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Abstract
Introduction The COVID-19 pandemic has been
a daunting exercise in adaptation for healthcare
providers. While we are beginning to learn about
the challenges faced by teams during the COVID-
19 pandemic, what remains underexplored are the
strategies team members used to adapt to these chal-
lenges. The goal of this study is therefore to explore
how healthcare providers navigated and adapted to
on-the-ground challenges imposed by COVID-19.
Methods We interviewed 20 healthcare workers at var-
ious hospitals in Ontario, who provided care as part of
clinical teams during the COVID-19 pandemic. Data
were collected and analyzed following Constructivist
Grounded Theory principles including iteration, con-
stant comparison and theoretical sampling.
Results Participants’ accounts of their experiences re-
vealed the process of ‘implosive adaptation’. The ‘real-
ity check’, the ‘scramble’ and the ‘pivot’ comprised this
process. The reality check described the triggers, the

Availability of data The datasets used and/or analyzed
during the current study are available from the
corresponding author on reasonable request.

Supplementary Information The online version of this
article (https://doi.org/10.1007/s40037-022-00716-w)
contains supplementary material, which is available to
authorized users.

S. Cristancho (�)
Department of Surgery, The University of Western Ontario,
London, Canada
Sayra.Cristancho@schulich.uwo.ca

S. Cristancho · E. Field · T. Taylor
Centre for Education Research & Innovation (CERI), The
University of Western Ontario, London, Canada

T. Taylor
Department of Obstetrics and Gynecology, The University of
Western Ontario, London, Canada

scramble detailed the challenges they went through
and the pivot prescribed the shifting of mindset as
they responded to challenges. These stages were iter-
ative, rather than linear, with blurred boundaries.
Discussion According to our participants, not all
adaptations have to be successful during a crisis. The
language of reality check, scramble and pivot provides
a framework for teams to talk about and make sense
of their approaches to crisis, even beyond the COVID-
19 pandemic.

Keywords Teams · Adaptation · COVID-19 ·
Healthcare

Introduction

The COVID-19 pandemic has been a daunting exer-
cise in adaptation for healthcare providers who have
had to dramatically change the way they do their work
with little time to make sense of those changes. We
are only beginning to learn about the challenges that
the COVID-19 pandemic imposed on healthcare sys-
tems and healthcare providers [1–3]. However, what
remains underexplored are the ways teams identified
and adapted to the on-the-ground challenges of their
daily work. COVID-19 will not be the last pandemic
our society will endure; nor will pandemics be the
most difficult hurdle faced by healthcare teams. We
believe that understanding how team members made
sense of, and responded to, the on-the-ground chal-
lenges imposed by this crisis carry important insights.
And these insights will become critical not only for
working in future pandemics, but also for working in
situations that require high levels of adaptability.

COVID-19 has impacted healthcare teamwork in
every hospital worldwide [3, 4]. Healthcare systems
around the globe have continued to care for patients
despite a shortage of hospital beds, staff and med-
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ical equipment [5], supply chain disruptions [6, 7],
and limited laboratory capacity [8], among other chal-
lenges. While these constraints are a daily reality in
resource-poor settings, such scarcity is unfamiliar to
many providers in resource-rich countries. Faced with
the unprecedented need to triage, ration and alter
provision of care in unprecedented ways, healthcare
providers suffered from burnout, anxiety and guilt [9,
10]. In this way, COVID-19 did not create one but
many pandemics [11]. Not only did COVID-19 fur-
ther expose troubling global health disparities, it also
disrupted the everyday work of healthcare teams who
were increasingly forced to do more with less.

Daily routines were profoundly disrupted, which
required healthcare teams to adapt rapidly. They nav-
igated operational and psychological challenges. For
instance, some have documented the various changes
to management strategies their teams adopted to pre-
pare for the influx of patients; from expanding bed ca-
pacity to creating negative pressure rooms [2, 12, 13].
Others have documented the moral distress and fear
healthcare providers experienced when caring for col-
leagues who tested positive or dealing with shortages
of personal protective equipment [9]. While some
of these challenges were more pressing in the early
waves, as the pandemic has evolved, so have the types
of challenges [14–16].

Novel challenges are sometimes difficult to talk
about, leading to ineffective communication. And
without effective communication, solutions may be
inaccessible. Part of the issue may rest in lack of com-
mon language due to lack of experience with this type
of crises. Research exploring teamwork in extreme
contexts can provide some of that language. In a re-
cent review of the science of teamwork, the authors
summarized the dimensions of teamwork that may be
impacted by COVID-19: collective efficacy, task vigi-
lance, team trust, psychological safety, shared mental
models and team conflict [17]. While useful to guide
conversations, we still know little about how health-
care providers are making sense of the burden that
COVID-19 has placed on healthcare teams. Empirical
studies are beginning to be published [3]. These stud-
ies have mainly focused on teasing out the common
issues that healthcare providers shared about their ex-
periences with COVID-19. Our study aims to advance
this knowledge by exploring how healthcare providers
navigated and adapted to on-the-ground challenges
imposed by COVID-19. The complex problems of our
society will continue to test the resilience of health-
care systems. While healthcare systems may have
been impacted differently across the globe, daily on-
the-ground challenges may have emerged similarly
for teams in the frontlines. It is therefore critical that
we continue to build useful language that enables
healthcare teams, regardless of context, to talk about
and find ways to adapt within the current crisis and
when facing any future, inevitable disruptions.

Methods

Because we were interested in the process of adap-
tation, we utilized Constructivist Grounded Theory
(CGT), which is well suited to understanding dynamic
social processes and interactions [18].

We utilized both purposeful sampling and snow-
ball sampling strategies [19]. In total we recruited
20 healthcare providers across multiple fields and
disciplines—including, nursing, emergency medicine,
intensive care, anesthesia and surgery—at various
hospitals in Ontario, Canada, who provided care as
part of clinical teams during the COVID-19 pandemic.
Data collection occurred throughout the pandemic
starting in April 2020 and concluding in April 2021.
Participants were invited to participate in a single,
60-minute, audio-recorded semi-structured interview
via Zoom with EF or SC. Participants were asked to
share experiences where their teams had to navigate
challenges imposed by COVID-19. Once specific situ-
ations were described by participants, they were also
invited to share additional insights around questions
such as: What were the surprising/unexpected issues
during that situation? How did they evolve? How did
your team navigate and adapt to those issues? How
was teamwork impacted?

Data collection and analysis occurred simultane-
ously, as per CGT principles. This analytical process
occurred in three progressively interpretive stages:
initial, focused and theoretical.

Initial coding

The first five transcripts were read line-by-line and
coded by SC and EF using gerunds (action words end-
ing in ‘ing’), and participants’ words (in vivo codes) to
capture the meanings and actions described by partic-
ipants. The intention of this first stage of analysis was
to describe, rather than interpret, participants’ per-
spectives and experiences to ensure that preliminary
findings were firmly ‘grounded’ in the data.

Focused coding

Next, EF applied the initial coding framework to code
five more interviews. EF, SC and TTmet to consolidate
the initial codes into preliminary themes that were
used to focus code five more transcripts.

Theoretical coding

A coding framework (see Appendix in the Electronic
Supplementary Material) was finalized by EF, TT and
SC and used to develop a preliminary conceptual
model. This model was presented to five addi-
tional participants during return-of-finding inter-
views. These interviews were used to gather insights
into whether our preliminary findings resonated and
to refine the definitions in our coding framework. The
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Fig. 1 The process of implosive adaptation

final coding framework was then applied to re-code
the entire dataset and consolidate our conceptual
findings. The steps followed in this analytical process
ensured the rigor of the analysis by considering res-
onance, trustworthiness and transferability [20]. All
study procedures received Ethics Approval through
Western Research Ethics Manager, project ID #113589
and Lawson ReDa #6356.

SC, EF and TT are all qualitative research experts.
In addition, SC’s research program focuses on under-
standing professional teams’ responses to unexpected
events in high-stakes industries, such as healthcare.
Her expertise allowed the research team to anchor
the focus of the study on participants’ experiences
with working in teams. EF is a feminist scholar who
adds a critical perspective to the analysis. She helped
the research team unpack the social and political nu-
ances of participants’ experiences. TT is a physician
who remained on the frontlines throughout the pan-
demic. She brought her personal experience to help
the research team contextualize the findings and their
implications for healthcare providers on-the-ground.
This research team met frequently throughout this
process to combine their perspectives and deepen the
analysis of the data as well as examine how themes
evolved.

Results

The COVID-19 pandemic forced all healthcare work-
ers to adapt to a greater or lesser extent. The par-
ticipants in this study had to adapt their day-to-day
work, but unlike New York or Italy, did not have an
onslaught of patients during the first or second wave.
However, as they entered the third wave, “there has
been a tectonic shift” (p20). For most, adaptation came
with a sense of urgency and “we adapted, but it was an
implosion, it was not a successful adaptation” (p14).

As we attempted to tease out this process of implo-
sive adaptation—i.e., having to adapt amidst “walls
coming down” (p19)—we identified three overlapping
stages that healthcare providers worked through with
their teams to navigate COVID-19 (Fig. 1). First, rapid
changes in the usual way of doing work sparked a real-
ity check for team members. They described the trig-
gering moments that made them realize that things

could deteriorate rapidly. Once the situation became
critical, team members faced multiple challenges that
forced them to scramble. Most challenges involved
working at odds with traditional values. Team mem-
bers wrestled with the reality that preserving auton-
omy and hierarchy clashed with efficiency and pro-
ductivity. As they began to realize what did and did
not work early in the pandemic, team members rec-
ognized the need to shift their mindset to be able to
pivot and move forward. For most participants, these
three stages “resonated with the cycle of change [they]
went through” (p19).

The rest of this section will provide a narrative illus-
tration of the key dimensions of each stage. These nar-
ratives have been composed from participants’ quotes
[21] in order to preserve the accuracy while offering
diversity of participants’ experiences.

The reality check

A “reality check” occurred for participants when it be-
came apparent that COVID-19 was a global pandemic
that was likely going to walk through the doors of their
hospitals. This shift in their reality created moments
of disruption that were a catalyst for adaptation. Par-
ticipants described it in several ways.

For many it felt like “every single piece of the puzzle
was shifting frommasking to where you could travel in
the hospital to how people needed to be isolated to who
is taking care of patients” (p2). They lost the sense of
certainty about what to do on a day-to-day basis. Cou-
pled with shortages and conflicting understandings of
personal protective equipment, the clinical work envi-
ronment completely shifted. This was in part because
of the acuity of the crisis, but mostly “because of the
changing processes and changing rules. So, you’re never
quite sure whether you’re doing the right thing” (p5).

While COVID did not overwhelm the local system
during the first wave, team members did not escape
the anxiety of remaining alert. Many of them talked
about the calm before the storm and described it as
“being backstage [as] more anxiety provoking than be-
ing on stage” (p3). And missing the sense of certainty
added to the anxiety because “none of us were natu-
rally trained to think about how to prepare for a pan-
demic” (p9).

Those feelings brought the realization that exper-
tise became a commodity in high demand. For some,
it was “so pathetic because we really have no expertise
but we’re the experts. And so, it was just this terrifying
reality” (p9). After the acuity of the first wave receded,
participants understood that being experts without
expertise not only applied to treating COVID patients.
For patients with chronic conditions, they began ask-
ing questions they were not used to asking because
“COVID itself added that layer of complexity that made
you second guess” (p17).

In addition to the rapid changes in the usual way of
doing work, the reality check brought out the evolv-
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ing fears providers experienced over the course of the
pandemic:

Talking to colleagues in New York, they told us,
you’re going to know somebody, whether it’s a col-
league or a family member or yourself, who is
going to die from this. So, there was actual fear
about safety for yourself, bringing the virus home
and giving it to loved ones. And there was real
concern from the provision of care about what’s
going to happen if, say, doctors and nurses get
sick, and we don’t have the staffing because of
that? Now with vaccines out and this wave, it’s
a different fear, we’re not worried about running
out of equipment, we’re not worried about per-
sonal safety, it’s the numbers of beds and access
to ICU and the effect on non-COVID patients and
their access to care (p20).

In dealing with these reality checks, team members
faced multiple challenges that forced them to scram-
ble as they tried to care for others and themselves.

The scramble

Early in the pandemic, participants agreed with the
strategies re-deploying people to different roles or
tasks. The way units were staffed changed, “we took
the three or four younger, healthier nephrologists, and
say, you’re now our ICU nephrologist . . . and that was
a big win” (p11). While redeployment was viewed as
an effective strategy by most, it was difficult for many
like “these operating room nurses [who] all of a sudden
some are in Emerg, some are in ICU, some are in the
COVID assessment unit” (p3), who found themselves
working outside their usual scope of practice with
little time to mentally adapt to this change. As time
passed, people realized that it was reasonable to work
outside their scope, and even “were thankful for those
that are willing to bend their scope” (p13).

Working outside the scope brought benefits but
also challenges. For instance, a major scramble for
participants in our study related to mitigation strate-
gies that had unintended consequences, such as
the formation of special COVID airway teams. The
scientific rationale was justified based on previous
experience with “SARS-1 in the ‘90s [which] found that
you want the most skilled people because you want it
to go smoothly” (p18). Therefore, the assumption was
made that anesthesiologists would be the ideal spe-
cialists to compose these teams. However, for other
specialists who were routinely responsible for airway
management in emergencies, it felt like “the things
that we have within our scope being done by others”
(p14), but also being done with a different sense of
what’s important in the moment. It was described as
“this clash of cultures, like Emergency, like ICU, where
moving fast, adapting quickly is just part of the cul-
ture. But then the strategies of bringing in people from
other specialities that had a different mindset created

a whole sort of issues” (p19). The perception that un-
familiar team members brought a different mindset
was particularly frustrating and unwelcomed. This led
teams to implement informal work around strategies
during the first wave. For instance, reinforcing role
separation by keeping “the trauma team function[ing]
autonomously and independently, and treat[ing] the
intubation team, for better or for worse, as technicians,
not as a consultative service” (p11). The airway team
strategy looked good on paper, but its potential was
not fully realized. For some the problem was “people
kind of being dropped in”, rather than “somebody who
was going to be a part of our team”. If the latter had
been a possibility, “I think we could meet in the mid-
dle”, as some participants indicated. Specially during
the first wave, it felt like “many of these processes [were]
just dumped in” (p15).

The scramble of having to incorporate unfamil-
iar team members created strong dissonance that
prompted an explicit reflection after the first wave.
This reflection involved thinking about “how to in-
tegrate one [or] more groups into our team” (p19). As
healthcare providers became more used to manag-
ing COVID patients, the reflection resulted in explicit
changes to these teams. As one intensivist described
it, “it kind ofwent frombeing very awkward and almost
shunned and pushed away initially to us getting more
comfortable. By any means it’s not perfect but it fits in
a lot better with trauma care and ICU care” (p19).

For other healthcare teams, the scramble involved
adapting to the loss of team members and the loss
of wider support from other specialties. Participants
working directly with COVID patients outside of the
ICU described being viewed as “lepers” (p6) by col-
leagues in other specialties resulting in “a huge di-
chotomy between those who are actually doing COVID
and those who aren’t” (p13). This dichotomy left
healthcare providers having to either appeal to their
colleagues to “please, just do this” (p2) or expand their
usual scope of practice to “put that thing in yourself
or do that procedure yourself ” (p6). In other instances,
many felt the loss of support when they “looked at
that [redeployment] survey” and realized that “they’re
clearly not interested in sending anyone to Emerg. This
was an ICU questionnaire” (p6). The scramble for
these teams was not only to adapt “their roles to work
for the greater good” (p13) but to maintain their co-
hesiveness as “people had to [be] pulled together to
support each other” (p4). This involved covering each
other’s shifts, offering to be the “COVID nurse” (p7)
when your fellow colleagues were concerned, and
working to improve team morale.

Overall, we found that teams scrambled the most
when incorporating unfamiliar team members or los-
ing the support of specialities, which forced them to
work outside their usual scope. For the former, teams
had to adapt to mitigation strategies that took experts
out of one context (airway management in the operat-
ing room) and put them in a different context (airway
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management in the emergency room) while expecting
them to immediately adapt to, and be welcomed into,
that context. For the latter, teams had to adapt to lack
of support, which threatened the way they carried out
work and the team’s cohesiveness. As team members
began to realize what worked and what didn’t work
early, they also realized the need for a pivot in mind-
set to find their way out of the scramble.

The pivot

As the pivot entails a shift in mindset, healthcare
providers in our study reflected on the many ways in
which their perspectives shifted. We found that one of
the major pivots in mindset occurred in relation to the
idea that “there is no emergency in a pandemic” (p20).
Most participants reflected that the biggest change
was realizing that even though “it’s really hard to have
to stop, [you must] accept the greater good of the rest of
the team by putting your PPE on because you cannot be
lost.” (p17). According to another participant,

Wewill lose some patients because of that, but you
have to protect the staff. Losing a patient from
a cardiac arrest during COVID-19 is terrible. Los-
ing two nurses because they got exposed, is a dis-
aster. So, that was a weird thing for everybody to
get their head around (p15).

Also, as redeployment became more normalized,
team members accepted that they could “likely be
redeployed anywhere. I haven’t worked in Emerg for
a while but, should they have needed me there I would
have been able to go there” (p3). The learning that
came from embracing the idea that making people
interchangeable was reasonable, gave team members
the courage to “simply sa[y] plugme in where you need
me” (p3).

Finally, participants illustrated how the pivot in
mindset “has felt like a whole exercise in dissonance”
(p18). Participants referred to dissonance as the
inconsistencies they encountered between the prin-
ciples that they were supposed to espouse and the
actions they found themselves and others enacting.
Dissonance revealed in various forms:

I have a professional duty but when I look at the
behaviour of some in the general public; that cre-
ates dissonance. I know I am an independent
professional but there are all these rules being
imposed on me; that creates dissonance. I have
gathered scientific knowledge to support why we
should be doing something, but other experts dis-
agree with me; that creates dissonance (p18).

For most, the pivot in mindset that allowed them
to manage this dissonance hinged in whether “the dif-
ferent specialties have had an opportunity to develop
a culture of responding to challenges” (p14).

Discussion

The reality check, the scramble, and the pivot com-
prised the process of implosive adaptation that we
found most of our participants engaging with. As they
navigated this process of implosive adaptation, they
realized that as multiple reality checks were thrown
at them, there was no time to dwell on them. They
quickly found themselves dealing with the challenges
of the scramble. And as long as the feeling of scram-
bling was present—with more waves appearing—the
pivot persisted. While described in three separate
stages for clarity’s sake, these stages were iterative,
rather than linear, with blurred boundaries (Fig. 1).
Nonetheless, as our participants reflected during our
return-of-findings interviews, the separation of the
stages afforded a language that they found useful to
reflect on and share their experiences with others.

As it has already been reported, working outside
scope was a mitigation strategy that most hospi-
tals deemed necessary [1, 2, 4, 22]. In our study,
participants indicated that working outside scope
happened in one of three ways: by switching people
around—commonly referred to as redeployment, by
doing tasks outside or beyond their training level or
experience, and by having to allow others outside
their teams do tasks that were normally part of their
team’s scope. Having to work outside scope because
of lack of support or having to grant their scope to
others outside their teams were particularly contro-
versial in our study. For instance, while the creation
of the airway teams was justified by lessons learned
during the SARS epidemic, its implementation was
fraught with challenges. That not all adaptations have
to be successful during a crisis was the major insight
gained by our participants, which should prompt
reflection about dealing with future challenges.

As crises cannot always be predicted or controlled,
teams must be prepared to look for and find exper-
tise in places they might not have anticipated be-
fore. In the Global North, healthcare providers are
accustomed to accessing expert guidelines that dic-
tate how to practice safely. However, during crises
like COVID-19, safety at all costs might not be possi-
ble. A compromise must occur between striving for
safety and leaving room for thinking creatively [23].
Therefore, as the lines between individual specialties
begin to blur, teams should allow for the emergence of
new experts—those whose out-of-the box thinking al-
lows teams to come up with context-specific solutions
amid resource limitations [24]. Such expertise does
not reside on positions or roles, hence the need to pro-
mote conversations among team members that help
flattening hierarchies and fostering a productive en-
vironment for exchanging ideas. The language of the
implosive adaptation model proposed in this study
could serve as a framework for teams to guide these
conversations.
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COVID-19 not only imposed operational challenges
to healthcare teams, it also permeated into their per-
sonal lives. The psychological impact of COVID-
19 served as preamble of the next impending crisis
in healthcare: dwindling human resources due to
provider burnout. Healthcare provider burnout was
a problem pre-pandemic [25]. However, the pan-
demic has amplified issues such as moral injury [26]
and compassion fatigue, leading to a mass exodus
of healthcare workers across all healthcare sectors
[27]. More health workers will be required. But the
discussion should not focus on numbers alone [28].
COVID-19 exacerbated the discourse of shortages
which should force us to rethink training, deployment
and management of the health workforce. It will
require a paradigm shift where future providers are
trained to reflect on the implosive nature of crises that
require them to be prepared to perform continuous
reality checks, and to capitalize on their scrambles so
that they can quickly pivot their solutions.

While this study is not in the position of suggest-
ing rectifications to the architecture of global health
partnerships and institutions, it contributes to a call
for in-depth qualitative research to evidence the on-
the-ground experiences and impacts of the pandemic
[29]. Overall, this study offers a window into the lim-
itations and blind spots of one-size-fits-all pandemic
responses. Furthermore, it provides a language to help
healthcare teams reflect on what the various phases of
a crisis might look like and how they can drive conver-
sations among team members to find a way forward
with whatever resources are available to them.

Limitations

The findings presented here are bounded by research
design decisions that draw attention to certain aspects
and deflect attention from others. For instance, our
decision to sample team members from a variety of
specialties allowed us to identify the patterns that in-
formed the articulation of the three stages of the im-
plosive adaptation process but prevented us from ex-
ploring in detail how specialties navigated each stage
of the process. Similarly, our decision to sample in
a Global North context allowed us to consider the ex-
periences of this crisis as lived by healthcare providers
who did not have to bear the political pressures of,
for instance, vaccine nationalism, as they were expe-
rienced by providers in the Global South. Future work
should investigate the cultural features of different
clinical, social and political environments that influ-
ence a team’s response to challenges in the geograph-
ical context they occupy. Similarly, even though inter-
personal dynamics were not the focus of this study,
some participants shared stories of animosity built
within and across teams, suggesting that future work
should attend to the impact of affect in how teams
worked together. Finally, since COVID-19 has been
a dynamic pandemic, the lessons articulated here are

contextual and likely still in flux as the situation con-
tinues to unfold.

Conclusion

In this paper, we have described the process of implo-
sive adaptation that healthcare team members went
through as they navigated the challenges imposed by
COVID-19. While simplistic in appearance, the lan-
guage of reality check, scramble and pivot provides
a framework for teams to talk about and make sense
of their approaches to crisis, even beyond the COVID-
19.

Funding This work was supported by Physicians Services
Incorporated (PSI) Foundation in the grant category ‘Health
Research Grants’. Grant title: Building the collective compe-
tence of an interprofessional team.

Conflict of interest S.Cristancho,E.FieldandT.Taylordeclare
that they have no competing interests.

Open Access This article is licensed under a Creative Com-
mons Attribution 4.0 International License, which permits
use, sharing, adaptation, distribution and reproduction in
anymedium or format, as long as you give appropriate credit
to the original author(s) and the source, provide a link to
the Creative Commons licence, and indicate if changes were
made. The images or other third party material in this article
are included in the article’sCreativeCommons licence, unless
indicated otherwise in a credit line to thematerial. If material
is not included in the article’s Creative Commons licence and
your intended use is not permitted by statutory regulation or
exceeds the permitted use, you will need to obtain permis-
sion directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Klasen JM,MeienbergA,NickelC, etal. SWABteaminstead
of SWAT team: Medical students as a frontline forceduring
theCOVID-19pandemic.MedEduc. 2020;54:860.

2. Eftekhar Ardebili M, Naserbakht M, Bernstein C, et al.
Healthcare providers experience of working during the
COVID-19 pandemic: A qualitative study. Am J Infect
Control. 2021;49:547–54.

3. LiuQ,LuoD,Haase JE, etal. Theexperiencesofhealth-care
providersduringtheCOVID-19crisis inChina: aqualitative
study. LancetGlobHealth. 2020;8:790–8.

4. Mexico City UNIC. Adaptation and teamwork, the lessons
of the pandemic: health personnel, vol. 19. https://
www.un.com. Available from: https://www.un.org/en/
coronavirus/hospital-mexico-adapts-fight. covid;2021.

5. TyrrellCSB,MyttonOT,GentrySV,etal. Managingintensive
care admissions when there are not enough beds during
the COVID-19 pandemic: a systematic review. Thorax.
2021;76:302–12.

6. GovindanK,MinaH,Alavi B. Adecision support systemfor
demandmanagement in healthcare supply chains consid-
ering the epidemic outbreaks: A case study of coronavirus
disease. COVID. 2019;1(9). TranspResPartELogistTransp
Rev. 2020;138:1–14.

7. Finkenstadt DJ, Handfield R. Blurry vision: Supply chain
visibility forpersonalprotectiveequipmentduringCOVID-
19. JPurchSupplyManag. 2021;27:100689.

218 Adapting despite “walls coming down”

http://creativecommons.org/licenses/by/4.0/
https://www.un.com
https://www.un.com
https://www.un.org/en/coronavirus/hospital-mexico-adapts-fight
https://www.un.org/en/coronavirus/hospital-mexico-adapts-fight


Original Article

8. WiseJ.Covid-19:What’sgoingwrongwithtestingintheUK?
BMJ. 2020;370:m3678.

9. Sukhera J, Kulkarni C, Taylor T. Structural distress: ex-
periences of moral distress related to structural stigma
during the COVID-19 pandemic. Perspect Med Educ.
2021;10:222–9.

10. CavaleraC.COVID-19PsychologicalImplications: TheRole
ofShameandGuilt. FrontPsychol. 2020;2727:1–4.

11. Pfefferbaum B, North CS. Mental Health and the Covid-19
Pandemic.NEngl JMed. 2020;383:510–2.

12. Travers A, Adler K, BlanchardG, et al. Business as unusual:
medicaloncologyservicesadaptanddeliverduringCOVID-
19. InternMedJ.2021;51:673–81.

13. PataD,Gatto A, BuonsensoD, et al. ACOVID-19 outbreak’s
lesson: Best use of the paediatric emergency department.
ActaPaediatr. 2020;109:1903–4.

14. The Lancet Rheumatology. Too long to wait: the impact
of COVID-19 on elective surgery. Lancet Rheumatol.
2021;3:e83.

15. GagliardiAR,YipCYY,IrishJ,etal. Thepsychologicalburden
of waiting for procedures and patient-centred strategies
thatcouldsupport thementalhealthofwait-listedpatients
and caregivers during the COVID-19 pandemic: A scoping
review.HealthExpect. 2021;24:978–90.

16. BabidgeWJ,TiveyDR,KovoorJG,etal. Surgerytriageduring
theCOVID-19pandemic. ANZJSurg. 2020;90:1558–65.

17. Traylor AM, Tannenbaum SI, Thomas EJ, et al. Helping
healthcare teams save lives during COVID-19: Insights
and countermeasures from team science. Am Psychol.
2021;76:1–13.

18. CharmazK.Constructinggroundedtheory. SAGE;2014.

19. Coyne I. Sampling in qualitative research. Purposeful and
theoretical sampling; merging or clear boundaries? J Adv
Nurs. 1997;26:623–30.

20. Birt L, Scott S, Cavers D, et al. Member Checking: A Tool
to EnhanceTrustworthiness orMerely aNod toValidation?
QualHealthRes. 2016;26:1802–11.

21. Lingard L. The writer’s craft. Perspect Med Educ.
2015;4:79–80.

22. Tannenbaum SI, Traylor AM, Thomas EJ, et al. Managing
teamwork in the face of pandemic: evidence-based tips.
BMJQualSaf. 2021;30:59–63.

23. AmalbertiR.ResilienceandSafety inHealthCare:Marriage
or Divorce? In: Resilient Health Care. Ashgate Publ Ltd.
2015;27:38.

24. Ratner L, Martin-Blais R, Warrell C, et al. Reflections on
Resilience during the COVID-19 Pandemic: Six Lessons
fromWorking inResource-DeniedSettings. AmJTropMed
Hyg. 2020;102:1178–80.

25. SchwenkTL,GoldKJ.PhysicianBurnout—ASeriousSymp-
tom,ButofWhat? JAMA. 2018;320:1109–10.

26. Litam SDA, Balkin RS. Moral injury in health-care workers
duringCOVID-19pandemic. Traumatology. 2021;27:14–9.

27. Yong E. Why Health-Care Workers Are Quitting in Droves.
The Atlantic. 2021;1–35. Available from: https://
www.theatlantic.com/health/archive/2021/11/the-mass-
exodus-of-americas-health-care-workers/620713/.

28. TruthAUA, TruthU.NoHealthwithout aWorkforce. WHO;
2013. pp.1–104.

29. JensenN, Kelly AH, AvendanoM. TheCOVID-19 pandemic
underscores the need for an equity-focused global health
agenda.HumanitSocSciCommun. 2021;8:1–6.

Adapting despite “walls coming down” 219

https://www.theatlantic.com/health/archive/2021/11/the-mass-exodus-of-americas-health-care-workers/620713/
https://www.theatlantic.com/health/archive/2021/11/the-mass-exodus-of-americas-health-care-workers/620713/
https://www.theatlantic.com/health/archive/2021/11/the-mass-exodus-of-americas-health-care-workers/620713/

	Adapting despite “walls coming down”: Healthcare providers’ experiences of COVID-19 as an implosive adaptation
	Citation of this paper:

	Adapting despite “walls coming down”: Healthcare providers’ experiences of COVID-19 as an implosive adaptation
	Abstract
	Introduction
	Methods
	Initial coding
	Focused coding
	Theoretical coding

	Results
	The reality check
	The scramble
	The pivot

	Discussion
	Limitations

	Conclusion
	References


