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ABSTRACT
Introduction  Access to COVID-19-related care during the 
pandemic deserve attention and study to inform future 
strategies to deal with similar health emergencies in the 
future. We aimed to describe access to care for COVID-19-
related reasons during the first 9 weeks of the pandemic in 
Portugal, to quantify the frequency of remote and in-person 
contacts with healthcare for COVID-19-related reasons and 
to assess the association between individual and context 
characteristics and contacts with health services.
Methods  We conducted an internet-based open cohort 
study with a non-probabilistic sample of 12 006 persons 
aged 16 years or more. One questionnaire was sent daily 
from 23 March 2020 for 9 weeks.
Results  General practitioners (GPs) were the main points 
of contact of patients with health services for COVID-19-
related reasons. In our population, the main drivers found 
for any difference in the probability of contact with health 
services for COVID-19-related reasons were perceived high-
risk contacts, followed by the existence of COVID-19 main 
symptoms. There were 17% more (0.17, 95% CI 0.15 to 
0.18) contacts with health services among participants who 
reported personal contact with a confirmed case, 7% more 
(0.07, 95%CI 0.06 to 0.07) contacts if the contact had been 
with a suspected case and 6% more (0.06, 95%CI 0.05 to 
0.07) contacts among participants who reported COVID-19 
main symptoms in the previous 24 hours. Sociodemographic 
and household factors were not associated with major 
differences in healthcare contacts. The probability of contact 
with any health service for COVID-19-related reasons was 
highest at the beginning of the pandemic.
Conclusion  Most contacts with health services for 
COVID-19-related reasons during the first wave of the 
pandemic were with GPs, highlighting the role of first-
contact care with these clinicians in Portuguese Primary 
Care, particularly in the context of the COVID-19 pandemic. 
Sociodemographic and household factors were not 
associated with major risk differences, suggesting that 
universal coverage and equity worked in our study sample 
at this pandemic stage.

BACKGROUND
The WHO officially declared the novel 
COVID-19 a pandemic on 11 March 2020.1 
Portugal reported its first COVID-19 
confirmed case on 2 March 20202 and the first 
COVID-19 death in the country was reported 
on 16 March 2020. The epidemic peak of the 
first wave was reached on 30 March 2020, with 
grossly 9 cases/100 000 inhabitants reported.3

The Portuguese National Health Service is 
Primary Care based4 and provides universal 
and free coverage for most healthcare services. 
Family doctors/general practitioners (GPs) 
act as gatekeepers before public secondary 
hospital care, and, for most users, they are 
the first contact each time they need care 
for a non-emergent new health problem.5 
Hospital emergency services are open access 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ The WHO’s response plan to the pandemic of 
COVID-19 advised countries to ensure adequate ca-
pacity at their first point of care. However, in many 
countries, the initial response was largely hospital 
centric.

WHAT THIS STUDY ADDS
	⇒ This cohort, assembled to collect daily information 
on different aspects of the life of the Portuguese 
population during the first wave, collected informa-
tion about contacts with health services for COVID-
19-related reasons. Despite the social distancing 
restrictions in healthcare facilities and mandatory 
isolation of many doctors, the Primary Care features 
of first contact with General Practitioners and equity 
worked in the studied sample.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Preparedness plans for future pandemics should en-
sure and foster appropriate capacity of Primary Care 
and of the general practitioner workforce.
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and are deemed overused for non-emergent problems.4 
A national phone hotline conceived for patient-initiated 
first contacts with the national health service, known as 
SNS24, has been operational since 2007. Its purpose is to 
triage problems, guiding individuals towards either self-
care or the appropriate setting (Primary Care or hospital 
emergency services).6

During the first wave of the COVID-19 pandemic in 
Portugal, there was a 6-week lockdown starting on 18 
March 2020, with the closing of non-essential businesses 
and services.7 8 On 2 April 2020, intermunicipal travel 
was banned, airports were closed and border control was 
put in place.8 Lockdown measures were gradually eased 
during May. The Portuguese COVID-19 public health 
response was coordinated by the national Public Health 
authority, Direção Geral da Saúde. From the perspective 
of individual healthcare provision, lockdown measures 
included advice to stay at home and, in case of cough, 
fever or shortness of breath (symptoms suggestive of 
COVID-19),9 to call the person’s GP or the national 
phone line ‘SNS24’, which was made free on 13 March 
2020. The SNS24 phone line had a surge in calls and 
was then boosted with extra staff.10 On 16 March 2020, 
hospitals and family practices were directed to cancel 
non-urgent care and put in place triage systems. Family 
practices switched most in-person contacts to telephone 
and e-mail. Dedicated areas were created, both in the 
community (run by GPs) and hospitals, to assess patients 
presenting with symptoms suggestive of COVID-19.11

Patients deemed to be suspected COVID-19 cases (by 
‘SNS24’ staff, GPs or hospital doctors) were sent to be 
tested and entered into a national database.12 Suspected 
cases without clinical severity criteria for hospital assess-
ment were advised to stay home for self-isolation and 
assigned daily remote follow-up by the respective GP until 
the criteria of cure were achieved.9 Public Health services 
were responsible for the contact tracing of confirmed 
cases.

COVID-19 was the first pandemic to severely hit 
Portugal since the rise of its National Health Service, in 
1979. The Influenza A pandemic in 2009 had a minor 
impact on health services13 and the pandemic before 
that had been caused by influenza back in 1957.14 The 
COVID-19 pandemic was also unique regarding the 
global unprecedented preparedness for the adoption of 
digital technologies.15

According to the lessons learnt from previous 
pandemics,16 17 the WHO’s first preparedness and 
response plan to the pandemic of COVID-19 advised 
countries to ensure adequate capacity at their first point 
of care (usually primary care).18

However, on the ground, reports show that the role of 
GPs in tackling the pandemic varied.19 20 Some severely 
hit countries had an initial approach that was largely 
hospital centric,21 22 focusing on maximising hospital and 
intensive care unit capacity and taking a long time before 
testing was readily accessible from primary care. Like in 
Portugal, worldwide, GPs swiftly switched in-person to 

remote triage and remote consults,23 both for COVID-
19-related problems and other health problems24–27 and 
clinical guidance was adapted to the remote assessment 
of infected patients.28 GPs also took part in COVID-19 
in-person assessment facilities.29–31

Access to COVID-19-related care during the pandemic 
and the barriers and facilitators to this use deserve atten-
tion and study to inform future strategies to deal with 
similar health emergencies in the future. We aimed to 
describe access to care for COVID-19-related reasons 
during the first 9 weeks of the pandemic in Portugal. 
Our specific objectives were to quantify the frequency 
of remote and in-person contacts with healthcare for 
COVID-19-related reasons and to assess the associa-
tion between individual and context characteristics and 
contacts with health services.

METHODS
Study design
The Institute of Public Health of the University of Porto 
(ISPUP) and the Institute of Systems and Computers 
Engineering, Technology and Science (INESC TEC) 
designed an internet-based open cohort study (Diários 
de uma Pandemia, in English, Diaries of a Pandemic) 
that aimed to collect daily information on different 
aspects of the life of the Portuguese population during 
the first wave of the SARS-CoV-2/COVID-19 pandemic 
in Portugal. The procedures for assembling the cohort 
are described elsewhere32 and were as follows. We used a 
dynamic cohort design, with participants being allowed 
to enter and leave the study at any time during follow-up 
and fill in any number of questionnaires, with any perio-
dicity. The study was primarily designed for residents in 
Portugal, even though a minority (n=59) of Portuguese 
nationals living in other countries were also included. A 
non-probabilistic sampling method was used, where the 
dissemination of the survey and a call for participation 
were made primarily through a national daily newspaper 
(PÚBLICO), which published several news pieces on the 
study and posted a temporary banner on their website, as 
well as through the institutional websites of ISPUP and 
INESC TEC, their social network accounts and mailing 
lists. In addition, key opinion leaders were contacted 
to contribute to the dissemination through their own 
networks.

Persons aged 16 years or above were eligible to partic-
ipate. Potential participants were asked to provide an 
email address which was used to generate a unique 
pseudonymised token that directed them to an informed 
consent page. Participation was considered valid only if 
the respondent had scrolled through the whole privacy 
policy and consent document. Each participant was 
resent their unique token every day as part of a reminder 
to fill in that day’s questionnaire. One questionnaire was 
sent daily from 23 March 2020 for 9 weeks. All items of 
the daily questionnaire referred to the prior 24 hours. 
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The questionnaire, including the privacy policy and 
consent forms, is available as an online supplemental file.

Participants with one or more answers to at least one 
of the items relating to contact with health services for 
COVID-19-related reasons (outcome) were selected to 
be included in the current study. The outcome was the 
existence of contact with health services for COVID-19-
related reasons. It was operationalised as dichotomous 
and analysed as any contact and stratified as: (1) any 
remote contact; (2) any in-person contact; (3) remote 
contact with the GP or in-person contact with a family 
practice and (4) in-person contact with public hospitals 
or private clinics. Outcomes were drawn from a series of 
items of the survey querying if, in the past 24 hours, the 
subject had contacted the SNS24 line or his/her own GP 
remotely and if he/she had been in person to either a 
family practice or a public or private hospital. This contact 
had to be specifically related to COVID-19. Time-invariant 
covariates were sociodemographic and household char-
acteristics, which were collected only once, on recruit-
ment. Additional covariates were high-risk contacts and 
COVID-19 main symptoms, which were collected on the 
daily questionnaires. Household context was assessed by 
querying if there was anyone in the household under 10 
or over 60 or with any chronic condition. Perceived high-
risk contacts were assessed by questioning if, in the past 24 
hours, the subject had had personal contact with anyone 
with a confirmed or suspected diagnosis of COVID-19. 
Main COVID-19 symptoms were assessed by questioning 
if, in the past 24 hours, the subject had had a dry cough, 
a temperature above 37.5° or shortness of breath. During 
the study period, and according to the health authority 
guidelines, anyone with a positive test for SARS-CoV-2 was 
considered a COVID-19 case, irrespective of symptoms.33 
Time was also studied as a covariate of interest.

Data analysis
We carried out linear mixed effects modelling to study 
the associations between outcomes and participant 
characteristics, high-risk contacts (with suspected or 
confirmed COVID-19 cases) and the presence of any of 
the three main COVID-19 symptoms, in the 24 hours 
before contact. Our effect measure was risk difference in 
outcomes between exposure groups. We tested variables 
with significant effects for interactions with time, model-
ling interactions with time as a linear, quadratic as well 
as cubic function, due to the multiple factors that could 
affect the outcome. We plotted estimates for the proba-
bility of contact using mixed effects modelling for main 
symptoms and contact with COVID-19 confirmed cases. 
Then we built three models. Model 1 adjusted for socio-
demographic characteristics, household context, contacts 
with anyone with a suspected or confirmed diagnosis of 
COVID-19 and main symptoms. Model 2 adjusted model 
1 further for the interaction between main symptoms and 
time, time2 and time3. Model 3 adjusted model 2 for the 
interaction between contacts with COVID-19-confirmed 
cases and time, time2 and time3.

Missing data were deleted pairwise. The linear mixed 
effects models we used assume missing at random. We 
tested this assumption by performing a Cox regression 
analysis of factors associated with attrition.

Patient and public involvement
Due to the emergent nature of the pandemic, patients 
were not included in the design or conduction of the 
study. In the daily questionnaire, the last question was 
an open-ended one: ‘Feel free to use this space for any 
comments you may have’. Also, an online debate was 
carried in the aftermath of the second wave, including two 
lay people who participated in the survey. The resulting 
participants’ accounts were considered in reporting this 
study.

RESULTS
During the 9-week time frame of our study, there were 
12 006 participants in the Diaries of the pandemic. Of 
these, 11 443 (95%) had data related to the variables of 
interest and were included in the analysis. These partic-
ipants yielded 226 831 observations, corresponding to a 
median of 17 observations per participant (IQR=4–34).

Most of our subjects were higher educated women, 
from the North region of the country, employed and with 
an income they perceived as ‘comfortable’ or ‘enough 
for needs’. Over 40% of households had someone living 
with a chronic disease, and around one-fourth had either 
under 10 and/or over 60-year old (table 1).

In our cohort, retention was higher in women and 
among participants aged over 40 when compared with 
their younger counterparts. Retention was also higher 
among participants from Lisbon, Centre and North 
regions, as compared with those from other regions, and 
among the higher educated participants. Those reporting 
having to mind expenses or insufficient income had a 
lower retention rate than the ones reporting comfortable 
income. Compared with the unemployed, retention was 
higher among participants who were retired. Retention 
was lower among participants living in households with 
children under 10 years, as compared with those without 
children in that age (online supplemental table 1).

Of the study participants, 5.7% became in personal 
contact with at least one person with a confirmed 
COVID-19 infection, and 12.5% with a suspected case at 
least once during the study (table 2). As for COVID-19 
main symptoms, 15.2% of participants reported at least 
one of them. Cough was the most frequent symptom, 
reported on 3% of all observations, while fever and short-
ness of breath together were reported on less than 0.2% 
of all observations.

During the study period, 8.9% of participants had at 
least one contact with any health service. Most often 
(4.5% of participants) this contact was a remote contact 
with their own GP. If it was an in-person contact, most 
often it would be with a public hospital (table  2). 

https://dx.doi.org/10.1136/bmjph-2024-000979
https://dx.doi.org/10.1136/bmjph-2024-000979


4 Granja M, et al. BMJ Public Health 2024;2:e000979. doi:10.1136/bmjph-2024-000979

BMJ Public Health

In-person contacts with family practices were reported by 
2% of participants.

Figure  1 plots the probability of contact with any 
health service, for COVID-19-related reasons, over 
time, according to the existence of main symptoms and 
contacts with confirmed COVID-19 cases. Four cate-
gories are shown: having symptoms and contact with 
confirmed cases, having contact with confirmed cases 
but no symptoms, having symptoms but no contact with 
confirmed cases and having no symptoms nor contact 
with confirmed cases.

The association between the outcome and time was 
non-linear and displayed complex inflections. The 
highest probability of contact with any health service for 
COVID-19-related reasons occurred at the beginning of 
the study. Participants reporting contact with confirmed 
COVID-19 cases had the highest probability of contact at 
all times. Having COVID-19 main symptoms heightened 
this probability further. The lowest probability of contact 
occurred around the end of the third week of the study 
(13 April 2020). Then, the probability gradually rose for 
4 weeks to a flattened lower peak, 1 week after the end 
of the first lockdown (on 11 May 2020). From this date 
on, the effect of having either symptoms or contacts with 
confirmed cases weakened. The probability of contact 
with health services for COVID-19-related reasons 
remained low for participants without COVID-19 main 
symptoms and without contact with confirmed cases.

Table 3 shows the results of the different models on the 
main outcome, contact with any health service (either 
remote or in-person) for COVID-19-related reasons. Risk 
differences are presented multiplied by 100, for read-
ability. High-risk contacts and symptoms were covariates 
with significant and important effects on the outcome. 
The full adjustment heightened the effect of reporting 
personal contact with a confirmed case of COVID-19 
and of having had COVID-19 main symptoms during the 
previous 24 hours. In our population, and compared with 
participants who did not report it, there were 17% more 
(0.168, 95% CI 0.152 to 0.185) contacts with health services 
among participants who reported personal contact with a 
confirmed case, 7% more (0.067, 95% CI 0.064 to 0.071) 
contacts if the contact had been with a suspected case 
and 6% more (0.061, 95% CI 0.054 to 0.067) contacts 
among participants who reported COVID-19 main symp-
toms in the previous 24 hours. Sex and job status also 
showed significant associations with the probability of 
contact with any health service, but the effects were very 
small. There were 0.27% more (0.003, 95% CI 0.000 to 
0.005) contacts with health services among women, as 
compared with men, and 0.76% fewer (−0.008, 95% CI 
−0.011 to −0.004) contacts among students, as compared 
with employed participants. The interaction with time of 
the covariates ‘COVID-19 main symptoms’ and ‘contacts 
with confirmed COVID-19 cases’ was confirmed in the 
adjusted models. For participants with contacts with 
confirmed cases or any main symptoms, time had a very 

Table 1  Characteristics of study participants (n=11 443)

n (%)

Sex

 � Women 8276 (72.3)

Age

 � <40 years 5482 (47.9)

 � 40–59 years 4700 (41.1)

 � 60+ years 1261 (11.0)

Region

 � North 6951 (60.7)

 � Lisbon 2209 (19.3)

 � Centre 1491 (13.0)

 � Others 792 (6.9)

Educational level

 � Higher educated 8894 (77.7)

Income

 � Comfortable 3544 (31.0)

 � Enough for needs 4601 (40.2)

 � Has to mind expenses/not enough 3298 (28.8)

Working status

 � Employed 7941 (69.4)

 � Student 1591 (13.9)

 � Retired 627 (5.5)

 � Unemployed 364 (3.2)

 � Other 920 (8.0)

Chronic disease in household 4722 (41.3)

Over 60s in household 3075 (26.9)

Under 10 in household 2575 (22.5)

Table 2  Participants who reported at least one contact 
with any health service, one contact with a suspected or 
confirmed COVID-19 case or the presence of any COVID-19 
main symptoms (n=11 443)

n %

Any main COVID-19 symptoms 1739 15.2

At least one contact with

Someone with confirmed COVID-19 654 5.7

Someone suspected of having COVID-19 1425 12.5

Any health service 1024 8.9

  �  Remote contact 757 6.6

   �   SNS24 hotline 411 3.6

   �   GP 516 4.5

  �  In-person contact 503 4.4

   �   Family practice 189 1.7

   �   Public hospital 247 2.2

   �   Private hospital 174 1.5

GP, general practitioner; SNS24, national hotline.
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small but significant negative effect on the probability of 
contacting any health service.

Table  4 shows the comparative results of the fully 
adjusted models (M3) on the four secondary outcomes: 
remote contacts, in-person contacts, contacts with GPs 
(remotely) or family practices (in-person) and in-person 
contacts with public hospitals or private clinics, for 
COVID-19-related reasons. When modelling for any of the 
secondary outcomes, high-risk contacts with suspected 
or confirmed COVID-19 cases and COVID-19 main 
symptoms retained significant, but smaller, effects. The 
female sex retained its small effect. The small negative 
effect of being a student was retained as well. Some new 
significant effects of some covariates arose, but they were 
all of a very small size (below 0.5%). When compared 
with living in the North region, living in regions other 
than the North, Lisbon or Centre was significantly and 
inversely associated with remote contacts with any health 
service. When compared with living in the North region, 
living in the Lisbon region was inversely associated with 
contacts with GPs (remotely) and/or family practices 
(in-person). When compared with living in the North 
region, living in the Centre region was associated with 
more in-person contacts with public hospitals and/
or private clinics. Living in a household with someone 
with a chronic condition, compared with not living 
with anyone with a chronic condition, and reporting 
an income like ‘has to mind expenses’ or ‘not enough’, 
when compared with reporting a ‘comfortable’ income, 
was associated with more remote contacts and with more 
contacts with GPs (remotely) and/or family practices 
(in-person). Compared with not living with a child, living 
in a household with a child under 10 years old was asso-
ciated with more remote contacts. The interaction with 
time of the covariates ‘COVID-19 main symptoms’ and 
‘contacts with confirmed COVID-19 cases’ was confirmed 
in the adjusted models of the secondary outcomes, with 
one exception. The interaction with time of having main 
symptoms lost any effect on contacting public hospitals 

or private clinics in person for COVID-19-related reasons. 
Online supplemental tables 2–5 show the results of the 
different models on the four secondary outcomes.

DISCUSSION
Main findings
In this cohort, during the first wave of the COVID-19 
pandemic in Portugal, GPs were the main points of contact 
for patients with health services for COVID-19-related 
reasons. This is consistent with the role of Primary Care 
as a pillar of the Portuguese National Health Service.34 
Data from our later study in a municipality in the north 
of Portugal also showed a high prevalence of adoption of 
first-contact care with GPs.5 This result also agrees with 
the specific role of primary care during pandemics.17 35 
Such a role needs to be considered in future pandemics 
before pondering the diversion of the GP workforce to 
cover other areas and tasks.

Participants with COVID-19 main symptoms (n=1739) 
largely exceed those who made any contact with health 
services for COVID-19-related reasons (n=1024). In the 
open comments section of the questionnaire, some 
subjects reported having tried to contact health services 
but not being able to get through.36 This was also reported 
in the media during the first wave.37 Participants might 
also choose not to contact any health services, either 
because they were not willing to be tested for COVID-19 
or to self-isolate. This could happen in fear of loss of 
income or autonomy, a concern voiced by some study 
participants.36 Another explanation could be the contact 
not being captured by the questionnaires if it was made 
later, on a day in which the subject did not fill out the 
questionnaire. However, some participants reported that 
on the days when there were contacts with healthcare, 
they felt it was more worthwhile to fill out the question-
naire and report it.

The main drivers found for any difference in the proba-
bility of contact with health services for COVID-19-related 

Figure 1  Probability of participants contacting any health service for COVID-19-related reasons, over time and according to 
the existence of COVID-19 main symptoms or contact with a confirmed COVID-19 case.

https://dx.doi.org/10.1136/bmjph-2024-000979
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reasons were perceived high-risk contacts, followed by the 
existence of COVID-19 main symptoms. This agrees with 
the findings of a survey that the majority of the popu-
lation perceived themselves as at high risk of COVID-19 
in the first 2 weeks of the pandemic,38 while active cases 
kept below 1% for the whole study period.39 Sociodemo-
graphic and household factors were not associated with 
major differences in healthcare contacts. This may mean 
that universal coverage and equity worked in the studied 
sample, during the first wave of the pandemic. An assess-
ment of access to healthcare in Portugal found that 
cancellations of healthcare services in the first pandemic 
year were more equitable than those in 2021.40 This is 
an important finding because social distancing41 and the 
shift to telehealth42 had the potential to widen inequities. 
However, these results cannot be generalised to the rest 
of the population in Portugal.

The association between time and the outcome was 
a cubic function. The highest probability of contact 
with any health service for COVID-19-related reasons 
occurring at the beginning of the study (23 March 
2020) matches the first days of the first lockdown. The 
lowest probability of contact occurred around 13 April, 
by the end of the third week of the study and 2 weeks 
after COVID-19 incidence peaked, and an aggravation 
of restrictions followed. Then, the probability gradu-
ally rose again, but keeping lower than the probability 
of contact in the beginning of the study. This new 
rise in the probability of contact with health services 
for COVID-19-related reasons lasted for 4 weeks, up 
until around 11 May, 1 week after the end of the first 
lockdown. By then, the first wave peak of active cases 
was reached.39 The effects of reporting contact with 
suspected COVID-19 cases and COVID-19 main symp-
toms started to decline in the last 2 weeks of the study, 
1 week after the restrictions were eased.8

Strengths and limitations
Study strengths include the longitudinal approach, the 
large sample size and number of observations and the 
availability of data that were real-time accounts of the 
early pandemic times. We focus on contact between 
individuals and healthcare services, shedding light on 
how and where people reach care early in a pandemic. 
Reaching care is a key dimension of accessibility that 
might be threatened during a pandemic, with increasing 
case incidence, shortages in staff and personal protective 
equipment and an urge to minimise transmission.

As for limitations, the non-probabilistic sampling, 
aiming at a real-time outreach of people’s perceptions 
and decisions during a much uncertain time, yielded 
a set of participants that differs from the Portuguese 
population regarding education levels, with highly 
educated study subjects being overrepresented, as 
reported in a similar study.43 Also, we found reten-
tion in our cohort to be related with being a female, 
aged over 40, living in the Lisbon, Centre and North 
regions, having higher income and being retired. P
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These findings, in line with known determinants of 
attrition,44 45 prevent the generalisation of our results 
to the whole population in Portugal. However, the fact 
that, in our sample, the proportion of COVID-19 cases 
was similar to the Portuguese population, argues for a 
partial representativeness. Also, in a cohort overrepre-
senting the higher educated, a bias towards less adop-
tion of first-contact care with a GP would be expected.5 
Yet, notably, GPs remained the main point of contact 
of patients with health services for COVID-19-related 
reasons. The questionnaire also had limitations. Data 
on the severity of symptoms were not collected, because 
in the early weeks of the pandemic in Portugal, the 
National public health agency directions publicised 
the triad of cough, fever and shortness of breath as 
the typical COVID-19 symptoms to beware of, with no 
specifications about its severity. If available, data on 
the severity of symptoms could help us understand the 
appropriateness of the choice of which health service to 
contact. Remote contacts with hospitals were launched 
early in the pandemic but also this was not captured 
in survey questions. However, we argue that remote 
contacts between the population and public hospitals 
were minimal at this stage because they occurred only 
on provider initiative and most non-urgent hospital 
activity had been cancelled. Also, in person contacts 
with family practices did not discriminate if they were 
with a GP or with other healthcare worker. Knowing 
this would build up our main result that the majority 
of contacts with health services for COVID-19-related 
reasons during the first wave of the pandemic were 
with GPs. As for remote contacts, the questionnaire 
did not disaggregate them into patient versus provider 
initiated. As, during the study period, GPs had been 
directed to proactively contact suspected and confirmed 
COVID-19 cases, it would have been of interest to 
understand which was which. Patient-initiated contacts 
are more likely to portray patients’ agendas and needs 
and therefore work better at gauging realised access. 
For this purpose, querying about unsuccessful attempts 
to contact any health service for COVID-19-related 
reasons could have yielded relevant insights.

CONCLUSIONS
We conclude that, in this cohort, during the first wave 
of the COVID-19 pandemic in Portugal, GPs were the 
main points of contact of patients with health services 
for COVID-19-related reasons. This suggests that the role 
of first-contact care in Portuguese Primary Care remains 
crucial in a pandemic like COVID-19.

Perceived high-risk contacts, such as those with 
confirmed or suspected cases, were the factors more 
strongly associated with the probability of contacting 
healthcare services for COVID-19-related reasons. Having 
COVID-19 symptoms in the previous 24 hours was also 
associated with the probability of contact. Sociodemo-
graphic and household factors were not associated with P
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major risk differences, suggesting that universal coverage 
and equity worked in our study sample during the first 
wave of the pandemic.
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