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[bookmark: _Toc167821203]A1. Standards for Reporting Qualitative Research (SRQR) checklist (1)
	
	Standards for Reporting Qualitative Research (SRQR)*
	

	
	http://www.equator-network.org/reporting-guidelines/srqr/
	

	
	
	Page/line no(s).

	Title and abstract
	

	
	Title - Concise description of the nature and topic of the study Identifying the study as qualitative or indicating the approach (e.g., ethnography, grounded theory) or data collection methods (e.g., interview, focus group) is recommended
	Page 1

	
	Abstract  - Summary of key elements of the study using the abstract format of the intended publication; typically includes background, purpose, methods, results, and conclusions
	Pages 2-3

	
	
	

	Introduction
	

	
	Problem formulation - Description and significance of the problem/phenomenon studied; review of relevant theory and empirical work; problem statement
	Pages 4-6

	
	Purpose or research question - Purpose of the study and specific objectives or questions
	Pages 6-7

	
	
	

	Methods
	

	
	Qualitative approach and research paradigm - Qualitative approach (e.g., ethnography, grounded theory, case study, phenomenology, narrative research) and guiding theory if appropriate; identifying the research paradigm (e.g., postpositivist, constructivist/ interpretivist) is also recommended; rationale**
	Pages 7, 10-11

	
	Researcher characteristics and reflexivity - Researchers’ characteristics that may influence the research, including personal attributes, qualifications/experience, relationship with participants, assumptions, and/or presuppositions; potential or actual interaction between researchers’ characteristics and the research questions, approach, methods, results, and/or transferability
	Page 10-11

	
	Context - Setting/site and salient contextual factors; rationale**
	Page 10-11

	
	Sampling strategy - How and why research participants, documents, or events were selected; criteria for deciding when no further sampling was necessary (e.g., sampling saturation); rationale**
	Pages 8-9

	
	Ethical issues pertaining to human subjects - Documentation of approval by an appropriate ethics review board and participant consent, or explanation for lack thereof; other confidentiality and data security issues
	Page 31

	
	Data collection methods - Types of data collected; details of data collection procedures including (as appropriate) start and stop dates of data collection and analysis, iterative process, triangulation of sources/methods, and modification of procedures in response to evolving study findings; rationale**
	Pages 10-11

	
	Data collection instruments and technologies - Description of instruments (e.g., interview guides, questionnaires) and devices (e.g., audio recorders) used for data collection; if/how the instrument(s) changed over the course of the study
	Page 10

	
	Units of study - Number and relevant characteristics of participants, documents, or events included in the study; level of participation (could be reported in results)
	Pages 8-9, tables 1-2, figures 2-3

	
	Data processing - Methods for processing data prior to and during analysis, including transcription, data entry, data management and security, verification of data integrity, data coding, and anonymization/de-identification of excerpts
	Pages 10-11

	
	Data analysis - Process by which inferences, themes, etc., were identified and developed, including the researchers involved in data analysis; usually references a specific paradigm or approach; rationale**
	Pages 11-12

	
	Techniques to enhance trustworthiness - Techniques to enhance trustworthiness and credibility of data analysis (e.g., member checking, audit trail, triangulation); rationale**
	Pages 11-12

	
	
	

	Results/findings
	

	
	Synthesis and interpretation - Main findings (e.g., interpretations, inferences, and themes); might include development of a theory or model, or integration with prior research or theory
	Pages 12-26

	
	Links to empirical data - Evidence (e.g., quotes, field notes, text excerpts, photographs) to substantiate analytic findings
	Pages 12-26

	
	
	

	Discussion
	

	
	Integration with prior work, implications, transferability, and contribution(s) to the field - Short summary of main findings; explanation of how findings and conclusions connect to, support, elaborate on, or challenge conclusions of earlier scholarship; discussion of scope of application/generalizability; identification of unique contribution(s) to scholarship in a discipline or field
	Pages 26-30

	
	Limitations - Trustworthiness and limitations of findings
	Pages 29-30

	
	
	

	Other
	

	
	Conflicts of interest - Potential sources of influence or perceived influence on study conduct and conclusions; how these were managed
	Page 31

	
	Funding - Sources of funding and other support; role of funders in data collection, interpretation, and reporting
	Pages 31-32

	
	
	

	
	*The authors created the SRQR by searching the literature to identify guidelines, reporting standards, and critical appraisal criteria for qualitative research; reviewing the reference lists of retrieved sources; and contacting experts to gain feedback. The SRQR aims to improve the transparency of all aspects of qualitative research by providing clear standards for reporting qualitative research.

	
	 

	
	**The rationale should briefly discuss the justification for choosing that theory, approach, method, or technique rather than other options available, the assumptions and limitations implicit in those choices, and how those choices influence study conclusions and transferability. As appropriate, the rationale for several items might be discussed together.
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A2. Detailed summary of Levesque et al.’s ‘access to health care’ model
1. Approachability/ability to perceive: 	
This dimension covers how healthcare services are made visible and accessible to the public. It includes the dissemination of information about healthcare services and how easily the public can understand and access this information. Approachability ensures that individuals are aware of the existence of healthcare services and how they can be accessed. The corresponding ability to perceive refers to an individual's capacity to recognize their own health issues and understand the need for medical intervention. It is determined by health literacy as well as beliefs and values regarding health and illness. (2)	

2. Acceptability/ability to seek:	
Acceptability concerns the judged cultural and social appropriateness for people to seek healthcare services. It investigates whether people can access those services in line with their values which might lead to some services being inequitable if they are unacceptable to parts of the population. Ability to seek is about an individual's knowledge of healthcare options, coupled with the personal autonomy and capacity to seek out these services. (2)	

3. Availability and accommodation/ability to reach:	
This dimension addresses the actual presence and organization of healthcare services. Availability refers to the existence of healthcare services within reachable distance and in a timely manner, while accommodation involves aspects such as operating hours, waiting times, the range of services offered, and the ability of services to cater to specific needs, like language or disability accommodations. The ability to reach involves the practical aspects of accessing healthcare including availability of transportation, occupational flexibility to seek care, and having the physical ability to access services. (2)	

4. Affordability/ability to pay:	
Affordability pertains to the financial aspects of accessing healthcare services. It includes not only the direct costs of services but also indirect (opportunity) costs like transportation, childcare during appointments, and any loss of income due to medical appointments or treatments. Ability to pay refers to an individual's financial capacity to cover the costs associated with healthcare. This includes having sufficient income, insurance coverage, or access to financial assistance to afford both direct and indirect healthcare costs.	(2)

5. Appropriateness/ability to engage:	
This dimension concerns the suitability and effectiveness of healthcare services for the specific needs of patients. This dimension ensures that healthcare services are relevant, high-quality, and tailored to the individual health conditions and requirements of patients. The corresponding ability to engage involves an individual's capacity to actively participate in their healthcare. This includes understanding health information, communicating effectively with healthcare providers, making informed decisions about treatment options, and adhering to treatment plans. (2) 
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A3. Non-provider expert interviews: guiding questions
Professional background
· What is your current position and in what capacity are you involved with long COVID-19 (patients)?
· To what extent or with what frequency do you interact with long COVID-19 patients?
· How can you influence the treatment and situation of long COVID-19 patients in your current position?
Health services and user behavior
· To what extent do you have insights on the needs of long COVID-19 patients regarding healthcare and other relevant services?	
· To what extent do you have insights on health services utilization of long COVID-19 patients? Has this changed over time?	
· The official patient pathway for long COVID-19 patients in accordance with the guidelines envisions a central role for general practitioners as the first point of contact and thus, to a certain extent, as gatekeepers for further treatment. At the same time, patients in Austria are also allowed to use the services of specialists directly, without referral. Do you have any insights on the extent to which the official patient pathway regarding long COVID-19 is adhered to/meets patient needs?
Patient characteristics
· To what extent do you have insights on the socioeconomic and sociodemographic backgrounds of long COVID-19 patients? Have these changed over time?
· Do you have any insights on how these socioeconomic and sociodemographic backgrounds affected the utilization of healthcare services by long COVID-19 patients?
Barriers & facilitators
· What difficulties and barriers do you see in the treatment of long COVID-19? Have these changed over time?
· In your opinion, what has worked well regarding the patient pathway of long COVID-19 patients in terms of guideline S1?
· In your opinion, how can the current patient pathway be improved?
· What do you think has worked well regarding long COVID-19 treatment structures?
· How do you think could current treatment structures be improved? What would it take to ensure effective treatment for the Austrian population?
· What lessons can be learnt from setting up the patient pathway and the associated processes and infrastructure for a novel disease like long COVID-19?	
· Finally, is there anything else you would like to share with us in relation to the current treatment of long COVID-19 patients and the potential difficulties involved?
[bookmark: _Toc167821206]A4. Provider expert interviews: guiding questions
Professional background
· What is your current position and in what capacity are you involved with long COVID-19 (patients)?
· To what extent or with what frequency do you interact with long COVID-19 patients?
Long COVID-19 patient pathway & clinical patient characteristics
· Which symptoms do you observe most frequently among long COVID-19 patients?
· How much time passes, on average, until your patients consult you after a positive test?
· In percentage terms - how many of your patients do you estimate consult you with a self-reported (suspected) diagnosis, a professional external diagnosis, or without a (suspected) diagnosis?
· What usually are the previous pathways of your patients before consulting you?
· What pre-existing conditions do patients have who come to you because of long COVID-19? Do you see any patterns/clusters here?
· What steps do patients have to take to be able to use your services?
· How long are waiting times for appointments in your facility on average? (Rough estimate)
General patient characteristics
· What patterns can you observe with regard to sociodemographic factors such as gender and age of the long COVID-19 patients who access services at your institution?
· What patterns can you observe with regard to socioeconomic factors such as income or level of education of those affected by COVID-19 who access services at your institution?
· International empirical evidence shows a higher long COVID-19 prevalence among women, among members of ethnic minorities and among patients with severe COVID-19 and pre-existing conditions. Do you also see an equivalently higher utilisation of your services among these groups?	
Barriers & facilitators
· What difficulties/hurdles in the utilisation of your services or further examinations have you heard about from your patients or colleagues?
· Which bureaucratic and other practical hurdles do you face in carrying out your long COVID-19-related activities?
· Do you know the Long COVID-19 patient pathway of the Federal Ministry of Social Affairs, Health, Care and Consumer Protection (BMSGPK)?
· In your experience, what has worked well regarding the patient pathway for long COVID-19 patients?
· Do you feel sufficiently informed and supported regarding the diagnosis and treatment of long COVID-19 patients? What else would you like to see/improve in this context?
[bookmark: _Toc167821207]A5. Patient focus groups: guiding questions
Patient history & patient pathway
· Firstly, please briefly describe the course of your illness, starting with the COVID-19 infection.
· How did you get diagnosed with long COVID-19? Did you generally obtain information about this?
· When did you first use healthcare services or other services in connection with the COVID-19 infection or persistent symptoms after the onset of the infection?
· Please describe, if possible, chronologically, the healthcare services you have used due to long COVID-19 (>4 weeks after infection)
Barriers & facilitators
· According to official guidelines, the GP is the first point of contact for long COVID-19 patients and determines the further necessary examinations. How did this work out for you? 
· What was your impression, to what extent was your GP able to support you?
· Were you on sick leave due to your illness? If yes, how long?
· What was the impact of your condition on your normal working hours? Have you reduced your normal working hours because of your condition?
· To what extent was your performance at work impaired? If yes, estimate how much on a scale of 0-10 (0 = no impairment, 10 = no work possible)?
· Did you receive any support from your employer and if so, in what form?
· In your opinion, what has worked well in connection with your long COVID-19 treatment?
· Is there anything that you think was missing in your patient pathway or individual treatments, or what would have improved your experience?
· Is there anything else you would like to share with us in connection with long COVID-19 in Austria from your perspective?		
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	Dimension/
theme
	Sub-theme
	Quote(s)

	Approachability
	Lack of available information
	“It is basically impossible [for patients] to find out quickly and easily where to go for long COVID.” (E9)

	
	Misleading or false information
	“I find it very, very difficult that there isn't a list of contacts you can trust. There is also a lot of nonsense circulating and you have to be able to differentiate.” (P5)

	Ability to perceive
	Health literacy
	“There is relatively little awareness of the disease [by patients] and we then diagnose it.” (E8)

	
	Unclear symptoms
	“Those were my weeks. At some point I thought to myself, okay, that's not quite normal.” (P13)

	Acceptability
	Not taken seriously
	“Yes, simply that I'm not ill enough. They didn't put me on the psycho track, not that, but they just say I'm not ill enough.” (P1)
“On the other hand, what I would have liked to see was something that reminded me a little of the whole burnout issue, which some people ridiculed a little. And that bothered me personally.” (E1)
“I've had to prove to every doctor that I have long COVID.” (P5)

	
	Psychosomatic diagnoses
	“I have an appointment with a psychiatrist in a few weeks. I hope that I'll be able to go back to work before my sick pay runs out, because I'm really scared of all the reports about applying for rehabilitation money. Everyone says that it's extremely tedious and stressful and, with that in mind, I want to get a prophylactic check-up to hopefully prove that my illness isn't psychosomatic.” (P2)

	
	Sexism
	“Then there's this thing again, who does it affect? Young women. Who makes political decisions? Old men. They just don't see the problem.” (E9)

	
	Ignored expertise
	“My opinion is opposed to the opinion of an expert who has no expertise in my field and who nevertheless believes he knows immunology or, in the best case, ignores it, let's put it that way. He simply negates or ignores it.” (E11)
“I was sitting in court, it was about long COVID and when the name of my doctor was mentioned, the assessor laughed, the judge laughed and the judge said, he [the doctor] always makes such funny diagnoses.” (P15)
“The senior doctor I spoke to then told me she considered to admit me to psychosomatic medicine. Despite the fact that her colleague had a different opinion. That was so absurd for me and then I really started arguing with her.” (P1)

	
	Denying
	“I was also in hospital the second time I had COVID. They only treated the acute condition there, so they didn't actually do anything. I was told there that Long COVID doesn't exist, there's no such thing and I shouldn't make such a fuss.” (P15)
“In the beginning, we also had patient complaints about GPs who said long COVID doesn't exist. And I don't know that or I can't deal with it or I don't know what it is.” (E3)

	
	Public sentiment
	“What's more, after a few years of the pandemic, people simply don't want to hear about it [anything COVID-related] anymore.” (E13)

	
	Social & professional environment
	“They [friends and family] didn't really understand it. I think probably because one wouldn’t necessarily think that someone my age would get long COVID. I had the feeling the impression was that rather old and sick people would get it.” (P18)
“And she [partner] didn't and still doesn't understand it [the condition and its limitations] to an extent that it led to such aggressive behaviour that police came to my house and sent my partner away for ten days.” (P3)
“Patients also tell us sometimes their boss calls them or says it's a simulation or they simply don't want to work, so stigmatization certainly plays a big role.” (E8)

	Ability to seek
	Health literacy
	“On the one hand, as I said, knowledge. You need to know that [this discipline] plays an important role in the assessment. I guess the average post-COVID patient probably doesn't know that.” (E11)

	
	Externalized stigma
	“Both [internalized and externalized stigma], but the externally induced one is much more pronounced, in my opinion. In context of this external induction, patients - and it is mainly female patients, as we know - think about whether they are imagining it.” (E13)

	
	Internalized stigma
	“Well, in the beginning, I have to say, it was very difficult for everyone involved, because of course you don't know yourself and you naturally start to doubt yourself and of course you fall into depressive phases.” (P8)
“I always feared that it wouldn't go away or that it wouldn't go away so quickly. I also had the same thing as already mentioned, that I once asked myself, am I just imagining it? Because why do I have this and why doesn't it go away? And because some people said, I mean, there are always studies coming out that say the whole thing is psychosomatic and then other studies say it's not. But I just know for myself that I'm not imagining the whole thing, because I know exactly what I was like before.” (P16)

	Availability & 
accommodation
	Referrals & diagnosis
	“I also went to various places, such as the long COVID outpatient clinic at the [name of the hospital], where they said I would have to have neurological problems, otherwise they couldn't accept me.” (P10)
“I hope that I can go back to work before my sick pay expires, because I'm really scared of all the reports about applying for an occupational disability pension.” (P2)

	
	Proof of illness
	“They [statutory health insurance] wanted a new specialist's report every three weeks, but the specialists were always angry that you had to wait three weeks, well, what do you mean angry, they don't have much time and then ask, what are you doing here again? I wrote on it [the last report] that I don’t need to see you for another three months.” (P6)

	
	Service capacity & availability
	“However, the waiting time wasn't so good, so it was a few months, where I thought to myself, phew, if that's a few months, there must be an incredible number of people affected, so why don't they increase it [capacities]?“ (P8)
“One difficulty is certainly the capacities and resources both in the outpatient and inpatient sector, i.e., long waiting times to get an appointment, let alone with someone who perhaps still has a certain expertise. There are only a few of them, he [name of a specialist] has made a name for himself because he was active and now they all come to him and he has six-month waiting times until there is an appointment.” (E12)
“And a huge hurdle is certainly the time availability of colleagues who deal with this topic, who really know their stuff. Who not only manage the patients, but also carry out diagnostics and then, based on the diagnostics, also try appropriate therapies, even if they are only symptomatic therapies.” (E11)

	
	Appointment duration
	“I was actually, I think almost never in there with her [GP]. It was so crowded that actually the receptionists always gave me the referrals and scanned the reports and so on. They just thought that since I wasn't getting better from my COVID illness, I should visit the classic three [cardiology, neurology, pulmonology] to rule out long COVID or to see what it could be.” (P6)

	
	Waiting times
	“I went to the long COVID outpatient clinic at the [name of the hospital] this year and had another check-up. The waiting times are also around two to three months and the waiting times for appointments at the hospital are insane. I sat for five hours waiting for my first appointment and then only had a blood test and an ECG done, so really just the initial admission, so to speak.” (E5)

	
	Facilities
	“I went to a lung clinic. The doctor took me somewhat seriously, but I had to lie on the floor outside the door in the corridor to wait because they didn't even have anything for me to lie on.” (P15)

	
	Service closures
	“I recently received an email from a patient who had been on the waiting list for an appointment at the long COVID outpatient clinic at the [name of the hospital] for nine months, then they closed it down and referred him to me.” (E9)

	Ability to reach
	System knowledge
	“I'm not familiar with medical specialists either. It was the first time for me. Getting a referral, going to a specialist.” (P6)

	
	Energy level
	“You have to fight for everything and I'm already pretty tired and exhausted because of it, so it's very, very difficult.” (P5)
“It takes so much energy, this constant dealing with authorities, all this administration, calling the authorities, constantly submitting invoices, organising appointments. Fighting to get a place somewhere. It takes up so much in terms of energy and time, you're so busy with it and as I said, I can only emphasise it once again, it takes up an incredible amount of energy that you don't actually have for something like that.” (P17)

	
	Self-organization
	“I think it's extremely bad that first, you have to fight to be believed, and second, that you get the appointments and that you actually have to take care of these appointments yourself. You have to say, okay, I have palpitations, for example. I'm going to see a cardiologist now. And then you have to think for yourself, okay, now I might have brain fog, I'm going to see a neurologist. As a sick person, you should actually go to a long COVID/post COVID centre and there should be a basic diagnosis for everyone right from the start.” (P16)
“I just kept on looking. You really have to manage this journey on your own. I looked at all the rehab centres there are. I tried to find out what might be suitable. You have to do it all [organization] yourself. No doctor does it for you.” (P14)

	
	Distance
	“If you live in the countryside and you're not in the best condition, even if you're better off, I've had at least an hour's drive everywhere. There's just nothing in the countryside. Nothing at all. The next best thing was the outpatient clinic at [name of the hospital], which is over 100 kilometres from me.” (P8)
“In other words, driving was not possible for me at the beginning and for example I always needed someone to take me, or patients who really suffer from severe fatigue or who are cognitively impaired are sometimes unable to drive. And then you're always dependent.” (E5)
“It's a disaster in the countryside. And it seems to me that many authorities have not yet realised that not everyone in Austria lives in Vienna, Linz or Graz, especially when it comes to outpatient clinics, doctors and care structures.” (P8)

	Affordability
	Prioritization
	“So the whole thing was organised more broadly in order to be able to proceed in a resource-friendly manner, because of course it was in the middle of the pandemic. Even now, with the acute illnesses, we have already said that we have to make sure that we have the necessary resources for this. And I believe that this was also a major problem in many areas.” (E1)

	
	Required investment
	“It is also not very common to have interdisciplinary boards outside of cancer in Austria. It's different in other countries. In England, for example, there are dyspnoea boards or chronic cough boards etc. and there are now also long COVID boards. This is not a tradition here because it is not explicitly allocated resources in terms of personnel. Ultimately, you need more resources for this which are not provided.” (E12)

	
	Unattractive remuneration
	“And of course, as always, incentives will certainly help, also by reflecting these complex differential diagnostics in the remuneration in some form or other, but the money alone is certainly not enough.” (E2)

	
	Research funding
	“And that's why, in reality, if we really want to push ahead with this, we would need research that has been explicitly recognised for this area, research funding.” (E9)

	
	Cost-ineffective treatments
	“Instead of taking the regular route, weeks go by in vain and vast amounts of money are wasted.” (E2)

	
	Insurance coverage
	“Look, for example a Schellong test takes fifteen minutes. You should be able to charge [statutory health insurance] for it.” (E13)

	Ability to pay
	Repeatedly private doctors 
	“There's a big difference between going to a non-contracted doctor once and saying okay, in this case I can afford it even though it's a huge financial burden, but then you might have to go there more often.” (E1)

	
	Reduced income
	“Since my first infection I've barely been on sick leave and have somehow dealt with this by massively reducing my hours and then sometimes earning a third of my regular income.” (P13)

	
	Insurance coverage
	“So, I inevitably have to go to a specialist, a non-contracted doctor, mainly non-contracted doctors, to try to alleviate these symptoms somehow.” (P3)

	
	Prioritization
	“I now have a TENS device for vagus nerve stimulation, which has a similar effect. That’s how I'm saving money right now.” (P2)

	Appropriateness
	Research
	“We simply need research into chronic fatigue syndrome, where we don't actually have any treatment options other than to really put patients under stress and relieve them in a targeted manner and to look into it.” (E3)
“The Schellong test is about 100 years old. Etc. etc. But we would need a new methodology, a new methodology that takes three or four minutes. Then you have more time for patient interaction.” (E13)

	
	Training & education
	“It absolutely has to be included in medical training, which is currently only very sporadically on the initiative of a colleague at [an Austrian medical university], but that is not the case throughout Austria, but that students in Austria at least hear about post-viral syndromes at some point. That just has to be included.” (E9)
“Those who know their stuff, I don't think there's a lack of willingness to pass on their knowledge, but simply, I've met so many doctors who, out of convenience or for whatever reason, still have blinkers on and aren't prepared to think outside the box a bit.” (P14)
“On the one hand, there is still a lot to be done in terms of further education, training, courses etc. in the primary care sector, so I can see that. I really think that even though the S1 guideline exists, which I believe is now being disseminated more and more and is also being brought more and more to the attention of doctors, but I think that was still a big question mark, especially at the beginning, about what to do with people, because there is also a bit of this powerlessness. We have no treatment.” (E1)

	
	Diagnosis - Difficulties in diagnosing
	“It's not always that easy, because yes, there was a COVID diagnosis in the past, is this now the cause of the symptoms or did the symptoms perhaps already exist in part beforehand? It's not always that easy to differentiate.” (E8)

	
	Diagnosis - Overdiagnosing
	“Occasionally people come, and I think this has also been the problem in the Long COVID outpatient clinics, who don't actually have anything to do with Long COVID. Unclear symptoms, COVID was also there at some point, we [other doctors] send them to Long COVID clinics for clarification. I think that was a big problem in the outpatient clinics.” (E9)

	
	Diagnosis - Late diagnosis
	“Really diagnosed in detail, with really the right questions, with a sensible anamnesis, with therapy suggestions etc., it was only Dr [last name] after I had already had it for a year and a half.” (P8)

	
	Diagnosis – Non-diagnosis
	“He always said he found it very hard to imagine because I'm otherwise so healthy.” (P18)

	
	Diagnosis – Other diagnosis
	“After being diagnosed with MS at the MS outpatient clinic at [name of the hospital], I was told that if it is MS, it cannot be long COVID.” (P2)

	
	Treatment – Difficulties in treatment
	“I think it actually starts with the last point, there is no cure as things stand and there are currently only clinical trials, and that's what makes it so difficult to explain why doctor hopping occurs, because unfortunately we still don't have a patent remedy and this ultimately results in doctor or medical hopping from one healthcare facility or from one service provider to another.” (E12)
“Now we've looked inside, we can't see anything by routine means, so we have to tell the patients, well. For the medical profession, it's certainly a big hurdle for colleagues that they can't offer these people anything and it's frustrating, so the majority actually does not want to care for these patients.” (E10)

	
	Treatment - Overshooting rehabilitation
	“The buildings there are huge, so the distances, i.e. the way to the dining room and so on, were simply too much for me. I was there for four weeks and I got on reasonably well, let's put it that way, and in the last week they had to take me to my room in a wheelchair from the lung function test because the symptoms of paralysis and everything were back.” (P7)

	
	Data
	“But there is also a highly uncertain data situation, and truth be told in Austria there certainly is nothing.” (E13)
“The big problem is that we […] don't know the incidence or the prevalence. And that of course makes it very difficult for politicians to make decisions. They would love to have figures, but we don't have them. And anyone who claims to have them or that they can give any estimates is simply not correct." (E2)

	
	Patient pathways
	“I mean, of course it's incredibly good if the population also has a high level of health literacy, but in some cases it's not always the case that it's really better because of the given communication, but sometimes it almost leads you a bit astray, Because then you're already targeting many different providers on your own and it would perhaps be better, as you mentioned, if there was a person there, preferably in the GP area, who could really act as a bit of a guide and also repeatedly do this check with the person concerned and say, okay, this came out, this came out, etc. Because of course you have to get the person to do this. Because, of course, you have to guide the person a little bit, i.e., in an uncontrolled way in the system, it's endless.” (E1)
“I have to say that quite a lot went wrong. I can't say much positive. We also felt completely abandoned. You just sent them [the patients] somewhere when you didn’t get any further yourself and then the same thing came back, that they [specialists] didn't know their way around either.” (E7)

	
	Guideline
	“Basically, there is very little provided by the medical association. There have been guidelines regarding long COVID which we have followed. These are documents that are sometimes 100 pages long and don't really provide clear definitions. You have to sit down in your spare time and work through them in detail so you have the tools you need to look after patients.” (E8)
“In reality, it will simply have to be recognised that due to the volume and sometimes very discipline-specific matters, it is not realistic for every GP to be familiar with this guideline.” (E9)

	
	Inter-disciplinarity
	“And the third hurdle is certainly the lack of networking in the sense of interdisciplinary boards, as we already have in some cases for other clinical pictures, such as the tumour board or rheumatism board or others, where it is quite common to discuss complex cases together. I would say that it all results in hopping from one specialist or outpatient clinic to the next.” (E12)
“It [structured interdisciplinary exchange] doesn't exist in that sense; as you rightly say, it's our own initiative. Of course, we have our medical directors' meeting twice a year. We are connecting in this respect, it's quite low-threshold. If there's a need, I call colleague XY and exchange ideas with them, so it's relatively unbureaucratic and quick. But there are no dedicated centrally organised sessions. What does exist, however, is that we also work according to guidelines, according to a service profile, because rehabilitation ultimately also costs money and that has to be summarised in a service profile, so we are always in dialogue with each other about the service profile.” (E15)

	
	Social system
	“And the third problem is that I see a lot of people falling out of the welfare system. That's something that overwhelms us as doctors because I don't know what to do with them. That's a matter for the Chamber of Labour or other institutions, but then I can't help anymore and that's a problem.” (E14)
“We would need a legal entitlement that if the patient says, I can't work full time yet, I want to start at 50% and I'll then look at when I can work 100% again. But there is no legal entitlement.” (E3)
“You can really feel and realise that the system is not made for chronically ill people or post-COVID syndrome and that everything is just made so incredibly difficult. Starting with the statutory health insurance with understanding and enabling that you can stay on sick leave. I have to say that [statutory health insurance] put a lot of pressure on me.” (P17)

	Ability to engage
	Patient expectations
	“One hurdle is also, in my view, a very heightened - and I understand the frustration - expectation level and a transfer of pressure to doctors.” (E10)

	
	Family challenges
	“The whole family [of a patient] is in psychological counselling, for example. The partner has to reduce his hours so that he can care for his wife and look after the children. A lot depends on that too.” (E5)

	
	Exhaustion
	“In hindsight, I probably wasn't entirely smart when I started working from home again for a few hours a day because I really like my job and probably also had a false sense of duty. That didn’t make it any better. I then worked three/four hours a day and slept for 18 hours and those were our days.” (P13)

	
	Required reporting
	“All the applications and the fact that you always have to prove it or prove it to the [statutory health insurance] while you're getting sick pay, you have to send in a specialist's letter or some new reports almost every month and I think that's just eaten up all my energy, that I can't do the exercises that I took with me from rehab, so I do occupational therapy because I'm cognitive, I've now had to relearn how to talk and write and I've been a teacher and I can't, so on good days I can now manage five to ten sentences. I still can't do maths. After the five to ten sentences, I either have no muscle power left or I switch languages or make grammatically incorrect sentences. Sometimes it takes me two or three weeks to write emails and I find that all the applications and examinations really take up all my energy.” (P7)

	
	Fear
	“Everyone in this round just nodded in agreement, this fear of these expert assessments and of this burden, what is coming next and these discriminatory statements that you hear again and again.” (P4)

	
	Information avoidance
	“Yes, at the beginning I consciously read up on it and then at some point I was unsure whether I wasn't just driving myself crazy with it. The doctor also said to me that he wouldn't read so much about it now, so I didn't do it anymore.” (P18)

	
	Employment – Layoffs
	“That would be a huge advantage if you couldn't be dismissed while on sick leave, but that happened to some of the people who came to us right at the beginning. It's also very precarious when someone wants to [professionally] change for some reason, which was the case for two of the clients, and is unemployed at the time. The whole system was no longer working as it should.” (E4)

	
	Employment – Reducing hours
	“Now I'm working 28 hours again, but I often reach my limits.” (E5)

	
	Employment – Quitting
	“And that was only possible because I had quit in the meantime, because if there had been another working day, it wouldn't have been possible.” (P6)
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	Dimension/
theme
	Sub-theme
	Quote(s)

	Approachability
	Support group
	“Definitely the support group, really, the Long COVID Austria group, I have to say is insanely informative and the list of doctors there is incredibly helpful.” (P17)
[bookmark: _GoBack]“Those affected simply also have a lot of community exchange, so that they simply inform and help each other, so the network not only in the official support group, but also through other channels.” (E4)

	
	Word of mouth
	“Most of them are looking for something and they know someone who knows someone who has helped them.” (E7)

	
	Available information
	“This has also been well publicized in the media during COVID times because rehabilitation specialists have been present in the media.” (E15)

	Ability to perceive
	Observing symptoms
	“I had a heart rate of 160/170 when lying down, sleeping, because I was able to check it a little with the smartwatch” (P15)

	Acceptability
	Public acceptance
	“I think it's getting better, at least in terms of accepting that you have it. Not from helping or inclusion, but at least the acceptance that long COVID exists at all.” (P15)

	
	Friends & family
	“Simply support from my immediate environment [helped], especially from my partner and also from my friends and family. Thankfully, there have never been any doubts. I've always been met with a lot of acceptance and support.” (P17)

	
	Medical acceptance
	“I got lucky with my GP, who was very open-minded and made enquiries and got to know this disease together with me, so to say.” (P14)

	
	Professional acceptance
	“There was actually understanding from all sides. Both at work, where when I started working again, I was always told that if I wasn't feeling well, I could just go home early, and in my private life, there was a lot of understanding from all sides.” (P12)

	Ability 
to seek
	n/a
	

	Availability & accommodation
	Social system
	“It wasn't really very time-consuming because the [statutory health insurance] has a monthly consultation where you can go and they help you with the application. And I took advantage of that, filled it out together with this counsellor and then only had to enclose my findings.” (E5)

	
	Specialized care
	“As the [statutory health insurance] in [region], we managed to do this with our outpatient centre in [address] as the first point of contact for this region and then also created such outpatient centres together with other regions at the [name of the hospital] and the [name of another hospital], to which the general practitioners could then refer accordingly.” (E3)

	
	Facilities
	“When I go to the GP and the waiting room is full, so if there's more than one person in front of me, I always ask if I can lie down in the chamber at the back. He has a room at the back with two couches and I can actually always lie down there. I drive to the GP, go in there and lie down in the back and actually wait in there for my GP appointment.” (P15)

	
	Home visits
	“If I really can't [make it to the GP’s practice], because I asked once as I was feeling really bad for a while, he [the GP] would also make home visits.” (P15)

	
	Telemedicine
	“A week later, he [the specialist] called me to say he had an impromptu appointment and asked if I had time online. And I was lying in bed at the time and didn't know exactly, so I just went to the computer and logged in and there I was” (P5)

	
	Central coordination
	“I think it really was a disaster back then, when we saw these severe cases of pneumonia. […] So it was a legitimate concern that we had major cases that would require follow-ups. And then we said, wow, neurology also said they didn’t know what will happen to people after the intensive care unit, so we got together and said - and the state supported this from the start - let's do it. It's actually just a pilot project, let's set up a coordination centre and an interdisciplinary network and see what comes onto our radar, what happens there. And then it just so happened that, fortunately, the organic consequences have subsided with improved immunity and vaccinations and now this picture with fatigue and exhaustion syndrome or exercise intolerance affects a few hundred, probably a few thousand in [this region], who need to be cared for in the longer term. And this will now be done primarily by therapeutic means with occupational therapy, physiotherapy and psychotherapy.” (E10)

	
	Fast GP appointments
	“Yes, so what worked well was firstly the appointment scheduling with my GP.” (P18)

	Ability to reach
	Health literacy
	“Due to my professional background, I'm a vet, so of course I'm already familiar with the medical side of things. Perhaps that gives me an advantage over many others. I then read all kinds of papers, so I was really up to date and of course I kept looking in different directions and was able to assign the symptoms and then I knew I had to see this specialist and that specialist and I was lucky.” (P16)

	
	Self-organization
	“We take draw our own blood samples, so some of us from the support group, they ask some befriended nurses, draw some blood in the kitchen, send it all to Germany, to Berlin, to really have data.” (P9)

	
	Family
	“I also have the fact that my mum gets off work at half past one every day, which means that if I have doctor's appointments, I can make them in the afternoon and have someone who can take me there in an emergency. I have it a lot easier than many others. I don't have any children, I don't have any pets, I don't have anything I need to look after. If I can't cook, my mum can cook something for me, like potatoes or something quick for lunch. I'm well provided for, but only well provided for, not because the state supports me, but simply because in the situation I found myself in, I had a good setting to support me.” (P15)

	
	Pro-active outreach
	“I often asked whether they [providers] had long COVID patients and if the answer was no, I thought to myself, that's fine, I'm just not going there.” (P13)

	Affordability
	Insurance coverage
	“Yes, performance positions [covered by statutory health insurance] have been offered, this long initial therapeutic consultation for long COVID patients.” (E7)
“I can only speak for my discipline; the services have been covered [by statutory health insurance].” (E4)

	Ability to pay
	Financial background
	“At the time I thought to myself, it'll work, I'll just pay for it and it'll be fine.” (P13)

	
	Tax deduction
	“At least you can deduct it [from the taxes] and get some money back.” (P5)

	
	Complimentary health insurance
	“I also have to say that I'm very lucky, I don't know about you, but I have private insurance and that my private insurance, well, I'm really lucky to have this insurance and I have to say that it really takes a lot of money off me, because the doctors I go to are private doctors and now the initial examination fee at the vast majority of doctors is already over 200 euros. And then you also have all the check-ups.” (P16)

	
	Employer support
	“My parents both work for a large company, [name of company]. There are several people affected, some of whom can only lie in the dark, and the company provides a lot of support, including monetary support if things get tough. I know that the CEO has already offered this to my mum, so there is also a lot of support.” (P1)

	
	Family support
	“I have to say I still live with my parents. I actually have a floor to myself. That makes my financial situation a lot easier, of course”(P15)

	Appropriateness
	Awareness & knowledge
	“This is being asked hesitantly, but increasingly. GPs are increasingly beginning to realise that there is something special about it.” (E13)
“In the meantime, I think the topic has become established, also through the guidelines etc., also through the media coverage of these forms of illness etc. Long COVID has arrived in GP practices and I think GPs can now deal with it well.” (E3)

	
	Inter-disciplinarity
	“Where I think this works better is in rehabilitation centres, for example. That's where multi-professional work is carried out, i.e., dietology, respiratory physiotherapy, psychology and medicine.” "(E12)

	
	Referrals
	“But the lung specialist then said that no matter what it was, whether it was Long COVID or not, she would just recommend that I do the rehab or it was always like that, if it gets better, I can still cancel it.” (P10)
“She [the GP] is very happy that I am in good hands now and prescribes me all the medication from the specialists and is now also very experimental.” (P7)

	
	Guideline
	“That worked very well and we moved very quickly, so it was July/August 2020 when the first patients popped up. We reacted very, very quickly and published guidelines on the diagnosis and treatment of Long COVID very quickly. We are now trying to continue this with training courses and have a website together with the Austrian Society for General Medicine, where every general practitioner can access and quickly find an algorithm for dealing with such patients using the guiding symptoms.” (E14)

	
	Support group
	“From my point of view, the cooperation [of statutory health insurance] with the support group also worked relatively quickly, so they got in touch with us and we immediately had a start date and are in constant dialogue with them, so that also worked well. I also get a lot of information from the self-help group about what works well and what doesn't work, and they try to improve things accordingly, so communication with those affected has actually worked quite well.” (E3)

	
	Data & coding
	“This [absence of a diagnostic code] has really been a huge issue and it will now come. This means that we are now in consultation with the ÖGAM [Austrian Society for General Practice] and also with the Medical Association to organise a pilot project next year, so to speak. It will be based on the ICD, so to speak, which is this large coding system, and will then be graded for GP practices. This already exists for hospitals anyway, and there will also be coding systems for primary care centres based on ICD-10, where we will code according to uniform standards in all practices and see how the diseases are distributed, how they are distributed regionally. Which diseases do we have in which regions, etc. I hope that by 2025 we will have implemented this across the board.” (E3)

	
	Training & exchange
	“Also the exchange with our two neighbours [between Austria/Germany], especially because of perhaps somewhat similar structures to ours, that was of course also incredibly valuable, but also simply to see that more and more further and advanced training courses have been created.” (E1)

	
	Clear diagnosis
	“There are certain criteria where time also plays a factor and if the symptoms and the time factor are present and a COVID diagnosis has existed in the past, then the diagnosis can actually be made relatively easily.” (E8)

	
	Rehabilitation
	“I was also in rehab in [location] in January and it was really good for me. It was super exhausting. The other post-COVID patients who weren't that badly affected, they always got together in the evening and played pool or something but that just wasn't feasible for me. I always had to sleep and rest between therapies, but in general it helped me a lot to be able to assess my own resources, to look at the pacing and know how much I can push my body and how much I can't? Cognitively, it's really difficult because the limits are so tight, but physically, it really helped me a lot.” (P1)

	
	Individual commitment
	“From the private practice sector, yes. There was someone in Austria who was very active in rehab and also explained to the lung specialists, [name], that rehab after COVID-19 is simply extremely good, including outpatient and inpatient rehab. There was a lot of public relations work, if you like, and also media presence, and I think it worked relatively well.” (E12)
“What actually worked really well was that everyone was willing to contribute. To contribute their time, their expertise, their specialist knowledge. To really volunteer, to make themselves available free of charge for all kinds of working groups, papers that were written, workshops that were organised with an incredible amount of lively participation. I have to say that the cooperation and the willingness to really work together and help at all levels, i.e. really in the most diverse groups and stakeholders, was really good and great for me.” (E1)

	Ability to engage
	Encouragement
	“Funnily enough, my pulmonologist told me beforehand that I shouldn't let anyone tell me that it was psychological. It is physical and if someone doesn’t take me seriously, I should leave. That's why I somehow had that in my head and didn't just assume it was psychological in my desperation.” (P13)

	
	Informing doctors
	“And then I also went to her [the GP] with the guideline issued by a neurologist and said: Hey, look, I've got this and this and this, can we try something? And we did the antihistamines thing because of the guideline. She is very interested; she has now subscribed to this neurologist somewhere and has a high opinion of him and all the doctors I tell her about.” (P7)

	
	Stress reduction
	“I also had a summer holiday from that point of view, so the stress has decreased or the workload from university. That may have something to do with the fact that I rested more, so I had a bit of a healthier lifestyle again.” (P18)

	
	Employment changes
	“In my case, when I was feeling better, I had six months of partial reintegration through this Fit to Work programme, which worked very well.” (P8)
“And I was always able to work from home in between when it was a bit too much for me, or I took a day off in between, because when you're at home for so long, the holiday piles up anyway, so it has to be taken at some point.” (E5)

	
	Health literacy
	“Due to my professional background, I'm a vet, so of course I'm already familiar with the medical side of things. Perhaps that gives me an advantage over many others. I then read all kinds of papers, so I was really up to date and of course I kept looking in different directions and was able to assign the symptoms and then I knew I had to see this specialist and that specialist and I was lucky.” (P16)

	
	Complaints & legal action
	“I now sued [the pension insurance fund for denying disability benefits] and have now also had the examinations mandated by the court three weeks ago.” (P7)
“Fortunately, I somehow had the energy to get upset. Then he took me seriously and just said, okay, it sounds like my symptoms of exhaustion, lung problems, pain, sounds a bit like long COVID, I should go to the pulmonologist and cardiologist and he arranged it.” (P13)

	
	Patient engagement 
	“But we are now founding an ME/CFS association in our town, for example, where we want to support people in the district financially. We're organising a charity run in August 2024, where the local business association, the sports club, the cultural association are all helping together and the association's board, which is made up of 10 people from my friendship group and the sports club, are fully supporting me and they also want to support the people in the district.” (P1)
“I'm probably the one with the fewest symptoms, but that's why I can fight the hardest for the cause.” (P9)

	
	Support group
	“I think this Facebook group is just incredibly helpful because you realise that you're not alone and because you can also vent if you hear a stupid comment or ask if you're prescribed a medication... It's clear that you don't take anything now or don't take anything because someone ..., but it still helped me a bit because I went down a path where I tried it without medication and more with nutrition and pacing and all that. Yes, it's exciting to get an insight into how others are doing, how others are doing it, which also helps. You still hear people leave the group because they may not be completely cured, but because they can lead a normal life again. I think this group is a tremendous help.” (P6)
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