consequences of COVID-19 outbreak in Italy: medical responsibilities and governmental measures. Front Public Health. (2020) 8:588852. doi: 10.3389/fpubh.2020.588852 

 53. Safavi, KC, Copenhaver, MS, Moore, A, Bravard, MA, Britton, O, and Dunn, P. Impact of a hospital policy to redistribute admission flow across clinical services for capacity relief during COVID-19 surges. J Hosp Med. (2023) 18:568–575. doi: 10.1002/jhm.13058 

 54. Iftimie, S, López-Azcona, AF, Vallverdú, I, Hernández-Flix, S, de Febrer, G, Parra, S , et al. First and second waves of coronavirus disease-19: a comparative study in hospitalized patients in Reus, Spain. PLoS One. (2021) 16:e0248029. doi: 10.1371/journal.pone.0248029 

 55. Lindsey, BB, Villabona-Arenas, CJ, Campbell, F, Keeley, AJ, Parker, MD, Shah, DR , et al. Characterising within-hospital SARS-CoV-2 transmission events using epidemiological and viral genomic data across two pandemic waves. Nat Commun. (2022) 13:671. doi: 10.1038/s41467-022-28291-y 

 56. Ge, Y, Zhang, W-B, Liu, H, Ruktanonchai, CW, Hu, M, Wu, X , et al. Impacts of worldwide individual non-pharmaceutical interventions on COVID-19 transmission across waves and space. Int J Appl Earth Obs Geoinf. (2022) 106:102649. doi: 10.1016/j.jag.2021.102649 

 57. Nittari, G, Ricci, G, Savva, D, Gibelli, F, Bailo, P, Ausania, F , et al. Telemedicine in diabetic ulcer management: a pilot study with exploration of medico-legal aspects. Nutr Metab Cardiovasc Dis. (2023) 33:2280–6. doi: 10.1016/j.numecd.2023.07.021 

 58. Montella, E, Caputi, EM, Del Core, M, Guida, A, and Triassi, M. Safety pathway Design for Patients not Affected by COVID-19 during the SARS-CoV-2 pandemic in an Italian university hospital. Risk Manag Healthc Policy. (2020) 13:2621–6. doi: 10.2147/RMHP.S265942 

 59. Alqahtani, F, Alanazi, M, Alassaf, W, Aleanizy, FS, Aljahany, M, Joseph, M , et al. Preventing SARS-CoV-2 transmission in the emergency department by implementing a separate pathway for patients with respiratory conditions. J Complement Integr Med. (2022) 19:383–8. doi: 10.1515/jcim-2020-0422 

 60. Matenge, S, Sturgiss, E, Desborough, J, Hall Dykgraaf, S, Dut, G, and Kidd, M. Ensuring the continuation of routine primary care during the COVID-19 pandemic: a review of the international literature. Fam Pract. (2022) 39:747–61. doi: 10.1093/fampra/cmab115 

 61. Pham, TM, Tahir, H, van de Wijgert, JHHM, Van der Roest, BR, Ellerbroek, P, Bonten, MJM , et al. Interventions to control nosocomial transmission of SARS- 510 CoV-2: a modelling study. BMC Med. (2021) 19:211. doi: 10.1186/s12916-021-02060-y

 62. Battineni, G, Pallotta, G, Nittari, G, and Amenta, F. Telemedicine framework to mitigate the impact of the COVID-19 pandemic. J Taibah Univ Med Sci. (2021) 16:300–2. doi: 10.1016/j.jtumed.2020.12.010 

 63. Siedlecki, SL, Butler, RS, and Burchill, CN. Survey design research: a tool for answering nursing research questions. Clin Nurse Spec. (2015) 29:E1–8. doi: 10.1097/NUR.0000000000000134 

 64. Gambirasio, M, Magatti, D, Barbetta, V, Brena, S, Lizzola, G, Pandolfini, C , et al. Organizational learning in healthcare contexts after COVID-19: a study of 10 intensive care units in central and northern Italy through framework analysis. Int J Environ Res Public Health. (2023) 20:6699. doi: 10.3390/ijerph20176699 

 65. Gautier, L, Noda, S, Chabrol, F, David, PM, Duhoux, A, Hou, R , et al. Hospital governance during the COVID-19 pandemic: a multiple-country case study. Health Syst Reform. (2023) 9:2. doi: 10.1080/23288604.2023.2173551 


Copyright
 © 2025 Caroselli, Roselli, Germani, Fabiani, Micolonghi, Visco, Raffa, Mancini, Petrucci, Cardone, Rossi, Banchieri, Napoli and Piane. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		The Italian public health response during the pandemic emergency: from qualitative data to the “performance index” of care provided by Spoleto Hospital



		1 Introduction



		2 Methods



		2.1 Study setting, design and participants



		2.1.1 Ethical considerations









		2.2 Survey questionnaire — methodological approach and data collection



		2.3 Data analysis



		2.3.1 Priority score



		2.3.2 Performance index















		3 Results



		3.1 Survey findings and streetlight color system



		3.2 Priority scores and the monitoring of improvement actions



		3.3 Performance indexes as evaluation of the conduct of medical facilities









		4 Discussion



		4.1 Limitations and future prospectives









		5 Conclusion



		Data availability statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		Supplementary material



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Public Health

The Italian public health response
during the pandemic emergency:
from qualitative data to the
“performance index"” of care
provided by Spoleto Hospital












OPS/images/crossmark.jpg
©

2

i

|






OPS/images/logo.jpg
¥ frontiers Frontiers in Public Health






OPS/images/fpubh-13-1337375-g005.jpg
5000

4500

4000

3500

3000

2500

2000

COVID-19 Prevalence in Italy

1500

1000

500

26.02

2806 0110

02.02
Time (dd.mm)

05.07

1110

31.03

100

%

80

70

60

50

a0

30

2

10

Performance Index (%)

e Pandemic waves
@ Inpatient Units
®  Diagnosis and Care Services
@ Hospital Polyclinics

Cumulatively

> Linear (Cumulatively)





OPS/images/fpubh-13-1337375-t001.jpg
Organizational Articulations (OAs)

UOs (OA1)  Inpatient units UOs (OA2) Diagnosis and care services UOs (OA3)  Hospital polyclinics
(OA1) (0A2) (OA3)

A General Medicine A Pathological Anatomy A Audiology, Phoniatrics and

Ear-nose-laryngology

B Onco-haematology B Anesthesiology B General Surgery
c General Surgery c Angiology c Orthopaedics
D Obstetrics and Gynecology | D Cardiology D Pacdiatrics
E Ophthalmology E Dietetics E Hospital Polyclinics
Orthopaedic- Traumatology |~ F Gastrointestinal Endoscopy F Accident and Emergency
G Reanimation G Haepatology G Pain Therapy
H Analysis Laboratory
1 Nephrology and Dialysis
i Neurophysiopathology
K Radiology
L Radiotherapy
M Cardiovascular Rehabilitation
N “Transfusional and immunological Medicine

The Organizational Articulations (OAs) network is subdivided into several Operational Units (OUs). The 28 respondents to the survey are referents of each of the OUs listed in the table with
correspondences of their reference alphanumeric identifiers.





OPS/images/fpubh-13-1337375-g003.jpg
i






OPS/images/fpubh-13-1337375-g004.jpg
Priority Score per Category

w

i

5

1 IllII IIIII IIII I III
- - -
| - | - o, 1=

Time-point ("wave")

m1 Context Analysis

m2 Patient Access to the hospital

m 4 Impact on taking charge of COVID-19 patients

®5 Impact on patient management

7 Procedures and recommendations for healthcare personnel/users

m 8 Education-Information-Training: healthcare professionals’ management





OPS/images/fpubh-13-1337375-t002.jpg
er  Section title Sub-sections Items

1 Context Analysis 1 5
2 Patient Access to the hospital 2 10
3 Impact on taking charge of non-COVID-19 patients 2 2
4 Impact on taking charge of COVID-19 patients 2 10
5 Impact on patient management 2 10
6 Experience at COVID-19 referral centre 6 6
7 Procedures and recommendations for healthcare 2 10
personnel/users
8 Education-Information-Training: healthcare 2 10

professionals’ management
4 Analysis of factors internal to the organization 10 10
10 Analysis of factors external to the organization 8 8

Total: 81





OPS/images/fpubh-13-1337375-t003.jpg
Respondent Respondent Query Strengths Weaknesses Performance
aggregation level aggregation level index (%)
(a) All the OAs - for items. 174 26
for sections 16 25
(b) for each OA Inpatient Units for items 1665 2
for sections. 15 35
Diagnosis and Care foritems 24 12
Services for sections 255 15
| Hospital Polyclnics for items 174 B
for sections 15 25
(©)for each OU Orthopaedic- foritems 135 142
Traumatology for sections 9 135
Reanimation foritems 2265 545
for sections 165 25
Radiotherapy foritems 05 655
Pathological Anatomy for sections 255 1
[ ngiology foritems 309 105
for sections. 375 05
Orthopaedics foritems 1485 1345
[ Hospital Ptyclnics for sections 75 105
Accidentand Emergency  foritems 2835 215
for sections 27 35

Results for respondents by both the deeper and the shallower analysis.

50 h

o0, 70 [ 8 [T7%0





OPS/images/fpubh-13-1337375-g001.jpg
« Survey questionnaire
« Literature review and thematic design

« Standardization for content validity, face validity and internal consistency
« Data collection

« SPRIS analysis

« Likert scale: qualitative to quantitative replies

« Quantitative replies in Streetlight Color System, identyfing strenghs and weaknesses
« Assignation of priority scores

« Next Generation-SWOT analysis, providing performance indexes

* Data interpretation
« Monitoring of improvement actions based on priority scores
« Evaluating the qualiy of care provided based on performance indexes






OPS/images/fpubh-13-1337375-g002.jpg
onou)

onslatow)

e

i o

S M"W_

During he e

S ————

o nw-nu 221 5100

R o ok el v el l’iiii‘?l‘iﬁ“’“ﬁli“i?iﬁiiﬁ’i ?E
51 D e e e 130 330001 190 son oS o “HH et K
: i —— Idvpesiioielod | Hideded  H B Bavie | K
=S oo 39 930 | 100 350l [ o 552 o
b [ Dbt ois 17 1o 30 ool o5 1 v
t n 008 359 9400 [112 330 21.00] o] 061 3,60 48.00] 1] o 105 357 5]
§ 5 Do e oo 12 s 17 30 16000 ,W”IZ i o o g
e o2 i i 1 ool ol 1 i R
Ry o 3
1[5 Dumemeo oot 33 000
ERmremp o 13 o100
S ltvoe oyt e bttt b oo v 0 a7 337 591 ﬂ.;.: T E
T Lo aar s0m0Jare 1s0 sl o0 218 1500 007 123 2000 a0
7 Wae o wocwbrml oo s e S ST AT e '""-“' e
013 333 9400|105 343 z-w-nn 345 400 B
B ———
S e o 320 1o 120 200 nwm
. e e N
8 Dung e o 1 oo
A N
il NIV
1 | o g st e = l’ - " o 338 w0
i
B oss 120 700
=5 ot 351 o300
o |§i[m ace 339 910
H o i
i |a ot 236 aom
i e 031 286 7500






