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Abstract
Background Experiences with organizational changes in daytime general practices and out-of-hours (OOH) services 
during the COVID-19 pandemic may help to address the challenges in general practice care that were already 
a concern before the crisis. This study aimed to describe these experiences and the potential usefulness of the 
organizational changes for future general practice care and any future pandemics.

Methods Semi-structured interviews were performed among 11 directors of OOH services, and 19 (locum) general 
practitioners (GPs) or practice managers, who were purposively sampled. Video or telephone interviews were 
performed in two rounds: between November 2020 and January 2021 and between May 2021 and August 2021. The 
data were analyzed using thematic analysis methods.

Results Three themes emerged from the data: (1) Changes in the triage procedures; in GP practices and OOH services, 
stricter triage criteria were implemented, and GPs were more actively involved in the triage process. These measures 
helped to reduce the number of ‘low urgency’ face-to-face consultations. (2) Changes in GP care; there was a shift 
towards video and telephone consultations, allowing GPs to spend more time with patients during the remaining 
face-to-face consultations. For chronic patients, the shift towards telemonitoring appeared to encourage self-care, 
and postponing face-to-face consultations for regular checkups appeared to be unproblematic for stable patients. (3) 
Coordination of GP care and information communication flow during the COVID-19 pandemic; OOH directors perceived 
a lack of consistency in the information from various governmental and non-governmental parties on containment 
measures and guidelines related to COVID-19, making it difficult to act on them. The COVID-19 pandemic intensified 
collaboration between GPs, OOH services, and other healthcare professionals.

Conclusions The results of this study indicate that some of the organizational changes, such as stricter triage, remote 
consultations, and changes in managed care of chronic patients, may help in tackling the pre-existing challenges 
in GP care from before the COVID-19 pandemic. However, more extensive research and continuous monitoring are 
necessary to establish the effects on patients and their health outcomes. To navigate future pandemics, the intensified 
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Background
Before the COVID-19 pandemic, the core values of 
Dutch general practice (i.e. person-centered medical 
care, medical generalist care, continuity of care, and col-
laboration) had already been under great pressure [1]. 
The aging of the population has led to an increase in the 
consumption of care and the presentation of more com-
plex health problems to the general practitioner (GP, also 
known as the family physician) [2]. This can lead to a 
decrease in the quality of care; effective, safe, and patient-
centered care [3], because a higher workload is associated 
with a lower performance in general practice [4]. Fur-
thermore, both chronic and preventive care have increas-
ingly become the responsibility of GPs, whereas in the 
past this was provided by hospitals and outpatient clin-
ics [1, 3]. Moreover, an increasing administrative burden 
and staff shortages have further increased the pressure 
on GP care [5]. This has all resulted in a perceived high 
workload among Dutch GPs, influencing the quality and 
accessibility of GP care [6].

The COVID-19 pandemic has had a large impact on 
healthcare systems, including primary care by general 
practitioners (GPs) during the working day and out of 
hours [7–10]. Due to the rapid spread of the COVID-
19 virus, GPs were forced to change the organization of 
GP care [7, 8, 10, 11]. GPs postponed care that was not 
urgent or tried to provide care using safe (digital) alter-
natives to prevent the spread of COVID-19. Moreover, 
patients avoided primary care or treatment for fear of 
becoming infected [8, 12]. As a result, the organization of 
GP care changed dramatically, which impacted the core 
values of GP care [9].

During the COVID-19 pandemic, organizational 
changes were implemented to ensure accessibility and 
continuity of care by the GP. GPs’ experiences with the 
changes made during the pandemic may help in improv-
ing the accessibility, sustainability, and quality of pri-
mary health care provided by GPs after the COVID-19 
pandemic and during any future pandemics [8, 13, 14]. 
Therefore, we aimed to describe the organizational 
changes implemented in GP care during the COVID-
19 pandemic, evaluate the experiences of the healthcare 
professionals involved, and consider the viability and 
potential usefulness of the changes for future GP care 
and other pandemics.

General practitioner care in the Netherlands
In the Netherlands, general practitioners are usually the 
first point of contact with a healthcare professional for 

any given health problem and they are the gatekeepers 
to specialized hospital care [3]. During office hours, GP 
care is provided by GP practices, with an average prac-
tice population of 2,095 individuals listed as patients in 
a practice. Managed care programs for the chronically ill 
are run by primary care groups, in which GPs play a cen-
tral role. Practice personnel consist of one or more gen-
eral practitioners and specialized support personnel who 
take care of relatively non-complex somatic and mental 
health problems [1, 15].

Out-of-hours services (OOH) with a catchment area 
of 450,000 people on average provide care for urgent 
health problems that cannot wait until the next working 
day [16]. Patients should first contact the OOH service 
by telephone. The telephone triage nurse assesses the 
urgency of the patient’s health problem and uses a tri-
age protocol/system to determine the follow-up action: 
advice by phone, consultation at the OOH-GP location, 
or home visit by a GP.

Phases of the COVID-19 pandemic in the Netherlands
The COVID-19 pandemic in the Netherlands can be 
described in different phases, based on containment 
measures and infection rates [17].

Phase 0 (weeks 1–8) in 2020 period before the COVID-
19 pandemic.

Phase 1 (weeks 9–24) in 2020 first wave of COVID-19 
infections – a lockdown was introduced with i.e. social 
distancing, working from home, and closing of schools/
restaurants/sports facilities.

Phase 2 (weeks 25–37) in 2020 calmer period with 
fewer infections – limited containment measures i.e. 
social distancing.

Phase 3 (weeks 38 − 16) in 2020/2021 second wave of 
COVID-19 infections – a lockdown with additional con-
tainment measures i.e. use of face masks in public spaces, 
closing of non-essential stores, and an evening clock. Start 
of COVID-19 vaccination.

Phase 4 (weeks 17–42) in 2021 second calmer period 
with fewer infections – limited containment measures i.e. 
social distancing.

Phase 5 (weeks 43–52) in 2021 third wave of COVID-
19 infections – a lockdown with additional containment 

collaboration between health professionals should be maintained, while there is considerable room for improvement 
in the provision of unambiguous information.
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measures i.e. COVID-19 access certificates for access to 
events/restaurants, introduction of self-testing.

Methods
Study setting and participants
In this descriptive qualitative study, a phenomenologi-
cal approach was used, which enabled us to capture the 
experiences of the different healthcare professionals dur-
ing the phenomenon studied: the organizational changes 
in GP care during the COVID-19 pandemic, both within 
office hours and out of hours [18]. For this study, we 
purposively selected GPs, GP practice managers, locum 
GPs and directors of OOH services [19]. In selecting 
these participants, attention was paid to the distribution 
of healthcare professionals, practice size, and region, to 
ensure inclusion of areas with low COVID-19 preva-
lence and areas with high COVID-19 prevalence. GPs 
and GP practice managers were recruited by contacting 
respondents to a previous questionnaire about changes 
in GP care during the COVID-19 pandemic, who indi-
cated their willingness to participate in an interview 
[20]. Locum GPs and directors of OOH services were 
recruited through the personal and professional networks 
of the research team or via general contact information 
on websites of OOH services. The potential participants 
were contacted by telephone, after which an e-mail was 
sent to confirm the appointment and to provide addi-
tional information about the study and the interview pro-
cedure for those who wanted to participate. Three GPs 
refused to participate because of their increased work-
load due to the COVID-19 pandemic.

Data collection
Two trained interviewers (CR, WSB) conducted two 
rounds of interviews: 16 interviews between November 
2020 and January 2021, and 14 between May 2021 and 
August 2021. Two rounds of interviews were performed 
to take different phases of the pandemic into account and 
to adapt the topic list accordingly. There were no per-
sonal or professional relationships between participants 
and interviewers. The aim was to reach data saturation 
through the iterative process of interviewing, coding, and 
analyzing data until the richness and depth of the data 
were sufficient.

Semi-structured interviews were conducted using a 
topic list, which consisted of open-ended questions to 
gain in-depth perspectives. The topic list was constructed 
by members of the research team (CR, NB, DB, LR, LP, 
GB), and reviewed by the GPs in the research team (ToH, 
JM, MB) and an advisory board of 10 GPs. This provided 
insight into the important topics and gaps in knowledge 
in this area. The topic list consisted of five main topics: 
(1) organizational changes in GP care; (2) experiences 
with these organizational changes; (3) effects of the 

COVID-19 pandemic on the use of healthcare in spe-
cific patient groups; (4) quality and accessibility of care 
during the COVID-19 pandemic; and (5) reflection on 
the organizational changes’ potential usefulness for the 
future. At the end of the interview, the interviewees were 
free to add important topics to the discussion. After the 
first round of interviews, we reviewed the first results 
with GPs in the research team and advisory board and 
adjusted the topic list accordingly. An overview of the 
topic list is presented in Additional file 1.

The interviews were conducted using GoToMeet-
ing, Zoom, or Microsoft Teams or by telephone, due to 
restrictions related to the COVID-19 pandemic. Only the 
participant and researcher were present during the inter-
views. The duration of the interviews ranged between 
30 and 60  min. All interviews were audio-recorded and 
field notes were made by the interviewer. A summary of 
the interview was sent to all interviewees for approval to 
ensure the correct interpretation and thereby improve 
the reliability of our analysis (i.e. member check).

Participants were informed about the goal and nature 
of the study at the start of the interview and participated 
voluntarily without (financial) compensation. Partici-
pants were free to provide personal information (i.e. age, 
work experience) and could contact the researchers for 
access to, rectification of, or deletion of personal infor-
mation. Data were only accessible by members of the 
research team and were processed anonymously.

Data analysis
The audio recordings were transcribed verbatim. The 
transcripts were analyzed by two researchers (CR, GB) 
immediately after conducting the first interview. The six 
steps of Braun and Clarke were used for inductive the-
matic data analysis, where themes were extracted from 
the data [21, 22]. A thematic analysis was conducted in 
order to understand experiences, thoughts, or behaviors 
from the interviewees [21, 22]. The two researchers inde-
pendently coded the first three interviews, after which 
the interviews were discussed. The remaining transcripts 
of the interviews were divided for coding (by CR or GB) 
and checked by the other researcher. During the first step 
of the coding process, the researchers read the inter-
view transcripts in full to familiarize themselves with the 
data. Secondly, the researchers generated initial codes 
that describe features of potentially relevant data (open 
coding). If these codes differed between the researchers 
they were discussed until a consensus was reached. In the 
third step, the transcripts were searched for overarch-
ing themes, based on the topic list, which then provided 
the basis for the coding tree (axial coding). Fourthly, the 
themes were reviewed in relation to the data (selective 
coding), and the coding tree was discussed with GPs. In 
the fifth step, each theme name was described uniquely 
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and specifically in a few sentences. Finally, the informa-
tion related to the themes was compiled to give an over-
view of the findings on the perspectives of GP healthcare 
professionals regarding the viability and potential useful-
ness of the changes for future GP care and pandemics 
[21]. The steps in the data analysis process were iterative. 
The coding process was performed in Atlas.ti, versions 
8.1 and 9 [23, 24]. For writing this report, we used the 
Consolidated criteria for Reporting Qualitative research 
(COREQ) checklist, see additional file 2 [25].

Results
In total, 30 interviews were performed: 11 with directors 
of OOH services, 14 with GPs, 2 with locum GPs, and 3 
with GP practice managers (Table 1).

Three main themes were identified based on the orga-
nizational changes in GP care for patients due to the 
COVID-19 pandemic, viewed from a GP’s perspective 
(Fig. 1):

1) the changes in the triage procedures;
2) the changes in GP care;
3) the coordination of GP care and information 

communication flow during the COVID-19 
pandemic.

The changes in the triage procedures
Both GP practices and OOH services modified the pro-
cedure for triage prior to a consultation. GPs and OOH 
directors said that stricter triage criteria (the assignment 

of lower urgency levels) were adopted to make sure that 
face-to-face care was only provided when absolutely nec-
essary. With stricter triage, people with low-urgency care 
needs (U4 - negligible chance of harm and U5 - no chance 
of harm) during out of hours were referred to their GP 
the next working day or were provided with advice by 
phone. Because of these stricter triage criteria, some GPs 
had conflicts with patients who would have preferred a 
face-to-face consultation. These GPs indicated that this 
resulted in reduced access to GP care for their patients. 
However, some of the OOH directors said that stricter 
triage improved the quality of care:

“We applied stricter triage and I think, in the end, 
this led to a better quality of care. If patients visit 
the OOH service with no reason, then they should 
not come.” – OOH service director (6).

Stricter triage and more advice by phone instead of in 
consultations at OOH services were considered by most 
OOH directors to be useful changes for the non-pan-
demic future to divert patients with low-urgency health 
problems who can wait for GP care during office hours.

GPs and OOH directors mentioned the introduc-
tion of additional triage questions aimed at preventing 
the spread of COVID-19 in GP practices and OOH ser-
vices. These questions screened for influenza-like symp-
toms that could indicate COVID-19. Patients presenting 
with these symptoms were obliged to test for COVID-
19 before visiting the GP practice or OOH service. Even 
though this was to protect patients from COVID-19, it 
resulted in reduced access to GP care for their patients, 
according to GPs and OOH directors. Interviewees men-
tioned that the duration of the triage process increased 
due to the more extended triage, which they thought 
had resulted in a higher workload for triage nurses and 
doctor’s assistants, as well as reduced accessibility for 
patients.

At some OOH services and GP practices, GPs became 
more involved in the triage to support the triage nurses 
and assistants if they were uncertain about something 
during triage and telephone consultations. OOH direc-
tors emphasized that this resulted in more care deliv-
ered remotely and a reduced workload for triage nurses 
and GPs. However, some interviewees also noticed 
downsides:

“As a triage nurse you can handle things indepen-
dently, but once there is a GP sitting next to you, you 
are much more inclined to ask things. So things you 
normally handle on your own, you now ask the GP 
and that takes time, while it is not always medically 
necessary.” – OOH service director (and experienced 
triage nurse) (7).

Table 1 Characteristics of interviewees working in Dutch GP 
practices and OOH services

GP practices (n=19) OOH 
ser-
vices 
(n = 11)

Sex

 Male 11 5

 Female 8 6

Age (Range) 32–64 years 34–60 
years

Region

 North 4 2

 Middle 10 7

 South 5 2

Type of practice

Solo 5 -

 Duo 5 -

 Group 9 -

Responsible for … OOH-GP locations

 1 - 4

 2 - 1

 3 - 2

 4 - 3

 5 - 1
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At some OOH services, directors mentioned that it may 
be beneficial to involve GPs in triage more even after the 
COVID-19 pandemic, allowing more consultations to 
take place by telephone or video call and reducing the 
workload for GPs.

The changes in GP care
Both in GP practices and OOH services, the interview-
ees reported an increase in remote care (e.g. e-consul-
tation, or video consultation) during the COVID-19 
pandemic. The interviewed GPs were satisfied with the 
use of remote consultations, explaining that many health 
problems can be diagnosed and discussed remotely, 
leaving more time for more complex health problems 
that require face-to-face consultations. In addition, they 
found that video consultations made it easier to reassure 
patients compared with telephone consultations, avoid-
ing the need for a visit. GPs said that for the best quality 

of care, remote consultation and face-to-face consulta-
tions should be combined and the choice of remote con-
sultations should be left to patients exclusively. Almost all 
interviewees indicated that they want to use remote con-
sultations more frequently from now on:

“In the future, we will have less staff, while the num-
ber of chronic patients is increasing. To cope with 
that change, you have to monitor your patients 
remotely […] that offers a lot of added value.” – OOH 
service director (5).

However, some of the GPs did experience barriers in 
using remote consultations. They mentioned that the 
quality and accessibility of care decreased, specifically 
in some patient groups such as older adults, people 
in a lower socioeconomic status, and people with low 
health literacy. Additionally, GPs experienced a lack of 

Fig. 1 Themes and subthemes that emerged from the data
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non-verbal communication, and more difficulty in assess-
ing symptoms and diagnoses. During the pandemic, 
remote consultations were essential for the continuation 
of GP care. However, in a non-pandemic situation, these 
GPs prefer face-to-face consultations as they can then 
carry out a physical examination of the patient.

During the COVID-19 pandemic, GPs experienced 
an overall decrease in the number of consultations. The 
interviewees noted that patients with minor complaints 
tended to avoid care for fear of becoming infected with 
COVID-19 or because they believed their GP was too 
busy. Consequently, several GPs feared that these patients 
would need more care later on. The effects were already 
visible for some GPs, as they noticed an increase in the 
number of double consultation times during a later phase 
of the pandemic. In addition, GPs also noticed that some 
patients did not visit the GP who would normally do so, 
for example people with mental health problems. As a 
result, some GPs feared the consequences of missed care 
for their patients. Besides the negative consequences of 
missed care, some of the GPs in this study mentioned that 
the COVID-19 pandemic also made patients more aware 
that some health problems disappear spontaneously.

“The efficiency of GP care has improved. I also think 
it is important that patients do not visit the OOH 
service unnecessarily. That is better for themselves, 
but also for the care providers” – OOH service direc-
tor (1).

In addition to patients postponing or avoiding care, GPs 
also postponed care or provided care for their patients 
remotely. For example, most GPs stated that chronic care 
for patients with Chronic Obstructive Pulmonary Dis-
ease (COPD), diabetes, cardiovascular disease, and men-
tal health problems was postponed. Some GPs reported 
that disrupted chronic care led to a deterioration in the 
health status of some patients. However, others felt that 
these consultations could be postponed for a short period 
without causing problems, especially when patients are 
stable. Half of the GPs introduced telemonitoring to con-
tinue some of the chronic care, whereby patients checked 
their blood pressure, glucose, or oxygen saturation them-
selves and reported this to their GP.

“We gave people with chronic conditions the oppor-
tunity to do measurements at home and pass this 
on to the GP by telephone. It is possible to do regu-
lar check-ups remotely; however, these check-ups 
also have a clear added value, but technically you 
can advise people to measure their blood pressure 
themselves and pass this on by telephone.” – General 
practitioner (2).

GPs reported that patients were satisfied with the tele-
monitoring because they became more independent in 
managing their disease. GPs who used telemonitoring 
all indicated that they would like to continue the use for 
patients with chronic conditions. However, to enable 
effective use, GPs suggested setting cut-off values for 
telemonitoring outcomes that would trigger a visit to the 
GP, in addition to less frequent regular checks.

“I think that in the long-term we will also have to 
move towards telemonitoring with the entire preven-
tive chronic care. That you will also have fewer face-
to-face contact moments for chronic care and more 
telemonitoring of the patients. And that certain cut-
off values require a visit to the GP.” – General prac-
titioner (4).

The interviewed GPs noticed the effects of postponed 
care in other areas of healthcare. They said that diagnos-
tic tests, such as the breast cancer screening program and 
diagnostic pulmonary function tests, were suspended 
temporarily, resulting in late diagnosis and postponed 
treatment.

“Normally we have breast cancer screening in July, 
and now we started last week (December) [.] you 
immediately have a woman who already has a BI-
RADS IV. So on the scale from I to V, it is very high. 
Normally, we would have noticed that earlier.” – 
General practitioner (3).

In order to provide safe care for all patients during the 
COVID-19 pandemic, patient flows were separated into 
COVID and non-COVID. In some regions, OOH direc-
tors and GPs emphasized that care for patients with 
COVID-19-like symptoms was organized centrally at an 
OOH service location or a single GP practice, because 
there was fear of contamination among GPs, shortages of 
personal protective equipment (PPE), staff shortages, and 
an increasing number of COVID patients.

“Because we did not really know what was coming 
our way and we did not immediately have a lot of 
PPE available, we had to choose between COVID 
patients and non-COVID patients. We then chose to 
see the non-COVID patients in their practice from 
the very beginning and the COVID patients could 
go to an OOH service during the daytime, where 
a locum GP was available.” – OOH service direc-
tor (2).

Once GPs became more accustomed to the pandemic 
situation, care for patients with COVID-19-like symp-
toms became more decentralized, at the patient’s own 
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GP practice. In some regions, care for COVID patients 
was organized in individual practices throughout the 
study period, as not all regions had a suitable location 
for centralizing COVID care. In these regions, GPs said 
that patients with COVID-19-like symptoms were sepa-
rated from other patients in individual practices or were 
seen in a specific consultation room and during specific 
times. Some GPs mentioned that separating patient flows 
affected the accessibility and quality of regular GP care, 
as it was not always possible for patients to visit their GP.

Most GPs said that the consultation time in GP prac-
tices had been extended from 10 to 15–20  min, to pre-
vent crowding in the waiting room. The interviewed GPs 
were happy with the extended consultation times, as 
it enabled them to pay more attention to their patients, 
which increased job satisfaction and improved the qual-
ity of GP care.

“We have become accustomed to those fifteen min-
utes, it provides calmness. You can work effectively 
and consultations are not overloaded.” – General 
practitioner (1).

Most GPs said they would continue allocating longer 
consultation times for their patients in the future. How-
ever, some GPs felt that this reduced the availability of 
care, as fewer patients could be seen by any given GP. As a 
consequence, waiting times for a consultation increased, 
which could result in unmet healthcare demands in the 
long term. A solution proposed by the GPs is 5-minute 
telephone consultations for simple health problems, 
combined with 15-minute face-to-face consultations for 
people with more complex health problems.

Coordination of GP care and information communication 
flow during the COVID-19 pandemic
OOH directors said that they were members of the 
regional ‘crisis team’, in which new COVID-19 informa-
tion and recommendations on a national level (i.e. from 
governmental parties or general practitioners’ associa-
tions) were translated into practical measures for the GP 
practices and OOH services. According to the OOH 
directors, they informed GPs in daily communications 
about new guidelines and protocols related to COVID-
19: when does a patient have COVID-19, what does sepa-
rating patient flows mean, and how can you ensure a safe 
working environment for employees? For the interviewed 
OOH directors, this created an enormous challenge in 
deciding what should be communicated, as there was a 
lot of conflicting information available from different 
parties (e.g. the Ministry of Health, the National Institute 
for Public Health, and the GP Association LHV). They 
felt that this made it difficult for them to properly dis-
seminate information.

“Every day there were new insights, new guidelines. 
So that was a very hectic organizational period dur-
ing the first two months. That means that, as a crisis 
team, you have to manage something that nobody 
understands. Which we learned by doing.” – OOH 
service director (1).

As a result, OOH directors noted that some GPs devel-
oped practice-specific guidelines rather than adopting 
the crisis team’s guidelines, resulting in further fragmen-
tation. Most GPs and directors of OOH services specified 
that in the future there should be more clarity and less 
ambiguity in the guidelines provided by the different par-
ties, to avoid discussion and convey a consistent message.

Most GPs and OOH directors said that the COVID-19 
pandemic positively impacted the regional cooperation 
between GPs. According to the interviewees, continuing 
these improved lines of cooperation after the pandemic 
has added value for the quality of GP care. They empha-
sized that the quality of care was improved by enhanced 
communication between GPs, the crisis team, other pri-
mary care providers, and the hospital, resulting in the 
quick and easy exchange of information.

“The COVID-19 pandemic has led to specialists 
contacting us (GPs) more and vice versa. There was 
more mutual understanding and that has led to 
more cooperation.” – General practitioner (10).

In addition to this, GPs and doctors in hospitals had 
more regular contact about patient flows from primary to 
secondary care. Moreover, GPs jointly arranged the sep-
aration of patient flows. GPs and OOH directors would 
appreciate the continuation of the regional collaboration 
between GPs, hospitals, and other primary healthcare 
providers established during the pandemic.

Discussion
This study explored the organizational changes in GP 
care during the COVID-19 pandemic, and evaluated the 
experiences of Dutch healthcare professionals in GP care 
and the potential usefulness for future GP care and any 
future pandemics. Three main themes emerged regarding 
the experiences; (1) the changes in the triage procedures; 
(2) the changes in GP care; and (3) the coordination of 
GP care and information communication flow during the 
COVID-19 pandemic.

To prevent the spread of the COVID-19 virus, face-to-
face consultations were avoided when possible. Stricter 
and more comprehensive triage played an important role 
in this, as did the closer involvement of GPs in triage in 
OOH services. Triage is important in controlling patient 
flows and in providing appropriate care for patients [26]. 
Triage may become increasingly important to cope with 
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the expected increase in demand for GP healthcare ser-
vices due to the aging population, at a time when staff 
shortages are likely to persist. To enable stricter triage, 
triage nurses should receive more training [27] and tri-
age protocols should be adapted to ensure that they are 
not ‘too safe’ so that patients end up unnecessarily using 
the OOH services [28]. However, one of the dangers of 
stricter triage is wrongly precluding patients from care, 
which may have far-reaching consequences for the health 
outcomes of these patients [29]. In addition to stricter 
triage, increased involvement of GPs in triage may help 
reduce the workload for triage nurses, improve patient 
satisfaction with advice provided during triage [30], and 
reduce the use of OOH services, which in turn can help 
reduce the workload for GPs themselves [31]. However, 
Campbell et al. suggested there could be an increased 
number of consultations as a result of GP-supported tri-
age compared to consultations without a clear (proto-
colized) triage [32], and Graversen et al. suggested that 
GPs were less effective in triage than nurses [33]. When 
implementing stricter triage and GP-supported triage, 
these hurdles should be addressed.

GPs and OOH directors had mixed opinions about 
the accelerated implementation of remote consultations. 
A positive experience was that remote consultations for 
minor health problems freed up time for extensive face-
to-face consultations for patients with more complex 
health problems. This effect was found in another study, 
in which remote consultations increased the continuity 
and efficiency of GP care, and also lowered the thresh-
old for patients to consult the GP [34]. However, some 
GPs in the current study also experienced barriers that 
impacted the quality and accessibility of GP care and that 
are in line with previous studies. Examples were the lack 
of non-verbal communication (e.g. How does the patient 
walk into the practice? What is their breathing like?), the 
difficulty of diagnosing patients (and missing diagnoses) 
[35], and the fact that this solution is not suitable for cer-
tain patient groups [9, 36]. Furthermore, a study by Keu-
per et al. (2021) suggested that Dutch GPs do not plan 
to continue the intensive use of remote consultations 
after the COVID-19 pandemic because of the required 
workflow changes, the time that needs to be invested in 
training personnel and patients, and the substantial costs 
of implementing a remote consultation system [20, 37]. 
Despite the varying experiences, remote consultations 
are still a viable option to navigate the expected increase 
in workload due to the aging population, task shifting, 
and staff shortages in GP care [20, 38, 39]. However, the 
health outcomes of patients receiving remote consulta-
tions should be monitored continuously and GPs should 
keep in mind the barriers in patient care. As suggested by 
the participants in this study, the patient should always 

have a deciding say in whether a consultation is remote 
or face-to-face.

Due to the COVID-19 pandemic, care for patients with 
chronic diseases was postponed. GPs in the current study 
expressed concern about the deterioration of the chronic 
condition in some of their patients, a fear that has also 
been recognized in Belgium [9, 40]. The consequences 
of postponed chronic care due to the COVID-19 pan-
demic remain mostly unknown to date; therefore, future 
research should address the long-term consequences. 
This is especially important as previous pandemics 
showed that postponing regular health checks and sec-
ondary prevention, such as those provided by managed 
care programs, can lead to the aggravation of chronic 
diseases [41]. However, according to the current study, 
regular check-ups may not be required for all patients. 
GPs suggested that care for more stable patients could be 
postponed for a short period, relying more on self-man-
agement of their chronic disease, including via telemoni-
toring. Telemonitoring may increase access to healthcare 
and may help tackle the challenge of meeting the demand 
for healthcare [42]. Therefore, there is a need for research 
focused on identifying groups of patients with chronic 
conditions where it is safe to postpone care and groups 
where care should be continued, enabling a better alloca-
tion of more extensive managed care and telemonitoring 
solutions.

There were also organizational changes that may be 
useful for future pandemics, including the intensified 
collaboration between GPs and other healthcare profes-
sionals, which was also found during previous pandemics 
or epidemics [14]. The lack of unambiguous information 
is not a new phenomenon, and has been seen previously 
in pandemics [14]. Previous studies have also shown that 
during pandemics there is frequently (often contradic-
tory) information coming from many different sources, 
and there are no clear routes for feedback on guidelines 
[43, 44]. In future pandemics, it is recommended to 
reduce duplication in information from different govern-
mental parties, increase clarity in communication and 
provide clear and consistent guidance [45].

This study aimed to investigate GPs’ experiences with 
the provision of healthcare to their patient popula-
tion. From an organizational perspective, the role GPs 
described was mainly focused on the continuity and 
accessibility of care, i.e. maintaining the core values of 
primary care as much as possible and at the same time 
providing care for COVID-19 patients, without endan-
gering other patients. Lauriola et al. suggest, however, 
that GPs and other health professionals in primary care 
could play a more extensive part in future pandemics 
[46]. Because GPs are close to society, they can play a 
crucial role in monitoring the impact of the pandemic on 
society and implementing local solutions for community 
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health [46]. Due to their focus on organizational changes 
during the pandemic, GPs may not have focused on the 
role of monitoring and implementing solutions to control 
the COVID-19 pandemic, such as diagnosis (screening), 
contact tracing, and the physical and psychological mon-
itoring and management of patients. However, any more 
extensive role should take into account their already 
increasing workload and range of different tasks.

Strengths and limitations
This study had some limitations that should be consid-
ered when interpreting the results. The findings of our 
study may not be fully generalizable to other countries 
with different healthcare systems and should, therefore, 
be interpreted from the perspective of the healthcare 
system in question. In addition, although we used pur-
posive sampling to select a wide variety of interviewees 
and to reach data saturation, there is a possibility that 
some insights and experiences are missing. Due to the 
phenomenological design, the themes that emerged from 
the data are almost identical to the themes in the topic 
list. Lastly, the participants were recruited by contacting 
respondents from a previous questionnaire and through 
the professional and personal social networks of the 
research team, which may have contributed to selection 
bias for some of the participants.

This study also had some strengths that are worth men-
tioning. We included a variety of healthcare professionals 
who are representative of GP care, which ensured dif-
ferent perspectives on the organizational changes in GP 
care throughout the Netherlands, resulting in richness of 
the data. Another strength is that we interviewed health-
care professionals in two separate rounds during the pan-
demic, which made it possible to obtain perspectives on 
the different phases of the COVID-19 pandemic.

Conclusion
During the COVID-19 pandemic, stricter triage, GP 
involvement in the triage, and remote consultations were 
either newly implemented or extended. These changes 
may be useful for the future in enabling GP care to 
cope with staff shortages, task shifting, and the increas-
ing demand for healthcare due to the aging popula-
tion. The changes can also be useful for strengthening 
the role of primary care in relation to secondary care to 
keep the Dutch healthcare system accessible, sustain-
able, and of sufficient quality. However, the effects on 
patient care and the health outcomes of these patients 
should be considered and the effects should be continu-
ously monitored. Furthermore, it is important to con-
tinue monitoring the impact of postponed chronic care 
to consider whether routine managed care is useful for 
these patients. Future pandemics may benefit from inten-
sive collaboration. Clarity in providing unambiguous 

information is desirable to maintain regular GP care and 
care for infected people during pandemics. Due to their 
role in society, GPs can be crucial in monitoring the 
impact of pandemics on society and implementing local 
solutions for community health; however, this should be 
considered in light of their already increasing range of 
tasks and workload.

List of Abbreviations
COVID-19  Coronavirus Disease 2019
COPD  Chronic Obstructive Pulmonary Disease
GP  General Practitioner
LHV  The National General Practitioner Association
OOH services  Out-of-hours services
PPE  Personal Protective Equipment

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-023-09654-7.

Supplementary Material 1: Interview topic list GP care

Acknowledgements
We would like to thank the (locum) GPs, GP practice managers, and OOH 
directors who participated in our interviews. Furthermore, we would like to 
thank the GPs in the advisory board for discussing the topic list.

Authors’ contributions
ToH, JM, LP, MB, RAV, and LR conceived the study. The topic guide was drafted 
by CR, NB, DB, GB, LP, and LR and discussed with other authors. CR and WSB 
conducted the interviews. CR and GB analyzed the interviews and discussed 
them with other authors. CR and LR drafted the manuscript and all authors 
provided critical revisions and approved the final submitted version.

Funding
This study was funded by The Netherlands Organization for Health Research 
and Development (ZonMW) under the number 10430022010006.

Data Availability
The raw data underlying this article will not be shared due to the anonymity 
of the participants. Reasonable requests for de-identified raw data will be 
considered by the corresponding author.

Declarations

Ethics approval and consent to participate
The local Medical Research Ethics Committee of the University Medical Center 
Groningen defined this study as non-WMO (Medical Research Involving 
Human Subjects Act, www.ccmo.nl) research and waived the ethics approval 
(number 2020/309). This allowed us to carry out this study without their 
approval. All procedures in this study were performed in accordance with 
the relevant guidelines and regulations in the Declaration of Helsinki [47]. 
Informed consent was obtained verbally because interviews were conducted 
online during the COVID-19 pandemic. All interviews, including consent 
procedure were recorded and archived. Participants were free to provide 
personal information (i.e. age and work experience) and could contact the 
researchers for access to, rectification of, or deletion of personal information. 
Data could only be accessed by members of the researcher team and were 
analyzed and reported anonymously.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

http://dx.doi.org/10.1186/s12913-023-09654-7
http://dx.doi.org/10.1186/s12913-023-09654-7
http://www.ccmo.nl


Page 10 of 11Rijpkema et al. BMC Health Services Research          (2023) 23:696 

Author details
1Netherlands Institute for Health Services Research, Nivel, Utrecht, The 
Netherlands
2Tilburg School of Social and Behavioral Sciences, Tilburg University, 
Tranzo, Tilburg, The Netherlands
3Department of Primary and Long-term Care, University of Groningen, 
University Medical Center Groningen, Groningen, The Netherlands
4Midwifery Science, Amsterdam University Medical Center, Vrije 
Universiteit Amsterdam, AVAG, Amsterdam Public Health, Amsterdam, 
The Netherlands
5Department of Primary and Community Care, Radboud University 
Nijmegen Medical Center, Radboud Institute for Medical Innovation, 
Nijmegen, The Netherlands
6Department of Family Medicine, CAPHRI Care and Public Health 
Research Institute, Maastricht University, Maastricht, The Netherlands

Received: 2 August 2022 / Accepted: 6 June 2023

References
1. van der Horst HE, de Wit N. Redefining the core values and tasks of GPs in the 

Netherlands (Woudschoten 2019). British Journal of General Practice [Inter-
net]. 2020 Jan 1 [cited 2021 Sep 22];70(690):38–9. Available from: https://doi.
org/10.3399/bjgp20X707681.

2. de Wilt T, Versluis A, Goedhart A, Talboom-Kamp E, van Delft S. General prac-
titioners attitude towards the use of eHealth and online testing in primary 
care. Clin eHealth. 2020;3:16–22.

3. Kroneman M, Boerma W, van den Berg M, Groenewegen P, de Jong J, van 
Ginneken E. Netherlands: Health System Review. Health systems in transition. 
2016;18(2):1–240.

4. Van Den Hombergh P, Künzi B, Elwyn G, Van Doremalen J, Akkermans R, Grol 
R et al. High workload and job stress are associated with lower practice per-
formance in general practice: an observational study in 239 general practices 
in the Netherlands. BMC Health Serv Res. 2009;9(118).

5. Kroezen M, Van Hoegaerden M, Batenburg R. The joint action on health work-
force planning and forecasting: results of a european programme to improve 
health workforce policies the Joint Action on Health Workforce planning and 
forecasting:results of a european programme to improve health workforcepo. 
Health Policy. 2018;122(2):87–93.

6. Schäfer WLA, Van Den Berg MJ, Groenewegen PP. The association between 
the workload of general practitioners and patient experiences with care: 
results of a cross-sectional study in 33 countries. Hum Resour Health. 
2020;18(76).

7. Baddock K. COVID-19 the frontline (a GP perspective) [Internet]. 
The New Zealand Medical Journal. 2020 [cited 2021 Jun 30]. p. 
8–10. Available from: https://journal.nzma.org.nz/journal-articles/
covid-19-the-frontline-a-gp-perspective.

8. Khan N, Jones D, Grice A, Alderson S, Bradley S, Carder P, et al. A brave new 
world: the new normal for general practice after the COVID-19 pandemic. 
BJGP Open. 2020;4(3):1–4.

9. Verhoeven V, Tsakitzidis G, Philips H, Van Royen P. Impact of the COVID-19 
pandemic on the core functions of primary care: will the cure be worse 
than the disease? A qualitative interview study in flemish GPs. BMJ Open. 
2020;10(6).

10. Ramerman L, Rijpkema C, Bos N, Flinterman LE, Verheij RA. The use of out-
of-hours primary care during the first year of the COVID-19 pandemic. BMC 
Health Services Research 2022 22:1. 2022 May 21;22(1):1–9.

11. Thornton J. Covid-19: how coronavirus will change the face of general prac-
tice forever. The BMJ. 2020;368(March):1–2.

12. Zhang J. Hospital avoidance and unintended deaths during the covid-19 
pandemic. American Journal of Health Economics. 2021 Sep 1;7(4):405–26.

13. Marshall M, Howe A, Howsam G, Mulholland M, Leach J. COVID-19: a danger 
and an opportunity for the future. Br J Gen Pract. 2020;70(695):270–1.

14. Desborough J, Dykgraaf SH, Phillips C, Wright M, Maddox R, Davis S et al. 
Lessons for the global primary care response to COVID-19: a rapid review of 
evidence from past epidemics. Family Pract 2021 Feb 15;38(6):811–25.

15. Dutch college of General Practitioners. Core values of General Practice / Fam-
ily Medicine. 2011.

16. Smits M, Rutten M, Keizer E, Wensing M, Westert G, Giesen P. The develop-
ment and performance of after-hours primary care in the Netherlands A 
Narrative Review. Ann Intern Med. 2017;166(10):737–42.

17. RIVM. Tijdlijn van coronamaatregelen [Internet]. 2022 [cited 2022 
Apr 25]. Available from: https://www.rivm.nl/gedragsonderzoek/
tijdlijn-maatregelen-covid.

18. Teherani A, Martimianakis T, Stenfors-Hayes T, Wadhwa A, Varpio L. Choosing 
a Qualitative Research Approach. J Grad Med Educ [Internet]. 2015 Dec 1 
[cited 2023 May 8];7(4):669. Available from: https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4675428/.

19. Etikan I, Abubakar Musa S, Sunusi Alkassim R. Comparison of Convenience 
Sampling and Purposive Sampling. American Journal of Theoretical and 
Applied Statistics [Internet]. 2016 [cited 2022 May 25];5(1):1–4. Available from: 
http://www.sciencepublishinggroup.com/j/ajtas.

20. Keuper J, Batenburg R, Verheij R, van Tuyl L. Use of E-Health in Dutch General 
Practice during the COVID-19 Pandemic. International Journal of Environ-
mental Research and Public Health 2021, Vol 18, Page 12479 [Internet]. 
2021 Nov 26 [cited 2021 Dec 20];18(23):12479. Available from: https://doi.
org/10.3390/ijerph182312479.

21. Braun V, Clarke V. Thematic analysis. APA handbook of research meth-
ods in psychology, vol 2: Research designs: quantitative, qualitative, 
neuropsychological, and biological [Internet]. American Psychological 
Association; 2012 [cited 2021 Jun 30]. 57–71. Available from: https://doi.
org/10.1037/13620-004.

22. Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE Guide 
No. 131. 101080/0142159X20201755030 [Internet]. 2020 Aug 2 [cited 
2023 May 8];42(8):846–54. Available from: https://doi.org/10.1080/01421
59X.2020.1755030.

23. ATLAS.ti. Scientific Software Development GmbH. Atlas.ti version 8.1.
24. ATLAS.ti. Scientific Software Development GmbH. Atlas.ti version 9.0.
25. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 

research (COREQ): a 32-item checklist for interviews and focus groups. Int J 
Qual Health Care. 2007;19(6):349–57.

26. Van Pijkeren N, Wallenburg I, Bal R. Triage as an infrastructure of care: the inti-
mate work of redistributing medical care in nursing homes. Socialy of Health 
& Illness. 2021;43(7):1682–99.

27. Smits M, Keizer E, Huibers L, Giesen P. GPs’ experiences with out-of-hours 
GP cooperatives: a survey study from the Netherlands. Eur J Gen Pract. 
2014;20(3):196–201.

28. Smits M, Verheij R. Veranderingen in de urgentie van contacten met de huis-
artsenpost 2013–2016. Nivel Rapport; September. 2017. pp. 1–18. September.

29. Seiger N, Van Veen M, Steyerberg EW, Ruige M, Van Meurs AHJ, Moll HA. 
Undertriage in the Manchester triage system: an assessment of severity 
and options for improvement. Archives of Disease in Childhood. 2011 Jul 
1;96(7):653–7.

30. Giesen P, van Charante EM, Mokkink H, Bindels P, van den Bosch W, Grol R. 
Patients evaluate accessibility and nurse telephone consultations in out-of-
hours GP care: Determinants of a negative evaluation. Patient Education and 
Counseling. 2007 Jan 1;65(1):131–6.

31. Keizer E, Maassen I, Smits M, Wensing M, Giesen P. Reducing the use of out-
of-hours primary care services: A survey among Dutch general practitioners. 
2016 Jul 2;22(3):189–95. https://doi.org/10.1080/13814788.2016.1178718.

32. Campbell JL, Fletcher E, Britten N, Green C, Holt TA, Lattimer V, et al. Tele-
phone triage for management of same-day consultation requests in general 
practice (the ESTEEM trial): a cluster-randomised controlled trial and cost-
consequence analysis. Lancet (London England). 2014;384(9957):1859–68.

33. Graversen DS, Christensen MB, Pedersen AF, Carlsen AH, Bro F, Christensen 
HC et al. Safety, efficiency and health-related quality of telephone triage 
conducted by general practitioners, nurses, or physicians in out-of-hours 
primary care: A quasi-experimental study using the Assessment of Quality 
in Telephone Triage (AQTT) to assess audio. BMC Family Practice. 2020 May 
9;21(1):1–12.

34. Kurotschka PK, Serafini A, Demontis M, Serafini A, Mereu A, Moro MF et al. 
General Practitioners’ Experiences during the First Phase of the COVID-19 
pandemic in Italy: a critical incident technique study. Front Public Health. 
2021 Feb 3;9(623904).

35. Rosen R, Wieringa S, Greenhalgh T, Leone C, Rybczynska-Bunt S, Hughes G 
et al. Clinical risk in remote consultations in general practice: findings from 
in-Covid-19 pandemic qualitative research. BJGP Open. 2022 Apr 29;6(3).

36. Murphy M, Scott LJ, Salisbury C, Turner A, Scott A, Denholm R et al. Imple-
mentation of remote consulting in UK primary care following the COVID-19 

http://dx.doi.org/10.3399/bjgp20X707681
http://dx.doi.org/10.3399/bjgp20X707681
https://journal.nzma.org.nz/journal-articles/covid-19-the-frontline-a-gp-perspective
https://journal.nzma.org.nz/journal-articles/covid-19-the-frontline-a-gp-perspective
https://www.rivm.nl/gedragsonderzoek/tijdlijn-maatregelen-covid
https://www.rivm.nl/gedragsonderzoek/tijdlijn-maatregelen-covid
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4675428/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4675428/
http://www.sciencepublishinggroup.com/j/ajtas
http://dx.doi.org/10.3390/ijerph182312479
http://dx.doi.org/10.3390/ijerph182312479
http://dx.doi.org/10.1037/13620-004
http://dx.doi.org/10.1037/13620-004
http://dx.doi.org/10.1080/0142159X.2020.1755030
http://dx.doi.org/10.1080/0142159X.2020.1755030
http://dx.doi.org/10.1080/13814788.2016.1178718


Page 11 of 11Rijpkema et al. BMC Health Services Research          (2023) 23:696 

pandemic: a mixed-methods longitudinal study. British Journal of General 
Practice. 2021 Mar 1;71(704):e166–77.

37. Kidholm K, Granstrøm Ekeland A, Kvistgaard Jensen L, Rasmussen J, Duedal 
Pedersen C, Bowes A, et al. A model for assessment of telemedicine applica-
tions: mast. Int J Technol Assess Health Care. 2012;28(1):44–51.

38. Socha-Dietrich K. Empowering the health workforce to make the most of the 
digital revolution. OECD Health Working Papers. 2021.

39. Stoffers J. European Journal of General Practice the promise of eHealth for 
primary care: opportunities for service delivery, patient-doctor commu-
nication, self-management, shared decision making and research Jelle 
Stoffers(Editor-in-Chief ). Eur J Gen Pract. 2018;24(1):146–8.

40. Danhieux K, Buffel V, Pairon A, Benkheil A, Remmen R, Wouters E et al. The 
impact of COVID-19 on chronic care according to providers: a qualitative 
study among primary care practices in Belgium. BMC Family Practice 2020 
21:1. 2020 Dec 5;21(1):1–6.

41. Kluge HHP, Wickramasinghe K, Rippin HL, Mendes R, Peters DH, Kontsevaya A, 
et al. Prevention and control of non-communicable diseases in the COVID-19 
response. The Lancet. 2020 May;30(10238):1678–80.

42. Huygens MWJ, Voogdt-Pruis HR, Wouters M, Meurs MM, van Lettow B, Klei-
jweg C et al. The Uptake and Use of Telemonitoring in Chronic Care Between 
2014 and 2019: Nationwide Survey Among Patients and Health Care Profes-
sionals in the Netherlands. J Med Internet Res 2021;23(5):e24908 https://
www.jmir.org/2021/5/e24908. 2021 May 3;23(5):e24908.

43. Kunin M, Engelhard D, Thomas S, Ashworth M, Piterman L. Challenges of the 
pandemic response in primary care during Pre-Vaccination Period: a qualita-
tive study. Isr J Health Policy Res. 2015 Oct 15;4(32).

44. Herceg A, Geyson A, Guest C, Bialkowski R. SARS and biothreat pre-
paredness — a survey of ACT general practitioners. Commun Dis Intell. 
2005;29(3):277–82.

45. Caley M, Sidhu K, Shukla R. GPs’ opinions on the NHS and HPA response to 
the first wave of the influenza A/H1N1v pandemic. Br J Gen practice: J Royal 
Coll Gen Practitioners. 2010 Apr;60(573):283–5.

46. Lauriola P, Martín-Olmedo P, Leonardi GS, Bouland C, Verheij R, Dückers MLA 
et al. On the importance of primary and community healthcare in relation to 
global health and environmental threats: lessons from the COVID-19 crisis. 
BMJ Global Health. 2021 Mar 1;6(3):e004111.

47. World Medical Association. World Medical Association Declaration of Helsinki: 
ethical principles for Medical Research Involving human subjects. JAMA 2013 
Nov 27;310(20):2191–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://www.jmir.org/2021/5/e24908
https://www.jmir.org/2021/5/e24908

	What can we learn from experiences in general practice during the COVID-19 pandemic? A qualitative study
	Abstract
	Background
	General practitioner care in the Netherlands
	Phases of the COVID-19 pandemic in the Netherlands

	Methods
	Study setting and participants
	Data collection
	Data analysis

	Results
	The changes in the triage procedures
	The changes in GP care
	Coordination of GP care and information communication flow during the COVID-19 pandemic

	Discussion
	Strengths and limitations

	Conclusion
	References


