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Abstract

Background The COVID-19 pandemic led to huge and rapid changes in general practice in Norway as in the rest
of Europe. This paper aims to explore to what extent the COVID-19 pandemic changed the work tasks and organiza-
tion of Norwegian general practice.

Material and method We analysed data from the Norwegian part of the international, cross-sectional PRICOV-19
study, collecting data from general practice via an online self-reported questionnaire. We included 130 Norwegian
general practices, representing an estimated 520 Norwegian general practitioners (GPs). All Norwegian GPs were
invited to participate. In the analyses, we focused on items related to the use of alternatives to face-to-face consulta-
tions, changes in the workload, tasks and delegated responsibilities of both the GPs and other personnel in the GP
offices, adaptations in routines related to hygiene measures, triage of patients, and how the official rules and recom-
mendations affected the practices.

Results There was a large and significant increase in the use of all forms of alternative consultation forms (digital
text-based, video- and telephone consultations). The use of several different infection prevention measures were
significantly increased, and the provision of hand sanitizer to patients increased from 29.6% pre-pandemic to 95.1%
since the pandemic. More than half of the GPs (59.5%) reported that their responsibilities in the practice had
increased, and 41% were happy with the task shift. 27% felt that they received adequate support from the govern-
ment; however, 20% reported that guidelines from the government posed a threat to the well-being of the practice
staff. We found no associations with the rurality of the practice location or size of the municipalities.

Conclusion Norwegian GPs adapted well to the need for increased use of alternatives to face-to-face consultations,
and reported a high acceptance of their increased responsibilities. However, only one in four received adequate sup-
port from the government, which is an important learning point for similar situations in the future.
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Background

The first Norwegian COVID-19 case was confirmed 26th
February 2020, signalling the beginning of the pandemic.
The Norwegian government launched the most intru-
sive population restrictions ever given in peacetime in
Norway [1]. Although less intrusive in Norway than in
most high-income countries, Norwegian infection con-
trol measures have been reported as relatively efficient
in international comparisons [2, 3]. During the period
covered by the research presented in this article, Norway
had one of the world’s lowest COVID-19-related mortal-
ity rates [1]. In line with the bulk of high-income coun-
tries [4], most Norwegian patients were treated in the
municipalities rather than in the specialised health ser-
vices [1]. General practitioners (GPs) form a cornerstone
of Norwegian healthcare services, and all Norwegian
inhabitants are assigned their own regular GP. Most Nor-
wegian GPs are self-employed and work on a combina-
tion of capitation and fee-for-service [5]. The government
reimbursed all patient contacts regarding suspected or
confirmed COVID-19 infection with no patient fee.

Norwegian GPs were asked to identify which of their
patients were particularly vulnerable to health risks
related to infection, in order to prioritize them for vac-
cination. The government enabled a digitalization tool to
make this selection possible. The GPs were also respon-
sible for offering their patient population the opportu-
nity to be vaccinated against the SARS-CoV-2 virus. The
municipal health services were assigned the task of clini-
cal follow-up of patients with symptoms of airway infec-
tions and those who had confirmed COVID-19 infection.
The implementation of this task varied among the 356
municipalities, as each municipality was free to decide on
a suitable organisation in their particular circumstances.
The organisation of this work developed throughout the
pandemic. Each GP practice initially had to prepare for
the possible reception of COVID-19 infected patients.
However, as the pandemic evolved, a highly organised
reception and evaluation of patients with airway infec-
tion symptoms was launched. In smaller communities,
this was often handled by the GP practices, but in larger
cities, the patients with symptoms of infections were
mainly handled by designated respiratory clinics [2].

This paper aims to explore to what extent the COVID-
19 pandemic changed the work tasks and the organisa-
tion of general practice in Norway, with a comparison to
an international cohort.

Methods

Study design and setting

The material in this study stems from the PRICOV-19
study, an international study under the coordination of
Ghent University (Belgium) [6]. The Norwegian results
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from this study are compared to results from the total
PRICOV-19 cohort. This multi-country cross-sectional
study aims to explore how primary care practices were
organised during the COVID-19 pandemic to guarantee
high-quality care; how the task roles changed and how
the pandemic affected the wellbeing of care providers;
and whether differences could be found between types of
practices and/or healthcare systems. Data were collected
in 37 European countries and Israel. The published study
protocol describes the project in more detail [6].

Measurements

Data were collected via an online self-reported ques-
tionnaire. The questionnaire was developed at Ghent
University in multiple phases, including a pilot study
among 159 GP practices in Flanders (Belgium). More
details are described elsewhere [6]. The question-
naire consists of 53 items divided into six domains: (a)
infection prevention; (b) patient flow for COVID- and
non-COVID care; (c) dealing with new knowledge and
protocols; (d) communication with patients; (e) col-
laboration and wellbeing of the respondent; (f) and
characteristics of the respondent and practice. The
questionnaire was translated into 38 languages follow-
ing a standard procedure. The Research Electronic Data
Capture (REDCap) platform was used to host the ques-
tionnaire in all languages, send out invitations to the
national samples of GP practices, and securely store the
answers from the participants [7].

Sampling and recruitment

The Norwegian data were collected between March and
May 2021. All Norwegian GPs (at the time, 5135 GPs in
1368 GP practices) were invited to participate via the dig-
ital information letter from the Norwegian Association of
General Practice, which was sent to all GPs about twice
per week in this phase of the pandemic. Respondents
were also invited via a closed Facebook group for Nor-
wegian GPs, which had about 4800 members at the time.
The invitation and introduction highlighted that only one
GP per practice should answer the questionnaire. We
aimed to sample 200 Norwegian GP practices. One hun-
dred ninety-one questionnaires were answered, but a rel-
atively large proportion was incomplete. In this paper, we
excluded cases where only the demographic information
was completed. This resulted in a sample of 130 question-
naires for analysis of the Norwegian data.

Variables of interest

We focused on items related to change in the use of
alternative/electronic consultation forms (three items),
changes in the workload, tasks, and delegated responsibil-
ities of both the GPs and other personnel in the GP offices
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(7 items), change in routines related to hygiene measures
(8 items), and triage of patients (2 items). We also looked
at how the official rules and recommendations affected
the GP practices (3 items). For detailed information on
the included items, see Tables 2, 3, 4 and 5.

Data analysis

Ghent University was responsible for cleaning the data
and supplying the results for the international cohort.
The Norwegian team was responsible for the data anal-
yses for this paper. Demographic variables are reported
using descriptive statistics. All reported percentages are
valid, with missing answers excluded. For some variables,
the participants were asked to indicate whether they
agree, strongly agree, were neutral, disagreed or strongly
disagreed. For these, we grouped the neutrals with the
missing data, and analysed possible differences between
agree + strongly agree versus disagree + strongly disagree.
We used Fishers Exact Test to determine associations
between variables. The criterion of statistical significance
(two-sided, p) was determined at 0.05. The analyses were
performed using IBM SPSS Statistics 27 (IBM Corp.,
Armonk, N.Y,, USA).

Ethics approval

The study was conducted according to the guidelines of
the Declaration of Helsinki. The Research Ethics Com-
mittee of Ghent University Hospital approved the proto-
col of the PRICOV-19 study (BC-07617). No identifiable
data were collected, and all participants gave informed
consent on the first page of the online questionnaire.
Therefore, the study was not eligible for approval by the
Norwegian Regional Ethical research Committee (docu-
ment ref. 231984, January 2021).

Results

Description of the sample

In the analyses, data from 130 Norwegian GPs were
included. Of the respondents, 126 were regular GPs, two
were GP locums, and two missed information regarding
their position in the practice. Further characteristics are
found in Table 1. The respondents were asked to answer
on behalf of their practice. The median number of GPs per
practice was four. Hence, the answers represent an estimate
of 520 GPs, about 10 percent of Norway’s GP population.
The practices represented both small and large municipali-
ties, urban and rural settings, and all four Norwegian Health
Regions. In the Total PRICOV-19 study, 5961 respondents
from 29 countries completed the questionnaire.
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Table 1 Demographic information of the participating GP
practices in Norway (n=130)

Characteristic of the practice N (%)
Specialist in General Practice?® 103 (81.1)
Number of inhabitants in your municipality”
Less than 10 0000 23(18)
10 000-100 000 72 (56.3)
More than 100 000 33 (25.8)
Practice location
Big (inner)city 33 (254
Suburbs 15(11.5)
(Small) town 43 (33.1)
Mixed urban-rural 11(8.5)
Rural 28 (21.5)
Missing 0
Health region of the practice
Northern Norway 20(154)
Central Norway 13 (10)
Western Norway 22 (16.9)
South-Eastern Norway 75 (57.7)
Number of regular GPs in practice®
Range 1-12
Mean 44
Median 4
Number of patients on your list®
Range 300-2050
Mean 1065
Median 1078
Number of patients registered to the practice
Range 500-13500
Mean 4877.5
Median 4500

GP General practitioner
Missing: 23, ®2

Available time for professional update

Seventeen (13.9%) of respondents agreed or strongly
agreed that before the pandemic they had enough pro-
tected time for reading guidelines and literature. This
increased to 24 (19.5%) after the start of the pandemic.
The difference was not significant. In the complete
international data from the PRICOV-19 study, as many
as 24.2% indicated enough protected time for profes-
sional update, and no change was observed after the
pandemic. The number of Norwegian practices that
had daily or weekly meetings to discuss new directives
increased from 45 (36.8%) to 72 (58.5%, p<0.01) after
the start of the pandemic. Details are found in Table 2.
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Table 2 Change in time used for professional update
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Before COVID-19° Since COVID-19% Pvalue Total Pricov-19 cohort
N (%) N (%) N (%)
Before COVID-19 Since COVID-19

Frequency of team meetings to discuss existing, new or amended directives

Never 11(9) 5(4.1) 0.12 690 (14.5) 659 (13.9)

Weekly or less 109 (89.3) 101 (82.1) 0.21 3448 (74.8) 2926 (61.6)

Daily 2(1.6) 15(12.2) <0.01 418 (4.7) 1000 (21)

Multiple times per day 0 2(1.6) 0.16 90 (1) 168(3.5)
I'have enough protected time for reading guidelines and scientific literature

(Strongly) agree 17 (13.9) 24 (19.5)P 0.24 1647 (34.2) 1600 (33.2)
Missing: 28, 7
Table 3 Change in prevalence of alternative consultation forms during the COVID-19 pandemic

Before COVID-19? Since COVID-19? P value
N (%) N (%)

To what extent does this practice use digital consultations via secure digital platforms?

Never 56 (43,8) 20(15,7) <0.001

Weekly or less 31(24.2) 19 ((15) 0.06

Daily or several times per day 41 (32) 88 (69.3) <0.001
To what extent does this practice use telephone consultations?

Never 40 (31,5) 0 <0.001

Weekly or less 54 (42.6) 10(7.9) <0.001

Daily or several times per day 33(25.9) 118 (92.2) <0.001
To what extent does this practice use video consultations?

Never 102 (80.3) 13(10.2) <0.001

Weekly or less 22(17.3) 72 (56.2) <0.001

Daily or several times per day 3(24) 43(33.6) <0.001
To what extent does this practice use video consultations? Total Pricov-19 cohort

Never 4342 (854) 2657 (52.5)

Weekly or less 639 (12.6) 1632 (32.2)

Daily or several times per day 106 (2.1) 776 (15.3)

Missing: #2-3

Change in the use of alternatives to face-to-face
consultations

The number of Norwegian GP practices reporting
daily use of digital text-based consultations on secure
digital platforms increased from 41 (32%) to 88 (69.3%)
(p<0.001), video consultations from 3 (2.4%) to 43
(33.6%) (p<0.001), and telephone consultations from 33
(25.9%) to 118 (92.2%) (p<0.001). In the international
cohort, only numbers regarding the use of video con-
sultations were available. The daily use of such consul-
tations increased from 2.1% to 15.3%. See Table 3 for
details.

Change in work tasks, routines and governmental support
Survey items regarding change in GP tasks during the
pandemic showed that 75 respondents (59.5%) expe-
rienced increased responsibilities in practice since the
pandemic, and 49 (41.2%) indicated that they were
happy with the task shift. In the international cohort,
80% reported an increased responsibility, and 28.6%
were happy with the task shift. Seventy-nine percent of
the Norwegian respondents reported that staff members
were more involved in giving information to patients by
phone than they were before. Among our participants,
32 (27.4%) felt that they received adequate support from
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Table 4 Reported practice changes since the COVID-19 pandemic (percentages that have indicated that they agree or strongly agree
to the indicated statements). No associations with rurality or number of inhabitants in the municipality

Survey items on task shifting

Practices who (strongly) agree

Norwegian cohort Total Pricov-19

cohort

N % N %
Staff members are more involved in giving information/recommendations to patients by phone? 98 79 3772 818
Staff members are more involved in actively reaching out to patients that might postpone healthcare® 57 456 2608 575
Staff members are more involved in patient triage (by phone or in practice) 95 74.8 3714 80.5
GPs are more involved in actively reaching out to patients that may postpone healthcare® 76 59.8 2900 59.3
My responsibilities in this practice increased? 75 59.5 3442 78.7
Iam happy with the task shifting in my professional role since the COVID-19 pandemic® 49 41.2 1226 286
I do not feel prepared for the task shifting in my professional rolef 14 114 989 23
Guidelines from government pose a threat to the good organization of this practice? 13 10.8 1341 28.7
Guidelines from government pose a threat to the well-being of the practice staff9 24 20 1549 331
Adequate support is provided by the government for the proper functioning of this practice” 32 27.1 1142 242

Missing: %, ®5, <3, 94,11, 7,910, M2

the government, and 24 (20%) felt that guidelines from
the government posed a threat to the well-being of the
practice staff. The corresponding percentages in the
international cohort were 24.2% and 33.1%. We found no
significant associations between the reported task shifts
and the rurality of the GP practice or the population size
of the GP practice. For further details regarding practice
changes since the pandemic, see Table 4.

Change in infection prevention measures

Patient triage by phone before appointments in the Nor-
wegian practices increased from 67 (55.8%) to 113 (94.2%,
p<0.001) after the start of the pandemic, and the num-
ber of practices that triaged the patients at the entrance
increased from 13 (10.8%) to 55 (45.8%, p<0.001). The
corresponding percentage after the pandemic in the
international cohort was 73.5. The number of practices
that always offered hand sanitizer to patients increased
from 73 (58.4%) to 117 (95.1%, p<0.001). For further
information on the change in infection prevention meas-
ures, see Table 5.

Discussion

We found that during the COVID-19 pandemic, Norwe-
gian GPs significantly increased their use of all forms of
digital consultations, and there was an increased imple-
mentation of infection prevention measures and a notice-
able task shift for both staff members and GPs.

Alternatives to face-to-face consultations
We found a significant increase in the use of alterna-
tive consultations forms, both for digital text-based

consultations, and telephone- and video consultations.
This was as expected due to the need to reduce in-person
consultations to reduce the risk of infection. Less restric-
tive rules for payment for telephone consultations intro-
duced at the start of the pandemic also affected the use
of alternative consultation forms. In addition, sick certifi-
cates before the pandemic could only be issued in face-
to-face consultations, but this restriction was removed as
an infection prevention measure.

Even prior to the pandemic, Norwegian patients were
positive towards using various digital health services in
contact with their GP [8]. Already before COVID-19,
32% of our GP respondents used digital text-based con-
sultations on a daily basis, hence it was probably easy
for both patients and GPs in many practices to increase
this means of consultation when the government recom-
mended as few face-to-face contacts as possible. This is
mirrored in the increase of up to almost 70% in daily use
of digital text-based consultations since the pandemic.

The significant change in the use of alternatives to
face-to-face consultations also echoes the findings of the
Norwegian Corona Commission, both for GP practices
and the specialist health care system [1]. Such a change
appeared to happen in parallel to a change in attitude of
GPs. In a study looking at GPs” experiences with video
consultations early in the pandemic, including 1237 Nor-
wegian regular GPs during April and May 2020, more
than half of the GPs responded that they consider video
consultations as good as or even better than in-person
consultations for previously known patients [9]. Moreo-
ver, they estimated that around 20 percent of the con-
sultations in a normal non-pandemic situation could be
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Table 5 Infection prevention measures before and after the pandemic

Norwegian cohort

Total Pricov-19 cohort

Before COVID-19? Since COVID-192 P value Before COVID-19 Since COVID-19?
N (%) N (%) N (%) N (%)

Some staff members were a ring or a bracelet

Never 11 (8.9)° 52 (42.3)° <0.001 792 (16.1) 1568 (32)

Sometimes 63 (50.8) 51(41.5) 0.14 2222 (45.1) 2253 (46)

Always 50 (40.3) 20(16.3) <0.001 1912 (38.8) 1081 (22.1)
The cleaning personnel uses a detailed protocol

Never 22 (18)¢ 13(10.7) 0.11 845 (17.2) 525(10.7)

Sometimes 21(17.2) 16 (13.2) 038 1334 (27.2) 810 (16.5)

Always 79 (64.8) 92 (76) 0.05 2728 (55.6) 3575 (72.8)
Each GP consultation room is equipped with hand sanitizer

Never 14(11.3)° 4(33)° 0.02 586 (11.8) 273 (5.5)

Sometimes 21 (16.9) 2(1.6) <0.001 678 (13.7) 97 (2)

Always 89 (71.8) 117 (95.1) <0.001 3698 (74.5) 4575 (92.5)
Hand sanitizer is provided for patients at the door/ in waiting room

Never 73 (58.4)° 5(4.1)° <0.001 2390 (48.3) 362 (74)

Sometimes 15(12) 1(0.8) <0.001 837 (16.9) 203 (4.1)

Always 37 (29.6) 117 (95.1) <0.001 1719 (34.8 4357 (88.5)
Patients are triaged by the door before entering practice

Yes 13(108) 55 (45.8)f <0001 No data 3592 (73.5)
Limited amount of patients in waiting room

Yes 5 4.2)f 118 (98.3)f <0001 No data 4159 (85.1)
No use of the waiting room

Yes of 9(75) <001 No data 641 (13.1)
Increased amount of cleaning- and disinfection procedures

Yes 6(5)f 109 (90.8)f <0.001 No data 3745 (76.6)
Structural measures in reception for the protection of staff

Yes 22(183)f 78 (65) <0.001 No data 2492 (51)
Patient triage per phone for the protection of staff

Yes 67 (558 113 (94.2) <0.001 No data 3832(784)

Missing: %6, ©7, <8, 99, ¢5, f10

performed digitally. They considered the pandemic situa-
tion as a learning situation that could potentially improve
the implementation of digital solutions, discovering in
which situations digital solutions can be beneficial or not.

An increase in video consultations was also found in
the international PRICOV-19 cohort, where the indi-
cated daily use of video consultations increased from 1.3
to 10.5 % [10]. It is possible that Norwegian GP practices
more easily than many other countries could launch such
services, as all Norwegian GPs already used electronic
patient record systems with a mandatory connection to
a high-security digital platform. This may explain the
larger increase in the Norwegian cohort. An interesting
topic for further research will be to investigate whether
GPs and patients will continue their new habits in the use
of digital consultations when infection prevention is no
longer on top of the agenda.

Change in work tasks and routines

Almost 60% of the Norwegian respondents answered that
their practice responsibilities increased during the pan-
demic. In the total PRICOV-19 data, this percentage was
even higher at 77.6 % [11], possibly reflecting that Nor-
wegian GPs largely run their own practices and as such
already have a high degree of responsibility in practice.
Of the Norwegian GPs, 41.2% were happy with the expe-
rienced task shift during the pandemic. Furthermore, in
an international comparison between the countries in
the PRICOV-19 study, Norway was among the countries
who were most happy with the task shift [12]. Among our
participants, only 11% felt they were not prepared for this
shift in their professional tasks, and in international com-
parisons Norway was among the countries with the low-
est proportion that indicated a lack of preparedness. This
may reflect that Norwegian general practice is used to
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offering a wide range of services [5], and also that Norwe-
gian GPs have high expectations for themselves to offer
comprehensive services [13].

The first weeks after the lockdown of the Norwegian
society in March 2020 there was a reduction in the nor-
mal patient flow, and the GPs worried that chronically ill
patients could postpone necessary health services in fear
of infection [14]. Our results show that this prompted a
more active outreach to vulnerable patients, as both staff
members and GPs indicated an increased involvement
in reaching out to such patients. The Norwegian system,
where each GP has a designated patient population, facil-
itates such outreach activity.

Increased work pressure and available time

for professional update

Statistics from the Norwegian Directorate of Health dem-
onstrate that the number of patients in contact with their
GP was higher in March 2020 than in the same month
in 2019. For the remainder of 2020, the contact rate was
the same as or higher than in 2019. An increased share of
contacts were digital or by phone. Contacts due to res-
piratory symptoms increased from the onset of the pan-
demic, and significantly so during March and April 2020,
most likely due to uncertainties regarding symptoms of
COVID-19. Another notable development was that the
number of consultations due to mental health problems
increased in November and December 2020 compared
to 2019 [1]. This added to the extensive tasks of GPs, like
daily briefing meetings, following up on new guidelines,
performing vaccination, prioritization according to risk,
and clinical follow-up of confirmed infected patients,
posing an extra strain on Norwegian GP practices that
already experienced work-overload in a normal situation
before the pandemic [15].

A relatively low percentage of Norwegian GPs indi-
cated that they had enough time for professional/scien-
tific updates both before and after the pandemic. The
international PRICOV-19 cohort reported more pro-
tected time for update than the Norwegian GPs. This
may point to Norwegian general practice having a high
focus on clinical tasks, possibly due to most GPs being
self-employed and with a high proportion of fee-for-
service income. There is also a documented high work-
load among Norwegian GPs [15, 16]. There is an ongoing
process in Norway to alleviate the work pressure of and
improve the recruitment to general practice [17], and the
need for protected time for professional update should be
addressed in this process.

Support from the government
Only about one in four of our Norwegian respond-
ents felt that they received adequate support from the
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government, this is comparable to the result for the total
PRICOV-19 data [11]. In a Norwegian qualitative study;,
several GPs reported that they felt a lack of support from
their Municipality Chief Medical Officer (MCMO), that it
was difficult to know who in the municipality to contact
and that it was difficult to navigate the guidelines [14].
In contrast, they reported that the Norwegian GP Asso-
ciation and the GP College were very valuable sources of
information and support through the pandemic. The low
percentage who felt they received enough support should
be a heads-up for Norwegian health authorities. Norwe-
gian GPs, although mostly self-employed, are contracted
with the municipality and are expected to follow official
guidelines and advice. Hence, a good strategy for com-
munication and support between the health authorities
and the GPs should be established to prepare for future
health incidents similar to the COVID-19 pandemic.

In the complete PRICOV-19 data, 28.7% indicated that
governmental guidelines were perceived to pose a threat
to the organization of the GP practice, as opposed to only
10.8% of Norwegian respondents. Despite the lack of
governmental support, it seems that Norwegian GPs are
relatively content with the guidelines provided.

Change in infection prevention measures

A European qualitative study found that GPs felt uncer-
tainty regarding how they should follow all guidelines on
infection control, as well as whether they would receive
financial coverage for the increased costs related to infec-
tion prevention measures [18]. This may have led to both
an unwanted variation in such measures, as well as a
reluctance to implement these measures for financial rea-
sons. However, in a previous study analysing data from
the total PRICOV-19 data, all examined infection pre-
vention measures increased significantly compared with
the situation before the pandemic [19], and this is in line
with our results. A better support from the authorities,
as discussed above, could have alleviated uncertainty and
reduced unwanted variation.

More respondents in the total international data than
in the Norwegian cohort reported that they triaged
patients at the door, but more Norwegian respondents
reported patient triage per phone. This may be due to dif-
ferences in practice organization between countries.

Strengths and limitations

The study used a validated survey. Our results provide
knowledge on the primary health care organisation dur-
ing the COVID-19 pandemic, where there is still a pau-
city of data [20, 21]. A further strength of this Norwegian
study is that data from the whole country were available,
which is important due to large geographical variation in
the country.
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However, several limitations should be noted. There
was a possible selection bias as participation in this study
was voluntary. The invitation to participate in the study
went to all Norwegian GPs, and it is possible that the
respondents were particularly interested in the topic.
The response rate for Norway was lower than the median
value of 22.0% among the international cohort. Also, the
study is cross-sectional, meaning it doesn’t tell us how
the study topics may have changed during the pandemic.
In addition, a few outcome variables focused on differ-
ences between the situation before and since COVID-19.
These results should be interpreted carefully as practices
that already performed well could not make the same
progress as other practices.

Conclusion

We found a significant change in several aspects of Nor-
wegian general practice and in particular an increase in
the use of alternatives to face-to-face consultations. GPs
and other staff members were more involved in reach-
ing out to vulnerable patients after the onset of the
pandemic. Compared to the total PRICOV-19 cohort,
Norwegian respondents were more content with the task
shift that happened due to the pandemic. Only one in
four GPs felt that the support from the government was
adequate, an important point for further consideration
by the health authorities.

The results of this study are valuable to future prepared-
ness plans and may help secure high-quality care in general
practice in Norway during future periods with a high preva-
lence of patients with possible communicable diseases.

Abbreviations

GP General practitioner

MCMO Municipality Chief Medical Officer

PRICOV-19  The research project “Quality and Safety in Primary Care in times
of COVID-19
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