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ABSTRACT
Objective  The aim of this study was to explore how the 
COVID-19 pandemic changed the working conditions of 
physicians in Swedish primary healthcare.
Design  This is a descriptive, qualitative study with 
individual semistructured interviews. Data were analysed 
using inductive content analysis.
Setting  Swedish primary healthcare units in both rural 
and urban areas.
Participants  A total of 11 primary care physicians fulfilled 
participation.
Results  Two main categories emerged: ‘work 
organisation and routines’ and ‘psychosocial work 
environment’, containing three and five subcategories, 
respectively. The pandemic enforced changes in work 
organisation and routines. Increased flexibility, including 
more patient-oriented delivery of care, and novel means 
of interorganisational and intraorganisational interactions 
were perceived as positive by physicians. The pandemic 
also caused several changes in physicians’ psychosocial 
work environment. Increased workload, information 
overload, as well as ethical considerations and feelings 
of uncertainty made the work environment stressful for 
physicians.
Conclusions  The COVID-19 pandemic affected the 
working conditions of physicians in Swedish primary 
healthcare in numerous ways. The pandemic enforced 
changes in work organisation and routines for physicians 
in primary healthcare. Further research is needed 
to investigate how the pandemic will affect primary 
healthcare in the longer term. Learning from the pandemic 
is important because this will not be the last crisis that 
primary care and its healthcare professionals will face.

INTRODUCTION
COVID-19 has had an enormous impact on 
healthcare systems worldwide, with crowded 
wards and intensive care units.1 2 The spread 
of COVID-19 has required measures such 
as closing of borders, self-quarantining and 
social distancing.3 The pandemic has also 
prompted many changes in organisational 
processes and working routines in health-
care and has had an impact on the work 

environment in the healthcare sector.4 For 
many healthcare workers, the pandemic 
has led to increased psychological distress. 
Healthcare workers have had to continuously 
assimilate new information and guidelines.5–8 
In addition, insufficient personal protective 
equipment has had a negative effect on the 
work environment.4 9 10

The media focus during the pandemic has 
been on healthcare workers in intensive care 
units and emergency rooms.8 11–13 However, 
only a small proportion of patients with 
COVID-19 are hospitalised. Primary health-
care has managed the largest share of COVID-
19-related care.1 Primary healthcare handled 
patients infected with, or potentially infected 
with, the coronavirus and carried out exten-
sive testing for COVID-19 among citizens and 
are continuously doing so. Hence, the impact 
on healthcare workers in primary healthcare 
is substantial.14 15 Many changes have been 
instigated in primary healthcare in many 
countries worldwide, including Sweden, 
to maintain the safety of both the patients 
and the healthcare workers.2 4 16 Instead of 
meeting patients face to face, telephone or 
video consultations are taking place and 
sometimes contact by email.4 8 15 17 18

Changes in response to the COVID-19 
pandemic can cause stress and may add to 

Strengths and limitations of this study

	► To our knowledge, this is the first study on the ef-
fects of COVID-19 on the working conditions of pri-
mary healthcare physicians in Sweden.

	► A multidisciplinary research team conducted the 
study.

	► The small number of participants (N=11) could be 
considered a limitation.

	► Participation was based on physicians’ interest in 
the subject, which can affect the results.
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existing problems with working conditions in primary 
healthcare. Previous primary healthcare research has 
documented problems with heavy workload, large admin-
istrative burden, poor job control, poor job satisfaction, 
understaffing and high staff turnover.19–22 Studies have 
also found that problems with working conditions can 
lead to reduced quality of patient care and patient safety.23

Against the backdrop of changes in primary health-
care incurred by the COVID-19 pandemic, the aim of 
this study was to explore primary healthcare physicians’ 
experiences of the changes in working conditions in 
response to the pandemic. This knowledge is important 
because previous research has documented many work-
related problems in primary healthcare even before the 
pandemic.19–22

METHODS
Study design and setting
We used a qualitative approach based on 11 semistruc-
tured interviews with physicians from different primary 
healthcare units in four regions in Sweden. Individual 
interviews were considered the most relevant method to 
obtain information on how the pandemic has affected the 
daily work and the consequences for the work environ-
ment in primary healthcare. Our approach was explor-
ative as we wanted to gain insights into physicians’ own 
experiences and what they considered most important.

The Swedish healthcare system is divided into 21 
regions. Primary healthcare centres are either publicly 
or privately managed and mainly funded by taxes. In 
2019, 44% of 1140 primary healthcare settings in Sweden 
were privately managed.24 Primary healthcare in Sweden 
is responsible for first-line healthcare, treatments and 
diagnosis, as well as prevention of diseases for the whole 
population.

Recruitment of participants
We used a purposeful sampling strategy to achieve a 
diverse sample with regard to size (number of listed 
patients) and location (in terms of rural/urban location 
and different regions of Sweden) of primary healthcare 
centres. The purpose was to capture a broad range of 
experiences concerning working conditions to improve 
the trustworthiness of the study.

We approached six regions in Sweden by email to 
recruit participants for the interviews. In three of the 
regions, the person responsible for research in the 
primary healthcare organisation was contacted with brief 
information about the study aim and method as well as an 
enquiry about participation. For the three other regions, 
we asked key persons to either forward our request for 
interviews to other persons within their organisation or if 
they could assist us in the recruitment of participants. Six 
regions were approached, of which four agreed to partic-
ipate. Two regions did not respond. The four regions are 
located in the middle and southern parts of Sweden.

Physicians in the four regions were approached to take 
part in the study in slightly different ways, depending on 
the local management and who were the contact persons 
for the primary healthcare organisation. Still, the recruit-
ment adhered to our purposeful sampling strategy of 
involving physicians from different locations, working in 
different-sized primary healthcare units.

We approached 15 physicians and 11 agreed to partici-
pate in the study (table 1).

The participants gave written informed consent and 
were assured of confidentiality and that their full iden-
tity would not be known to anyone but the researchers. 
By signing the informed consent, the participants also 
approved storage of their email address to enable the 
research team to contact them again for follow-up 
interviews.

Economic compensation of 1000 Swedish kronor, 
approximately US$116 per participant, was paid to the 
unit to which the participants belonged to cover some of 
the cost of working time. No individual received payment. 
Transcripts are stored on the authors’ password-protected 
computers and no unauthorised persons have access to 
the data.

Data collection
A semistructured interview guide was developed by the 
authors with questions regarding various changes caused, 
directly or indirectly, by the pandemic. Examples of ques-
tions are: what changes have been made in the primary 
healthcare unit with regard to the coronavirus pandemic; 
what experiences have affected participants the most; 
how their working conditions have been affected; how 
psychosocial relations have been affected; and how coop-
eration with other units worked.

The interview guide was tested in one pilot interview 
(not included in the study). The pilot interview yielded 
relevant information and did not lead to any revisions 
of the interview guide. However, after conducting two 

Table 1  Participant characteristics

Characteristics n (%)

Sex

 � Male 7 (64)

 � Female 4 (36)

Level of medical training

 � Specialist in general medicine 10 (91)

 � Resident in general medicine 1 (9)

Employment position

 � Medically responsible physician* 7 (64)

Age (years)

 � 35–42 6 (55)

 � 43–66 5 (45)

*Responsibility for patient safety and the healthcare provided at 
their unit.
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interviews, we recognised the need to add a question 
that specifically addressed participants’ perception of the 
workload due to the pandemic in their primary health-
care unit.

The interviews were conducted by two female 
researchers (HF and KS) between September and 
December 2020. Each interview lasted between 23 and 
54 min. Ten interviews were conducted via videoconfer-
encing software and recorded both by audio and video. 
One interview was conducted via telephone. All inter-
views were transcribed verbatim and labelled with a code. 
No field notes were taken. The transcripts were then 
examined by HF and KS to ensure their accuracy. None 
of the participants was known previously to either of the 
researchers performing the interviews.

Analysis
The interviews were analysed with conventional content 
analysis according to Hsieh and Shannon.25 This method 
is considered appropriate when there is limited research 
or knowledge of a phenomenon. In conventional content 
analysis, the categories are grounded in the experiences 
of the participants and knowledge is derived from the 
data. The research group is experienced in qualitative 
research and has published many studies using this anal-
ysis method. Initially, all authors read all interviews to 
achieve an understanding of the whole. Following this 
step, HF read the interviews with physicians to identify 
keywords and concepts. After coding by HF, subcategories 
emerged and were sorted into main categories. After the 
initial coding and categorisation, HF and JS met virtually 
to review the findings. The other researchers were then 
invited to discuss the interpretation, and after several 
meetings and email correspondence consensus was 
reached. The participants did not give feedback during 
the analysis but were informed about the availability of 
the final results.

Patient and public involvement
No patient was involved since the study exclusively 
concerns physicians.

RESULTS
Eleven physicians in primary healthcare participated in 
this study (table 1). All participants were either specialists 
or residents in primary care medicine. They worked in 
primary healthcare units located in both rural and urban 
areas of the middle and southern parts of Sweden.26 Seven 
of the participants had leading positions in their unit, 
including overall medical responsibility. The median age 
was 42 years (range, 35–66 years) and 36% were female.

Analysis of the data yielded two categories and eight 
subcategories (table  2). The results of the analysis for 
each category and subcategory are presented in the 
following sections.

Work organisation and routines
The pandemic influenced physicians’ daily work in 
terms of coordination, planning and execution of work 

tasks, changes in routines, and collaboration between 
and within units. The participants also had to adjust to 
new physical structures of the workplace, the ambition 
being to limit the spread of the virus in the unit. This 
sectioning of workplaces made collaboration between 
colleagues and tutorials of resident physicians more 
difficult to manage. This category consists of three 
subcategories.

Increased flexibility in delivery of care
The participants described increased flexibility and possi-
bilities for more individual solutions for patients because 
of the pandemic. Some of the patients received a home 
visit by their physician, and other medical issues were 
taken care of over a phone call or a video contact. The 
participants experienced these solutions to be feasible 
and acceptable as an effect of the pandemic. Both 
patients and colleagues in primary healthcare were posi-
tive towards the individualised delivery of care. According 
to participants, many patients expressed gratitude when 
meeting their physician at home, engendering a sense of 
job satisfaction among the physicians.

When we started with home visits, the patients ap-
preciated that a lot. They got overwhelmed when 
we came to their home, ‘oh, can you come home to 
me, that is amazing’. So, it feels very nice to be able 
to offer it and to get this appreciation. (Participant 
2)

The participants also described more flexible solu-
tions regarding medical rounds with municipality nurses. 
Instead of regular visits to nursing homes, the medical 
rounds could now be handled digitally or by telephone to 
minimise visitors in the nursing homes. Participants also 
described increased flexibility in terms of being able to 
work from home with mild symptoms.

Yes, we have worked considerably more by telephone 
but also by digital consultations with video with pa-
tients. We have also used digital media through vid-
eo for medical rounds with nurses in retirement 
homes; normally we visit them so that is a big change. 
(Participant 6)

Table 2  Categories and subcategories

Increased
Increased and 
decreased

Work 
organisation 
and routines

Flexibility in delivery 
of care

Patient interactions

Interorganisational 
and intraorganisational 
interactions

Psychosocial 
work 
environment

Workload Decisional latitude

Information load Social support

Uncertainty and 
ethical concerns

 �
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Increased and decreased patient interactions
Early in the pandemic, in March 2020, the influx of 
patients to the primary healthcare units reduced tempo-
rarily. The participants were told to cancel all appoint-
ments with patients older than 70 years old to protect 
these most vulnerable patients. Consultations changed 
from face-to-face interaction to telephone and digital 
meetings. Annual appointments with patients were 
cancelled because many of the patients belonged to risk 
groups.

In early spring, there were a lot of patients who were 
worried; they cancelled their appointments because 
they were afraid of getting infected. Our waiting 
room was completely empty, so this was probably the 
safest place in town when it came to not getting in-
fected. (Participant 2)

The participants described how, in trying to minimise 
the spread of the virus, the patients’ ‘physical’ path 
through the primary healthcare units had to be changed 
rapidly, often from one day to the next. The primary 
healthcare units had to establish separate entrances or 
external facilities such as tents or outdoor sheds to be 
able to admit patients with infectious symptoms. Further-
more, employees were distinguished as ‘dirty’ or ‘clean’; 
the ‘dirty’ clinicians handled suspected infectious cases. 
However, this way of organising the work led to difficul-
ties. For example, it was more difficult for resident physi-
cians working with infectious patients to ask for help when 
encountering medical problems. It was also sometimes 
difficult to spare healthcare workers to observe patients 
with a medical emergency, for instance, while waiting for 
an ambulance.

The most evident change is that we have a special en-
trance for patients with infectious symptoms; we also 
have two specific rooms for these particular patients. 
(Participant 7)

Increased and decreased interorganisational and 
intraorganisational interactions
The participants experienced increased cooperation with 
external units as a result of the pandemic; for example, 
cooperation with municipality-based care of the elderly 
increased in both nursing homes and home-based care. 
The increase in cooperation was considered a positive 
result of the pandemic and something the participants 
would like to see continue. Several participants initi-
ated training together with municipal healthcare, which 
involved training the employees in home-based care and 
retirement homes, teaching them about, for example, 
hygiene routines and how to reduce spread of the virus. 
The participants believed this interaction would not 
have taken place without the pandemic. There were also 
new contacts and interactions established with other 
community actors to prepare for adverse consequences 
of the pandemic, for example, with churches, funeral 
homes and fire brigades. These interactions involved 

preparation for mass testing as well as planning on how to 
handle deceased patients. The participants believed the 
new interactions were positive, strengthening the role of 
primary healthcare in the community and contributing 
to a feeling of not being alone in the difficult situation 
caused by the pandemic.

In my opinion, cooperation with the municipal 
healthcare has improved. Earlier, I did not even know 
the name of their supervisor. Now I have spoken on 
the phone directly with the person in charge several 
times. Through our initiative, we went out to the mu-
nicipal units to establish contact to build on for the 
future. (Participant 5)

The pandemic also caused cooperation with hospitals 
and specialised care to deteriorate because some units 
returned patient referrals (from primary healthcare) with 
the explanation that they were unable to treat the patients 
‘due to the pandemic’. Primary healthcare thus had to be 
responsible for some patients with few or no instructions 
on how to handle their conditions. This increased the job 
demands for the participants and caused concern as to 
whether patient safety was in jeopardy due to insufficient 
medical treatment and the risk of missing progressive 
cancer diseases. Even units of specialised care that, in the 
participants’ opinion, were suitable for digital consulta-
tions with patients, such as psychiatric divisions, cancelled 
their appointments with patients and ceased accepting 
referrals.

This certain unit at the hospital admitted patients to 
our primary care unit and justified this with answers 
saying that the patients should be handled in prima-
ry care due to the corona pandemic. This was a sys-
tematic referral of patients from specialized units in 
hospitals to primary care units. I’ve never seen such 
number of referrals from the hospital to our unit. 
(Participant 9)

It was not only cooperation between units that changed 
due to the pandemic. The participants’ own primary 
healthcare units also had to make several changes with 
regard to internal meetings and education to ensure the 
work environment was safe from spreading the virus. 
Physical workplace meetings and training were replaced 
by digital meetings, which opened up the possibility of 
participating from home. The opportunity to participate 
in meetings and educational events digitally was consid-
ered positive by some participants because they saved 
time; they did not have to travel to and from meetings.

But I’m glad to attend meetings digitally, not least to 
avoid travelling time. (Participant 11)

Shortage of technical equipment such as computers to 
enable participants to work from home was a problem 
identified by participants.

And then we had another technical problem. We 
had managed with two webcams and two headsets, 
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but now everyone wanted to have these and then 
they were not available in all of Sweden, apparently. 
(Participant 2)

Psychosocial work environment
The psychosocial work environment category encom-
passes five subcategories. Increased workload concerns 
how the pandemic influenced participants’ workload. 
Increased information load deals with how the partic-
ipants perceived and were affected by the information 
that emerged in response to the pandemic. The partici-
pants experienced the information load overwhelming, 
with information emerging from a multitude of sources 
and too frequently. Increased uncertainty and ethical 
concerns include various forms of concerns that the 
participants experienced in relation to the pandemic. One 
such concern was related to decisions regarding which 
patients to prioritise for physical consultation. Increased 
and decreased decisional latitude refers to participants’ 
opportunities to influence their work situation during 
the pandemic. Increased and decreased perceived social 
support concerns the influence of the pandemic on social 
relationships at work and in general. Participants experi-
enced an increased closeness with colleagues, with earlier 
conflicts being possible to put aside when jointly trying to 
cope with the ‘mutual enemy’ in the form of COVID-19.

Increased workload
The workload in primary healthcare increased due to 
the pandemic, for example, time required to answer 
questions from both colleagues and patients. Because 
COVID-19 was new to the participants as well, it forced 
them to read and study the subject after regular working 
hours to be able to handle all the questions. The partic-
ipants described their working situation as untenable 
and they expressed great concern regarding colleagues’ 
ability to endure in the long run.

In my opinion, on the whole, it [the pandemic] is an 
extra layer of something you always have to consider 
in your daily work. And that’s a burden in itself. It’s 
quite a heavy burden sometimes, and it takes a lot of 
energy from you. (Participant 10)

Some participants saw colleagues getting exhausted 
and forced to take sick leave as a result of the job strain 
caused by the pandemic. The participants lamented the 
difficulties of combining their regular primary healthcare 
work tasks with taking on and handling all the COVID-
19-related work tasks, including testing, infection tracing, 
handling an overwhelming number of questions from 
colleagues and patients, as well as making assessments of 
patients with potentially critical illnesses. Although the 
participants had seen cancellation of most regular care 
during spring, the work situation worsened considerably 
in the autumn of 2020, when patients began returning 
in normal or even larger numbers to primary healthcare. 
Some of the participants expressed that care postponed 

from the spring could not wait any longer when autumn 
came.

Both physicians and nurses are tired now, and now 
that we’re reopening, the pressure from patients in-
creases – what could wait 6 months ago, no longer 
can wait. (Participant 1)

Increased information load
Participants described an overall overload of information 
related to COVID-19. This information could be contin-
uous updates from day to day of when and who to test 
for SARS-CoV-2. All this information generated stress and 
caused participants to devote considerable time to read 
and digest new directives. According to the participants, 
the information came from several different sources, 
such as different management levels in the healthcare 
organisation and public authorities. The directives were 
not always consistent, causing confusion and discussion 
among the healthcare workers. Many participants were 
uncertain regarding which information was most relevant 
or recent and what guidelines were most up to date and 
which were outdated. The participants were also affected 
by their patients seeking information and directives from 
authorities to the population. The participants described 
how patients heard one thing from the press conferences 
held by the Public Health Agency of Sweden one day and 
then the next day the primary healthcare unit was over-
whelmed with phone calls and questions about new guide-
lines concerning testing, quarantine and immunisation.

It’s the same thing with all these changes as well. One 
day it’s supposed to be in this way but the next day it’s 
supposed to that way…And the fact is that the guide-
lines can be different nationally, regionally and even 
here within our own unit. (Participant 10)

According to the participants, the information received 
was too much, too often and from too many sources and 
much of it was unnecessary, for example, daily reports on 
the number of hospitalised patients and patients in the 
intensive care unit.

Increased uncertainty and ethical concerns
The participants described various forms of uncertainty 
and challenging considerations caused by the pandemic. 
Deciding which patients to prioritise for a physical appoint-
ment at the healthcare unit created ethical concerns for 
the participants. Due to the risk of viral transmission, 
inperson contact was reduced during the first wave of the 
pandemic in the spring of 2020. However, some patients 
had to physically meet their physician and it could be 
difficult for the physician to decide which patients had 
the most important medical needs.

The ethical issues, ‘which patient am I supposed to 
prioritize for a visit here’? (Participant 2)

At the beginning of the pandemic, the participants 
experienced a great deal of uncertainty about the hygiene 
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routines and the personal protective equipment. There 
were also concerns and stress due to an obvious lack of 
equipment. Some participants underscored the respon-
sibility the regions have when it comes to providing 
personal protective wear such as gloves, aprons and face 
shields because they had previous experiences of equip-
ment running out of stock with negative consequences 
for the work environment. The participants described 
how the primary healthcare organisation was unprepared 
for the scenario of a pandemic and how that unprepared-
ness violated their working conditions in a negative way.

We need to organize preparedness for upcoming 
pandemics so there are enough supplies in stock. As 
it was in the beginning…it was a catastrophe/disaster. 
(Participant 7)

No one knew how or what. Are we supposed to wear 
facial masks? Are we supposed to wear a mouth guard? 
Are we not supposed to wear a mouth guard? We 
know that we should wash and disinfect our hands, 
but were we supposed to wear an apron? And the fact 
that there was a big lack of personal protective equip-
ment was a stressor. (Participant 6)

Participants also expressed that they felt uncertainty 
regarding the risk of being infected by SARS-CoV-2. 
These worries diminished over time and few of the partic-
ipants expressed that they felt stressed or anxious about 
contracting the virus after a few weeks.

In the beginning, everything was very uncertain, how 
does it [the virus] transmit, what hygiene routines are 
we supposed to have, which materials should we use, 
are there sufficient materials? There was a lot of fear 
and worries about that before the routines were es-
tablished. And then there was extensive fear among 
us; some elderly colleagues who did not want to work 
with contagious patients. But this has all calmed down 
now, but in the beginning, there was, of course with 
all due respect, a lot of worry and fear regarding the 
disease. (Participant 7)

Increased and decreased decisional latitude
Some participants felt that the pandemic increased their 
opportunity to influence decisions regarding working 
conditions in their own primary healthcare unit. However, 
they did have to adhere to many top-down instructions, 
such as testing a certain number of patients or separating 
infectious from non-infectious patients. In some cases, 
participants questioned decisions coming from higher 
levels because they did not agree that the primary health-
care unit should be responsible for, for example, infection 
tracing in the community. When they expressed these 
opinions, they usually felt listened to and the additional 
work tasks were withdrawn. On the other hand, some 
participants mentioned limited ability to influence other 
tasks, such as a central decision to test for SARS-CoV-2 
antibodies. Participants considered this antibody testing 
as unnecessary but still had to prepare for the work. Then 

the decision on antibody testing was withdrawn, leaving 
participants frustrated because the units had planned 
and put a lot of energy into making it work.

We have managed. We had multidisciplinary meet-
ings every week - talking through what had worked 
and not… what needed to be changed and so on. It 
worked perfectly fine. (Participant 3)

Increased and decreased perceived social support
The participants experienced an overall increase in 
social support between colleagues in their primary 
healthcare unit. They perceived colleagues to be more 
helpful, caring and understanding than before the onset 
of the COVID-19 pandemic. Several of the participants 
expressed a sense of loss in not being able to see colleagues 
as before due to social distancing restrictions, both in the 
workplace setting and outside of work. Social distancing 
entailed less physical contact between colleagues because 
spontaneous hugs and other forms of physical closeness 
ceased almost completely, which was a significant loss for 
some participants.

I think the ‘team spirit’ in our group has strength-
ened; a bit of ‘us-and-them’ feeling has been solved. 
The group has been more cohesive. (Participant 1)

Some participants raised concerns about lack of support 
for their hard work from the population in general and 
from the media, which focused almost exclusively on 
specialised care. This lack of recognition created a sense 
of frustration among healthcare workers in primary 
healthcare.

I don’t begrudge all the heroes in hospitals their ap-
preciation, but there are a lot of heroes outside the 
hospitals as well. They never get the attention they 
deserve. (Participant 9)

DISCUSSION
The aim of this study was to explore primary healthcare 
physicians’ experiences of the changes in working condi-
tions in response to the pandemic. To the best of our 
knowledge, no study with the same intention has previ-
ously been published. This underscores the relevance of 
our study in highlighting the experiences of primary care 
physicians. We found that the pandemic has affected the 
working conditions in numerous ways, causing several 
changes in physicians’ work organisation and routines, as 
well as in their psychosocial work environment.

Regarding the psychosocial work environment, our 
findings show that physicians’ workload increased due to 
the pandemic. This is consistent with earlier pandemic-
related findings which have shown that increased 
workload, risk of getting infected and lack of personal 
protective equipment make physicians concerned about 
their own health.27 These findings raise concern because 
problems with working conditions in primary healthcare 
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were already known and documented by research before 
the onset of the COVID-19 pandemic.20 28 29 Our findings 
suggest the importance of investigating the long-term 
effects of the pandemic on the working conditions of 
physicians in primary healthcare.

The participants described the COVID-19-related work 
with testing, routines and infection tracing as difficult 
to administer. Some of the physicians interviewed for 
our study reported seeing colleagues getting ill due to 
the increased workload caused by the pandemic. These 
findings are in line with prepandemic research showing 
negative effects of high levels of administrative tasks in 
the psychosocial work environment of physicians.21 30 The 
changes in working condition caused by the pandemic 
generated feelings of uncertainty and ethical concerns 
among the physicians. Research has shown that the pres-
ence of ethical distress can negatively affect professional 
quality of life and increase employee turnover inten-
tions.31 It is also well known that change, in general, can 
be challenging because it contradicts our basic need for a 
stable environment and can create anxiety about how we 
will be affected.32

Another finding of our study was the high information 
load due to the pandemic, adding to the already heavy 
workload in primary healthcare. Despite the amount and 
availability of information, the participants were uncer-
tain about what guidelines or instructions they should 
adhere to. These findings are in line with earlier research 
that has documented that receiving too much informa-
tion can lead to fatigue, stress and impaired decision 
quality, as well as ignorance of the information.33–35 The 
participants in our study wished for less frequent and 
more succinct information. Kain and Jardine36 showed 
that family physicians in Canada had similar expecta-
tions when it came to communication and information 
retrieval in public health crises, for example, the outbreak 
of severe acute respiratory syndrome. Setting up units 
that healthcare professionals can consult with questions 
regarding testing, quarantine, personal protective equip-
ment and more has previously been shown to be helpful 
for primary care physicians.37

Despite the many reported drawbacks with the working 
conditions, we also found that the pandemic led to posi-
tive changes, according to the physicians. More flexible 
care delivery with opportunities to work from home or 
meeting patients in their homes or via digital solutions 
was mentioned. Some of these changes facilitated a more 
individualised care provision adapted to what suited the 
patients best. This development is in line with the poli-
cies of the Swedish government and public authorities 
to achieve a more patient-centred healthcare that uses 
digital solutions for seeing patients.38 According to the 
study participants, the COVID-19 pandemic appears to 
have improved this type of individualised care and digital 
ways of working. Another advantage attributable to the 
COVID-19 pandemic was the improved collaboration 
with municipal healthcare, which the participants hoped 
would continue after the pandemic.

Our study has a few limitations that should be consid-
ered when interpreting the findings. The participants 
themselves showed interest in participating in the study, 
which could have affected the outcome. For example, 
participants might have had negative experiences during 
the pandemic and wished to enlighten others about the 
problems. It is also possible that they had experienced 
successful changes that they wanted to share. The work-
load on Swedish primary healthcare was, and still is, heavy, 
which made the recruitment of participants difficult. The 
number of interviewees (N=11) might be considered low, 
although Malterud et al39 emphasise that the strength 
of the information received is more important than the 
specific size of a study sample. Conducting too many 
interviews might result in excessive data, which increases 
the risk of misinterpretations or superficial analysis. The 
purposive sampling method used in our study enabled us 
to include participants with experiences from both large 
and small units, rural and urban, and men and women, 
thus strengthening information power.39 Research has 
shown that most of the codes (92%) tend to emerge in 
the first 12 interviews, indicating that our results would 
not be very different with more interviews.40 The results 
are limited to primary healthcare in Sweden and are not 
directly applicable in an international setting.

These limitations notwithstanding, our study also has 
considerable strengths. The participants were recruited 
from different regions, from primary healthcare units 
in both rural and urban locations. Both men and women 
of different ages and experiences were interviewed, thus 
increasing the credibility of our study. Furthermore, the 
research team is multidisciplinary (HF and MH are resident 
physicians in primary healthcare, doctoral student and post-
doctoral, respectively; IS is a political scientist/sociologist; JS 
is a public health scientist; KS is a registered nurse; and PN is 
a behavioural economist) and experienced in various qual-
itative methods. The members of the team are employed 
at different universities and institutions, which contributed 
broad perspectives and experiences when interpreting the 
data and reporting the findings.

In terms of implications of the study, further research 
in this area is relevant because the COVID-19 pandemic 
has had a considerable impact on primary healthcare in 
Sweden and worldwide. Many problems with the working 
conditions in primary healthcare existed before the onset 
of the pandemic and therefore it is important to continue 
monitoring and examining this work environment and 
also learn from positive examples and experiences. 
Further investigations are warranted into physicians’ 
needs in terms of information gathering and various 
forms of support in major crises. Research is also needed 
to investigate how the pandemic will affect primary health-
care in the longer term. Learning from the pandemic is 
important because this will not be the last crisis faced by 
primary healthcare. According to the results of our study, 
one important lesson for the next crisis or pandemic is 
the importance of coherent, structured top-down infor-
mation to avoid information overload.
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CONCLUSION
The COVID-19 pandemic affected the working conditions 
of physicians in Swedish primary healthcare in numerous 
ways. The pandemic enforced changes in work organisation 
and routines. Increased flexibility, including more patient-
oriented delivery of care, and novel means of interorgani-
sational and intraorganisational interactions were perceived 
as positive by physicians. The pandemic also caused several 
changes in physicians’ psychosocial work environment. 
Increased workload, information overload, as well as ethical 
considerations and feelings of uncertainty made the work 
environment stressful for the physicians.
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