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Redesigning doctor–patient relationship in the
private health care during COVID-19 pandemic
Retrospective cohort study
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Abstract
Severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) infection is experiencing pandemic diffusion. The experience of an
Italian private health care structure was reviewed.
We retrospectively collected data about services provided in a single medium complexity private health care structure.

Furthermore, we classified specialties within 4 categories, based on the performance of urgent non-deferrable services and possible
provision of services without a necessary contact with the patient.
The structure canceled/postponed almost every deferrable service, providing only 3% of services that could be performed without

direct contact with patients. Regarding non-deferrable services requiring the presence of the patient, about 42% of booked services
have been autonomously canceled/postponed by patients for severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) fear.
The administrative services have been remotely performed by smart working as far as possible.
Private health care structures may safely continue to provide non-deferrable services while respecting the restrictive measures

imposed by the government, encouraging telehealth and smart working modalities.

Abbreviation: COVID-19 = severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2).

Keywords: contagion containment, coronavirus, doctor–patient relationship, private health care, severe acute respiratory
syndrome coronavirus-2 (SARS-CoV-2)

1. Introduction
The dramatic trend in the cumulative incidence of notified cases
of severe acute respiratory syndrome coronavirus-2 (SARS-CoV-
2) (COVID-19) at the time of this study suggested that the
pandemic was rapidly progressing at a comparable speed in all
European Union countries, with mild differences due to likely

variations in national public health responses, case definitions,
and protocols for selecting patients to be tested for confirmation
of COVID-19.[1,2] By March 15, 2020, 22,512 cases of
coronavirus COVID-19 infections have been assessed in Italy,
2026 of which among health care workers, and 1625COVID-19-
related death have been recorded.[3] The number of cases that
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resulted almost tripled 1 week later to understand the rapid
diffusion of COVID-19 infection. In particular, onMarch 22, the
number of COVID-19-positive cases was already 59,138.
Moreover, these numbers were likely to be underestimated, as
many individuals can carry the novel coronavirus without
showing any of the typical symptoms of COVID-19, such as
fever, dry cough, and shortness of breath.
The majority of cases involve people aged >70years old, who

are also the age group with the most significant mortality.[3]

Doctors in the affected regions of Italy described a situation in
which about 10% of patients with COVID-19 required intensive
care.[4] In severe COVID-19 cases, the endothelium is an essential
target, and mediators mainly cause the adverse effects.[5–8] These
effectors drive the endothelial disease responsible for coagulop-
athy, and the other complications.[9]

In order to contain the COVID-19 infection contagion, many
restrictive measures have been adopted by the Italian govern-
ment, starting from the isolation of the population within their
own homes. People were authorized to go out exclusively for
work, food supply, health, or necessity reasons. Every commer-
cial activity has been temporarily closed with the exclusion of
supermarkets, pharmacies and para-pharmacies, banks, post,
insurance, and financial services. All other activities have been
dealt with only by smart working modality. A distance of at least
1m was suggested in any interpersonal relation, and no
interpersonal contact was allowed including handshakes and
hugs. Symptomatic people were discouraged from going to the
hospital. Besides, they were first visited at home, eventually tested
for COVID-19, isolated at home in the case of positivity, and
hospitalized only in case of necessity.
In this new context, public and private health care institutions

rapidly modified their prevention policies and the performance
program in light of the new restrictive measures. Especially
private healthcare facilities were intensely suffering the economic
impact of the restrictions imposed by the government. However,
private healthcare facilities can play anything but a marginal role
in preventing and early diagnosis of new cases of COVID-19.
This manuscript reviewed the rapid changes experienced by a
medium complexity private health care structure. We discuss the
various opportunities to improve patient management in
different medical specialties.

2. Materials and methods

2.1. Study design

This manuscript presents a retrospective cohort study using
administrative data.

2.2. Data collection

We retrospectively collected data about services booking in a
single, Italian, medium complexity, private health care structure
(Idea Medica). In particular, we evaluated bookings, cancella-
tions, and postponements for every service of every different
medical specialty from the very beginning of government
restrictions (February 24, 2020) to March 22, 2020, due to
both patient or structure choice.

2.3. Inclusion and exclusion criteria

All subjects referring to this health facility were included during
the study period. No exclusion criteria were applied.

2.4. Classification of health care structure complexity

In Italy, based on the Decreto Giunta Regionale (Regional
Council Decree) n.34/26 of October 18, 2010, 3 types of private
medical centers exist. Low complexity structures, for which the
operating authorization is issued by the municipality responsible
for the territory, include:

� structures that carry out specialist outpatient activities and
professional medical or surgical studies, single or associated,
with the exclusion of motor rehabilitation, diagnostic imaging,
and laboratory activities;

� single or associated outpatient clinics and dental practices;
� studies by non-medical health professionals (i.e., professional
physiotherapy studies).

Medium complexity structures, on the other hand, include:

� structures that provide specialist outpatient assistance, includ-
ing itinerant ones, those for motor rehabilitation, instrumental
and laboratory diagnostics, and also those without their own
legal subjectivity and managerial autonomy as they are
structurally or functionally related to public or private
hospitals or any other health services of higher complexity;

� structures exclusively dedicated to diagnostic and instrumental
activities also carried out for third parties;

� territorial rehabilitation and psychiatric structures that provide
daytime activities;

� structures intended for sterilization and disinfection services
related to health activities located within the same buildings.

High complexity structures include:

� structures that provide continuously or daytime hospitalization
services for acute or post-acute patients;

� residential and semi-residential health and social-health
structures;

� Health sanitas per aquams.

This manuscript refers to a medium complexity private health
care structure.

2.5. Classification of consultations

Consultations were classified within 4 categories, based on the
performance of urgent non-deferrable services and the possible
provision of services without a necessary contact with the patient
(Table 1). Deferrable and non-deferrable consultations were
classified according to the previous definition (non-deferrable
consultations mainly underlie requests from the patient who
complains of a disorder, i.e., perceived as an urgent problem).[10]

Consultations were also subdivided whether the physical
presence of the patient was required or not (Table 1).[11] A
telehealth consultation was provided whether the patient’s
physical presence was not needed. In this perspective, the
specialties of which it is frequently not possible to do without a
physical examination and for which contact with the patient is

Table 1

Classification of consultations.

Non-deferrable
services

Deferrable
services

Patient presence necessary Category 1 Category 3
Patient presence not necessary Category 2 Category 4
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frequently necessary are, amongothers, the following: any surgery,
emergency medicine, anesthesiology, interventional radiology,
interventional cardiology, or obstetrics and gynecology.
The specialties it is not possible to do without in this period but

which less frequently require direct contact with the patient are,
among others, the following: preventive medicine, family
medicine, diagnostic radiology, laboratory medicine, pathology,
or cardiology.
Thanks to telemedicine and dematerialized prescriptions, the

majority of services of these specialists may be provided even
without the patient’s physical presence. Obviously, in the case of
radiological imaging or cardiological examinations, a technician
must acquire the images or the electrocardiogram to be evaluated
by the specialist in another place.
Among specialties that may be considered less frequently

necessary in this uncommon period, we listed the following,
which often cannot provide their services without an objective
examination of the patient: ophthalmology, gastroenterology,
esthetic surgery, sports medicine.
While esthetic surgery and sports medicine in this situation had

entirely suspended their activities, gastroenterology and ophthal-
mology remained active only for very urgent services, such as
neoplastic diseases or endoscopy for gastrointestinal bleeding.
Finally, the specialties that do not provide urgent services but

can, however, frequently offer their services without the patient’s
presence are the following: medical genetics, endocrinology,
dermatology, psychiatry, rheumatology, or legal medicine.
Also, in this list, the performance of services for cancer patients

is admissible, especially for urgent problems, such as the
diagnosis of skin tumors in the case of dermatology or the
treatment failure in the case of rheumatology.

2.6. Statistical analysis and ethical aspects

Data were analyzed using R (version 3.6.2). Additionally, this
article does not contain any studies with human or animal
subjects performed by any of the authors.[12] Since this article was
based on anonymous administrative data, patient informed
consent and Ethical Committee approval were not required in
Italy.[12] Moreover, this study was conducted during the first
phase of the COVID-19 outbreak, and it could not be planned in
advance. Hence, this study was designed as a descriptive pilot
study, and the sample size was not predetermined upon
hypothesis testing. Furthermore, all the subjects in the study
period were included in the analysis. Moreover, all statistics are
descriptive and exploratory (hypotheses making), not confirma-
tory, and are evaluated accordingly.

3. Results

During the considered period, 533 subjects were referred to our
healthcare facility. Table 2 shows the subdivision among categories.

3.1. Cancellation or postponement of non-urgent services

For what concerns deferrable services (category 3 and 4), the
structure canceled or postponed almost every booking (Table 2),
providing only 3% of the services that could be performed
without direct contact with the patient (i.e., schedules Holter
electrocardiograms) during the first week at the beginning of the
restrictive measures.
For what concerns the non-deferrable services requiring the

presence of the patient (i.e., dental care procedures, skin
diagnostic biopsies, articular infiltrations against pain), the
structure tried not to cancel bookings. Anyway, about 42% of
booked services have been autonomously canceled or postponed
by the patients for the COVID-19 infection fear.
Finally, since the beginning of the first restrictions, the structure

decreased non-deferrable services that do not require the patient’s
presence (category 2).

3.2. Precautions to reduce COVID-19 contagion in the
case of non-deferrable services

In this structure, all the government restriction rules have been
strictly followed, which basically reflect the main recommenda-
tions available on the web for the prevention, mitigation, and
containment of the emerging COVID-19 pandemic.[13] In detail,
services have been spaced over time so that patients do not meet
even in the waiting room. From acceptance to payment of the
service, the patient has been guaranteed the minimum distance of
1m from the staff, obviously except for medical services that
require direct contact with the patient himself (i.e., objective
examination, surgical, or dental care procedures).
Patients have been invited to wash their hands with alcohol-

based gel before and after accessing the outpatient room. All
medical and non-medical staff have been wearing surgical masks
throughout the procedures.
The service had been postponed until the end of the emergency

period, whether respiratory symptoms occurred before the
booking until the act of the service.

3.3. Telehealth for services which do not require any
physical contact

Already before the COVID-19 emergency, the structure started to
adopt some telehealth facilities. In particular, examinations that
the specialist can remotely evaluate through common technolo-
gies (i.e., electrocardiogram reporting) have become the routine
during the restrictions period. The prevalence of telehealth
consultations during the studied period was 10.43%.

3.4. Smart working for the administrative staff

The non-medical staff has been left at home as far as possible in
order to reduce their risk of contagion. The secretary’s

Table 2

Services management during COVID-19 emergency.

Services management Category 1 Category 2 Category 3 Category 4

Number 249 100 152 32
Cancellation/postponment 42% 95% 100% 97%
- By the structure 0% 29% 9% 8%
By the patients 42% 66% 91% 89%

Confirmation 58% 5% 0% 3%
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administrative functions and the management of bookings have
been performed through smart working. The only non-medical
staff present in the structure during services was employed to
accept patients and payment procedure management.

4. Discussion

Our data demonstrate that, despite the strict application of the
restriction measures imposed by the Italian government against
COVID-19 infection spread, many non-deferrable booked
services have been canceled by the patients anyway. On the
other hand, the structure itself has canceled or postponed almost
the totality of deferrable services. All services that can be remotely
provided and administrative and secretary functions have been
remotely performed through smart working.
With applying the restriction measures imposed by the Italian

government to stem the spread of coronavirus infection, medium
complexity structures represent one of the most economically
affected realities. In this paper, we tried to investigate the impact
of these novel restriction measures on both the quantity and the
quality of services provided by a single, Italian, medium
complexity, private health care institution, and the techniques
adopted to face up to this new condition.
Actually, the percentage of canceled or postponed services was

very high among routine services,[14] especially among services
considered deferrable,[15] also because the structure policy placed
the patient safety ahead of the service performance. However,
also the patients’ fear played a crucial role in booking cancelation
or postponement, independently by the service urgency or by the
strict respect of the current restriction rules.[15] In fact, even 42%
of non-deferrable services have been autonomously canceled by
the patients in our setting. Recently, the word “coronaphobia”
has been coined to describe the syndrome caused by high levels of
health anxiety that a part of the population is experiencing
following the COVID-19 pandemic. This syndrome is character-
ized primarily by catastrophic misinterpretations of bodily
sensations and changes, dysfunctional beliefs about health and
illness, and maladaptive coping behaviors.[16,17]

The compliance without exception to the current restrictive rules
(minimumdistanceof 1m, frequent handwashing, anduseofmasks,
exclusion of patients with respiratory symptoms) has been probably
very effective in containing the infectionwithin the structure. In fact,
all medical and non-medical staff result at the moment health.
Obviously, this observation cannot exclude any COVID-19
positivity because little knowledge exists about paucisymptomatic
cases. Only symptomatic people have been systematically tested for
COVID-19 positivity during this emergency period.
The classification we adopted for the different medical

consultations should be helpful in order to distinguish those
services which can be safely delayed (i.e., sports eligibility visit,
preventive dental hygiene, skin excision for esthetic reasons, etc)
from those for which a month of delay could be unsafe (i.e.,
articular infiltration for pain and loss of function, treatment of
dental abscess, skin biopsy for a suspicious cutaneous lesion, etc).
Along with the specialties that perform almost non-deferrable
services (i.e., anesthesiology, emergency care, obstetrics, etc),
some other specialties may provide equally deferrable and non-
deferrable services (i.e., surgery for benign lesions vs surgery for
suspicious or malignant lesions). In this case, only non-deferrable
services should be confirmed, postponing all deferrable ones.
In medium complexity, health care structures, no emergency

care unit or intensive care unit are expected, as these wards

require a high complexity structure, as well as infectious and
pulmonary disease specialties, which play a crucial role in this
peculiar situation and are probably overworked at the
moment.[18] On the other hand, family medicine is usually
practiced in clinics considered of low complexity. As the general
practitioner represents the first professional the ill patient
encounter within the national health system, together with the
continuity care doctors operating throughout the country, the
role he plays within the system in the early identification of
suspect patients is of fundamental importance. As a consequence,
of course, the caregiver must also be appropriately protected
against the greater risk of contagion. Hence the caregiver should
be well equipped with individual protection systems.
The current COVID-19 emergency is reminding us of the

importance of using telehealth for care delivery in acute, post-
acute, and emergencies, alongside conventional service delivery
methods.[19,20] In fact, in the case of services that do not require
close contact with the patient, the specialist may continue to work
through telehealth by remotely evaluating laboratory and
instrumental examinations and consequently providing his
remote advice (i.e., diagnostic radiologist, rheumatologist,
endocrinologist, hematologist, nephrologist, laboratory physi-
cian, cardiologist). In this case, only technicians contact the
patient (i.e., during blood sampling or radiological images
acquisition), who once again must be well equipped with the
necessary protections. In our setting, telehealth prevalence during
the study period was 10.42%, similar to other settings it was
increased during the COVID-19 crisis.[15,21,22]

Also, specialists may continue to work who can take care of
patients using technology to obtain a remote interview (i.e.,
logopedist, psychiatrist). However, this condition poses numer-
ous problems from the professional and ethical point of view. For
example, for what concerns the vocal evaluation by the
laryngologist or the logopedist, there is only initial experience,
and still, not convicting evidence of the efficacy of the remote
service.[23] In fact, technology is recognized to alter sounds by
magnifications of some tones or minimal metallic modification of
most sounds. Regarding psychotherapy and psychoanalysis,
verbal and non-verbal communication may be strongly limited or
even polluted by technological barriers. In this case, technological
facilities may be helpful but also dangerous at the same time.
Last but not least, it is of great importance to reduce the

contagion risk also for the non-medical staff, which commonly
support medical personnel in their daily activities. Therefore,
secretary, managerial, administrative, and financial services
should be remotely performed as far as possible, making good
use of the current opportunities offered by modern technology,
also for what concern online payments.
Some limitations are also worth recognizing. The main

limitation of the present study is the retrospective design.
Another significant limitation is the limited number of patients.
Furthermore, using only administrative data had limited the
available information to be analyzed. Despite all these limi-
tations, the present analysis offers insight into an independent
structure’s response and adaptation procedures in the first
pandemic period. This experience could be beneficial for other
structures with similar characteristics.

5. Conclusions

In our opinion, private health care structures may safely continue
to provide non-deferrable services while respecting the restrictive
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measures imposed by the Italian government and favoring the
smart working modality for non-medical staff to reduce the
contagion risk far as possible.
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