Open access Original research

Resilience among primary care
professionals in a time of pandemic: a
qualitative study in the Spanish context

BM)J Open

To cite: Palmar-Santos AM,
Pedraz Marcos A, Rubio-
Casado LA, et al. Resilience
among primary care
professionals in a time of
pandemic: a qualitative study in
the Spanish context. BMJ Open
2023;13:6069606. doi:10.1136/
bmjopen-2022-069606

» Prepublication history for
this paper is available online.
To view these files, please visit
the journal online (http://dx.doi.
org/10.1136/bmjopen-2022-
069606).

Received 28 November 2022
Accepted 21 June 2023

| '.) Check for updates

© Author(s) (or their
employer(s)) 2023. Re-use
permitted under CC BY-NC. No
commercial re-use. See rights
and permissions. Published by
BMJ.

"Deparment of Nursing,
Autonomous University of
Madrid, Madrid, Spain
“Nursing and Health Care
Research Group, Puerta de
Hierro-Segovia Arana Health
Research Institute, Madrid,
Spain

*Carlos Ill Health Institute,
Madrid, Spain

*Madrid Health Service, Madrid,
Spain

SCastilla-La Mancha University
Faculty of Health Sciences,
Talavera de la Reina, Spain

Correspondence to
Dr Azucena Pedraz Marcos;
azucena.pedraz@isciii.es

Ana Maria Palmar-Santos
Laura Alicia Rubio-Casado
Maria Eva Garcia-Perea

ABSTRACT

Objectives This study explores the impact of the
COVID-19 pandemic on the Spanish primary care structure
and services and the mechanisms implemented by the
primary care workforce to restore and reinforce their
reference care model.

Design An exploratory, qualitative study with
semistructured interviews and a focus group discussion
conducted during the fall semester of 2020.

Setting Primary health centres in Madrid (Spain), chosen
based on factors such as infection rates during the
earliest stages of the pandemic and demographic and
socioeconomic aspects.

Participants A total of 19 primary health and social

care professionals were purposively selected. Criteria

for inclusion were gender (male/female), at least 5years
of experience in their current position, category (health/
social/administrative worker), and whether they worked in
arural or urban healthcare setting.

Results Two main themes were identified: (1) reflecting
on a model in crisis—particularly the reopening of
centres to users and the proactive, participative strategies
implemented by primary care professionals to reach their
community; and (2) regaining a sense of purpose—how
healthcare professionals implemented strategies to
sustain their vision of their reference model. The COVID-19
pandemic exposed leadership deficiencies that, together
with the initial unavailability of resources and difficulties
maintaining face-to-face contact with users, triggered a
sense of loss of professional identity. On the other hand,
the analysis revealed potential strategies to restore and
reinforce the traditional model, such as the adoption of
digital technologies and reliance on community networks.
Conclusion This study highlights the importance of a
solid reference framework and enhances the strengths and
skills of the workforce to reinforce the community-based
service provision model.

INTRODUCTION

The COVID-19 pandemic caused an unprec-
edented health and economic crisis world-
wide. Institutions and experts responded to
a global health emergency that had caused
more than 6million deaths at the time of
writing, with infections reaching more than
500 million confirmed cases worldwide.'
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= A key strength of this study is the interdisciplinary
and multisectoral nature of the participants, which
allowed a deeper understanding of the role of
these professionals during the first months of the
COVID-19 pandemic.

= Another strength was using a discussion group with
nurses from rural and urban settings, who were re-
sponsible for chronic patient management.

= During the qualitative research process, participants
could find a space to talk about and reflect on their
feelings about the pandemic for the first time.

= A key limitation is that some interviews were con-
ducted on the phone due to the public health re-
strictions in force at the time. This may introduce
some risk of bias as the interviewers did not have
the opportunity to build rapport as in face-to-face
interviews.

Primary healthcare (PHC) workers were
forced to adapt to tasks of detection and
screening, as well as caring for and moni-
toring COVID-19 cases who were self-isolating
at home.” These transformations affected
countries such as Spain, whose primary care
model was considered one of the most solid
in Europe regarding its structure and the
services delivered.’

The Spanish primary care provision
model is based on a dense network of prac-
tices distributed throughout the country,
with multidisciplinary teams composed of
doctors and nurses specialised in family and
community-based care, together with other
health professionals—physiotherapists,
midwives or social workers, among others.
Over the last decade, Spanish primary care
services have faced challenges such as an
increasingly ageing population and having
to care for more chronically ill patients, as
well as budget cuts adopted as a consequence
of a global financial crisis." Despite these
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challenges, primary care remained the cornerstone of the
Spanish healthcare system.”

Since the beginning of the COVID-19 pandemic,
primary care remained the first point of access to health-
care systems worldwide, monitoring millions of infected
individuals who did not require hospitalisation.’ However,
particularly during the first wave of the pandemic, health-
care professionals perceived a lack of clear guidance and
unavailability of the resources necessary to respond to
this health emergency.”®

The disruption to some of the services provided or
managed by primary care professionals has been one of
the most significant challenges triggered by the COVID-19
pandemic.’ Diagnosis and monitoring of chronic diseases,
routine vaccination campaigns, contraception and family
planning, mental health, cancer diagnosis and treatment,
radiology services, physiotherapy, cervical screening and
spirometry were some of the routine services affected
by the guidance to cease non-essential care.” ° This
might have led to delayed diagnoses and poorer health
outcomes, and even an increase in the excess death rates
through delayed care for acute emergencies and the
exacerbation of chronic pathologies.7_m

The adoption of new technologies and telemedi-
cine—or virtual care—in primary care delivery world-
wide is one of the most significant transformations
introduced as a consequence of the pandemic.7 g1t
Digital healthcare solutions have long been available,
but the present historical circumstances boosted their
adoption on a large scale.'”” Many healthcare institu-
tions encouraged individuals to use online platforms
to book appointments with their registered practices
and to communicate with their primary care providers
via email or telephone calls.”® Indeed, introducing an
initial remote consultation for suspected COVID-19
cases has been crucial to minimise the spread of the
virus, reducing in-person attendance to primary care
centres.”* "1 Consequently, and for the first time ever,
during the pandemic, remote primary care consulta-
tions outnumbered in-person consultations.’ However,
this technological transition has been abrupt, with no
progressive adaptation for users, healthcare providers
or institutions. Technologically illiterate users—or
those without access to appropriate resources—and
ill-equipped professionals could, in turn, contribute to
worsening health inequalities.'""®

The WHO and other organisations have stressed the
importance of ensuring the capacity of primary care
settings to continue delivering essential services while
also identifying and monitoring COVID-19 infections.’
This study explored (1) the impact of the COVID-19
pandemic on the primary care structure and services
through the experiences of its workforce; and (2) the
mechanisms implemented by health, social and admin-
istrative care workers to sustain their reference model
despite the disruption caused by this health emergency.

MATERIALS AND METHODS

Design

This qualitative, exploratory study is based on semistruc-
tured interviews and a focus group discussion (GD).
Following an explanatory, sequential, mixed-methods
research design,19 it examined the impact of COVID-19
on the primary care workforce (including clinical and
non-clinical professionals). The quantitative phase
collected data through a survey answered by 252 PHC
workers, which provided a general picture of the research
problem.”” An in-depth analysis in the qualitative phase
allowed us to refine our focus, providing a better and
broader understanding of the phenomenon studied.

Participants and recruitment
The study participants were clinical and non-clinical
professionals working in primary care teams within the
Madrid Healthcare Service (Spain). Participants were
selected using purposive sampling within a regional
healthcare area—chosen based on factors such as infec-
tion rates during the earliest stages of the pandemic and
demographic and socioeconomic aspects. Criteria for
inclusion were gender (male/female), at least Syears of
experience in their current position, category (health/
social/administrative worker), and whether their work
was conducted in a rural or urban healthcare setting.
Voluntary participants were selected from respondents
to an online questionnaire corresponding to the first,
quantitative stage of the study, which explored working
conditions and burnout levels among primary care
professionals.”’ We also used snowball sampling, with
the initial participants and researchers identifying addi-
tional participants among their contacts. Participants
were approached by email and then contacted by tele-
phone. None of the professionals contacted declined to
participate.

Data collection
We conducted 13 semistructured individual interviews
between August and November 2020. Some interviews
took place face-to-face, in venues chosen by the partici-
pants themselves, while video calls were used when neces-
sary due to the COVID-19 health protection regulations
in force at the time. Following a preliminary analysis of
the interviews to enhance data richness,” we organised
a separate discussion group that included six nursing
professionals. This explored some topics mentioned
during the individual interviews: teamwork, rural versus
urban, and the needs of vulnerable people and responses.
The focus GD was conducted in December 2020 in a
room at the Autonomous University of Madrid, following
guidelines on social distancing and hygiene in place for
indoor group meetings during the COVID-19 pandemic.
Interviews lasted between 45 and 70 min and followed
a guide (table 1) developed by the researchers, who were
also in charge of conducting the interviews. The GD
lasted 130 min and followed a separate guide developed
by the researchers based on the analysis of the individual
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Table 1 Interview guide Table 2 Group discussion guide

Subject areas Questions Subject areas  Questions

Working in a What happened right at the start of the pandemic? Team Describe an average working day before and during
primary care What did you do in your primary care setting? How the COVID-19 pandemic in your healthcare centre.
setting did you adapt to the new situation? How did you perceive the team?

At the time, did you feel there was anything lacking/
missing?
Working as part of How has the relationship been with the rest of the
ateam team?
Has anything changed during this period?
What did the team members comment about what
was going on?
Have there been any cases of infection within the
team? What was your experience of this?
Is there anything you would like to mention regarding

the team?
Healthcare What changes have been implemented regarding
provision healthcare service provision?

What has happened to those patients who were
being monitored by primary care teams?

What has happened with home visits?

What do you think has been the impact of this
situation on the chronically ill and dependent
population?

Wrap-up issues ~ What do you think has been the hardest thing about

the pandemic?

Can you mention any positive aspects during this
period?

Is there any significant moment that you would like
to highlight?

interviews (table 2). Interviews and focus groups were
audio-recorded, and a fieldwork diary was used to record
contextual issues and the researchers’ thoughts and
observations.

Data analysis

The interviews and GD were transcribed verbatim.
Accounts were inductively analysed following Braun and
Clarke’s steps for thematic analysis.”® All research team
members read the transcriptions to familiarise them-
selves with the accounts. Meaning units were identified
and labelled with a code by the research team over several
sessions. Following an iterative process, researchers
reviewed the research goals several times, refining the
codes established and reorganising them into broader
categories.” A thematic map was prepared, grouping
labels in themes and subthemes that were illustrated with
relevant verbatim quotations.

Rigour

To ensure methodological rigour, the study followed
Lincoln et als quality criteria for qualitative research.** To
enhance its credibility, this article also includes verbatim
quotations from the participants’ accounts to support
researcher interpretations. These quotations also illus-
trate the depth and nuances of the data collected. The
researchers engaged in critical self-reflection through
their field diaries, while both the fieldwork and data
analysis were triangulated to ensure data confirmability.
When considering the research design, the team also

How did you perceive the interdisciplinary
relationships?

How did you perceive the relationships outside of
the team (eg, with the regional healthcare authorities,
other healthcare settings, etc)?

How did you perceive the relationships with the
population?

Have new communication channels been
established? What is your opinion of these?

Could you highlight any strengths identified after the
pandemic?

What about the negative aspects?

Rural vs urban What differences and similarities have you perceived
in the management of the pandemic in rural vs urban
primary care settings?

Have patients in rural settings had the same access to
healthcare as those in urban contexts?

Have new ways of engaging with patients been

established?

Sociocultural
factors

How did you address care provision for COVID-19
cases? What differences have you noticed between
care provision for COVID-19 and non-COVID-19
cases?

As healthcare workers, how do you feel the population
has treated you?

Vulnerable
population

What changes have been implemented in care
provision for the most vulnerable users, compared
with the situation before the pandemic?

Which population groups do you think have suffered
more during the pandemic?

In terms of care provision, which do you think has
been the most affected population group?

Have you noticed any changes in the dependency
levels among your reference population?

considered feasibility criteria in sample access and data
saturation.

Patient and public involvement
No patients were involved in this study.

RESULTS

Participant profiles

We conducted 13 semistructured one-on-one interviews
with primary care workers with different professional
profiles. The focus group included six participants, all
of them primary care nurses. Most of the participants
worked in urban areas (16), with variability in the areas in
which their health centres were located: Madrid Centre
(2), East (3), North (2), South (2), Southwest (1) and
Southeast (8)—the last three being areas where the most
vulnerable populations, in socioeconomic terms, are
concentrated. The profiles of the participants are illus-
trated in table 3.

All participants had extensive professional experience
in the public healthcare system. The sample included
workers in both rural and urban settings, attending
communities with different demographic and socioeco-
nomic profiles.
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Table 3 Participant profiles

Interview Years of

(I)/group experience

discussion in primary
Category (GD) Gender care
Nurse 11 Male 5
Nurse 12 Female 23
Nurse 13 Female 30
General practitioner 14 Male 40
General practitioner 15 Female 9
Nursing manager 16 Female 40
Social work manager |7 Female 25
Social worker 18 Female 15
Administrative staff 19 Female 28
Physiotherapist 110 Female 26
Cleaning staff 111 Female 14
Midwife 112 Female 23
Director 113 Female 17
Nurse GD Male 14
Nurse GD Male 34
Nurse GD Male 40
Nurse GD Female 30
Nurse GD Female 15
Nurse GD Female 29

Thematic framework

The analysis revealed two main themes, which illus-
trate the professionals’ perception of the impact of
the COVID-19 pandemic on primary care services: (1)
reflecting on amodel in crisis—particularly the reopening
of centres for users, and the proactive, participative strate-
gies implemented by primary care professionals to reach
their community; and (2) regaining a sense of purpose—
how healthcare professionals implemented strategies to
overcome the crisis while supporting their vision of their
reference model.

Reflections on a model in crisis

The impact of the COVID-19 pandemic on the health-
care system has been particularly severe in primary
care. Its fundamental responsibilities, particularly in
health promotion and disease prevention, were severely
disrupted during the pandemic—which focused on
urgent and emergency care. Our participants described
the shortcomings and weaknesses affecting all dimensions
of the primary care provision model—from its activities
and strategies to its management, leadership and guiding
principles. All these aspects underwent a process of redef-
inition that left its workforce feeling deeply disconcerted,
while revealing the vulnerabilities of a model that under-
pins the whole healthcare system.

This system, which we found already like that — it has
blown up. (GD, nurse)

3

My main takeaway is that nursing in primary care is
a giant with clay feet — our activity went under, we
stopped doing all the things we used to do. (GD,

nurse)

All the resources went to specialist care, and in fact,
we can see that here — we ask for something and it
takes forever; specialist care asks for something, and
they get it the next day. (I7, social work manager)

Multidisciplinary teams as an essential component
Multiprofessional teams are a key organisational element
of the primary care delivery model. During this crisis,
healthcare workers recognised the importance of team-
work to address the challenges imposed by the COVID-19
pandemic—the constantly changing protocols, the redef-
inition of roles and activities, and high levels of uncer-
tainty among service providers and users—underscoring
its role as the basic organisational pillar of primary care.
Some professionals who previously did not know each
other became aware of the importance of establishing or
reactivating multidisciplinary teams.

You were more concerned about supporting your
colleague next to you than about yourself or the cir-
cumstances. I mean this in the sense that —you are ex-
posed to everything, and your colleague is your only
support. (I4, general practitioner)

We met and we lived together, [we had] multidisci-
plinary team awareness. (I8, social worker)

However, once the impact of the first stage of the
pandemic—with its high mortality and contagiousness
levels—was over, professionals were aware of the emer-
gence of individualistic and protective attitudes that
disrupted earlier collaborative dynamics.

It was an absolute disaster for primary care settings
when interprofessional relationships — even in the
good [centres] — we took cover behind our profes-
sional class, even behind our professional interest.
Perhaps that was normal, after a situation of crisis, a
situation of shock. (GD, nurse)

As things moved along everyone returned to their
offices, there wasn’t as much sense of professional
unity, of being a team — ‘all together’ and that kind of
thing. (I12, midwife)

‘We have always lived without a door’

Healthcare centres have long been perceived as meeting
spaces, always open for their users—whose sociodemo-
graphic profile, in the case studied, is that of an ageing
population—and thus providers of ongoing, recurring
care for a segment of society. However, with the onset
of the COVID-19 pandemic, these centres closed their
front doors, interrupting the usual dynamics of face-to-
face contact and consultations. The disruption to the
direct monitoring of their patients and communities was
a source of distress for the primary care teams. In addi-
tion, workers were also affected by the negative response
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of the general public to the sudden barriers to accessing
the healthcare system.

We have always lived without a door. This is primary
care, not emergencies. They can come here for a sick
certificate or just — as so many patients have done — to
ask how we were doing. (GD, nurse)

An added problem has been accessibility. I mean
that, before, we were a lot easier to access, and now it
is a bit more difficult. (I13, director)

The general public still does not understand why we
don’t do more in-person [consultations], so there are
frequent arguments at the front door — why can’t we
go in, why can’t the doctor see me. So, it is difficult. I
think [we need] a shift in the concept of healthcare
— how we should have seen it — the healthcare centre
is not a place to go and spend the day, itis a place for
concrete action. (I12, midwife)

Identity and professional recognition

Some participants—mostly nursing professionals, but
also others—highlighted a loss of professional identity as
a consequence of transformative changes in their work
dynamics and organisation. The disruption to their usual
roles and routines, which defined their identities within
the primary care system, triggered a sense of loss, of some-
thing missing.

What is this that we are doing? I do not feel like a
nurse, or a primary care worker — I don’t even know
what I am doing. (GD, nurse)

I kind of lost the sense of what it was to be a mid-
wife and what care I was providing women with, since
during the pandemic I had to give up many of my
responsibilities. I had to assume roles that were not
those of a midwife, but since we were in an emergen-
cy system, then [I had to do] whatever was necessary
to support the team. (I12, midwife)

Healthcare workers’ expectations of receiving recog-
nition from their users and senior management are
perceived as a significant part of their professional devel-
opment. These expectations were intensified when they
felt they had risked their safety to deliver their profes-
sional duties.

The patients, with some exceptions, have appreciated
it enormously — and I have said this to my colleagues
often, I do not expect any recognition from the televi-
sion or the politicians, I expect recognition from my
colleagues, from my patients. (I13, director)

The primary care centres, which are the ones working
on the front line, in the homes, with the patients, we
were not on the media. We do not get visual recog-
nition; we do not get social recognition. (I1, nurse)

Yes, really, I do feel appreciated. This is my centre,
I have been here 28 years, and I feel really appreci-
ated. Yes, by my colleagues, and the people too, really,
because they all know me. (19, administrative staff)

New healthcare demands

The emergence of new healthcare demands due to the
social impact of the COVID-19 pandemic imposed addi-
tional challenges on the primary care provision model.
This included, for instance, people who had been invis-
ible until this moment, whose needs the system had been
unaware of—for example, people unable to work or who
could not afford their basic living costs. It also included
the mental health emergency triggered by the pandemic.

The most common demand with COVID [is] I cannot
work, I have absolutely nothing left in my bank ac-
count, I cannot pay for the medicines, or manage the
medication — a lot of people have emerged who were
not in the system before. (I7, social work manager)

Also, what we see a lot of, particularly at the begin-
ning, when they started — and once the lockdown was
over, lots of acute mental pathologies, we saw a lot of
that. (I10, physiotherapist)

Regaining a sense of purpose

Faced with a crumbling reference model, primary care
professionals tried to find alternatives to continue
providing their services. Driven by their conscientious-
ness and commitment to the healthcare system and
patient care, they mobilised all the available human and
material resources, adapting their roles to the new situa-
tion and demands.

Telemedicine

Communication channels underwent significant and
varied transformations during the pandemic. Primary
care teams organised spaces for interprofessional meet-
ings and to express and share non-professional issues.
The use of social media applications became frequent
in clinical environments—to conduct conversations,
video calls and online events. Digital formats facilitated
communication between professionals and coordination
with other sectors of the healthcare system.

We have worked as a team thanks to the new commu-
nication resources. (I7, social work manager)

The pandemic also brought a very good communi-
cation tool — online consultations, which are a way of
reaching, of receiving consultations, of communicat-
ing via a fast and direct channel. (I13, director)

These new communication channels have affected how
primary care professionals reach their users, effecting
changes in the care delivery model. Despite their aware-
ness of existing difficulties for some users to access their
healthcare centres, professionals appreciate the possibili-
ties enabled by new technologies.

It did surprise me. For instance, I have managed with
a telephone — [remote consultation] was an experi-
ence I did not have, I did not want to use it, I did not
know how to use it [...] but also to overcome that
barrier that exists, and I liked that, and I think it is
going to stay as part of my work. (GD, nurse)
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Reliance on community networks

Primary care workers addressed problems in their commu-
nities—that is, access to essential supplies such as food
or medicines—by working with existing neighbourhood
support networks. Their reliance on local community
networks and social agents to connect with and provide
solutions for their users also resulted in increased support
towards healthcare workers, which facilitated the supply
of protective equipment—particularly in the earlier stages
of the pandemic, when not enough personal protective
equipment was supplied through official channels.

Look, we had a significant involvement with the neigh-
bourhood support networks — like those that could not
go out shopping, lots of older people, pharmacies. So,
well, we were organising that. (I8, social worker)

We had no gowns, there were groups of neighbours,
friends who have been sewing caps and gowns so we
could work, because we were not getting materials.
That was in March, now we have everything, there
isn’t any problem with materials now. (I12, midwife)

After the storm: back to normal

The lack of resources and guidance during the first stages
of the pandemic was overcome with ingenuity, collabora-
tion and dedication. In terms of safety and competencies,
individuality was set aside for a common purpose.

Between all the colleagues, we separated a dirty area
from a clean one — I mean, before we got these in-
structions from the top, from the health authorities,
we kind of started doing it. In fact, before the last
grocery shop in the neighbourhood closed down, we
went there and said, ‘Let’s see, we have all this money,
how much bleach can you give us for this money?’
(GD, nurse)

Primary care is fighting tooth and nail, the profes-
sionals are fighting tooth and nail to go on and of-
fer a minimum care provision, with the poorest and
hardest-to-find resources that you can imagine, lack-
ing staff and with limited means. (I1, nurse)

Primary care workers had to make decisions inde-
pendently or within their teams, since they were not
getting efficient responses from the healthcare authori-
ties. The constant changes in protocols and guidelines,
the lack of resources and the uncertainty meant they had
to make ad hoc decisions while working.

It was like being born again because, of course, we
had to take on roles that had nothing to do with our
professional call. On Friday, seeing what was going
on, I asked my nurse colleagues: ‘What do you need?’
And they asked me if I could manage the COVID safe-
ty [triage] on the telephone, for people who were, or
suspected, or had an infection. (I10, physiotherapist)

During the first wave of the pandemic, we self-
managed, we self-organised. We decided what the
best way was, we changed the structure of the centre,

the way we worked. We were meeting once or twice
a week, revising the centre’s organisation, the things
that were working and those that were not, and we
constantly changed things. (I13, director)

Once the first two waves of the pandemic were over
(March-December 2020), with the number of deaths in
Spain totalling almost 50 000, our participants’ accounts
reflected a common, primary goal—to go back to what
they used to do, to what they used to be.

We have to resume any activities that we can —we have
to find vaccines for teenagers — we have to go back to
in-person consultations. (GD, nurse)

I think this is an opportunity, I have no doubt about
it. I believe with all the crises, the bigger they are,
the more changes they involve — more challenges and
more development, I am pretty sure of that. (I12,
midwife)

I think everybody is aware that primary care is a
really important tool within the system, and the first
point of access. So, with a strong primary care, that is
how you get a robust healthcare system. (I6, nursing
manager)

DISCUSSION

The Spanish primary care model—which, according
to the study of Kringos et al,3 is one of the strongest in
Europe—faced an exceptionally violent first wave of the
pandemic. In the European context, only Italy presented
higher incidence rates.” ® Some dimensions of the
primary care delivery model that had shown particular
strength before—that is, governance, professional devel-
opment, the existence of a family and community-based
healthcare specialisation for both doctors and nurses,
user accessibility and other aspects such as its integral,
continuous approach to care delivery—were threatened
by the sudden onset of the pandemic.

This study explored primary care professionals’ percep-
tions of the weaknesses and threats faced by the primary
care model. In their opinion, these included leadership
deficiencies and the initial unavailability of resources,
which, together with their difficulties in maintaining
face-to-face contact with their users, triggered a sense of
identity loss. However, the study also revealed strategies to
restore the model while adapting it to the social changes
and healthcare organisational transformations imple-
mented during the pandemic—for instance, adopting
resources whose use emerged or was consolidated during
this period, such as new communication technologies or
the reliance on community networks (figure 1).

Participants in our study experienced a situation of lack
of resources and guidelines—or rapidly shifting guide-
lines— in a short span of time. Although this was a shared
experience in the European context, fear of infection or
professional stigma was not a key component of our partic-
ipants’ accounts—as opposed to experiences in nearby
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BENCHMARK PHC MODEL

In times of crisis, what can be

sustained from the reference model:

* Teamwork is strengthened

¢ Multidisciplinary care and
support

* Professional recognition

Which is oriented towards the recovery

of the values of the model:

* Reinforce care in the community
context.

*  Monitoring of patients

« Attention to prevention and

CRisis ——iill}

What the crisis dynamites of the

reference model:

¢ Closure of centers

* Health Promotion strategies are
drastically limited.

* Direct access to individuals and
the community is regulated and
limited.

promotion
I NORMAL

What is out of the model but it heading

towards normality:

¢ Telemedicine

¢ New demands related to the social
impact of health problems

Figure 1 The transformation of the primary healthcare (PHC) model.

countries.® ?” On the other hand, as also pointed out by
Smyrnakis et af’’ in their study of Greek primary care profes-
sionals, our participants underscored the social recognition
received and the strength of the public healthcare system.”’

According to the COVID-19 Health System Response
Monitor, European PHC services employed three preva-
lent models in their response to the pandemic: multidisci-
plinary teams coordinated with public health authorities
to manage the frontline emergency response and deliver
essential services; prioritisation of vulnerable popula-
tions; and extended use of digital technologies to deliver
care services to as many users as possible.”® Although,
according to this study, Spain was limited to the first
response model, our participants’ accounts described a
hybrid format with elements from all of them.

Our study revealed that the uncertainty caused by unex-
pected transformations in their professional roles, the
imperative to contain the spread of the pandemic and
the guilt for their perceived abandonment of chronically
ill patients were only overcome through the ingenuity
and adaptive skills of the healthcare workforce. This was
illustrated by the new strategies implemented: different
professionals sharing responsibility for triaging, estab-
lishing separated circuits within the primary care centres,
and telephone monitoring of possible COVID-19 cases
and vulnerable groups—strategies also noted in other
studies.”* The study conducted by Wanat et af’® in eight
European countries emphasised how routine primary
care activities—health promotion, disease prevention
and monitoring of chronically ill patients—nearly disap-
peared.”® This is particularly important in the Spanish
context, where the management of chronic patients
is one of the pillars of care. In Spain, the health team,
and especially the nursing professionals, are responsible
for assessing the patient’s health situation, together with
their families, and carry out scheduled monitoring, both
at the health centre and at home.”™ The professionals
interviewed described this with concern as ‘collateral

damage’. Faced with this situation, primary care workers
followed their own criteria to make decisions regarding
the surveillance and monitoring of different cases—tele-
phone calls, home visits or maintaining annual check-ups
for users over 70 years of age.””!

In general, telemedicine has been described as the most
widespread system for delivering a range of primary care
services.* Before the onset of the pandemic, telemedicine
had already shown its effectiveness in the management of
chronic health conditions, heart conditions and fibromy-
algia.”® ** However, during the pandemic, its use increased
exponentially, with telephone calls—and, to a lesser extent,
video calls—being the tool of choice for most professionals.”®
The lack of technological resources (ie, cameras or appli-
cations compatible with existing information technology
systems) was one of the main challenges noted by profes-
sionals in this context. Varying levels of digital literacy were
also noticed among many chronically ill patients—mainly
due to the increasingly ageing profile of the population—
making this a particularly vulnerable group.” Other issues
noted in our study—that is, the inability to reach patients
due to network saturation, contributing to feelings of having
failed patients—are less frequently mentioned in the liter-
ature. However, our participants were aware that the adop-
tion of digital technologies would not disappear and that the
experience acquired during the COVID-19 pandemic was
part of a learning curve—whose main takeaways included
the importance of ensuring access for underprivileged and
vulnerable populations.™ 5

Awareness of the vulnerability of primary care users
during the COVID-19 emergency increased in those
settings located in areas with poorer socioeconomic
conditions.” In these communities, meeting basic needs
(ie, living costs, medication) required the support of pre-
existing community networks and collaboration between
local associations and healthcare professionals. Job losses,
lockdowns and reduced social interaction also increased
stress and anxiety among the general public.”® * The
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collaboration between professionals and institutions
(primary and specialist care, social services and local
governments) to ensure long-term support for individ-
uals at risk of social exclusion or with mental health needs
requires the implementation of robust programmes led
by primary care settings—the healthcare system’s first
line of defence to protect communities.*’

Primary care professionals have also suffered mental
health issues, particularly stress and anxiety disorders—
as noted in previous studies and the first phase of our
study on primary care settings.” *' However, the system’s
robustness, the professional experience of the primary
care workforce, and the specialist training in family and
community-based care of both doctorsand nurseswere crit-
ical factors contributing to the resilience of primary care
settings during the earliest stages of the pandemic.” ** **
In addition, strategies such as teamwork, the adoption of
shared management roles—that is, providing informa-
tion, managing resources within their settings, using new
communication tools—and establishing closer relation-
ships with local community networks to reach the most
vulnerable allowed primary care professionals to over-
come this crisis and provided viable avenues to face the
‘new normal’—whenever this happened.” Primary care
professionals expressed their desire to restore their role
as the cornerstone and first point of access to the health
system, delivering the services that define their model—
health promotion, prevention and care for chronically ill
patients. At the same time, they wanted to support users
continuously along the course of their illnesses, coordi-
nating all levels of attention. Nevertheless, participants
in our study were aware of the challenges faced by this
care provision model. Some of the threats, such as the
consequences of recent financial crises or an increas-
ingly ageing population, had been explored before the
pandemic.44 Others, however, are closely linked to short-
comings magnified during the crisis—lack of resources,
particularly human resources, and poor leadership.*

Limitations of the study

Restrictions on mobility and social gatherings established
by the Spanish government during the different stages of
the COVID-19 pandemic affected how the interviews were
conducted—some had to take place over the phone or
using other communication platforms. In addition, the
sample size and some of the most specific aspects of the
Spanish primary care provision model could hinder gener-
alisation of the results identified. Selection bias might have
affected both the participant recruitment process and study
inclusion criteria. Successful research begins with recruiting
participants who meet the study aims. As the sample for
this study was obtained from the respondents to an online
questionnaire corresponding to the first, quantitative stage
of the study—those who volunteered to participate in the
qualitative study—the viewpoint of those who declined to
participate remains elusive. Furthermore, obtaining the
participants’ feedback on the findings was impossible due

to the pressures of the health emergency to which these
professionals were subjected.

CONCLUSION

The COVID-19 pandemic exposed some of the weak-
nesses and threats faced by primary care: poor leader-
ship and the initial unavailability of resources—which,
together with difficulties in providing in-person care
to their communities, triggered a sense of identity
loss among its workforce. At the same time, it revealed
possible ways to reactivate this model—by fully supporting
a primary care system with an extensive background and
solid foundations, staffed by experienced professionals
with specialist training in family and community-based
care. Our study revealed how the strategies devised by
these professionals—teamwork and shared management
roles—contributed to the adaptive transformation neces-
sary to ensure the delivery of primary care services during
the first stages of the pandemic. Another critical aspect of
this adaptation and survival during a crisis was adopting
resources whose use emerged or was consolidated during
this period, particularly new communication technolo-
gies and a reliance on community networks.
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