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■ SYNTHÈSE  

CONTEXTE 
Au premier semestre 2022, un accord entre les entités fédérales et fédérées a défini le quota de 
médecins pour 2028. Afin de préparer les scénarios futurs pour 2029, le Ministre belge de la santé 
publique a chargé la Commission de Planification de l'offre médicale de mener des recherches 
préparatoires. Dans le cadre de cette mission, l’une des questions porte sur l’impact de la pandémie 
de COVID-19 sur l’offre médicale, en particulier en médecine générale. L'objectif de l’étude du KCE 
présentée ici est de soutenir les travaux de la Commission de Planification en menant une analyse 
rapide de la littérature sur ce thème.  

MÉTHODE 
Pour répondre à la demande dans un délai de 4 mois, une revue rapide de littérature (rapid review) 
a été effectuée dans deux bases de données (PUBMED et EMBASE) le 9 août 2022. Après 
élimination des doublons, 225 articles ont été examinés sur la base des titres et résumés et 58 ont 
été retenus pour lecture du texte complet. De plus, 49 publications supplémentaires ont été 
identifiées, soit parmi les références citées par, ou citant, les publications retenues, soit fournies 
directement par des experts de la Commission et du KCE. Les rapports du KCE et les sources de 
données belges (Registre belge du cancer, IMA-AIM, Sciensano) ont également été consultés. Parmi 
les 107 publications examinées en texte intégral, 53 ont finalement été sélectionnées pour 
l'extraction d'informations pertinentes. 

L'analyse s’est basée sur le cadre proposé par Anderson et al.a, à savoir la catégorisation des 
facteurs en fonction de leur effet potentiel sur l'offre ou sur la demande, ainsi que l’impact de 
certaines stratégies comme l’utilisation de la technologie ou le transfert des tâches.   

Figure 1 – Données nécessaires pour la planification des effectifs d’après le modèle 
d’Anderson1

Principaux facteurs liés à la demande : 

• Caractéristiques de la population : âge, genre, lieu de résidence, migration, handicaps  
• Épidémiologie des maladies : incidences/prévalences, multimorbidité  
• Consommation de soins de santé: hôpital, ambulatoire, soins primaires, soins de longue durée, durée 

moyenne des consultations 
• Besoins non rencontrés: inégalité d’accès aux soins entre différents sous-groupes de la population 

Principaux facteurs liés à l’offre : 

• Entrée d’effectifs : nombre d’étudiants, taux d’attrition, immigration, taux de réentrées  
• Sortie d’effectifs : départs à la retraite, démissions, émigration, congés (de maternité, de paternité, 

d’études, sabbatiques, de maladie), décès (et cause des décès) 
• Caractéristiques des effectifs : âge, genre, origine ethnique, religion, temps partiels, skill mix (y 

compris bénévoles, aidants proches et autogestion) 
• Pénuries d’effectifs : taux de postes vacants, déséquilibres entre zones urbaines et rurales  

Scénarios alternatifs : 

• Évolutions du skill mix : évaluations empiriques de l'effet de la substitution des rôles entre les 
professionnels de santé 

 Nouveaux modèles de soins : évaluations empiriques de l'effet des nouveaux modèles de soins 
 Progrès technologiques émergents : évaluations empiriques de l'effet de la substitution des rôles entre 

les professionnels de santé et la technologie (intelligence artificielle et robotique).

a Ces données nécessaires proposées par Anderson et al. sont basées sur les hypothèses des modèles de planification 
de la main-d'œuvre internationale examinés par Ono et ses collègues (2013). Référence: Anderson M, O'Neill C, 
Macleod Clark J, Street A, Woods M, Johnston-Webber C, et al. Securing a sustainable and fit-for-purpose UK health 
and care workforce. Lancet. 2021;397(10288):1992-2011.  Traduction par le KCE de la version anglaise.



3 

Dans cette synthèse, les résultats sont survolés, en accentuant les publications de données belges. 
De nombreux autres exemples et nuances sont fournis dans le texte en anglais (en seconde partie 
de ce document). 

IMPACT DU COVID-19 SUR LA DEMANDE DE SOINS EN 
MÉDECINE GÉNÉRALE 

Impact observé au niveau des pratiques de médecine générale 

La littérature décrit, un peu partout dans le monde, une diminution temporaire des activités 
habituelles en soins primaires pendant les premières vagues de la pandémie, en particulier les 
contacts en face à face, qui ont été découragés par les autorités sanitaires. Ainsi, l'OCDE mentionne 
pour avril 2020 (par rapport à avril 2019) une diminution des consultations en soins primaires 
d'environ 25-30 % en France ou en Angleterre, et d'environ 50 % en Belgique. Selon une enquête 
menée auprès de 132 médecins généralistes flamands, le nombre de consultations régulières aurait 
même diminué de 70-80 % au début de la pandémie.  

Cette diminution concernait aussi bien les maladies chroniques que les problèmes aigus. Elle a aussi 
entraîné une diminution d’autres activités habituelles (p. ex. -74 % des prescriptions de radiologie et 
-50 % des tests de laboratoire d’après Intego), surtout marquée pendant la première vague de la 
pandémie. Une diminution des prescriptions de médicaments pour les affections aiguës a également 
été observée, tandis que les prescriptions de médicaments pour les affections chroniques sont 
restées inchangées.  

Toutefois, cette chute des activités de consultations en face-à-face a été contrebalancée par une 
hausse considérable d’autres tâches, parfois inédites. Ainsi, le renforcement des mesures d'hygiène 
dans les cabinets de médecine générale a été abondamment cité comme une source majeure de 
contraintes, sans parler des investissements nécessaires pour disposer du matériel adéquat 
(masques, désinfectant pour les mains, ventilation des salles d'attente, désinfection du matériel entre 
les patients...). Une autre source de surcharge de travail a été la nécessité de maintenir 
constamment à jour ses connaissances au sujet de l’épidémie, des mesures de prévention à adopter 
et des traitements disponibles pour pouvoir répondre correctement aux nombreuses questions des 
patients, les rassurer et leur prodiguer des soins de qualité. L’augmentation des besoins en santé 
mentale est évoquée par plusieurs auteurs, en particulier pour les patients souffrant de troubles 
mentaux préexistants. Enfin, les conséquences psychosociales de l'épidémie ont préoccupé de 
nombreux médecins généralistes.  

Au-delà de leur propre cabinet, les médecins généralistes ont également été très nombreux à 
participer à l'effort commun de lutte contre la pandémie : gestion des tests de dépistage, postes de 
triage, traitement des cas légers et modérés de COVID-19, collecte de données, diffusion de 
messages de prévention, et plus tard, gestion des vaccinations, etc. Pour ces activités, les médecins 
généralistes ont souvent travaillé en équipes multidisciplinaires, notamment pour ouvrir des 
« centres COVID », souvent organisés au sein de pratiques de groupe de médecine générale en 
dehors des heures d'ouverture, voire 7 jours sur 7.  

Le recours aux soins à distance et la surcharge administrative (certificats d'arrêt maladie, 
ordonnances numériques, rédaction de courriers, etc.) sont également cités comme causes 
importantes d'augmentation de la charge de travail. L'analyse des données belges de l’AIM révèle 
qu’environ 11 millions de téléconsultations ont été effectuées au cours de l'année 2020, 
principalement par des médecins généralistes (85 %) et par des spécialistes (12,5 %). Sur 
l'ensemble de l'année 2020, il y a eu plus de 52 millions de contacts (tous types confondus) contre 
environ 50 millions en 2019, soit une augmentation de 5,3 %. L’utilisation de la télémédecine est 
décrite dans certaines études comme une source de stress qui rend le travail plus difficile (surtout 
avec des patients non connus préalablement par le médecin) et qui mène parfois à une double 
consultation (par téléphone ou vidéo puis en face-à-face). 

D’après une enquête belge, les médecins généralistes considéraient que la charge de travail au 
cours de la première vague de la pandémie (mars-mai 2020) avait été acceptable, mais que celle de 
la deuxième vague (septembre 2020) avait été intolérable. En cause,  les modifications incessantes 
des directives cliniques et organisationnelles, la surcharge administrative et la communication avec 
les patients.  
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Impacts potentiels sur la demande à venir  

L’augmentation à venir de la demande de soins est prévue depuis plusieurs années (à cause du 
vieillissement de la population et de l’accroissement du nombre de personnes avec multimorbidité) 
mais la pandémie de COVID-19 pourrait encore l’aggraver. Plusieurs impacts potentiels de cette 
pandémie sur les éléments de planification liés à la demande ont été identifiés dans cette revue 
rapide de la littérature.  

Le premier facteur est le COVID-19 lui-même. D’après l'OMS, il n’est pas encore possible de chiffrer 
les volumes de soins qui seront nécessaires à l’avenir pour la prise en charge des patients infectés 
lors des prochaines vagues. Étant donné que la plupart des cas de COVID-19 sont bénins et qu’ils 
pourront certainement être gérés en soins primaires, ils viendront alourdir d’autant la charge de 
travail des médecins généralistes. Il pourrait en aller de même pour les patients atteints de COVID 
long, dont on ne connaît pas encore l’incidence et dont le diagnostic et le traitement pourraient 
constituer une charge supplémentaire pour les soins primaires. 

Les soins de santé mentale constituent un deuxième élément d’attention. En effet, la pandémie a 
eu un impact négatif sur le bien-être psychologique et socio-économique de la population et il est 
encore impossible de déterminer combien de temps perdurera cette influence. En outre, la diminution 
de l'offre médicale pendant la pandémie a empêché une prise en charge rapide de nombreuses 
situations préoccupantes, qui se sont aggravées. L’OCDE résume fort bien l'interrelation des 
différents problèmes : « La crise du COVID-19 a eu un impact marqué sur la santé mentale tant des 
personnes souffrant de troubles mentaux préexistants que de la population générale. Les pays ont 
pris des mesures décisives pour préserver un certain accès au soutien en matière de santé mentale. 
De nombreux pays ont également fourni une aide au bien-être à la population générale, par exemple 
par des conseils en ligne ou des lignes d'assistance téléphonique. Néanmoins, la combinaison de la 
réduction de la capacité des services de santé mentale et de l'augmentation de la demande causée 
par la détérioration de l'état de santé mentale de la population générale risque d'exercer une pression 
supplémentaire sur les services de santé mentale qui étaient déjà surchargés dans de nombreux 
pays. » 

Autre impact non négligeable : le rattrapage des besoins de soins non rencontrés en raison de 
la pandémie. Les perturbations des soins dues à l’urgence sanitaire ont entraîné des retards dans 
le dépistage, le diagnostic et le traitement d'autres maladies que le COVID-19. Les conséquences 
de ces manquements risquent de se traduire dans les années à venir par une détérioration de l’état 
de santé de nombreuses personnes, particulièrement parmi les plus vulnérables. Il y a donc un risque 
de voir se creuser les inégalités en santé. Le rattrapage est en cours, mais de façon très variable 
selon les pays et les types de pathologies. Ainsi, en Belgique, une diminution de 43% des diagnostics 
de cancers invasifs a été observée en avril 2020 (par rapport à avril 2019) par le Registre belge du 
Cancer et même si un quasi retour à la normale a été rapporté ensuite, il persiste un déficit de 2% 
des diagnostics de cancer posés pendant les deux années de pandémie, ce qui équivaut à environ 
2700 diagnostics manquants. Les politiques de réduction des retards seront exigeantes pour des 
professionnels de santé déjà surchargés, ce qui augmentera leur stress et les exposera à un risque 
accru d'absentéisme et d'épuisement, amorçant ainsi un cercle vicieux.  

La prise en main de leur santé par les patients eux-mêmes est un autre élément à garder à l’œil. 
En effet, certains auteurs craignent que la diminution de l'activité physique, l’alimentation peu 
équilibrée et la non-observance des traitements chroniques pendant la période de pandémie 
puissent avoir un impact négatif sur la santé future de la population. En Belgique, des médecins 
généralistes flamands ont déjà exprimé des inquiétudes au sujet d’une perte de contrôle de certains 
diabètes, en particulier chez des patients à faible statut socioéconomique. La même enquête a 
montré que le soutien à l'autogestion des patients atteints de maladies chroniques avait été freiné à 
cause de la mise au chômage temporaire des infirmiers et diététiciens dans certaines pratiques 
multidisciplinaires.  

Enfin, les effets de la pandémie se sont également exercés sur les aidants proches en exacerbant 
leur fragilité socioéconomique, ce qui diminue potentiellement leur disponibilité. Certaines 
projections suggèrent qu’il faudra un peu plus de 2 millions d'aidants proches en Angleterre d'ici 
2035 et ces estimations restent prudentes car elles n'intègrent pas les taux croissants de 
multimorbidité complexe. Une telle demande sera difficile à combler et augmentera inévitablement 
la pression sur les services de santé et de soins sociaux.  
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Certains auteurs moins alarmistes sont toutefois d’avis que la pandémie aura un impact plus faible 
que prévu car elle n’a fait que contrer les tendances actuelles à la surmédicalisation. Par exemple,  
une étude effectuée dans des services d'urgences psychiatriques en France a rapporté une 
réduction plus importante des consultations liées à l'anxiété et au stress, par rapport à celles liées à 
des troubles psychotiques, ce qui a conduit les auteurs à spéculer que « certaines personnes ont pu 
augmenter leur résilience et trouver de nouvelles forces et stratégies d'adaptation pendant la crise ». 
Cette hypothèse d’une réduction des soins non nécessaires n’est cependant pas vérifiée et 
demanderait des analyses plus nuancées ; en effet, il se pourrait également qu’une part des patients 
concernés soient en fait décédés en attendant des soins.  

IMPACT DU COVID-19 SUR L’OFFRE DE SOINS EN 
MÉDECINE GÉNÉRALE 

Impact observé au niveau des médecins généralistes individuels    

À côté de son impact sur la pratique professionnelle des médecins généralistes, la pandémie a 
également eu des répercussions sur la santé des médecins généralistes eux-mêmes. Ils ont en effet 
été particulièrement exposés au virus et ont été nombreux à être atteints de COVID, voire de 
COVID-long. Est venue s’y ajouter la fatigue accumulée au cours de longs mois de travail stressant 
et épuisant, qui a également miné leur santé physique.  

La littérature est consensuelle sur le fait que la pandémie a affecté la santé mentale des 
professionnels de santé. La peur de contracter le virus – pour eux ou pour leurs proches – a eu un 
impact direct sur leur vie de famille et leur vie sociale (restrictions des contacts familiaux, isolement, 
quarantaines). De nombreux médecins ont eu du mal à trouver un équilibre entre vie professionnelle 
et vie privée, d’autant plus qu’ils ont été confrontés à la perte d'êtres chers, mais aussi de nombreux 
patients. L'étude PRICOV-19, qui a mesuré le niveau de bien-être des médecins généralistes dans 
33 pays, montre que 64,5 % des médecins interrogés (en 2020 et 2021) étaient à risque de détresse 
(dans le sens dépression, anxiété, stress, burnout…). À noter que les médecins généralistes 
exerçant en pratiques de groupe semblent s’en tirer mieux que ceux exerçant en solo ou en duo. 
D’autres études signalent que, par rapport aux autres professionnels de santé, les médecins 
exerçant en soins primaires ont récolté des scores plus élevés de stress personnel, d'épuisement 
professionnel et de dépression, et leur satisfaction professionnelle était moindre. Cet effet délétère 
de la pandémie sur la santé mentale des professionnels de santé a également été décrit dans 
plusieurs études belges. Rappelons cependant que, déjà avant la pandémie, le risque de burnout 
chez les médecins généralistes avait été mis en évidence par une étude du KCE publiée en 2011 
(rapport KCE 165).  

Il faut ajouter à cela, dans le chef des médecins généralistes, un net sentiment de frustration
concernant la place des soins primaires dans la gestion de la pandémie par rapport à l'importance 
accordée aux hôpitaux, et ce, alors que la première ligne déployait des efforts titanesques. La 
pénurie de masques médicaux et d'autres équipements de protection individuelle, durant la première 
vague, a entrainé un sentiment d'insécurité anxiogène chez les médecins généralistes. Les lacunes 
de la communication avec les autorités sanitaires et les hôpitaux, les directives changeantes, voire 
contradictoires, l’insuffisance d’informations, les sentiments d'imprévisibilité et d'incertitude ont 
également été cités comme sources de stress.  

Le volet financier, lié à la crainte de perte de revenus est également relevé comme facteur de 
stress. En Belgique, au début de la pandémie, la diminution des contacts en face à face a 
effectivement eu un impact sur les revenus des médecins généralistes, essentiellement rémunérés 
à l'acte. Certaines équipes de soins primaires ont d’ailleurs dû mettre leurs collaborateurs (infirmiers, 
diététiciens…) au chômage temporaire en raison de la perte de revenus consécutive à la baisse des 
consultations et de leurs services considérés comme « non essentiels ». 

Malgré ces impacts négatifs, certains auteurs décrivent des « expériences positives », notamment 
le fait d’avoir développé des « techniques d'adaptation » pour conserver une certaine cohérence 
dans leur vie (limitation des discussions liées au COVID en dehors des heures de travail, musique, 
activités de plein air, pleine conscience, etc.). En Belgique, les médecins généralistes valorisent 
particulièrement le soutien de leurs collègues, le sentiment de solidarité, la réorganisation du travail 
afin de diminuer la charge des uns et des autres, les soutiens administratifs ou infirmiers, et même 
la redistribution des rémunérations dans certains cas (jusqu’à ce que l'INAMI rembourse les 
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consultations téléphoniques). Le soutien d'associations professionnelles (Cercles, Collège de 
Médecine Générale, Institut flamand pour la première ligne (Vivel)) a également été souligné.  

Impacts potentiels sur l’offre à venir  

Dans le modèle d'Anderson, les facteurs de planification liés à l'offre comprennent les 
caractéristiques actuelles de la main-d'œuvre (dont le travail à temps partiel ou à temps plein) et les 
entrées et sorties d’effectifs. En Belgique, certaines alertes avaient déjà été lancées avant la 
pandémie, notamment au sujet du vieillissement et de la féminisation de la profession médicale 
(cette dernière étant associée à une plus grande proportion de travail à temps partiel).  

Les effets négatifs de la pandémie de COVID-19 sur la santé physique et mentale de la population 
ainsi que l’ampleur (encore inconnue) du COVID long ont déjà été mentionnés, mais la littérature 
rappelle que ces effets pourraient aussi s’exercer sur les professionnels de santé et impacter leurs 
effectifs à la baisse.  

De même, le traumatisme causé par la pandémie pourrait avoir un impact durable sur la santé 
mentale des médecins généralistes et sur leur engagement professionnel. Certaines publications 
signalent un risque accru d’abandons de la profession (par exemple via une retraite anticipée). En 
Belgique, selon l'étude Power to care (Sciensano et KULeuven), le pourcentage de professionnels 
de santé prévoyant de quitter leur profession atteignait 28 % en septembre 2021, alors qu’il était de 
10 % avant la crise (les détails par profession ne sont pas disponibles).  

Le nombre de médecins généralistes n'est toutefois pas le seul facteur à prendre en compte pour 
estimer les futurs effectifs. L'offre de services de santé est également déterminée par la productivité 
de tous les professionnels de santé et par leur engagement dans le travail. Or il est à craindre que 
la pandémie pousse certains d’entre eux à réduire leurs heures de travail, notamment pour privilégier 
leur santé. 

Cette érosion des forces vives risque d’engendrer un cercle vicieux puisque la diminution des 
effectifs augmente la pression sur les professionnels encore actifs, ce qui les expose à un risque 
accru d'absentéisme et d'épuisement. Il est difficile de prédire si cette baisse des effectifs pourra être 
compensée par un regain d’enthousiasme de la jeunesse vis-à-vis de la profession médicale. Nous 
n’avons pas trouvé de publications pertinentes au sujet de l’impact de la pandémie sur l’évolution du 
nombre d’étudiants s’inscrivant en facultés de médecine ou sur l’intention de pratiquer la médecine 
générale.  

PROPOSITIONS POUR DES STRATÉGIES FUTURES 
Des crises comme la pandémie de COVID-19 sont parfois décrites comme autant d’occasions de 
proposer des changements majeurs, voire de véritables réformes. Parmi les recommandations qui 
émergent de cette revue rapide de la littérature, certaines ont une portée très générale, comme par 
exemple la nécessité de maintenir des soins de santé primaires performants, essentiels pour gérer 
les pressions démographiques, épidémiologiques et technologiques qui s'exercent sur les systèmes 
de santé. À noter que nous n'avons pas examiné l'impact de la pandémie de COVID-19 sur 
l'ensemble du système de santé, ni les propositions formulées par certaines organisations 
internationales concernant la préparation à une potentielle future pandémie (p. ex. en termes de 
formation des professionnels de santé et d'amélioration des infrastructures). La vision du futur de la 
médecine générale belge fait par ailleurs actuellement l’objet de nombreux débats qui ne sont pas 
repris ici. 

Sur le versant de la demande de soins, peu de recommandations ont été identifiées ; elles se 
focalisent essentiellement sur la nécessité de réduire les soins inutiles et d’évoluer vers une plus 
grande durabilité (en renforçant l'autonomie des patients, en améliorant la littératie en santé de la 
population et en investissant dans le soutien aux aidants non professionnels). 

Sur le versant de l’offre de soins, les propositions sont beaucoup plus nombreuses et portent en 
majorité sur le maintien d’un maximum de professionnels dans le système de soins de santé et sur 
les manières de les retenir. Ces propositions sont présentées ci-après en 6 catégories (sans 
hiérarchie) : 

 Augmenter les effectifs de médecins généralistes et optimaliser leur répartition 
géographique  
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Des stratégies de recrutement adaptées sont nécessaires car les jeunes médecins sont souvent 
attirés vers les spécialisations pour des raisons financières et de prestige. La Banque mondiale 
préconise différentes approches : un moindre coût de la certification en médecine générale, une 
subvention de la formation médicale ou un ajustement des taux de remboursement afin de réduire 
les écarts de rémunération.   

Le vieillissement des médecins généralistes est un point d’attention particulier en Belgique, puisque 
selon certaines estimations, il faudrait actuellement un jeune généraliste et demi pour remplacer un 
généraliste qui part à la retraite (New deal pour la médecine générale).

Il est également essentiel de veiller à une bonne répartition géographique des médecins 
généralistes. Aux Pays-Bas, des pénuries de soins primaires subsistent en zone rurale alors que les 
modèles de planification estimaient clairement les besoins en effectifs à former. Ce constat illustre 
que la planification seule est inefficace si elle n’est pas intégrée au sein d'une stratégie plus large 
d’initiatives visant à améliorer le recrutement et le maintien des effectifs.  

 Protéger le bien-être des médecins généralistes  

De nombreux auteurs considèrent que le bien-être des prestataires de soins primaires devrait être 
une priorité. L’une des conditions essentielles est de leur permettre un meilleur équilibre entre vie 
professionnelle et vie privée, ce qui peut impliquer de revoir leurs conditions de travail.  

Un facteur qui a été clairement identifié est le besoin de reconnaissance, de la part des autorités, du 
rôle central de la médecine générale, et de l’octroi d’un soutien systémique à la hauteur de ce rôle. 
Encourager le travail d'équipe et les relations de collaboration est une autre mesure proposée pour 
protéger la santé mentale des médecins généralistes. Enfin, certains auteurs proposent de 
développer des stratégies pour soutenir le personnel médical vieillissant, en mettant en valeur leurs 
connaissances et leur expérience et en leur proposant des opportunités de réorienter leur carrière.  

 Proposer des changements dans l’organisation du travail  

Une enquête menée auprès des médecins généralistes belges a montré qu’ils demandent à être 
davantage impliqués dans les processus de prise de décision concernant l’organisation et le 
financement de leur travail. Cette étude a également fait émerger plusieurs propositions de 
changements qui coïncident avec celles retrouvées dans la littérature. Parmi les propositions le plus 
souvent évoquées, citons :  

o promouvoir le travail multidisciplinaire, en particulier pour la gestion des maladies 
chroniques et de la multimorbidité ; 

o faciliter le skill mix (délégation de tâches avec introduction de nouveaux profils 
professionnels) ; 

o promouvoir l’utilisation de solutions technologiques innovantes (dossiers informatisés, 
télémédecine…) en prenant des mesures pour protéger les données et pour éviter de 
creuser la fracture digitale ; 

o réduire la charge administrative (à l’instar de la récente suppression des certificats médicaux 
pour absence d’une journée) ;  

o réduire les départs anticipés à la retraite en favorisant un meilleur équilibre dans les 
partages de gardes et une limitation des tâches professionnelles en dehors des heures de 
travail. 

 Faire évoluer la formation des soignants 

Les changements organisationnels proposés ci-dessus vont de pair avec une évolution des 
mentalités qui doit passer par des changements dans la formation des médecins et des autres 
professionnels de santé. La formation des médecins généralistes devrait être davantage axée sur la 
multidisciplinarité (voire l’intersectorialité), sur l’utilisation des technologies (dans l’apprentissage 
comme dans la pratique), sur la promotion de l’autogestion par les patients. Les (futurs) médecins 
généralistes devraient également être mieux armés pour lutter contre le stress (p. ex. en apprenant 
des stratégies de self-help).  

 Réformer les modèles de financement  

De nombreux auteurs soulignent la nécessité de repenser en profondeur le financement des soins 
de santé primaires. La pandémie a exercé de sérieuses pressions financières sur ces professionnels 
(baisse des consultations, augmentation des coûts des équipements de protection individuelle, 
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télémédecine, détournement d’effectifs vers les programmes de testing et de vaccination…) qui ont 
mis en évidence les limites des modèles de financement à l'acte. D’ailleurs de nombreux pays, dont 
la Belgique, ont réagi en mettant en place très rapidement divers soutiens financiers aux médecins 
généralistes (p. ex. nouveau code de remboursement pour les téléconsultations, financement de 
l’achat de matériel informatique, bonus financier pour le surcroît de travail).

 Organiser des évaluations 

Enfin, prévoir l’avenir nécessite que l’on évalue les expériences du passé. Dans le cas spécifique de 
la pandémie de COVID-19, l’évaluation devrait notamment porter sur l'expansion rapide des 
consultations à distance (en termes d'efficacité, de sécurité des patients, de risque d'exclusion 
numérique, de charge de travail…). L'impact de la pandémie sur le bien-être et la santé mentale des 
prestataires de soins primaires doit également être mesuré et surveillé à l’avenir.   

Il est également nécessaire de mettre au point des indicateurs visant à évaluer l'adéquation de l’offre 
et des compétences du personnel de santé au regard de la demande de soins et notamment du 
nécessaire travail en équipe. L'enquête PaRIS sur les indicateurs rapportés par les patients 
chroniques (PROM) fournira vraisemblablement des informations intéressantes à ce sujet en 2023.  

Enfin, on rappellera ici qu’il y a plusieurs années déjà, les rapports 278 et 290 du KCE formulaient 
des recommandations pour améliorer les modèles de projection et suggéraient de les soumettre à 
une analyse a posteriori. L’impact des mesures politiques prises en matière de planification, 
d'organisation et de financement des soins devra également être analysé, de même que les 
nouvelles tendances migratoires en termes de personnel de santé.  

CONCLUSION 
L’impact du COVID-19 sur l’offre des soins primaires est d’autant plus important à prendre en compte 
que leur vulnérabilité préexistante est largement décrite dans la littérature. Par ailleurs, la 
planification des effectifs est un exercice où les incertitudes et la complexité sont considérables. Par 
exemple, nous ne pouvons pas savoir si la baisse des effectifs attendue en médecine générale se 
produira, ou si l’on va au-devant d’une augmentation des besoins non satisfaits susceptible de mettre 
la pression sur la demande de soins primaires. Même l'organisation du travail des médecins 
généralistes est actuellement remise en question (cf. Livre vert « Together we make change 
happen » ou le projet « New Deal pour la médecine générale ».) 

Le message le plus important de cette revue rapide de littérature est sans doute que la planification 
de l’offre en soins de santé ne devrait plus se faire pour chaque groupe professionnel pris isolément, 
mais devrait plutôt se faire de façon simultanée pour l’ensemble des professions de santé entre 
lesquelles une délégation des tâches est possible ou souhaitable. Cela permettrait d’avoir une vision 
globale de soins délivrés en multidisciplinarité. Une telle recommandation (ainsi d’ailleurs que 
d’autres recommandations méthodologiques) a déjà été formulée à plusieurs reprises lors d’études 
du KCE sur la planification des professionnels de la santé. En outre, l’expérience des Pays-Bas nous 
rappelle que les exercices de planification doivent s’intégrer dans une stratégie plus large, prenant 
en compte divers aspects essentiels au recrutement et au maintien en exercice des professionnels 
de santé. Ainsi, il sera primordial d'investir dans le soutien financier, la santé mentale, l'équilibre 
entre vie professionnelle et vie privée, l'infrastructure numérique, etc. afin de maintenir ou d'améliorer 
l'attractivité des professions de santé. 



9 

■ SCIENTIFIC SUMMARY 

TABLE OF CONTENTS 
■ SYNTHÈSE ...................................................................................................................... 2

■ SCIENTIFIC SUMMARY .................................................................................................. 9

1. CONTEXT ...................................................................................................................... 10

2. OBJECTIVES AND METHODS..................................................................................... 11

2.1. OBJECTIVES ................................................................................................................. 11

2.2. METHODS ..................................................................................................................... 11

3. RESULTS ....................................................................................................................... 12

3.1. CONCEPT OF THE WORKFORCE PLANNING ........................................................... 12

3.2. HEALTHCARE SYSTEM STRATEGIES USED TO MANAGE THE COVID-19 
PANDEMIC AND IMPACTING GENERAL PRACTICES .............................................. 13

3.2.1. Protecting population and health care workers against the SARS-CoV-2 
infection ............................................................................................................ 13

3.2.2. Enhancing the workforce capacity ................................................................... 14

3.2.3. Integrating telemedicine ................................................................................... 16

3.2.4. Prioritising vulnerable population ..................................................................... 17

3.3. IMPACT ON THE DEMAND FOR PRIMARY HEALTHCARE ....................................... 18

3.3.1. Early impact on the demand for primary healthcare ........................................ 18

3.3.2. Potential impact on the future demand of care in general practice ................. 24

3.4. IMPACT ON THE GPS SUPPLY ................................................................................... 28

3.4.1. Early impact on the GPs supply....................................................................... 28

3.4.2. Potential impact on the future supply of GPs .................................................. 32

3.5. PROPOSITIONS FOR THE FUTURE WORKFORCE STRATEGY .............................. 34

3.5.1. Increase GPs workforce and promote best geographical distribution ............. 35

3.5.2. Protect GPs wellbeing and mental health ........................................................ 35

3.5.3. Propose some changes or improvements in the working process .................. 36

3.5.4. Adapt the training ............................................................................................. 38

3.5.5. Reform the funding models .............................................................................. 38

3.5.6. Organize evaluation ......................................................................................... 39

4. DISCUSSION ................................................................................................................. 40

5. CONCLUSION ............................................................................................................... 43

6. BIBLIOGRAPHY ............................................................................................................ 44



10 

1. CONTEXT 
The COVID-19 pandemic put the health care professionals under pressure all over the world. Stress, 
burn-out or exhaustion were described as consequences with a risk of a continuous decrease in the 
health care workforce. A global shortage of physicians, nurses, and other health professionals is 
already claimed by the World Health Organization (WHO). 

In this context, determining the number of physicians needed to ensure the quality of care for the 
future and fixing the number of medical graduates that can have access to specialization. In Belgium, 
it was decided in 1996 to limit the medical supply by fixing the number of new physicians approved 
each year by the National Institute for Health and Disability Insurance (NIHDI). In the first semester 
of 2022, an agreement between the federal and federated entities defined the quota of physicians 
for 2028: 744 in the French-speaking part of the country and 1104 in the Dutch-speaking one. In 
2019, before the COVID-19 pandemic, quota of physicians for 2025-2026 has been set at 607 in the 
French-speaking part of the country and 838 in the Dutch-speaking one. 

In order to prepare the future scenarios for 2029, the Belgian minister of public health asked the 
Medical Supply Planning Commission to carry out the following three research activities : 

1. Assessment of the impact of the COVID-19 pandemic and of a possible future epidemic on the 
supply of general practitioners (several issues can be considered such as workload; mental load; 
administrative burden; change of practices (e.g. teleconsultation...); physicians prematurely 
leaving the profession…);  

2. International comparison about the supply and activity rate of the physicians, with special 
attention to general practitioners, and the regional distribution; 

3. Belgian physicians survey about their expectations for the future practice of the profession, 
including their own activity level. 

Due to the short time frames to carry out these activities, the Medical Supply Planning Commission 
asked the scientific support of the KCE to the first research question i.e. the assessment of the impact 
of the COVID-19 pandemic on the supply of general practitioners (GPs). The mission devoted to 
KCE was to conduct a rapid literature review above their own search for relevant documents.  
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2. OBJECTIVES AND METHODS 

2.1. Objectives 

The aim of this study is to support the Medical Supply Planning Commission’s preparation of
future estimates of physician supply by identifying in the literature factors linked to the COVID-19 
pandemic that have a potential impact on GPs practice. Because the workforce planning has to take 
into account not only the supply of health care professionals but also the demand of care, the focus 
of the literature assessment was enlarged and the research question was formulated as: ”According 
to the scientific literature, what are the impacts of the COVID-19 pandemic on general practice 
(in terms of demand and supply), which factors explain these impacts and what is the risk 
that these impacts persist in the future?” 

2.2. Methods 

Due to the urgency of the demand, a rapid literature review was performed by one researcher in 
PUBMED and EMBASE. The databases were consulted on August 9th, 2022. The search strategy 
is available in Appendix 1. The search provided 88 hits in PUBMED and 204 in EMBASE. After 
removal of duplicates, 225 articles were reviewed based on title and abstract and 58 were retained 
for full texts review. Studies were excluded if they focused on secondary or tertiary care, if the scope 
did not concern the workforce in the pandemic context, if the study was about mathematical models, 
if language was other than English, French or Dutch. Reasons for exclusion are reported in Appendix 
2.  

Additional publications were identified by hand searching from reference lists of eligible studies 
(n=21) and by recommendations of experts on the field of physicians’ supply and planning (n=28). 
KCE reports on topic of interest and Belgian data sources (Belgian Cancer Registry, IMA-AIM, 
Sciensano) were also consulted. However, specific INAMI-RIZIV data on the Belgian workforce were 
not included in this analysis since they are under study for another research activity conducted by 
the Medical Supply Planning Commission.  

Systematic assessment of quality or evaluation of risk of bias was not undertaken for included 
papers, given the time constraints and the narrative nature of many included sources. 

The analysis was performed using the framework proposed by Anderson et al.1 i.e. categorisation of 
the factors according to their potential impact on supply or on demand (see Box 1, page 12). 
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3. RESULTS 
Among the 107 publications reviewed on full text, 53 were finally selected for extraction of relevant 
information. Reasons for exclusion are reported in Appendix 2. Literature reviews, international 
reports and policy papers were included as well as publications that report results of surveys 
conducted among general practitioners (GPs). Each publication is described in Appendix 3 within 
the table referring to the corresponding chapter. Five studies2-6 and one commentary7 focused on 
Belgian data. Their results as well as the analysis of Belgian institutions (such as the Belgian Cancer 
Registry) are underlined below in order to illustrate what it is currently known on the Belgian situation. 

The results of this rapid review are presented as following: brief reminder about the concept of 
workforce planning, description of the strategies used to manage the COVID-19 pandemic and 
impacting the primary healthcare, observed and expected impacts of the pandemic on the demand 
for primary care, and observed and expected impacts of the pandemic on the health care workers 
(HCWs) supply (and more specifically on GPs). Explaining factors of these impacts are detailed in 
each corresponding chapter. Finally, we summarized the strategies and recommendations 
formulated by their authors to support a sufficient workforce in primary care in the future. Illustrative 
examples from one or another country are included in the text but this does not mean than other 
countries have not similar situations.  

3.1. Concept of the workforce planning 

Since the context of this rapid review is to support the Medical Supply Planning Commission to 
estimate the number of physicians to be trained in 2029, we present below some clarifications about 
the concepts of workforce planning and workforce strategy.  

By ‘workforce planning’, we refer here to the definition presented in Anderson et al.8: the process 
of analysing, forecasting, and planning workforce supply and demand’. This definition highlights the 
two sides to be considered when performing workforce planning: the supply on the one hand and the 
demand on the other hand. For both, several data are needed as showed in Box 1.1 Some are related 
to the population (e.g. demographic characteristics, level of health), and other to the health care 
systems (number and productivity of the health care workers). In more sophisticated methods, the 
analysis incorporates also alternative scenarios that reflect the changing forms of care delivery and 
potential substitution of roles between health-care professionals.  

Box 1 – Data needs for workforce planning according to Anderson et al.1

Major demand-side factors: 

 Population characteristics: age, gender, residence, migration, disability  

 Disease epidemiology: disease rates, multimorbidity  

 Health and care utilisation: hospital, ambulatory, primary and long-term care utilisation, 
average consultation length 

 Unmet need: inequalities in access to health-care services between different subgroups of the 
population 

Major supply-side factors: 

 Entry to the workforce: training numbers, attrition rates, immigration, re-entry rates  

 Exit from the workforce: retirement, resignation, emigration, leave (maternity, paternity, study, 
sabbatical, sickness leave), death (including cause of death)  

 Workforce characteristics: age, gender, ethnicity, religion, part-time working, skill mix 
(including volunteers, unpaid carers, and self-care) 

 Workforce shortfalls: vacancy rates, urban and regional imbalances 

Alternative scenarios: 

 Changing skill mix: empirical evaluations of the effect of substitution of roles between health-
care professionals 

 Novel models of care: empirical evaluations of the effect of novel models of care 
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 Emerging technological advancements: empirical evaluations of the effect of substitution of 
roles between health-care professionals and technology (i.e., artificial intelligence and 
robotics)  

These data needs are based on assumptions within international workforce planning models reviewed by Ono 
and colleagues (2013). 

Beside workforce planning, another and distinct concept is the ‘workforce strategy’, defined as “the 
sum of efforts by relevant stakeholders to acquire, retain, develop, motivate, and deploy staff and 
should be informed by the various elements of workforce planning”.8 This encompasses the entirety 
of the workforce (rather than professional groups in isolation), starting with health care workers 
(HCWs) training until retirement.  

These two concepts highlight the diversity of factors playing a role in the workforce planning and the 
difficulties to estimate the appropriate number of HCWs for the future. We come back on this topic in 
the conclusions of this document. 

3.2. Healthcare system strategies used to manage the COVID-19 pandemic and 
impacting general practices 

The increasing demand of care associated with the SARS-CoV-2 infections rapidly pushed a majority 
of countries to maximise the efficiency of available resources and adapt their health care system. 
This led to several rapid and important changes in the daily practice of health care workers, including 
GPs. The impact of the pandemic on the health care workforce was thus also linked to the strategies 
developed to manage the crisis. In this context, we remind here the most common strategic enablers 
used for managing the pandemic impacting the primary healthcare as described in the literature. 
(Table 1 in Appendix 3 depicts the 19 publications analysing this topic (one rapid review9, one 
analysis of international data10, two international surveys11, 12, one international comparison13, two 
analyses of literature and national data (one from the US14 and one from Canada15), two policy 
papers from the UK1, 8, two commentaries from the same first author, one focusing on Europe16 and 
one in the UK17, four surveys (in Belgium6, in the Netherlands18, in Italy19, in the UK20 and finally 4 
commentaries from 4 different countries (Spain21, Italy22, Australia23 and Belgium7).  

This chapter is divided into 4 subchapters as following: Protecting population and health care workers 
against the SARS-CoV-2 infection (hygienic measures, triage…); Enhancing workforce capacity; 
Integrating telehealth; Prioritising vulnerable population (e.g. elderly, persons with chronic disease, 
homeless…). 

3.2.1. Protecting population and health care workers against the SARS-CoV-2 infection 

During the first waves of the pandemic, many interventions were implemented more or less rapidly 
in order to protect both the population and the health care workers against the SARS-CoV-2. Hygienic 
advices, masks use, social distancing, lockdown, screening, triage and care pathways for non-
COVID- and COVID-related problems were the first of them. Several months later, arrived the 
vaccination campaigns and the safe tickets organisation.16, 23 Guidelines, training and specific 
information supports for HCWs are also mentioned by several authors.10, 13, 15

The review of Matenge et al. mentioned nine studies from Canada, United States, New Zealand, 
South Africa and also Belgium that reported measures adopted by primary care providers (other than 
telehealth) to limit direct patient care and decrease the risk of infection. This included cancelling 
or deferring appointments, suspending intake of new patients, advising patients against in-person 
care when possible and avoiding in-person group activities including social support programs.9  In-
person consultations (onsite or home visits) were reserved for acute and urgent presentations and 
management of at-risk patients.9

In Belgium, as in other countries, GPs took several measures within the practices to make them more 
‘infection-proof’, such as removing unnecessary materials in waiting or consultation rooms, placing 
plexiglas at the doctor’s desk, limiting the number of patients in the waiting room or asking patients 
to await their turn in their car.6 They also used personal protective equipment (PPE) and maintained 
appropriate hygiene and environmental cleaning.9, 19

In some countries, beside the governmental measures, some GPs associations set their own rules 
regarding daily job organization22, 23 or proposed to the authorities some organization plans 
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encompassing protection aspects7. In Belgium, in February 2020, GPs associations (Circles of 
general practitioners and Medical unions) sent to the Ministers of health some propositions to 
manage the pandemic.7

All these measures had an impact on the primary care services but also on patient’s health and 
needs as described in the following chapters. 

3.2.2. Enhancing the workforce capacity 

Since the pandemic first wave, an important challenge was to ensure sufficient workforce to manage 
the huge number of patients with acute COVID-19. This was made more difficult by the fact that a lot 
of countries already had a preexisting staff shortage, particularly for certain types of providers 
(such as PCP).13-15, 20 This shortage was particularly highlighted in rural regions, for example in 
Canada15, and in some settings as long-term care facilities15. 

In an international comparison of the availability of doctors and nurses by country before the 
pandemic, the OECD13 mentioned that the COVID-19 outbreak did not reach the same peak in cases 
and mortality, in the spring of 2020, comparing countries which have fewer doctors and nurses per 
population (such as in Central and Eastern Europe, Poland, Latvia and Romania), with countries 
such as Norway, Switzerland and Germany who had a relatively higher number of doctors and nurses 
per capita prior to the start of the pandemic. According to the OECD, the higher number of doctors 
and nurses per capita provided “a greater potential to respond to the steep rise in demand for care, 
assuming that the activities of some of these health professionals could be reallocated to deal with 
the crisis (for instance via additional training)”.13

Some settings including acute and hospital-level care were particularly concerned by the huge 
amount of patients to be managed.9 However, public health interventions as triage, tracing, 
vaccination etc., also required health care professionals.  

Several strategies were used by the health care system to respond to the need of HCWs in acute 
and public health settings: 

 Increasing work hours and suspending holidays.9, 13-15 In the United Kingdom for example, 
60% of hospital doctors in England and Wales reported having worked additional hours between 
March and August 2020 as part of the response to COVID-19.13 According to Matenge et al., this 
was also the case in Belgium.9 In Canada, under the state of emergency, managers were even 
given the authority to suspend breaks and holidays for health care staff.15

 Transfer (also called redeployment) of health care workers to acute care facilities in hospitals 
in the regions most affected by the pandemic, specifically to support intensive care units (ICUs), 
emergency departments or the provision of telehealth services in primary health care (PHC).8, 10,

13-15

 Asking volunteers and mobilising additional staff.1, 8, 9, 13, 14  These included students (nearing 
the end of their studies in medical, nursing and other health education programmes), retired or 
semi-retired HCWs, private sector professionals, military or naval forces, foreign staff, etc.1, 8, 10, 

13, 15 Some countries, as France, already had some “reserve list” (“Réserve Sanitaire”) before the 
crisis, while others, as Belgium, Ireland and Iceland quickly set up new “reserve lists” to deal with 
the outbreak and reallocate staff across regions.13 In Canada, the government has set up a web 
portal entitled “Je contribue !” (I Contribute!) to facilitate the recruitment of people who wished to 
offer their services to the health care system (HCS), especially in long-term care centres.15

Different roles were attributed to this additional staff as answering concerns and questions of the 
population using phone hotlines and support service delivery to patients. Some sessions of short 
training were offered by some countries (see the second last bullet below). 

 Task-shifting and innovations in the roles and responsibilities of different HCWs.1, 10, 13, 24 The 
role of community pharmacists, for instance, was broadened in many countries at least 
temporarily. They were able to take on some of the tasks from doctors, to renew and dispense 
the prescription for patients with certain chronic conditions. In Canada, Ireland, Portugal and the 
United States, for example, pharmacists have been allowed to extend prescriptions beyond what 
they were previously allowed to do and to prescribe certain medications. In the United States, 
community pharmacists have for example been authorised by the Food and Drug Administration 
to order and administer COVID-19 tests.11, 13 In Belgium, in March 2022, a new Royal Decree 
was published, allowing pharmacists to vaccinate against COVID-19 in pharmacies. Currently, 
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this only applies to COVID-19 vaccines. Some countries have also enhanced the role of 
community health workers. For example, the United Kingdom proposed training community 
health workers to manage long-term conditions and review medicines use for vulnerable 
people.13

 Adaptation of primary health care services by establishing team practices and a strong link 
with community services.11 In several European countries, multidisciplinary primary health 
care teams or solid interprofessional collaboration were promoted to manage testing, remote 
triage, treatment of mild and moderate COVID-19 cases, surveillance, data collection, reporting 
and monitoring, prevention messaging and vaccine delivery but also maintain essential services 
for non-COVID-19 patients.10, 13, 16, 25

o One innovative solution was to establish COVID-19 community care facilities, as 
implemented for example in France, Luxembourg, Belgium and the United Kingdom.13,16

The overarching objective was to improve co-ordination between hospitals and primary 
care practices to maintain adequate health services.13 In France, from March 2020, 
community care facilities dedicated to COVID-19 patients were established by 
multidisciplinary practices (such as Centres de Santé). The Regional Health Agencies and 
primary health care professionals agreed to test, in a gymnasium or festival hall in the 
community, people with mild COVID-19 symptoms but living with a chronic condition as well 
as health care professionals with symptoms.11, 26 In Belgium, since March 2020, several 
triage centers appeared at the doors of hospitals where many GPs took it in turn to provide 
the first physical consultation and testing of patients remotely identified by their GP as 
potentially infected (see Box 2 in Chapter 3.3.1.3.).7

o Before the pandemic, many European countries were already using home-based 
programmes to provide post-discharge care or nursing care at home. This was reinforced 
during the COVID-19 pandemic. For example, in Germany, mobile primary health care 
teams equipped with testing and monitoring material visited patients with underlying 
conditions.13 In France, the COVISAN experiment allowed mobile primary health care units 
to identify potentially infectious individuals through home testing and provide to individuals 
and their family many preventive measures including patient education and support, 
equipment and accommodation at the hotel if quarantine was necessary. In addition, the 
French Government mobilized primary health care team to organize in collaboration with 
secondary care, hospital-at home for COVID-19 patients in need of oxygen therapy and 
drug administration.11 In Belgium, the possibility for primary care team to manage at home 
patients with mild COVID-19 requiring oxygen was also foreseen in specific circumstances 
(saturation of hospital).27

 Support by specific trainings, protocols and guidances with the objective to prepare the 
workforce on diagnosing COVID-19, using PPE, using contact tracing systems, providing 
treatment to patients who tested positive, etc.10, 13, 15 In some cases, there was a multiplication of 
protocols and training quickly developed at the local level with quality variations in practices, 
including risks to the quality of care, as well as to the protection and safety of patients and health 
care providers.15 All countries included in a rapid review of 14 national primary care responses 
to COVID‑19 had specific guidance on control measures and minimising spread within primary 
care services.17 Professional organizations played also an important role to manage this issue.7, 

18 In Belgium, the « Cercle de médecine générale » for example is quoted by one author as a 
source of recommendations about triage for the French-speaking GPs (beside Sciensano and 
the discussion of the Risk Assessment Group).7

 Add-on payments for PHC providers. Many countries proposed financial support for HCWs 
who were facing high workload and risks due to the pandemic, including for teleconsultation 
services (see Chapter 3.2.3. below) or home visits or for hygiene and safety measures.11 In 
France, for example, the overtime premium for people working in public hospitals was increased 
markedly in March and April 2020, and an exceptional lump-sum bonus was also granted to 
those working in the most affected regions to recognise their effort and commitment. Similar 
measures were taken in Germany and Belgium.13 In some countries, as the US, there were also 
funds to reimburse eligible health care providers for expenses and lost revenue related to COVID-
19.14
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3.2.3. Integrating telemedicine 

Before the pandemic, telemedicine was limited in Europe but this changed rapidly in 2020 both in 
the primary and the secondary care.8, 10, 11, 13, 15-18, 20, 22, 23, 26 According to the OECD, in Norway, the 
share of digital consultations in primary health care rose from 5% before the pandemic to almost 
60% during the pandemic. In France similarly, the number of teleconsultations reached close to 1 
million per week in April 2020 compared to around 10 000 per week before March.11

The use of remote medicine pursued different objectives: to prevent the spread of COVID-199, to 
facilitate the screening, triage and management of suspected cases of COVID-199, to assess and 
address patient needs9 including electronic prescribing and medical certificates or laboratory/imaging 
requests9 or to ensure continuity of care (e.g. coordination between primary care providers (PCPs) 
and other health care providers) while protecting providers and patients, especially vulnerable 
patients.9, 26 In Austria for example, it became possible for patients to demand sick leave certificates 
by telephone to their GP without the need to first be examined.28

Telemedicine was provided through a variety of ways including telephone (the most used tool for 
remote consultation) or video consultations, conversation by email or text messaging, use of online 
patient portals and smart phone apps.9, 26 Medical home monitoring devices such as Bluetooth-
enabled blood pressure monitors, pulse oximeters, and glucose meters were also used either to 
support chronic disease management9, 26 or to ensure remote follow-up of patients with COVID-19 
at home as in Belgium.29

This was allowed through various enablers: 

 Procurement of digital innovations10, 12 as chatbots to guide patients with COVID-19 symptoms 
to appropriate services, apps for tracing contacts, interactive location maps of infected people, 
national mental health telephone support lines… In France for example, the e-Health application 
Covidom was developed to enable COVID-19 patients to benefit from home-based tele-
monitoring via medical questionnaires.11

 Adoption of new legislation11, 12 allowing the use of digital means to communicate with the 
patients as e-mail, patients portals, apps passing photos back and forth to clinicians, videos… 
For example, in the UK, data protection practices were being temporarily relaxed to enable 
primary care providers to easily share read/write access to detailed medical summaries with local 
pharmacists and urgent care providers.10 In Belgium, in March 2020, the Order of physicians had 
specified about the consultations without physical contact “than a remote approach is only 
acceptable under certain conditions: the physician a) knows the patient and his or her history, b) 
has access to medical information concerning him (medical file) and c) is able to ensure continuity 
of care”.7 From August 2022, a new framework was defined in Belgium, replacing the temporary 
system defined around March 2020.b

 Development of guidelines and trainings.11, 12 In Canada for example, physician bodies 
established webinars and toolkits to facilitate uptake of telemedicine or virtual care when 
possible.11

 Proposition of new fundings for digital technology or code to fee for remote care.9, 11, 12, 14, 28 In 
the UK, the government purchased 40 000 laptops for PHC providers, in Germany new funding 
was offered for rapid upgrades in health information system hardware and software and in Italy 
increased funding was provided for diagnostic equipment.10 In some countries, support payments 
or codes to fee for remote care were developed to enable PHC providers to deliver digital 
services such as medical advice in Belgium, Denmark, and Switzerland; remote triage in Ireland; 
and any digital arrangements necessary (via telephone or email) in the Czech Republic and 
France.10  In Canada, new billing codes for primary health care physicians were introduced by 
provinces and territories to compensate for remote consultations, and physician bodies establish 
webinars and toolkits to facilitate uptake of telemedicine or virtual care when possible.11

According to the rapid review of Matenge et al., in Belgium, as in France, the Netherlands and 
the US, temporary easing of reimbursement requirements for HC providers accelerated the 
adoption and expansion of telemedicine.9 This is confirmed by other authors.11 Pratically, in 

b Analyses (who.int):  
https://eurohealthobservatory.who.int/monitors/health-systems-monitor/analyses/hspm/belgium-2020/a-
new-framework-for-teleconsultations-analysis#
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Belgium, the INAMI-RIZIV had for example opened in March 2020 two new nomenclature codes 
to remunerate telephone consultations, honored in third-paying up to 20 euros.7

3.2.4. Prioritising vulnerable population   

According to the review of Matenge et al., some primary care practices, included Belgian practices, 
followed a proactive approach to identify and manage high-risk individuals as elderly, patients with 
chronic diseases, low socioeconomic status, homeless… The proactive approach includes risk 
stratification and active follow-up of vulnerable patients and is based on a holistic, integrated, and 
community-based approach to the provision of routine care.9

The definition of “vulnerable” or “at-risk” persons deserving a proactive approach varies across the 
publications (and countries). Kumpunen et al. mentioned several examples such as: anyone using 
long-term services (Finland); older persons living at home (Estonia); palliative patients (Croatia); 
older patients with chronic diseases (Turkey, Albania).10

Traditional and innovative strategies were used to provide services to the most vulnerable persons 
such as home delivery of medications and food9, 10; abolishment of any approvals required for repeat 
prescriptions10; direct distribution of masks or personal hygiene kits10; free flu vaccines10; provision 
of addiction and harm reduction services9; mobile health teams (with additional payments to support 
them)10; increased fee reimbursement for prioritising vulnerable patients (as in Belgium)10; no patient 
co-payments for COVID-19 related treatment, vaccination and investigation10 (as in Belgium); 
mobilisation of community network (e.g. volunteers, private donations, red cross…).10, 15

Home-based programmes were also expanded to maintain access to care for non-COVID-19 
patients and support patients with chronic illness.13, 26 In England, primary care networks (PCN) 
were established in 2020, centered around general practice registered patient lists, but working in 
partnership with community, mental health, social care, hospital, dental, pharmacy, and optometry 
care to provide holistic, integrated, and personalized patient care close to home. There are 1250 
PCNs across England serving communities of roughly 30 000 to 50 000 patients.17 According to a 
narrative review, in the US, some clinicians implemented a Safe at Home program, combining regular 
telemedicine consultations, non-invasive monitoring devices via a smartphone and a dedicated 
clinical staff member as a care manager (e.g. a medical assistant or nurse to manage a panel of 
patients), to remotely support patients with chronic illness to manage their care at home.26

In Belgium, among 132 GPs surveyed, many proactively tried to anticipate certain problems in order 
to help vulnerable people, and to coordinate actions where necessary.6 Several GPs proactively 
called their chronic patients if they were unable to do home visits or see them in their office.6 For 
example, one practice made a list of vulnerable people and people at risk (elderly, but also vulnerable 
persons who still need to go to work). The workers were asked whether preventive measures (at 
work) were sufficient, and were referred to the occupational physician if needed.6 Vulnerable people 
who cannot move to vaccination centres due to prolonged immobility (e.g. bedridden patients or 
those with psychiatric disorders) could also be vaccinated at home by their own GP or a home nurse. 

Coordination with other health care providers and social support services were essential in this 
proactive approach.8, 9 For example in France (in Rennes Nord/Ouest), multi-professional primary 
care practices in deprived areas worked with community leaders to provide information about 
COVID-19 in several languages.13 Same initiatives were taken in Belgium with meetings held in 
deprived urban areas in Brussels (Matongé for example) related to pandemic measures, organised 
by community/religious leaders. 
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3.3. Impact on the demand for primary healthcare 

The impact of COVID-19 pandemic on the demand of care in general practices was analysed by 
several authors. We included in this chapter 26 publications on primary care: one rapid review9, one 
international comparison of INTernational ConsoRtium of Primary Care Big Data Researchers 
(INTRePID)30 and one international comparison of the OECD13, 7 analyses of medical data (in 
Belgium4, in Switzerland31, in the UK32, 33, in Spain34, in Hawaii35 and in China36), two narrative 
reviews16, 26, 8 surveys (international12, in Italy19, in Germany-Austria28, in the UK20, in Canada37 and 
three in Belgium2, 3, 6), one subjective measurement based on records in Spain38 and one 
commentary from Canada39. Three publications analysing the healthcare system in general (and not 
specifically the primary care) were also included in this chapter (one systematic review40 focusing on 
specific impacted population, one international report41 that analysed the backlog consequences and 
one commentary42 highlighting the financial impact on practices). More details on studies included in 
this chapter can be consulted in Appendix 3, Table 2. 

Results are reported in two distinct chapters : early and potential future impacts on the demand for 
primary healthcare. 

3.3.1. Early impact on the demand for primary healthcare 

Early impacts mentioned in the literature concern the amount of usual activities of GPs, specific 
needs of patients, introduction of additional tasks and the global overload including administrative 
burden. 

3.3.1.1. Early and temporary decrease of usual activities 

There is a global consensus in the literature to recognize a temporary decrease of usual activities in 
primary care during the first pandemic waves. Less face-to-face encounters are highlighted by 
many authors at the beginning of the pandemic.10-12, 18, 21, 31, 36 In an international comparison of 9 
countriesc, Tu et al. showed that all INTRePID countries experienced a drop in in-person encounters 
to primary care providers immediately following the pandemic onset with various degrees of recovery 
rebounding of in-person consultations or a switch to virtual encounters.30 In Belgium, IMA-AIM data 
revealed a lack of face-to-face contacts with general practitioners during the first wave and at the 
end of the year 2020.43

Reasons explaining this decrease of face-to-face encounters are relatively clear despite 
multifaceted. Early in the pandemic, routine daily patient care had been deemed as non-essential in 
many countries.12 Governments and professional bodies have issued messages urging patients to 
stay away from primary healthcare (and health services in general) unless their needs were critical.10

In an international survey, Taylor et al. quoted a PCP from Switzerland saying that: “All treatments 
except emergencies were not allowed. The police make controls in primary care doctors and 
physiotherapists for example to make sure that they did not treat  “normal” patients!”.12 This 
temporary suspension of all “non-essential” care was also promoted in Belgium.12 Furthermore, some 
patients were afraid of getting infected with the SARS-CoV-2 at the doctor’s office for themselves 
and their closers and/or they did not want to “bother their doctor at such difficult time” with no 
important need.3, 9, 11, 20, 28, 31 A misperception of the availability of primary health care services is also 
evoked by some authors, mentioning the possibility that patient might not have received clear 
communication for example about what would be considered “urgent”.20, 31

The OECD mentioned a decrease around 25-30% in France or England and by around 50% in 
Belgium regarding the primary health care consultations in April 2020 as compared to April 2019 
(see Figure 12).11  According to a survey among 132 Flemish GPs, the number of regular 
consultations was even decreased by 70%–80% at the beginning of the pandemic.6

c The INTernational ConsoRtium of Primary Care Big Data Researchers (INTRePID) encompassed 
Australia, Canada, China, Norway, Singapore, South Korea, Sweden, the UK and the USA. 
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Figure 2 – Reduction in the volume of primary care consultations during the first wave of 
COVID-19 according to the OECD13

In Belgium, the INAMI-RIZIV published a report on the impact of COVIDs on reimbursed health care, 
including physicians’ consultations and visits. Compared to 2019, the number of physicians’ visits 
and consultations dropped by 15.3% in 2020 (-14.3% for GPs and -16.9% for medical specialists). 
The largest decrease was observed in April 2020, with a decrease of -61.7% without taking into 
account remote contacts (-53.1% for GPs and -75.3% for medical specialists) and -31% by taking 
into account remote contacts. (Source: monitoring_COVID19_update_juin_2021.pdf (fgov.be))  

The decrease of chronic care in the early phase of the pandemic is described in many countries.3, 

9, 11, 31, 44 According to the OECD, it appeared that people living with chronic conditions did not seek 
medical care.11 For example in France, a study of a representative sample of the population showed 
that 51% of people with chronic conditions had forgone care in ambulatory care services or at 
hospitals and that among people with chronic conditions, 46% did not visit their family doctor or their 
routine care physician as part of their follow-up.11

This early decrease of encounters for chronic care concern a broad kind of diseases including 
cardiovascular diseases, asthma, diabetes but also cancers and mental health disorders. In England 
for example, large reductions in primary care consultations were observed for cardiorespiratory 
conditions including myocardial infarction and asthma, and especially so for diabetic emergencies, 
depression, and self-harm.16 In China, the most striking visit reductions were in cardiovascular, 
respiratory, endocrine, and gastrointestinal diseases. Psychological disorders increased following 
lockdown, but there was also a dramatic fall in consultations for depression.36

Patient reluctance to consult the HC system during the pandemic was also described for acute 
problems. For example, it was shown that, as compared with the previous year, emergency room 
visits in March 2020 decreased by 29% in the United Kingdom and by 50% for cardiac arrests in 
California.11  According to the OECD, this suggests that patients may have been delaying critical 
care in emergency departments.11 In Belgium, GPs interviewed in March 2020 felt that acute care 
was compromised, both by their own shift in focus and by the fact that patients consulted less 
frequently for non-covid problems.6

The decrease of consultations for non-COVID reasons led to a decrease of usual activities. 
According to an analysis of Intego data in Belgium, peak reductions were noticed during the first 
wave of the pandemic in radiology orders (-74%), lab tests (-50%), chronic diagnoses (-30%) and 
acute diagnoses (-28%). A decrease in acute medication prescriptions was also observed while 
chronic medication prescription and physical therapy referrals remained unchanged.4
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Some authors agree that the decrease of usual activities in primary health care was temporary but 
in many cases the recovery was not optimal.4, 30, 31 For example, in Switzerland, which was never 
in complete lockdown, the shutdown period was associated with a 15%–20% decrease in 
consultations with GPs and a 30%–35% decrease in HbA1c and blood pressure measurements and 
no sign (in any group) for over-compensation of the “missed” consultations and measurements in the 
weeks that followed the shutdown period (in line with rates expected based on the year 2019).31 In 
Belgium, in between the first and second COVID-19 wave, acute diagnoses (excluding COVID-19 
related diagnoses) returned to pre-pandemic levels. The number of chronic diagnoses and radiology 
orders slightly increased during the first pandemic year but there were some variations according to 
the pathology (e.g. incidence remaining low for chronic lung disease but increasing for obesity, 
chronic cardiovascular conditions, diabetes and cancer).4

The potential future impacts of the decrease of face-to-face consultations both for acute and chronic 
conditions are largely described in the literature and are presented in Chapter 3.3.2.3. Unmet needs. 

3.3.1.2. Specific patient needs 

Several authors emphasize a major change of the primary health care work during the pandemic,10, 

12, 13, 28, 30, 37 with in some cases an increase of usual work in order to answer to specific needs of the 
practice population.19, 30

Among common changes, we identified the following ones:  

 The necessary hygienic and protection measures (e.g. masks, hand-sanitizer, ventilation of 
waiting areas, disinfection of material between patient.) to be taken in the GPs office were 
dramatically strengthened which was quoted as a source of constraints by GPs, also in Belgium.3

 The need for being up-to-date informed to deliver high-quality information and care related to 
SARS-CoV-2 infection changed the daily process of some GPs. In Canada for example, among 
25 rural interviewed GPs, all participants reported feeling a sense of duty to keep up with the 
rapidly evolving COVID-19 literature, protocols, and guidelines to provide evidence-based patient 
care or to develop policies for their local hospital, often spending hours and working late at night 
to catch up. The majority expressed feeling information overload, cognitive fatigue, and 
exhaustion over time. Differing and conflicting messaging from various sources and lack of 
relevance to the rural context created confusion, prompting some participants to selectively 
review a few reliable information sources or to only consume the literature that was practical for 
their daily use.37 In Belgium, a survey among 132 GPs from Flanders showed that the work of 
GPs was different than usual in the very early phase of the pandemic. “GPs start early with phone 
calls, adjusting their website, reading the news and relevant papers to stay informed.”6 They also 
mentioned their sources of information (Sciensano, Domus Medica and informal chat groups on 
social media). There was a dedicated Facebook group for medical doctors in which 15 000 
doctors participate.6

 The management of the questions of the population regarding the pandemic required more 
time for informing, reassuring… The media are a dominant source for health advice and 
promotion concerning COVID-19. In Belgium, according to a survey among 132 GPs from 
Flanders, GPs already expressed in March 2020 they play an important role in providing and 
repeating advice. “Information by the local or nationwide authorities is often used—GPs post this 
information on their website or send leaflets by email. GPs said patients will follow their advice 
more easily than advice in the media, and they can refine or nuance messages”.6 These needs 
persisted during the pandemic. For example in Italy, COVID-related phone calls of patients were 
permanently more frequent during the second/third wave.19 Questions over the vaccination were 
also a source of frequent contacts.19, 45 Sometimes, communication with patients were 
experienced as a main strain. In Belgium, GP trainees experienced patients as less tolerant and 
understanding, especially over the phone.2

 More stressed patients had to be managed and increased mental health needs are mentioned 
by several authors.6, 12, 13, 21, 37 Patients with preexisting mental health disorders were particularly 
at risk since they could be more substantially influenced by the emotional responses elicited by 
the COVID-19 epidemic, resulting in relapses or worsening of the disorder.21 Increased 
symptoms were reported in people with mental health conditions, including schizophrenia, eating 
disorders, and attention deficit hyperactivity disorder (ADHD).13 Furthermore, as presented in 
Chapter 3.3.2.2, there were disruptions to the mental care services all over the world in 2020 
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worsening the situation. In the general population, adverse impacts of the COVID-19 pandemic 
were also observed. For example, population surveys from Belgium, the Czech Republic, 
Denmark, France and the United Kingdom showed increased levels of overall anxiety in the 
weeks since the start of the major outbreak and confinement measures. Effects have been 
particularly pronounced among people with lower socio-economic status, young people, frontline 
workers, especially health and care workers, and for people with existing mental health 
conditions.13 The social distancing but also health fears and disruption to daily habits (such as 
physical exercise) were sources of decrease in well-being and mental health.13, 21 Illness and/or 
loss of friends or family members due to COVID-19 were additional sources of strain faced by 
some people13 while unemployment or difficulty finding childcare were quoted as sources of 
anxiety37. In Canada, rural GPs expressed empathy for the increased mental health challenges 
and struggles of patients during the pandemic and some clinics extended their appointment 
duration to accommodate mental health discussions. However, some participants disclosed that 
having to deal with so many mental health appointments contributed to GPs second-hand 
anxiety, compassion fatigue, and/or exhaustion.37 In Belgium also, many GPs worried about the 
psychosocial consequences of the outbreak, and more specifically about the lockdown measures 
to control it. Loneliness, depression and intrafamilial violence were reported more frequently. 
Problems were also detected in persons who previously had good mental health but who were 
unable to cope with the new situation.6 This situation led some countries including Belgium to set 
up dedicated COVID-19 psychological support lines.13 According to the health status report 2021 
of Sciensano, anxiety and depression disorders were particularly high in the population between 
April 2020 and March 2021, mostly among youngster (18-29 years old).46

 Integrated care: the diversified and increasing needs of the population have also required for 
more strong collaboration between HCWs. Sometimes the collaboration was really positive.16, 37

In Canada for example, an increased sense of camaraderie among rural GPs was quoted by 
GPs.37 In Belgium, collaboration in primary care with psychologists, psychiatrists, was described 
by Flemish GPs as more intense than usual at the early phase of the pandemic.6 Regarding other 
specialists, some of them were less busy (since they had to cancel all their appointments) and 
were more helpful and approachable.6 According to another qualitative study conducted in 
Belgium, collaboration and concertation with medical specialists were more difficult for non-acute 
matters at the beginning of the pandemic, also because not all referral centers communicated 
clearly about changes in schedule and ways of working. There was no reported problem for acute 
care.3

 Proactive care for vulnerable patients: as mentioned in Chapter 3.2.4., vulnerable patients 
needed yet more attention than before the COVID-19 pandemic and in some countries GPs 
actively contacted some patients to ensure their care. This had an impact on the workload of the 
PHC practice. In the UK, a cross-sectional database study examining 3 851 304 consultations 
between 17 February and 10 May 2020 for patients aged ≥ 65 years showed that telephone 
and electronic/video consultations more than doubled, alongside a 62.6% fall in home visits and 
a 64.6% fall in face-to-face consultations but people in the categories of highest frailty and 
polypharmacy saw the biggest relative increase in face-to-face and teleconsultations (e.g. for 
face-to-face consultations, the incidence rate ratio increased by >9 times for people taking ≥10 
medications, compared with people with no medication.32 Nevertheless, since length of 
consultation is not captured in these data, fewer overall numbers of consultations do not 
necessarily translate in less work.32

3.3.1.3. Additional tasks 

The involvement of GPs to participate in the common effort for dealing with the pandemic and the 
subsequent additional needs of the population generated additional tasks beside their usual tasks.

 In several countries, PHC providers were involved in specific tasks for the public health during 
the COVID-19 pandemic while also maintaining delivery of essential (non-COVID) health 
services and coordinating patient’s follow-up after hospital discharges.10, 12, 13, 19 These tasks 
encompassed managing the testing, remote triage, treatment of mild and moderate COVID-19 
cases, surveillance, data collection, reporting and monitoring, prevention messaging and vaccine 
delivery.10, 12, 13 These tasks overran usual scopes of practice and increased the workload of 
some GPs. For example, the participation to public health tasks implied a coordination between 
(multidisciplinary) primary care teams and public health experts.10 In Bosnia and Herzegovina, 
Covid-19 clinics (offices) and call centres were formed with family medicine staff (20% of all 
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family physicians and nurses).12 In Belgium, as shown in Box 2 below, organization of triage 
centres or corona centres also involved many GPs.6

 In some cases, HCWs had to endorse the roles of other PCPs. An international survey showed 
some places where the PCP experienced an increase of daily activities because they assumed 
job responsibilities of other (types of) primary care clinicians, including those in quarantine or 
those who had switched departments to handle COVID-19 specific patients, as duties of an 
emergency physician/internal medicine etc...12, 28, 37 Some GPs from Canada evoked a “double 
duty” (cover two services concurrently).37

 In Germany and Austria, GPs had also to treat patients that might normally have been 
admitted to hospital or referred to a specialist.28

 In some countries, such as Canada, GPs had also to work in ICU due to the chronic shortage 
of human resources.37

Box 2 – Belgian organisation of COVID-19 triage  

On 16th March 2020, an emergency plan for general practice was launched by the Belgian 
government. In this plan, telephone triage was defined as the primary means of COVID-19 triage 
with the establishment of physical triage centres accessible after telephone triage. Three 
objectives were aimed: (1) to create a safe environment for GPs when examining patients with 
suspected COVID-19; (2) to ascertain an optimal use of the scarce personal protection equipment 
(PPE) resources and (3) to avoid congestion at emergency departments. The emergency plan led 
to a quick implementation of ‘corona centres’, largely initiated by local GPs’ teams and often 
organised within the structure of existing out-of-hours General Practice Cooperatives. The centres 
were staffed 7/7 by a rotation of mainly GPs from the neighborhood.6

3.3.1.4. Global impact of the early period of the pandemic on the GPs workload: 
sometimes similar, most often increased  

Regarding the global workload in primary care setting during the pandemic (at least until the end of 
2021), a variety of situations was described in the world. Even in the areas where an important 
decrease of the face-to-face encounters was observed, an increase in global daily activities was 
sometimes mentioned.12, 20, 28 This increase of global activities is not synonymous of increase in 
patients encounters. Large reductions in the use of outpatient services have been reported in some 
countries, including Belgium, France, Germany (Bavaria), Norway and the United Kingdom (England) 
though the number of teleconsultations has substantially increased.13 The increase of workload is 
linked to other elements than the numbers of patients managed in primary care setting. In Belgium, 
a survey among 21 GPs in Flanders showed that the initial reorganisation of the primary healthcare 
with hygienic measures, telephonic consultation and collaboration with triage posts absorbed most 
time and energy and made the GPs very busy.3

Furthermore, within the same context, there is a variety of individual situations. In Italy, one study 
showed that the workload increase was negatively correlated with the GPs’ age and was tendentially 
higher among female GPs.19 The perception of the workload by the GPs themselves can also largely 
vary between individuals. In Belgium for example, Verhoeven et al. highlighted this situation very 
well: “Some GPs perceived the workload as higher because of the phone calls and the need to stay 
informed, and others perceive it as lower because of the drop in physical consultations”.6

The most important sources of increased workload quoted in the selected publications are the use 
of virtual care and the administrative workload. 

 In countries that supported virtual care during the pandemic period, the decline in face-to-face 
encounters (see Chapter 3.3.1.1) appeared to be partially or completely mitigated by an increase 
in virtual visit rate including the time spent on telephone consultations.28, 30 For example, among 
the INTRePID countries, those with the largest decreases in consultation volume during the 
pandemic (China, Singapore and South Korea) were those who did not shift to virtual care.30 In 
the opposite, Canada and the Netherlands are quoted as examples where the overall encounters 
volume with primary health care providers was relatively stable across the pandemic thanks to a 
large increase in virtual care.11, 30 In Canada, a survey among 25 rural GPs showed that, with the 
transition to virtual care, physicians were taking on more patients per day.37 Furthermore, some 
GPs considered remote consultations as risk of misdiagnosis because they were less able to 
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assess subtle symptoms.2, 6, 20 This put them to prescribe more investigations.37 They also saw 
some patients twice, firstly virtually and then by in-person. In Spain however, one study showed 
that healthcare providers using more telematic consultations during COVID-19 reported 
significantly lower levels of perceived workload.38 In Belgium, according to the analysis of IMA-
AIM data, during 2020, approximately 11 million teleconsultations were carried out, mainly by 
general practitioners (85%) and specialists (12.5%). In primary healthcare, there was a 
particularly high use of teleconsultations during the first wave of the pandemic (40-50% of all 
contacts with GPs). At the end of 2020, the part of teleconsultation felt to 7-8%. Overall, nearly 
40% of the patient population had at least one teleconsultation for continuity of care and 13.5% 
for triage, during this first year of the pandemic, with some patients having both. Over the whole 
year 2020, an higher overall volume of contacts (all kinds) was observed compared with 2019: 
>52 million in 2020 vs ~50 million in 2019, i.e. an increase of 5.3%).43 In terms of workload 
moreover, remote care and the inherent use of technical devices implied a change in the work 
process in primary health care. In Belgium, according to a survey among 132 GPs in Flanders, 
the switch towards telephone consultations was major, for COVID-related as well as for non-
COVID related problems, but this made the job more difficult (loss of non-verbal communication, 
limited ability of some patients to articulate their needs, intercultural communication and 
associated language problems), certainly if they are not their own, known patients. Video 
consultations were considered as easier to use.6

 An increase of administrative workload is quoted by some authors presenting results of GPs 
surveys.2, 6, 37 For example, in Canada, a survey among 25 rural GPs showed that the 
administrative workload increased, with more communications, emails, paperwork, as well as 
investigation results to be reviewed.37 In Belgium, GPs interviewed in Flanders in March 2020 
mentioned there was more administrative workload than usual, much of their time spending in 
writing sick leave certificates, digital prescriptions, writing mails and so on.6 In another Belgian 
survey in 2020, most of the GP trainees (75%, n = 162) and trainers (71%, n = 221) experienced 
more stress at work and an overload of administrative work. They mentioned long phone calls 
from patients and overwhelming administration work, including writing sick-leave certificates and 
testing on COVID-19 for non-medical purposes.2 The issue of sick leave certificate for 
employees was highlighted because during the pandemic, these certificates were to be provided 
without physical examination of the patient, which was highly unusual and made GPs feeling like 
an ‘ink pad’.6

If global overload… unclear trends with time progression 

The duration of the global overload in general practice varied according to the publications. In Austria, 
in April 2020, almost half the working hours of the surveyed GPs were directly or indirectly linked to 
the pandemic versus one third in routine care (e.g. screening or treating chronically ill patients). In 
July 2020, both proportions were changed in 11% of working hours directly or indirectly linked to the 
pandemic and 72% spent on routine care. At the beginning, there were a lot of telephone 
consultations (46%) and less practice consultations (23%). However, the situation evolved and, in 
July 2020, the amount of time spent on telephone consultations dropped to 10% vs 68% in practice 
consultations. The time spent on organization and coordination decreased from 21% to 12% at the 
end of the survey.28 Despite this, the same survey showed that the number of GPs rating the overall 
burden of their work as high or very high varied between 23 and 36% before the end of May, but 
afterwards increased to 56%.28 The authors suggest that “maybe GPs worked hard to ensure the 
earliest possible resumption of care for their chronically ill patients”.28 In Belgium, according to an 
analysis of Flemish electronic medical records (EMRs) during the first year of the COVID-19 
pandemic, the reference category (aged 18–35, female, Belgian, living outside center cities, high 
socio-economic status) registered an increase in care provision of 9.1% (95% CI 8.5%-9.6%), an 
increase in acute diagnoses of 5.1% (95% CI 4.2%-6.0%) and a decrease in the selected chronic 
diagnoses of 12.8% (95% CI 7.0%-18.4%). These overall changes in care during the first year of the 
COVID-19 pandemic varied largely across specific periods.4 Overall, respondents to another Belgian 
survey regularly indicated that the workload during the first wave of the pandemic (March-May 2020) 
was acceptable, whereas the workload during the beginning of the second wave (September 2020) 
was intolerable and increasing.2 For the authors, the increased workload and work stress were mainly 
caused by the changing guidelines and health care organization requirements, the administrative 
overload and communication with patients.2
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However, it is important to underscore here that studies mentioning this topic focused on the first 
year of the pandemic at maximum. The potential impact at longer term of the pandemic on the GPs 
workload is presented in Chapter 3.3.2. 

3.3.2. Potential impact on the future demand of care in general practice 

According to the Anderson framework1, factors on the demand side to be taken into account for 
workforce planning include projections of evolving health needs (depending on population 
characteristics, disease epidemiology and healthcare utilisation), estimates of unmet needs, patients’ 
self-care capabilities and public expectations. We identified potential impacts of the COVID-19 
pandemic on these factors and report the results below. 

Since several years, a future rising of health care demand was already foreseen, irrespective of the 
COVID-19. This increase is not only related to the fact that the population is ageing but also because 
people are living longer with multiple long-term conditions. For example, the population in the UK 
with complex multimorbidity (i.e., more than four diseases or conditions) is set to double by 2035.1

However, the COVID-19 pandemic risks to worsen the situation and increase future healthcare needs 
of the population.11, 31 No publication was found focusing specifically on this topic but many authors 
quoted in Chapter 3.3.1 mention their concerns regarding the future. We describe below several 
impacts of the crisis: increase of people with disease and disability related to acute COVID-19 and 
long COVID, post-pandemic mental health disorders, unmet needs and poor patients self-
management. 

3.3.2.1. COVID and Long COVID 

According to the policy paper of the WHO Regional Office for Europe, it is still uncertain how much 
capacity will be needed in the future to care for COVID-19 patients.41 As care for people with COVID-
19 becomes integrated into routine care, and with guidelines indicating most cases are mild and can 
be appropriately managed by general practice, adding this care to the primary care workload may 
further worsen the workload (and notably the ability of practices to focus on non-COVID patients and 
in particular patients with chronic disease).26, 41

The same concern is formulated regarding the increase of the number of long-COVID patients.41

Diagnosis and treatment of long COVID may be an ongoing challenge for health care workers and a 
burden for primary healthcare.14, 16

3.3.2.2. Post pandemic mental health disorders 

Some authors emphasise that negative impacts of the COVID-19 pandemic on population well-being 
and mental health (as highlighted in Chapter 3.3.1.2) will probably persist over time.6, 13, 15, 33 In 
Belgium, Verhoeven et al. suspected that the outbreak—as well as measures adopted to control it— 
will have a profound influence on psychological and socioeconomic well-being; consequences, 
already noticeable in vulnerable people, will continue to become sharp in the medium and long 
terms.6 Continuing burden of mental health problems is also evoked for those who have lost jobs or 
missed out on education.16 All these issues concern patients with pre-existing mental health 
disorders but also the general population. Furthermore, the decrease of supply in mental health 
services did not allow to early manage worrying situations and worsened the situation.13, 24, 44

According to OECD, at the beginning of the pandemic, many countries saw peaks in discharges from 
mental health care due both to the recommissioning of inpatient beds or staff for COVID-19 and the 
risk of COVID-19 transmission.13 “In Madrid (Spain) for example, in March 2020, the number of 
inpatient psychiatric beds was reduced by 60%, outpatient units were closed, and the number of 
patients attending emergency psychiatric services fell by 75%”.13 Multiple reports from OECD 
countries also suggest significant reductions in the number of referrals to mental health services, 
mental health services contacts, and active community caseloads during the peak of the spring 
COVID-19 outbreak.13 In the UK, Williams et al. quoted a survey of the Royal College of Psychiatrists 
which found that non-urgent clinical activity has decreased, with 45% of respondents reporting a 
decrease in routine appointments. Combined with the high levels of reported anxiety (49.6% of 
people in the UK reported high anxiety in late March, 2020), the author emphasized that this unmet 
need could result in a surge in demand in the coming months.33



25 

One quotation from OECD illustrates clearly the situation and inter-relation of different concerned 
populations and different issues. “The COVID-19 crisis has had a marked impact on the mental health 
of both people with pre-existing mental health conditions and the general population. Countries have 
taken decisive action to preserve some access to mental health support. Many countries have also 
been providing well-being support to the general population, for example through online advice or 
phone hotlines. Nonetheless, the combination of reduced capacity in mental health services and 
increased demand caused by the worsening mental health status of the general population, risks 
putting additional strain on mental health services which were already over-stretched in many 
countries.”13

3.3.2.3. Unmet needs due to early disruptions of care 

During the early phase of the pandemic, disruptions to acute non-covid and chronic disease 
management were clearly noticed6, 26, 41, 47 (see Chapter 3.3.1.1) along with the lack of attention 
given to preventive care (such as screening activities)6, 9, 11, 26, 39 and health promotion, decrease 
in mental health care, interruptions to the supply of medications4, 26, 41, etc. All these disruptions 
led to delays in screening, diagnosis and treatment of other diseases than SARS-CoV-2 
infections.8, 10, 13, 20, 26, 41 A lot of examples of diagnosis or treatment backlogs are available in the 
literature and many authors emphasise that these disruptions can possibly lead to poor health status 
(with urgent health problems remaining undiagnosed and exacerbated chronic illnesses), prolonged 
recovery and decreased chances of survival for many people in the future. 8, 9, 13, 16, 20, 26, 33, 39, 41 Even 
at the beginning of the pandemic, delays in consultations led to more advanced symptoms.20 For 
example in the UK, one GP interviewed in September 2020 said that “he had a patient who’s had a 
neck lump for nearly 5 months and didn’t tell at all”.20

Moreover, vulnerable patients (e.g. elderly, patients with chronic care, low socio-economic status 
(SES)) are particularly concerned by this issue.3, 4, 10, 11, 17, 26, 33 For patients with chronic disease, 
the lack of follow-up led to additional risks of poorer health outcomes related to COVID-19 as a 
double punishment.11, 17 A similar statement can be made for patients with low SES who combined 
risk factors (highly dense community, highly-risk job…). Since the COVID-19 pandemic has also 
economically and socially damaged the lives of many people, health inequalities risk to increase.11

In Belgium, it is observed that people with a lower socio-economic status (SES) were particularly 
concerned by the decrease in care provision and chronic diseases incidence.4

Furthermore, these disruptions were not followed by a complete “recovery”.34, 41 Some countries 
managed to restore pre-pandemic levels of service delivery (as the Netherlands, Sweden or Finland) 
but in other countries, waiting lists (number of people waiting for care) and waiting times (how long 
they must wait) continued to increase (as Ireland, England or Italy).41 The size of the additional 
cumulated number of patients on the waiting lists due to COVID-19 (referred to as the care backlog)
is hard to estimate in many countries but when possible, a large variation was observed (from 6% in 
Denmark and 8% in Czechia, to 32% in Poland and 36% in Hungary).41 In Belgium, according to the 
Intego data, most chronic diagnosis incidence rates returned to pre-pandemic levels during the 
months December-February 2021 (exceptions were chronic cardiovascular conditions and obesity 
for which a rise of 12% and 80% was observed and chronic lung conditions for which the incidence 
remained low throughout the whole year).4 However, according to IMA-AIM data that compared 2019 
and 2020, the fall in the number of new consumers of antihypertensive medications during the first 
wave of the pandemic in 2020 (decrease of 6%) was followed by a return to the 2019-level since 
May 2020 but without a recovery.48 A similar observation was done for the new consumers of 
diabetes therapy with a decrease of 7.4% without a recovery despite a later increase.48 For cancers, 
the Belgian Cancer Registry published in April 2022 a short report on this topic (see Box 3). 
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Box 3 – Belgian Cancer Registry: Short report on cancer diagnoses during the COVID-19 
pandemic 

Approximately 2700 missing cancer diagnoses in first two years of the COVID-19 pandemic 
in Belgium 

The Belgian Cancer Registry has been closely following the number of cancer diagnoses during 
the first two years of the COVID-19 pandemic in Belgium, thanks to accelerated reporting from the 
pathology laboratories. In the first peak of the COVID-19 pandemic in April 2020, a 43% decline 
in diagnoses of invasive cancers compared to April 2019 was observed. Following this first peak, 
cancer diagnoses nearly recovered to normal levels for the rest of 2020. The number of diagnoses 
in 2021 are beginning to reflect pre-pandemic trends, however, there is still a persistent 2% decline 
in diagnoses over the two-year period compared to 2019, equivalent to about 2700 missing cancer 
diagnoses. 

While for younger age groups and certain cancer types, the missing diagnoses appear to have 
recovered, for older patients and most cancer types, the decline in diagnosis persists. Given that 
an earlier diagnosis of cancer is the best predictor of a good outcome, the main message continues 
to be the importance of timely consultation with a physician when (persistent) symptoms are 
noticed. 

Source: Belgian Cancer Registry (https://kankerregister.org/default.aspx?PageId=644) 

“How much is needed to reduce the backlog?”, and “how many ‘missing patients’ with unmet needs 
there are?” are thus two paramount questions41 not really answered in the retrieved literature. For 
cancer, some studies tried to show how much delayed cancer diagnoses and treatments will impact 
patient’s survival rates.13, 39, 47 In England for example, an increase in cancer deaths by about 16% 
for colorectal cancer, 9% for breast cancer, 6% for oesophageal cancer, and 5% for lung cancer is 
expected over the next five years. In France, delayed diagnoses could lead to an excess mortality of 
10-15% per month of delay.13 In Belgium, in December 2021, a report from the INAMI-RIZIV showed 
a stagnation of recovery, both in terms of surgical, internal and psychiatric services. For example, 
the recovery times for essential and mixed surgical services are estimated at 2 years and 2.1 years 
(25 months) respectively. For non-essential surgical services, this delay is 5.7 years (5 years and 8 
months). To manage recovery concerns, authors proposed a scenario of working on average 5% 
above normal capacity, while identifying many sources of uncertainty: impact of future waves, future 
absences and staff turnover, possible impact of the flu season during winter.49

Finally, some authors highlighted that policies to reduce backlogs will be demanding on an already 
overstretched workforce, increasing pressure on health workers, putting them at increased risk of 
absenteeism and burnout, starting a vicious spiral.41 For primary care setting, the delay on timely 
health management (also due to disruption in imaging, specialist care, etc.) is suspected to increase 
the future workload as GPs supported complex patients with ongoing and worsened symptoms.10, 20, 

26 In Belgium, 132 Flemish GPs surveyed in March 2020 expressed worries about huge workload 
after the acute phase of the pandemic, and health problems due to suboptimal follow-up.6

3.3.2.4. Poor patient self-management and unhealthy behaviors  

Unhealthy diets, decreased physical activity, and non-adherence to treatment are reasons evoked 
by some authors to consider a poorer self-management during the pandemic with potential impact 
on the future health of the population.26, 31 This situation is related to patients themselves but also to 
the health care system because of a decrease in the support provided (as described in Chapter 
3.3.2.3. above).  

In Belgium, GPs expressed for example worries about diabetes getting out of control, specifically 
among patients with low SES since they combine risk factors (e.g. more distress from the pandemic 
and lockdown but also more unhealthy food and less physical exercise).3 The same survey showed 
that support of self-management of patients with chronic disease such as diabetes was hampered in 
some Flemish multidisciplinary practices where nurses and dieticians were put on temporary 
unemployment.3

Moreover, one publication mentioned the pandemic effect on the unpaid carer in the UK, 
exacerbating the socioeconomic disadvantage they face and potentially decrease their availability, 
which can interact with the wider health and care workforce.1, 8 “Projections of supply and demand 
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by the Personal Social Services Research Unit (now known as the Care Policy and Evaluation 
Centre), under the assumptions that the propensity to provide care and the disability rates in old age 
remain constant, suggest a widening gap, reaching 2.3 million unpaid carers in England by 2035”. 
This may be a conservative estimate of the carer gap as these projections do not incorporate 
expected rising rates of complex multimorbidity and associated needs for care and support in old 
age. Such a large gap will inevitably increase demand pressures on the NHS and social care 
services, especially for individuals with high-intensity care needs for whom the evidence for 
substitution between funded services and unpaid care is strongest. Given the strain on public 
finances caused by the COVID-19 pandemic, it is unlikely that support for unpaid carers, for example, 
in the form of tax breaks or further income support, will be forthcoming”.1

3.3.2.5. Global potential impact on demand: rather increase 

In the four chapters above we noticed that an increase in demand for primary healthcare is expected 
by many authors, directly due to the SARS-CoV-2 infection itself (COVID and long-COVID) but also 
because the pandemic and the strategies used to control it impacted the mental health of the 
population, the use of the health care service and the self-management habits. More patients with 
complex diseases in an already overstretching health care system will have probably to be managed 
in the primary care setting.14, 20, 45  For reminder, regardless of the pandemic an important increase 
of patients with complex multimorbidity was already expected in the world because of the ageing 
population. 

However, some authors hypothesized that the disruption in the health care utilization in the early 
period of the pandemic will have a lower impact than expected because it just counters the current 
overmedicalization trends.4, 20, 40, 41 It is evoked that some patients had missed unnecessary care and 
may recovery while waiting for care.41 One systematic review reported “that reductions of HC use 
often tended to be greater for milder or less severe forms of illness which, combined with existing 
evidence about too much medicine, suggested that for some people, missing care may not have 
caused harm”.40 For example, some included studies on acute coronary syndrome showed a much 
greater reduction in admissions for the less severe non-ST-segment elevation myocardial infarction 
(NSTEMI) events compared with ST-segment elevation myocardial infarctions (STEMIs). Similarly, 
in France, a study of three psychiatric emergency services in Paris found greater reductions for 
consultations for anxiety and stress, and smaller reductions for consultations for psychotic disorders, 
leading to speculate that “some people may have found an elevation in resiliency and new strengths 
and coping strategies during the crisis”. In contrast, other included studies found no change in 
presentations according to severity, including a national Portuguese study reporting a 48% reduction 
in emergency department consultations—from an expected 570 000 to an observed 295 000 in 
March 2020—but no significant change in proportions of different triage categories.40 Therefore the 
authors of the systematic review concluded that the hypothesis of a reduction of unnecessary care 
is not verified and requests sensitive and nuanced analysis, with adjustment for multiple potentially 
confounding variables. “For instance, simply showing no adverse outcomes in the short term from 
missing an episode of care does not prove it was unnecessary”.40

At the opposite end, patients had may be died while waiting care (with less patients on demands in 
health care). One systematic review on whole HCS (many data on emergency department) found 
evidence of excess population mortality, in addition to deaths from COVID-19, and related 
phenomena such as increases in out-of-hospital cardiac arrests during the pandemic.40 This question 
will deserve more attention in the future. 
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3.4. Impact on the GPs supply 

Several authors highlight the impact of the pandemic on the GPs as individuals in one hand and as 
professionals in another hand. In this chapter, we present the analysis of 24 publications: one 
systematic review50 and one rapid review on past and current epidemics44, two international 
surveys51, 12, one policy paper for the WHO European region41, one international comparison13, two 
narrative international reports from the World bank52, 53, one analysis of literature and national data 
from the US14, one analysis of Canadian data15, 12 surveys (in France54, in the Netherlands18, in 
Canada37, in Ireland24, in Italy19, in Spain55, in Germany-Austria28, in the UK56, 45 and 3 in Belgium2, 5, 

6), one subjective measurement based on records in Spain38 and one combination of analysis of data 
from the 2020 Physician Workforce Assessment and physician survey in Hawaii35. Some general 
papers and commentaries were also included in this analysis.17, 21, 22, 25, 57  More details on all these 
studies are available in Appendix 3, in two tables: Table 3 for the impact on GPs mental health and  
Table 4  for the impact on the GPs workforce.   

Results are reported in two distinct chapters : early and potential future impacts on the GPs supply. 

3.4.1. Early impact on the GPs supply 

Early impact on the GPs supply concerns GPs physical and mental health impact, coping strategies 
and global impact on the GPs workforce. 

3.4.1.1. GPs physical and mental health 

Personal risks for physicians working at the “frontline” increased during the pandemic including 
exposure to the virus, quarantine and illness, fatigue due to extended working hours, professional 
risks due to assignments outside the usual competencies, and risk of death.19

General practitioners were particularly exposed to the SARs-CoV-2 at the beginning of the pandemic. 
According to OECD, during the initial phase of the pandemic, ”most countries faced an acute 
shortage of medical masks and other personal protective equipment for health workers, which left 
many of them vulnerable to infection”.13 Such shortages were particularly highlighted in outpatient 
and long-term care settings.13

In the world, many thousands of health-care professionals had COVID-19 suffering in some cases 
from a severe form of the disease. One systematic review found that GPs reported migraines and 
headaches, tiredness and exhaustion, sleep disorders and increased eating, drinking, and smoking 
during the pandemic.50 An increased absence-rates, directly linked to COVID-19 infection were 
observed in Europe41, for example in Ireland.24 The risk of death was also emphasised.17, 19, 22 In Italy 
for example, where the pandemic was so severe, 365 Italian physicians have died; more than one-
third of them were general practitioners.19 Long COVID was also described among GPs.50 In the UK, 
one study showed that health care workers were the second most likely to report having long COVID, 
after social workers, followed closely by teachers and educators.14

Beside the direct impact of the COVID-19 on GPs physical health, indirect effects as months of 
working in a stressful, exhausting situation had also contributed to physical health problems.14, 50

Fatigue is for example an important stressor quoted by junior doctors in the UK.56 Indeed, the most 
frequent impact of the pandemic on the HCWs health quoted in the literature concerns their mental 
health.2, 5, 6, 12, 14, 18, 20, 37, 38, 41, 50, 51, 54-56

Even before the pandemic, mental health concerns (including burnout) were known to be significant 
problems for many health care workers.14,45 A survey in family medicine physicians conducted in the 
US from December 2019 to January 2020 found that loneliness, burnout, and depressive symptoms 
were reported by greater than 40% of survey respondents.14 In Canada, a quarter of physicians and 
residents reported high levels of burnout before the pandemic.37 In Belgium, in 2011, the report from 
KCE over the burnout among general practitioners had already highlighted this concern.58

There is a consensus on the fact that pandemic affected HCW’s mental health and increased burnout 
and exhaustion.5, 14, 37, 41, 45, 50, 55 A Canadian survey among 25 rural GPs listed the common words 
used by GPs to describe their mental health in mid-2021. This included frustration, anxiety, stress, 
tired, anger, irritable, hopeless, drowning, defensive, burnout, COVID-fatigue, depression, 
disappointed, emotional, low mood, and numb.37
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The PRICOV-19 study emphasised the global level of stress of GPs in 33 countries. Although the 
results varied by country, the total score showed that 64.5% (2394 out of 3711) of respondents were 
at risk of distress.51 In Spain, a survey among 40 PHC physicians showed that after seven months 
into the COVID-19 pandemic (October 2020) 50% of respondents scored high on all burnout domains 
vs 10% in January 2019.55 According to one systematic review50, among five studies of mixed groups 
of healthcare workers, primary care doctors reported higher levels of personal perceived 
stress, worse burnout scores, worse depression scores, greater reporting of post-traumatic 
stress symptoms and lower job satisfaction than other specialty groups. Gender and age 
differences in the impact of the pandemic on GPs mental health are also identified by this review with 
women GPs having poorer psychological outcomes than men; higher stress was reported in older 
groups but more anxiety and depression in younger groups.50 Another survey confirmed the higher 
stress or anxiety level among women compared to men54 but not all.55 The PRICOV-19 study also 
found that GPs working in larger practices had significantly lower distress than those working in solo 
or duo practices.51

One survey in UK junior doctors (with 24% in general practice training) showed in the summer 2020 
a high level of burnout among the 326 respondents and a negative impact of the COVID-19 pandemic 
on the work life and training.56

In Belgium, such deleterious effect of pandemic on mental health was also described in 4509 HCWs 
in Flanders5 and other regions (Power to care study of Sciensano and KUL)d. The power to care 
study, performed at different time intervals (December 2020, March 2021, June 2021, September 
2021) showed both physical (muscle pain, headaches, stomach problems) and mental (chronic and 
acute symptoms of stress) disorders in HCWs in Belgium. 

Several sources of stress were identified:  

 GPs expressed clear feelings of stress, anxiety, and fear over the possibility of contracting 
the virus, not only for themselves but also for others.2, 6, 12, 20, 50, 56, 45 The possibility of 
transmitting SARS-CoV-2 to family and friends was a huge concern expressed by physicians.14, 

19, 21, 37, 38 A quotation from one Spanish GPs is illustrative of the GPs feeling: “Are we being 
irresponsible with our families hugging them or kissing them good night?”.21 In Belgium, many 
Flemish GPs surveyed by Verhoeven et al. were convinced that they were at high risk of getting 
infected. “Most GPs do not experience a psychological burden regarding themselves, but rather 
worry about transmitting the infection to others.6 The risk of spreading the virus to the 
communities and most vulnerable patients was also clearly mentioned.14, 37 Furthermore, 
dropping out and being unable to contribute their part of work, adding burden to their colleagues 
were mentioned.6

 According to an international survey at the beginning of the pandemic, the absence or 
insufficient provision of adequate personal protective equipment in primary care settings 
increase the feeling of insecurity in GPs.12 Other authors confirm this observation.28, 37, 45, 50

 The fear of being infected and the risk to transmit the SARS-CoV-2 to family and friends led many 
health professionals to reduce their contacts, temporarily lived separately from their family, 
strictly adhering to infection control and PPE protocols and/or developing a sanitization ritual after 
coming home from work (i.e., washing clothes and showering before interacting with family).37, 44

Several participants to a survey in Canada reported choosing to stay separate from their family 
during self-isolation while awaiting swab results, which was emotionally difficult.37 A few 
participants even experienced stigma from family members regarding the risk of transmitting the 
SARS-CoV-2.37

 The workload and changes in the work process was an important source of stress.12, 14, 37, 45

In an international survey, PCPs mentioned that the changes in daily clinical responsibilities, 
shifts, and limitations to practice created an environment of uncertainty, anxiety and stress for 
primary care clinicians.12 In Ireland, COVID-19 redeployment disproportionately impacted 
negatively (put a strain) on primary care and community services, at least at a short term (data 
available until November 2020) ultimately reducing capacity to deliver services, having 
“challenged the resilience of the primary care workforce as a whole”.24 According to the PRICOV-

d https://www.sciensano.be/nl/pershoek/na-20-maanden-covid-19-crisis-blijft-chronische-stress-pieken-bij-
zorg-en-hulpverleners or https://www.sciensano.be/fr/coin-presse/apres-20-mois-de-crise-covid-le-
stress-chronique-continue-de-menacer-les-professionnels-de-laide-et 
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19 study, 43.6% of respondents reported that they could not count on the support of other 
practices in their area if staff were out due to COVID-19.51 As described above in Chapter 3.3.1.4, 
teleworking and administrative burden put some GPs under pressure. In Belgium for example, a 
survey among Flemish GPs at the early phase of the pandemic showed that teleworking (by 
phone and video) caused stress and the fear of missing important diagnoses.6 In physical 
consultations, communication was affected because of protective measures as masks, leading 
to difficulties to show empathy.6

 Treating COVID-19 patients and witnessing their co-workers get sick and sometimes die
also contributed to increased stress among health care workers, at first in the early months of 
the pandemic.14 In Canada, according to a survey among 25 rural GPs, it was mentioned that 
dealing with the medical complications of decompensating COVID-19 patients in a low-resource 
setting was stressful. Some participants “resented that public health protocols for COVID-19 
patient care undermined the dignity of the patient and restricted visits from family during end-of-
life care. The death of a COVID-19 patient was personally difficult for many rural physicians, as 
individuals in rural communities are usually intimately familiar with each other, and physicians 
know them as more than just patients”.37

 Frustration regarding the place of primary healthcare in the pandemic management was 
clearly mentioned by several authors.6, 12, 38 The fact that many countries and health care 
disciplines established essential versus non-essential patient care guidelines ruptured the holistic 
continuity of care model that primary care prides itself on delivering.12 Furthermore, because GPs 
initially received lower PPE supply than hospitals, they felt neglected and not fully considered by 
health authorities.2, 19, 44 The over-emphasis on hospitals contradicted the mammoth efforts to 
achieve integrated care delivery in community and primary care settings.24 As Taylor mentioned: 
“Policymakers often without the input from primary care clinicians, established mandates on 
essential versus non-essential care, which had the potential to hurt patients and add increased 
stress and anxiety for clinicians”.12 In France, one survey highlighted that the pandemic has 
greatly reduced decision-making latitude in GPs work.54 Negative public perceptions of general 
practice was one of the most widely cited causes of stress in UK.45

 Changing/contradicting indications, a sense of unpredictability, insufficient information, 
uncertainty and inadequate communication with health authorities/hospitals were also sources 
of stress.19, 21, 44, 45, 50, 54 According to the PRICOV-19 study, 53.6% of the respondents indicated 
that adequate support from the government for the proper functioning of the practice did not exist 
and only one-third (32.9%) agreed there was enough time to review guidelines or read the 
relevant scientific literature.51 The lack of PC-relevant training and guidelines impacting safe work 
practices; and the lack of clear and consistent information from reliable sources was known as 
stressful during an epidemic.19, 44 Earlier in the COVID-19 pandemic, anxiety largely stemmed 
from the uncertainty surrounding the virus.37 Furthermore, the evolving epidemiology affects how 
symptoms are interpreted. In Belgium, because there is a large focus on COVID-19, GPs though 
they will miss other diagnoses more frequently.6

 In some countries, financial lost or fear of lost income put the HCWs under pressure, including 
in primary care.6, 14, 28, 42, 44, 45, 54 In the US, this led to closure of some small practices. In a survey 
of 558 US primary care physicians fielded May 29 through June 1—nearly 3 months into the 
pandemic— 6% of respondents said their practices were closed, perhaps temporarily, and 35% said 
they’ve furloughed staff.42 In Belgium, at the beginning of the pandemic, the decrease in face-to-
face contacts had also an impact on GPs income as GPs work mainly in a fee-for-service 
system.6 In some Belgian primary care teams, nurses and dietitians were put on temporary 
unemployment by practice owner due to loss of revenues following the drop in consultations and 
their services considered ‘not essential’.3

 Beyond work, many physicians struggled to balance family obligations, social isolation, and 
personal struggles such as loss of loved ones, going through a divorce, managing 
personal/family member health issues, and worrying about loved ones in long-term care homes.37

In Spain, a survey among primary care physicians showed a significant higher subjective mental 
overload of primary care medical staff during COVID-19, which was higher among physicians 
with family members admitted for COVID-19.38 All these concerns increase the feeling of 
loneliness, frustration and stress of physicians.12, 19, 38
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 In US, violence in the workplace (such as verbal abuse) was mentioned as having increased 
during the COVID-19 pandemic, contributing to health workforce stress. However it was not 
specifically evoked for primary healthcare.14

3.4.1.2. Coping strategies and positive experiences 

Despite the negative direct and indirect effect of the pandemic on the GPs physical and mental 
health, “positive professional experiences” are described by some authors.2, 18, 19, 37, 45 In Canada for 
example, a survey among 25 GPs showed that, despite adverse psychological effects, some 
participants felt that it was exciting to deal with a new challenge through teamwork; using their skills 
to help their community was also felt as rewarding. “This sparked feelings of “rising to the challenge” 
and “humble gratitude.”37

Several measures were taken by GPs to manage the stress linked to the crisis. In Canada for 
example, rural GPs mentioned how they had learned to develop healthy coping techniques to retain 
some consistency in life during their limited free time.37 Several ways were described such as: 

 distraction from work by limiting COVID-19-related discussions and consumption of news, 
gardening, practicing music, watching movies, reading books, and doing outdoor activities;  

 activities increasing mindfulness, positivity, and self-confidence such as meditation, journaling, 
self-reflection, therapeutic letter writing, celebrating “small wins” from one’s efforts, and educating 
oneself about COVID-19;  

 strategies to improve self-care, balance relationships, and healthy lifestyle such as by exercising, 
having a reasonable sleep schedule, connecting with loved ones, learning to incorporate breaks, 
not doing work outside of business hours, and relying on their partner to identify limits;  

 use of social supports in other communities to recharge their mental health37; 

 use of support from colleagues5, 18, 45, 51 and professional associations7, 18

In Belgium, GPs trainees and trainers for example mentioned they experienced support from their 
direct colleagues and peers in formal and mostly informal discussions. “An important sense of 
solidarity amongst GPs from different practices was established during the pandemic”. In order to 
decrease the workload, a good organization of working shifts and efforts of administrative or nursing 
employees was promoted. Outside the work setting the respondents found distraction and motivation 
by planning free time and spending time with their friends and family. Many of them continued or 
increased sport activities and meditation.2 Regarding the loss of income, a survey among Flemish 
GPs showed that some doctors developed a system to be paid per every shift worked, regardless of 
the tasks performed. This was useful until the health insurance reimburses phone consultations 
(within certain limits), which was not the case before COVID-19 outbreak.6 Positive support by 
professional associations such as the Collège de Médecine Générale (CMG) was also quoted in 
Belgium by one author.7 The positive role of the Flemish Institute for the first line (www.vivel.be) was 
also mentioned.25

However, a survey in junior doctors in the UK also showed that the increasing workloads and 
additional demands in the workplace may hamper them to have the time or the motivation to engage 
with healthy lifestyle measures, which are usually used as coping mechanisms to help mitigate stress 
and burnout.56

External support for physicians (and nurses and other HCWs) wellbeing was also expanded by 
many countries to help them dealing with high level of stress, fatigue and psychological distress 
during these extremely challenging times. , for example through peer support groups or dedicated 
phone support lines.13 In the US, grants were provided to address burnout and mental health 
wellbeing in the healthcare workforce.14

However, barriers to use external supports were mentioned such as, in Canada, the staffing 
shortage, fear of repercussions on their professional license and insurance, as well as fear of stigma 
from colleagues, family and the community.37 In this Canadian study, workload and staffing shortage 
were the major stressors that prevented participants from finding time for self-care or taking time off 
during the pandemic because it was difficult to arrange for coverage colleagues (and it was already 
the case before the pandemic).37 Same observations were quoted in the UK where GPs felt guilty 
from talking time off as this would burden their colleagues.45



32 

3.4.1.3. Global impact on the GPs workforce of the early period of the pandemic : rather 
negative  

The impact of the early period of the pandemic regarding the global and primary care workforce was 
most often negative: a decrease in the primary care supply was described by some authors12, 14, 24, 

35 although a trend to stay at work by hook or by crook was also observed.37

The first waves and certainly the lockdown decreased the HCWs supply in some ambulatory settings. 
According to a survey conducted in 69 countries, due to the lock-down and quarantine measures, 
many primary care clinicians lost their jobs, were furloughed, or had their hours dramatically 
reduced.12 In US or Canada, the income lost led in some cases to insufficient staffing or even 
closures of practices, with potential implications for access to primary healthcare.14, 37 Staff shortages 
was also experienced due to the redeployment to treat COVID-19 patients and administer 
vaccination programmes, placing a strain on primary care workforces.9, 24, 41 Low numbers of health 
workers and harder working conditions made it difficult to boost the supply of health services.41

Sick leave due to COVID-19 was also a reason of decreased supply. For example, in Ireland, there 
was an increased absence-rates directly due to infection by SARS-CoV-2 in HCWs but there was 
also an overall drop in non-COVID-19 absence-rates implying workforce resilience to the high-
pressure work.24

However, HCWs were also stimulated to stay at work. A lot of initiatives, as described in Chapter 
3.2., were taken in many countries to keep the health care workforce (and sometimes the primary 
care workforce) at a sufficient level. GPs themselves were involved in the process. In Canada for 
example, as a shortage of staffing threatened some rural emergency departments to close, 
physicians felt an obligation to continue working to ensure continuity of healthcare services in their 
community.37 Mandal et al. mentioned that many older physicians were unable to retire since there 
was person to take over the care of their patients. Regarding the funding to incentivize rural 
physicians to continue working and keep emergency departments open, almost all participants 
revealed that they would prefer more time off to care for their physical and mental health needs rather 
than earning more money.37

Finally, the evolution over time on the indirect impact on the GPs mental health is not 
unequivocal. In one hand, for some authors, it remained and even increased during the first months 
of the pandemic.19, 37 In Italy, one survey showed that in the advanced stages of the pandemic 
compared to the first survey more GPs reported to suffer from psychological distress and serenity at 
working was even more impaired.19 In addition to maintaining the introduced changes in daily work, 
contact tracing, frequent patients’ phone calls, and patient information about the SARS-CoV-2 
vaccination were challenging issues.19 Moreover, the GPs indicated anger and disappointment due 
to inconsistent information and insufficient communication with health authorities which were less 
available at the advanced stages of the pandemic. Also, the communication with the hospitals re-
garding the clinical conditions of COVID-19 affected patients was unsatisfying for the GPs and did 
not improve over time.19 On the other hand, GPs’ self-confidence appeared to strengthen and their 
worries decreased with time.28, 37 In Canada for example, almost all participants in a survey among 
25 rural GPs reported that their mental health had worsened at the beginning of the pandemic but 
as they learned to adapt to the pandemic, their mental health either stayed the same or seemed to 
improve, although still at an overall lower level than their baseline from before the pandemic. This 
reflects the resiliency and adaptability of rural physicians in the face of adversity and the positive 
impact of adopted healthy coping strategies.37

The potential impact at longer term of the pandemic on the GPs supply is detailed in the next chapter. 

3.4.2. Potential impact on the future supply of GPs 

According to the framework from Anderson1, factors playing a role on the workforce planning related 
to the supply side cover current workforce characteristics (including part-time or full-time working) 
and both entry to and exit from the workforce. Before the pandemic, some alarms were already 
mentioned such as the ageing workforce8, 57 and the feminisation of the medical profession (because 
associated with a higher proportion of part-time work). In the UK for example, between 2008 and 
2018, a trend to more part-time work than 5 years ago was observed. To be noted that this increase 
was identified in both genders.1
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The potential impact of the COVID-19 pandemic on the future supply of GPs is sometimes described 
in the literature but is more often replaced in the global context of HCWs shortage to justify certain 
propositions of change in the future (as presented in Chapter 3.5.) 

3.4.2.1. Possible less workforce 

The COVID-19 pandemic was early associated, as presented in Chapter 3.4.1., with many negative 
impacts on the physical and mental health of HCWs, including GPs. Some of these impacts, such as 
long COVID, might decrease the future health care workforce capacity. In the US, the office of the 
Assistant secretary for planning and evaluation (ASPE) mentioned that long COVID may 
considerably impact future staffing (and remains a challenge for health care workers and their 
health).14

Trauma caused by the pandemic can also durably impact the well-being of the GPs and their 
professional involvement with the risk of a substantial work attrition.1, 5, 26, 50, 57 In Canada for 
example, a survey among 25 rural GPs found that “As the pandemic progressed, feelings of burnout 
evoked self-questioning about the purpose of working when they were unable to enjoy their personal 
lives, especially in younger physicians who may place higher value on work–life balance. They 
reported feeling like there was no end in sight and not having a life outside of work.37

Leaving the profession for example by earlier retirement, is an option evoked by GPs in some 
publications. One systematic review revealed that there are wide variations in plans to leave 
medicine.50 In Spain, burn-out would have had accelerated the number of primary care physicians 
who thought about quitting the profession reaching now a percentage as high as 37.5%, which leads 
to a situation that “might become unsustainable in the anticipated and feared scenario of primary 
care managing the conditions neglected during the pandemic and those arising from it”.55 In the US, 
a survey conducted of primary care physicians in early 2022 found that nearly two-thirds personally 
knew of clinicians who had retired early or quit during the pandemic and 25% expected to leave 
primary care in the next three years.14 In Belgium, according to the Power to care study (Sciensano 
and KUL)e, the percentage of HCWs that planned to leave the profession was 28% in September 
2021 compared to 10% before the crisis. Details per health care profession were not available but 
physicians represented 15.4% of the sample in September 2021. Another Belgian survey showed 
that “24 (11%) GP trainees and 13 (4%) GP trainers spontaneously mentioned losing their passion 
for their profession and one respondent actively considered quitting as a GP. Although job 
appreciation was not systematically surveyed amongst the respondents, one out of 10 GP trainees 
and one out of 25 GP trainers spontaneously mentioned that they have lost their job satisfaction.2

Studies have shown, even prior to the pandemic, job dissatisfaction and burnout among physicians 
(and nurses) was associated with plans to leave their practice or the field.14 For GPs, Anderson et 
al. mentioned that even before COVID, any complex factors were responsible for GPs leaving direct 
care, such as a lack of professional autonomy, feeling undervalued, and concerns about the safety 
of practice, all of which have a negative impact on morale. In the UK for example, the last GPs 
national work-life survey published in 2018 showed that 39% of registered GPs intended to leave 
direct patient care within the next 5 years (also these intentions are not always followed by actions).1

Furthermore, the number of GPs is not the single factor to be taken in consideration for estimating 
the future workforce. The supply of health services is also determined by the productivity of the 
HCWs and the involvement in time and energy in their job.1, 41 Therefore there is also concern that 
the pandemic pushed people to reduce their hours (or they had their hours reduced).14, 45

This work attrition can provide a vicious circle: less workforce increases pressure on the remaining 
health care workers, putting them at increased risk of absenteeism and burnout…41

Some countries which were already struggling with proportionally low numbers per population of 
doctors, nurses, hospital staff, available hospital beds or low productivity before the pandemic are 
considered as particularly vulnerable. In Italy for example, an overburden of primary care is 
expected in the near future since GP workforces are declining.19 In the UK, according to a survey 
among 23 GPs in September 2020, “several GPs believed that the COVID-19 pandemic would 
continue to influence service provision in the upcoming year”.20 In the US also, the Health Resources 

e https://www.sciensano.be/nl/pershoek/na-20-maanden-covid-19-crisis-blijft-chronische-stress-pieken-bij-
zorg-en-hulpverleners or https://www.sciensano.be/fr/coin-presse/apres-20-mois-de-crise-covid-le-
stress-chronique-continue-de-menacer-les-professionnels-de-laide-et 
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and Services Administration’s (HRSA’s) Bureau of Health Workforce (BHW) estimates that by 2025, 
37 states are projected to have a shortage of primary care physicians.14

3.4.2.2. More applicants to medical school? 

We found no publication focusing specifically on the number of GPs to be trained in order to ensure 
sufficient future workforce. In the US, there is some evidence that despite, or perhaps in part due to 
the pandemic, the number of applicants to medical schools dramatically increased in 2020 and 2021, 
according to the Association of American Medical Colleges. In most years, the number of applicants 
increases by 2-3 percent, whereas it increased by 17 percent in 2021 compared to 2019.14 However, 
these data encompass all physicians in training and do not allow to forecast the future situation in 
primary healthcare. 

3.5. Propositions for the future workforce strategy 

The pandemic is depicted sometimes as the opportunity to draw attention to several needs and 
propose changes both in the public health and the health care sectors (including primary care).15, 19, 

26, 44, 52, 55, 59  Several propositions focus on the preparedness for a future pandemic in terms of HCWs 
training, infrastructure improvement, etc. These recommendations are not reported below because 
far from the scope of this document.  

Furthermore, according to several authors, one major priority for the post-pandemic future is to 
maintain strong primary health care practice.9, 11, 13, 16, 41, 44, 52, 53, 60 As the World Bank mentioned, 
“high-performing PHC are the most critical for managing the pressures coming to bear on health 
systems in the post-COVID world (demographic (aging) and epidemiological (e.g. non-
communicable disease) shifts, changes in technology, and citizens’ evolving expectations for health 
care)”.52 However we do not pretend to present here the whole picture of the expected reform of 
primary healthcare. This deserves more than a rapid review. 

According to our objectives, we focus on the workforce planning and the factors to be taken into 
account within the framework from Anderson1. Few authors mentioned potential actions on the 
demand of care, such as reducing unnecessary care.40, 41 One systematic review emphasises this 
issue: “As some nations are forced to do more with less in the post-pandemic period, learning from 
this ‘natural experiment’ in reduced care may help health systems identify and address unnecessary 
care, and move towards greater sustainability”.40 Establish strategies to increase patients 
empowerment, education and self-care is therefore proposed by some authors.2, 11, 38 However, 
supporting patients to self-manage requires well-resourced and supported teams which is developed 
in this chapter.26 Investment in the availability and consistency of support for unpaid carers8 and 
importance of excellent communication with patients19, 60, adapted to the literacy level of each one18, 

20 are other ways to improve the factors related to the demand-side of the workforce planning. 

The majority of the recommendations underline the need of retaining HCWs in the health care 
system or even more increase the supply and the productivity of the workforces.41 Growth in the 
workforce alone is not sufficient to meet future needs. Create appropriate conditions to maintain the 
GPs at work, to ensure their productivity and adaptation to changing health needs and new ways of 
working or additionally, to allow task shifting are also evoked.8 As mentioned in Chapter 3.1., the  
‘workforce strategy’ is “the sum of efforts by relevant stakeholders to acquire, retain, develop, 
motivate, and deploy staff”.8

We develop here propositions or recommendations to support sufficient workforce in primary care 
for the future as formulated by authors of included publications. We do not pretend to be 
comprehensive but rather to provide food for filling the reflection of the Medical Supply Planning 
Commission. The propositions are organized below in 6 categories without hierarchy: Increase the 
GPs workforce, maintain ageing GPs in the job market and promote best geographical distribution; 
Protect GPs wellbeing; Propose some changes or improvements in the working process; Adapt the 
training; Reform the funding models; Organize evaluation. More details on studies included in this 
chapter can be consulted in Appendix 3, Table 5. 
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3.5.1. Increase GPs workforce and promote best geographical distribution 

Although a pre-existing shortage of HCWs and an expected worsening of the situation is broadly 
highlighted in the world13-15, 20, 41, 53, few authors evoked the question of the entry of physicians, and 
specifically GPs into the workforce.35, 44 One rapid review mentioned that previous epidemics (SARS 
experience in Canada and Hong Kong) had already revealed shortfalls in primary health care 
capacity, and recommend to increase PCP numbers and attract medical students and residents to 
primary care.44 This question of attractiveness of general practice is a concern commonly shared 
and adapted recruitment strategies are required since physicians’ reputational and financial 
incentives often favour specialization.1, 24, 52 According to the World bank: “Several incentive 
approaches can be used, including lower costs to obtain certification, subsidized medical education, 
or adjusted reimbursement rates from central payers to lower salary differentials”.52

The ageing GPs population is another concern since this implies replacement of retired physician by 
a younger one. In Belgium, this question was already raised in the New deal for general practice 
(Vandenbroucke nota)f who specified that currently one and half young GP is needed for replacing 
one retired GP. 

Furthermore, worries regarding the geographical distribution of GPs are also expressed.8, 35, 37, 52 In 
the US for example, the ASPE suggested that public policy takes attention to underlying geographic 
and other maldistribution of workforce assets, through regulations, legislation, and funding.14 In 
Hawaii the current shortage of physicians is addressed by increasing recruitment of local students to 
medical school and expansion of training, especially to rural communities.35 Anderson et al. 
mentioned the experience of the Netherlands who have notable shortfalls in primary healthcare, 
particularly in rural areas, although models for integrated workforce planning informed the number of 
positions that are available for training places in the primary care setting. They concluded that “it is 
essential that workforce planning is seen as just one component of a broader workforce strategy, 
including several actions to improve recruitment and retention”.8

3.5.2. Protect GPs wellbeing and mental health 

Many authors consider that the wellbeing of health care workers including primary care providers 
should be prioritized, notably for maximizing the recruitment and retention of HCWs.1, 8, 12, 15, 17, 24, 26, 

41, 45

This requires to provide a better balance between work and private life.35, 57 One interesting 
conclusion from a commentary mentioned in this context is that: “For the physician workforce itself, 
better and more equitable support systems are needed to help improve work-life balance and ensure 
a more diverse future workforce.”57 This also entails to ensure adequate work conditions and make 
the workload more manageable.59 This issue is discussed in the next chapter. 

Regarding interventions offering a specific support to the mental health of HCWs1, 8, 15, 17, 59, many 
involve public authorities and policy makers such as working collaboratively with primary care 
clinicians to increase perceived autonomy2, 12 or provide training in graduate and continuing medical 
education programs on self-help strategies and ways to avoid burnout and/or increase social 
support.14, 38 Support and recognition from the government were clearly identified as factors 
protecting against distress.51 As Collins et al. say: ”Systemic support contributes to GPs’ feeling of 
high morale and that their work is respected and valued, which promotes positive psychological 
functioning and wellbeing”.51 In Belgium, moral recognition for the role GPs have in the health care 
system, in society and in their patients’ lives is clearly asked by GPs trainees and trainers to 
safeguard the core of GP practice.2

Encouraging collaborative relationships between general practices, teamwork, and social network is 
also proposed to preserve GPs’ mental health.51

The ageing workforce is a major challenge shared by most health and care systems. Of course, 
changing the age of the workforce is not possible but some authors propose to develop strategies to 
support ageing staff, to use their considerable knowledge and experience by adapting their roles.8

f Vandenbroucke nota: https://vandenbroucke.belgium.be/fr/vers-un-new-deal-pour-le-cabinet-de-
m%C3%A9decin-g%C3%A9n%C3%A9raliste or https://vandenbroucke.belgium.be/nl/naar-een-new-
deal-voor-de-huisartspraktijk
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3.5.3. Propose some changes or improvements in the working process 

In Belgium, one survey among GPs trainers and trainees proposed some measures to improve care 
during the pandemic and beyond (see Figure 3). Many of them are described in the subchapters 
below but it is important to emphasise that Belgian GPs asked clearly to be more involved in decision 
making processes concerning their work, finances, and organization.2 This confirmed some 
statements from a review emphasizing the importance of inclusion of PCPs in pandemic response 
planning to recognize the essential role of PC in service delivery for communities, to contextualize 
responses to local circumstances and ensure adequate support and protection.44

Figure 3 – Measures proposed by Belgian GPs interviewed by Coenen et al. to improve GP 
care in the future 

Some changes in work process are particularly underscored by authors of publications 
retrieved in this review.   

 Promote multidisciplinary team and improve collaboration: Several authors emphasize the 
importance of working in multidisciplinary primary health care teams in the future or primary care 
networks (as in England).1, 3, 10, 13, 20, 26, 52 Team-based working is essential for the future including 
collaboration between primary healthcare and public health, but also with other providers in the 
health and care system such as community-based and outpatient care to manage complex cases 
of chronic disease and diagnostic services and acute care teams (including hospital setting) to 
detect and begin managing all new incidence of disease.10, 22 The future of integrated care 
appears to be linked to the multidisciplinary work.1, 52, 59 This is particularly important for chronic 
(multi-morbidity) care management1, 26  In a Worldbank report, Baris et al. mentioned that: 
“Engaging directly with communities, local teams can deliver health education and promotion; 
offer nutritional coaching and supplementation; identify subclinical illness; and help sustain 
adherence to treatment for diseases from diabetes to tuberculosis. This process may reduce 
health disparities”.52 To obtain the optimal composition of these multidisciplinary teams some 
requirements are mentioned: working across traditional boundaries; introducing educational 
reform on the basis of competency-based training (see Chapter 3.5.4.); incorporating technology 
to improve productivity (see below) ; and developing new, collaborative models of care that 
actively engage patients, carers and other service users.8 Improved communication between the 
different levels of care, including public health and with health authorities is also of importance.19, 

60 In Belgium, GP trainees and trainers stated that they would like better cooperation amongst 
primary care networks as well as other health care workers.2

 Facilitate changes in the skill mix of the health and care workforce or task shifting. This 
change aims partly to relieve pressure on GPs but also to improve access to preventive services 
and chronic disease management during a crisis. This can be accomplished in various ways, for 
example by the substitution of roles between health-care professionals or by technology (i.e. 
apps to support people with mental health problems for clinical psychologists, robot-assisted 
physiotherapy, automated hospital coding, etc.), the introduction of new roles such as physician 
associates, and by staff working in extended roles such as specialist nurses.1, 8, 52 “To facilitate 
effective changes in skill mix, factors to consider include the best way to develop appropriate 
knowledge and skill sets, overcoming professional boundaries, and ensuring the right 
organisational culture and institutional environment to foster change”.1 This implies also to 
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specify responsibilities between different types of health workers, patients, or their carers and 
between all of these groups and technology.

 Reducing early staff retirement (not specific to GPs) by job sharing, part-time working, and 
flexible working and reducing on-call and out-of-hours commitments is suggested.8

 Promote the use of technology: Many authors propose to maintain the use of technology as a 
support of the HC workforce.1, 3, 8, 13, 15, 19, 20, 24, 26, 28, 35, 41, 52

o Many advantages are quoted such as that it helps to keep GPs and patients safe from 
potential exposure during an epidemic12; save costs and time19; minimises delays and 
forgone care for all patients12, 13, 41, 44; offers benefits for certain population groups, such as 
those living in rural areas;10 supports self-management of patients with chronic disease, 
especially among the pre-identified vulnerable patients3; foster transparency and 
accountability in PHC.52 The use of clinical information systems, such as electronic medical 
records (EMRs), for identifying and contacting vulnerable patients who need close 
monitoring or the development of completed advance care plans with patients and 
emergency planning for “what if” scenarios are proposed.26 In Belgium, according to a 
survey among Flemish GPs, most respondents recognized the value of risk stratification 
using EMRs to identify patients at higher risk of complications, but they mentioned barriers 
such as a lack of time and staff, ethical objections, and a limited knowledge on how to use 
the (EMR) system.3

o Several authors have identified a lot of barriers in the areas of telemedicine. The most often 
quoted relates to the risk of increasing inequalities.8, 9, 10, 16, 20, 41, 59 There are several 
difficulties encountered by patients increasing the risk of digital exclusion as low-technology 
literacy, aversion to telehealth, and inadequate internet connectivity or access to 
smartphones or laptops, especially among under-resourced and underserved patientsg.9, 44

A lower patients and physicians satisfaction is also mentioned28, maybe reflecting the need 
of information and training (for HCPs as for patients).1, 8, 42 Studies have also identified 
safety issues due to missing physical examination (with a tendency to overprescribe, over-
investigate, and over-refer); a scarcity of continuity of care; concerns about quality of care; 
and diminished possibility of emotional support especially in end-of-life care.8, 10, 19 The 
impact on the GPs workload and stress is not so clear.19 Infrastructure limitations (e.g. 
internet connectivity), regulatory barriers, concerns regarding patient confidentiality and 
safety, digital literacy issues, communication barriers and loss of financial revenue due to 
reductions in in-person consultations were also quoted.9

o In order to insure telemedicine, several needs have to be answered such as sustained 
investment in robust, reliable, and secure information technology infrastructure (e.g. access 
to broadband)12, 13, 16, 19; financial support and/or sustained remuneration for telemedicine 
consultingh as reimbursement1, 2, 12, 42, 61; protocols and tools for physicians for the correct 
use of telemedicine;38 appropriate legislations (e.g. medical liability across jurisdictions, 
cybersecurity and data protection)9, 13. 

 Reduce administrative burden. This objective is proposed by several authors2, 6, 26, 35, 60 but 
without concrete solutions. In Belgium, for GP trainees and trainers, the need to simplify 
administrative issues regarding sick-leave certificates was a major issue of concern.2 In June 
2022, the Federal Government has lifted the requirement for an employee to provide his or her 
employer with a certificate for a 1-day sick leave. 

g In Belgium, according to Statbel 2021 data, the digital skills of 46% of Belgians aged 16 to 74 are very 
low. 

h According to Tu et al., the three countries that were the highest in rates of virtual care in the pandemic 
period (Canada, UK and Sweden) were the three countries among INTRePID that had primarily 
capitation payment model primary care systems (whereby a physician has a set group of patients that 
they are remunerated to care for, regardless of the number of times a patient is seen) may be more 
amenable to virtual PCP visits.30
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3.5.4. Adapt the training  

The change or improvement in the working process exposed above needs not only organizational 
support but also an adaptation of the HCWs training and guidelines.15, 18, 52, 62 A quotation from 
Canada is clear: “Major reform is needed across the entire health and care education system to meet 
changing health and care needs.”15 In another hand, according to an analysis of family practice in 
the US, COVID-19 pandemic reminded that the training of family physicians allows them to move 
between different sites of care to meet the needs of the community.62

Several changes or improvement are presented regarding the (future) training of GPs:  

 Training in multidisciplinary (including the social sciences and humanities) instead of training 
in isolation to encourage collaborative working, greater interdisciplinarity and intersectorality.15, 

52

 More competency-led and community-oriented training to develop generalist skills.1, 52 This 
aims to treat multimorbid patients with complex needs and allows physicians, nurses, and any 
other professional group, to change roles.8, 15

 Reference to technological advancements (e.g. artificial intelligence, big data) and use of 
technology to create learning (e.g. virtual case), involving student in telehealth, etc.6, 8 In Belgium, 
GPs reported that the introduction of telemedicine consulting and changing guidelines required 
new communication and organizational skills.2

 Higher recognition of the capability and willingness of the public to self-care. All health and 
care professionals must be equipped with the skills needed to work in collaboration with patients 
and their families and to facilitate them to make informed decisions regarding their own health 
(with adaptation to the each literacy level).8, 15, 52

 Promoting continuing (life-long) learning to help GPs meet the varied needs of patients and 
communities but also to decrease the risk of work attrition: Alongside measures such as 
more flexible working and allowing older professionals to avoid out-of-hours work, improving 
career development opportunities could be a valuable strategy to prevent early retirement.8

 Provide training in graduate and continuing medical education programs on self-help strategies 
and ways to avoid burnout.14

 Ensure good conditions to junior doctors to decrease some stressors such as fatigue, isolation, 
insufficient time to engage in healthy lifestyle measures.56

3.5.5. Reform the funding models 

Financing is critical for the transition to high-performing PHC and many authors emphasise the need 
of rethinking the financial support of primary healthcare.8, 17, 26, 52 It is not the purpose of this document 
to review the future financing of general practice but we can highlight the message expressed in the 
literature regarding the need of significant investments (not simply adjustments at the margins) to 
put PHC at the center of health systems.8

One publication illustrates clearly the statement: “Many primary care services have been under 
serious financial pressures throughout the pandemic due to factors including a decline in 
consultations, increased costs for PPE, and changes in workflow and roles in response to pandemic 
restrictions (e.g., closed practices, clinicians working from home and using telehealth, diversion of 
staff to support COVID-19 testing and vaccination programs). These challenges have highlighted 
limitations to existing funding models, particularly fee-for-service models in countries that do not 
maintain dedicated staff with a chronic disease management role”.26

Beside traditional fee-for-service payments, line-item budgets, or capitation alone, financing 
innovations are emerging, ”sometimes called “value-based” payments, shift clinical and financial 
accountability to providers by adjusting and conditioning reimbursement based on cost, quality, and 
patient-experience metrics”.52

In Belgium, GPs trainers and trainees asked for financial support, not only for telemedicine but also 
for administrative or nursing employees and for developing multidisciplinary practices.2 This is 
confirmed by another Belgian survey which found that GPs need the establishment of a stable 
financing structure supporting staff (nurses and dieticians) so that they can play a role in managing 
chronic patients in times of a crisis.3
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3.5.6. Organize evaluation 

Several authors emphasize the need of evaluation for preparing the future.8, 16, 44, 60

Assessment of the COVID-19 primary care response is one issue mentioned.8, 17, 44 Careful 
evaluation of the rapid expansion of remote consultations is a crucial point of attention (in terms of 
access to services, patient safety, staff morale, and risk of digital exclusion).8, 32, 60 Regarding the 
workforce capacity, further evidence is needed to know whether the content of remote consultations 
is equivalent to face-to-face consulting and what is the impact of remote consultation on length of 
appointments and overall workload.32 The impact on well-being and mental health is another point 
requiring to measure, monitor and identify important stressors in GPs (including young physicians) 
with the aim to guide future intervention development.56 Differences in effects on male and female 
GPs and use of support services should be further analysed.45

According to the KCE report on the performance of the Belgian health system in 201963, “a 
sufficient (in number and skills), robust, flexible and well-motivated workforce is key for the 
performance of the health system, as it has again been illustrated by the recent COVID-19 crisis.” 
However only a small number of countries reported indicators aiming at assessing the adequacy of 
the health workforce, both in terms of supply and skill composition.41 This can be improved. 
Outside the pandemic impact, the COVID-19 crisis is an opportunity to remind the importance of 
performance evaluation and assessment of the health workforce strengths and gaps regarding the 
transition to team-based delivery. As mentioned by the World Bank, “Primary care teams need 
quality measurement tools that promote accountable performance by rewarding team members for 
managing complexity, solving problems, and thinking creatively to address patients’ specific 
circumstances. Priorities for outcome and performance management include people-centered 
reporting and metrics.52 The Patient-Reported Indicator Survey (PaRIS) of People Living with Chronic 
Conditions will provide results on this matter in 2023. This is the first international survey of patient-
reported health outcomes and experiences of adults living with one or more chronic conditions who 
are managed in primary or other ambulatory care settings (PaRIS-survey-Patients-with-Chronic-
Conditions-June-2019.pdf (oecd.org).i

The PaRIS survey fills a critical information gap in primary care, focusing on (1) Patient-Reported 
Experience Measures (PREMS), which measure how patients experience health care and refers to 
practical aspects of care, such as accessibility, care co-ordination and provider-patient 
communication and (2) Patient-Reported Outcome Measures (PROMS), which provide information 
on how patients assess the results of the care they receive. PROMS contain information about 
outcomes such as quality of life, physical functioning and psychological well-being. 

This is also an opportunity to remind the KCE reports 278 and 290 which proposed several years 
ago to increase the performance of workforce planning in Belgium with some recommendations and 
suggested to carry-out post-hoc analysis of the projection models (to analysis deviation from 
expectations) and evaluation of the impacts of policy measures taken with regard to planning, 
on care organisation and expenditures.64, 65  Assessing the new migration trends should also be 
needed. 

i https://www.oecd.org/health/health-systems/PaRIS-survey-Patients-with-Chronic-Conditions-June-
2019.pdf
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4. DISCUSSION 
The objectives of this rapid literature review was to identify factors having impacted the GPs 
workforce during the COVID-19 pandemic in order to support the discussion of the Medical Supply 
Planning Commission regarding the future estimation of physician supply requirements. 

Many questions are not answered by this work. For example, we did not consider the impact of 
COVID-19 pandemic on the whole health care system (for example the workload in the emergency 
department or the ICUs). We did not investigate the propositions formulated by some international 
organizations regarding preparedness for a future pandemic.  

Furthermore, we do not pretend to propose a vision of the future general practice regarding the 
challenges and responses for the next years. This huge topic deserves a lot of research questions 
and involvement of many stakeholders which is currently carrying out in Belgium with the green paper 
written by a group of Belgian GPs “Together we make change happen!”25 and with the ongoing “New 
Deal for general practice” project.  

Several limitations have to be formulated regarding this rapid review. We performed the literature 
search in two databases and selected publications in English, French and Dutch which can have led 
to miss interesting studies. To minimise this bias, publications identified by experts and by references 
of the included studies were also reviewed. The search date is August 2022 and a lot of publications 
refer to the first waves of the pandemic. It is possible than since then, additional information was 
published but due to the time constraints, it was not possible to perform an update of the search 
strategy. One reviewer screened, selected and extracted data that may have introduced bias, which 
is an acknowledged limitation in rapid review methods.44 This literature review does not pretend to 
be exhaustive ; provided examples are illustrative and does not mean that all examples, situations 
and impacts are described. The categories used to report analysis’ results are also questionable and 
can overlap. For example, demand of care is not entirely independent of supply of health care 
workforce since a limited supply of HCWs could lead to reduce service utilization and in the opposite, 
an excess supply of HCWs can induce higher service utilization (by supplier-induced demand).66

Results are based on several kinds of publications, from systematic review to commentary and from 
many countries. However, despite differences in design, methods or contexts, some consensus 
emerged on the strengths (adaptability, resilience) and the weaknesses of the primary healthcare in 
front of the pandemic.9, 12, 44 In particular, many authors recognized that COVID-19 pandemic has 
exacerbated several pre-existing problems (shortage of GPs, burnout, etc..). 

As shown in Figure 4, the COVID-19 and the strategies used to manage it hugely impacted GPs 
themselves and the population, patients and closers. On the demand side, GPs experienced early 
additional tasks related to the SARS-CoV-2 infection such as triage, testing, vaccination and they 
were confronted to specific needs of their patients (e.g. needs of information, mental health care, 
proactive care….). Some changes in the work process such as the use of telemedicine and the 
increase of administrative work required important efforts in some primary health care practices. In 
the next future, GPs risk to be confronted to an increased demand of care because of the COVID 
and long COVID patients, the post-pandemic effect on the population mental health, unmet needs 
due to early disruption of routine or chronic care and a lower ability of patients for self-management 
beside the already expected effects of the ageing multimorbid population. The fact that many non-
COVID-19 patients did not seek medical attention or were unable to access needed care during the 
first waves of the pandemic with delayed diagnoses, delayed care or foregone care as consequence 
is particularly concerning.  

On the supply side, despite several coping strategies, the mental health impact of the pandemic is 
underlined among GPs, in addition to physical health effects in terms of COVID, long COVID and 
exhaustion. Several surveys mention a risk of work attrition and an intention to leave the profession, 
for example by early retirement, expressed by general practitioners themselves. We do not know 
whether these affirmations will be followed by concrete actions. 

In 2022, the KCE published the report of the impact of two years of COVID-19 pandemic on nurse 
staffing in Belgian intensive care units based on a large scale survey.67 Similar concerns were 
expressed in terms of well-being and mental health impact or risk of work attrition and the fact that 
the COVID-19 pandemic magnified existing problems and created new ones. 
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Figure 4 – Overview of the impact of the COVID-19 pandemic on the general practice 

This figure shows the impacts of the COVID-19 pandemic as observed at short and mild terms. The 
many arrows highlight the interrelations between these impacts. 

Workforce planning is a very difficult exercise. We have retrieved no real projection for future or 
estimate of number of GPs to be trained and recruited in the next years in light of the changes in 
practice caused by the pandemic (rather recommendations for retaining or supporting HCWs). This 
is understandable. As mentioned by Anderson et al., given training lead times, workforce planning 
requires reliable and detailed long-term forecasts of expected demand for health care and trends in 
health-care needs and also estimates of the skill mix needed in the workforce. So many factors can 
impact these forecasts (e.g. changing health and care needs and priorities, complexity of the health 
care system, evolution of the clinical practice and delivery models, political requirements, 
international market for health-care professionals) that is a paramount challenge.1 For instance, this 
analysis was conducted irrespective of other major trends threatening global health such as the 
economic crisis or the climate changes.  

The ability of predictive modelling to generate accurate long-term workforce capacity projections is 
thus limited.14 In Belgium, the Belgian model is recognised as one of the most complete projection 
model and efforts are currently made to increase the number of interns who specialise as GPs. 
According to a KCE report 313 on the performance of the Belgian health system published in 2019 
(before the COVID-19 pandemic), medical supply is expected to increase more from 2026 onward, 
with an increase in the number of FTEs of almost 8% between 2031 and 2036.63 However, whether 
it will be enough to compensate the increased demand is unknown.63 Furthermore, the reliance on 
foreign HCWs which increased in Belgium these last years could become more difficult in the future 
(and even not ethical). 

Anderson et al. suggested to progress in workforce strategy by drawing on factors from both the 
supply and demand sides and moving away from a focus on individual professions to consider the 
collective health and care workforce and also prioritise the health, morale, and wellbeing of its 
workforce to maximise the recruitment and retention of staff.8 This implies to take into account the 
entire workforce rather than professional groups in isolation (with focus on optimal skill mix and 
integrated services), the productivity of the workforce (emerging new models of care, technological 
advancements, well-being of all members of the workforce, including informal carers) and consider 
changes in health and care needs.8 Some of these propositions were already formulated in several 
KCE reports. For example, reports 290 and 278 recommended a transversal planning of the health 
professions i.e. a transition to simultaneous planning of the health professions between which task 
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delegation is possible or desirable.64, 65 There are also current discussions on practice assistant, 
advanced practice nurses in general practices or other means to alleviate some tasks for GPs.25

Further qualitative and quantitative research may help to further identify and understand these huge 
challenges. 
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5. CONCLUSION 
Several direct and indirect effects of the COVID-19 pandemic on general practices have been 
identified across all countries, including Belgium. There were changes in the demand of care (e.g. 
less routine care at the early beginning, more mental health disorders), in the working process 
(notably with the explosion of telemedicine but also the participation in public health tasks such as 
triage, testing, vaccination…) and in the GPs workforces themselves (e.g. exhaustion, COVID-19, 
burnout). These changes are all the more important as the pre-existing vulnerability of primary health 
care has already been described.  

In the same time, the COVID-19 pandemic is considered as an opportunity to think about some 
changes in the health care system. And this is particularly important for general practices since a 
strong primary health care is critical to make health systems more resilient to future in terms of 
ageing population, growing burden of chronic conditions and also public health emergencies.  

However, many challenges have to be addressed. Regarding the scope of this rapid review, the 
workforce planning, uncertainties and complexity are huge. For example, we do not know whether 
the expected work attrition of GPs will be realized or whether the unmet needs will significantly 
increase the demand of care in general practice. Even the evolution of the organization of the work 
process of GPs is currently questioning by Belgian GPs with the publication of the green paper 
“Together we make change happen!”25 and with the project “New Deal for general practice”. Maybe 
the most important message of this rapid review is that workforce strategy should stop to consider 
each professional group in isolation but rather the whole healthcare workforce, with the possibility of 
task shifting and adaptation to local needs of the population, with the paramount need of investing in 
financial support, mental health, work-life balance, digital infrastructure, etc. in order to maintain or 
improve the attractiveness of the profession of care providers.  
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