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With the emergence of COVID-19, drastic measures 
have been taken to create, deploy, and sustain a pandemic 
workforce as well as to continuously adapt this workforce in 
preparation for future needs (1). One major shift in primary 
care has been to deliver care via telemedicine. Another 
shift that has been more disruptive to primary care practice 
patterns, however, is the deployment of primary care 
physicians (PCPs) to hospitals in order to meet emergent 
care delivery needs. In many hospital and health systems, 
PCPs have been expected to join the hospital-based 
workforce and take on roles in emergency, hospitalist, and 
respiratory medicine as the pandemic has overwhelmed and 
depleted many hospitals’ existing workforce capacities. This 
article highlights challenges in such deployment efforts 
and proposes recommendations to help PCPs and health 
care organizations adapt so that they are able to effectively 
respond to potential upcoming pandemic waves.

Challenges with deploying PCPs to inpatient 
care settings

First, the speed and magnitude of changes to which PCPs 
have had to react and respond as they became a part of 
many hospitals’ pandemic workforces had notable impacts 
on both their professional and personal wellbeing. In many 
cases, PCPs experienced early anxiety at the very prospect 
of having to function as inpatient clinicians, as they may 
have lacked up-to-date training and the skills necessary to 
deliver comprehensive and competent inpatient care given 
many PCPs had not provided hospital-based care since they 
had completed their residency training (2). This issue was 
particularly salient in health systems that had fully adopted 
a hospitalist model. 

Second, PCPs entering the inpatient workforce have 
had to navigate different workflows, protocols, equipment, 
team compositions, and cultures unique to the hospital 
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environment. For instance, PCPs may have been unfamiliar 
with dynamic protocols for admitting and discharging 
patients in hospital settings, and they may have had limited 
experience using inpatient electronic health record systems. 
Furthermore, in many hospitals, these PCPs may not have 
had the appropriate permissions to access the electronic 
records required to deliver and document inpatient care. 
Such organizational and operational challenges may have 
decreased these providers’ perceived self-efficacy with 
respect to their ability to participate in hospital-based care, 
and may have further contributed to PCPs’ levels of distress 
and potentially impacting work performance (3).

Third, as the work hours and days that are typical of 
hospital shift work can result in sleep loss and fatigue, 
this change in work expectations may have also negatively 
impacted PCPs’ well-being (4). Sleep deprivation, keeping 
excessively long hours, and insufficient recovery has 
threatened clinician well-being by creating and perpetuating 
burnout conditions among physicians (5). Given that 
burnout has recently been found to affect more than 31% 
of PCPs (6,7). this is of particular concern in the context of 
organizations’ responses to COVID-19.

 

Recommendations for health care organizations

Given the aforementioned challenges associated with 
transitioning PCPs into inpatient environments and 
considering lessons learned from the first few months of 
the pandemic, we present several recommendations for 
health care organizations attempting to prepare for future 
changes in care delivery processes. First, although PCPs 
responding to the needs of a disease such as COVID-19 
may not be immediately asked to run ventilators upon 
joining the hospital-based workforce, hospitals will benefit 
by anticipating and eliminating challenges associated 
with preparing PCPs for a transition to inpatient care. 
For instance, PCPs introduced to the hospital setting 
will have to coordinate work with and rely on new team 
members as they navigate the unfamiliar landscape of 
inpatient units. This will be particularly important as recent 
research has shown that perceived teamwork efficiency 
is significantly associated with reduced odds of burnout 
and may increase physician well-being (8). Embracing the 
tenets of team-based care—trust building, task delegation, 
and open communication—can increase PCPs’ comfort 
with delivering hospital-based care as they respond to 
rapidly changing circumstances such as those required by 
COVID-19. Leveraging the skills and competencies of 

different team members is particularly helpful to PCPs 
as more collaborative care has been found to facilitate 
better decision-making and allow teams to better address 
inpatients’ needs (9). Furthermore, ensuring that there 
are systematic processes by which PCPs can gain access 
to and learn how to use the tools used to deliver inpatient 
care will empower and prepare them to be comfortable and 
proficient team members upon deployment.

In addition, the emergence of COVID-19 has shown that 
PCPs will need assistance orienting to the different roles 
and responsibilities that exist on inpatient wards so that 
they can efficiently assist in this new context. An example 
from the UK shows how a COVID-19 cross-skilling 
training program was developed to reacquaint doctors 
with inpatient practice; this program included content on 
personal protective equipment (PPE) use, intensive care 
scenarios, diagnostics, and resuscitation simulations (10).  
Hospital administrators should consider arranging similar 
training or orientation sessions, either in person or virtually, 
to introduce PCPs to their new colleagues and review 
important policies and procedures relevant to their particular 
hospital settings. Orientation sessions can also provide 
opportunities for PCPs to interact with floor or nurse 
managers to learn about how shifts are managed, and about 
the roles of different inpatient team members whom they 
may encounter during their shifts. Prior research has shown 
that healthcare professionals on the front lines value such 
acts of solidarity, especially during challenging times (2).  
Operationalizing this type of orientation activity can 
increase PCPs’ confidence about providing inpatient care 
and help them to both develop rapport with new team 
members and learn where to safely seek help as they adjust 
to the demands of inpatient settings.

A third opportunity is to match inpatient providers such 
as hospitalists, residents, or advanced practice professionals 
(APPs) with PCPs who will be joining the hospital-based 
workforce during the transition period. Research has shown 
that intentionally linking incoming PCPs to clinicians 
who have ample experience in the inpatient setting can 
promote learning and prevent clinician burnout (11).  
However, implementing such an approach requires several 
considerations. First, provider characteristics such as 
experience, competencies, work schedules, and existing 
social connections should be taken into account when 
pairing providers as many of these factors are predictive of 
high-quality relationships (12). Second, hospitals may need 
to create opportunities for incoming PCPs to shadow their 
inpatient partner for a specific time frame (e.g., a week); if 
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there is sufficient time, roles can then be reversed to foster 
additional learning and build PCPs’ confidence about their 
ability to contribute in the hospital setting (13). Third, the 
partnership match should ideally be maintained for the 
duration of the altered working arrangement, and perhaps 
even beyond. This longer-term perspective can ensure PCPs 
retain meaningful access to a trusted colleague as well as 
social support, and these factors can also reduce the anxiety 
associated with their being in a new role (11). Throughout 
this process, adequate organizational support will be 
necessary, including recognizing that increased workload 
will be involved for those inpatient partners accommodating 
new PCP colleagues. Nonetheless, dedicated transition time 
will prove invaluable to PCPs with respect to their ability to 
adjust to new roles and meaningfully contribute to hospital-
based care.

Maintaining a sustainable health workforce is crucial in 
responding to the COVID-19 pandemic. Yet, the initial 
lessons learned about redeploying clinicians to meet the 
needs of this crisis highlight the necessity to consider ways 
to proactively address the challenges associated with such 
rapid role changes. Hospitals are ideally positioned to help 
reduce PCPs’ anxiety and ensure adequate preparation for 
their new roles in unfamiliar clinical settings. Considering 
these recommendations can help to reduce inefficiencies 
as PCPs are reassigned to work with existing, stressed 
clinical teams caring for the critically ill. Facilitating PCPs’ 
transition to inpatient care can enhance our collective 
efforts to manage care needs during the present COVID-19 
pandemic, as well as prepare for future public health crises. 
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