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Objective: Organizational responses that support healthcare workers (HCWs)
and mitigate health risks are necessary to offset the impact of the COVID-19
pandemic. We aimed to understand how HCWs and key personnel working
in healthcare settings in Melbourne, Australia perceived their employing
organizations’ responses to the COVID-19 pandemic.

Method: In this qualitative study, conducted May-July 2021 as part of the
longitudinal Coronavirus in Victorian Healthcare and Aged Care Workers
(COVIC-HA) study, we purposively sampled and interviewed HCWs and
key personnel from healthcare organizations across hospital, ambulance,
aged care and primary care (general practice) settings. We also examined
HCWs' free-text responses to a question about organizational resources
and/or supports from the COVIC-HA Study’s baseline survey. We thematically
analyzed data using an iterative process.

Results: We analyzed data from interviews with 28 HCWs and 21 key
personnel and free-text responses from 365 HCWs, yielding three major
themes: navigating a changing and uncertain environment, maintaining service
delivery during a pandemic, and meeting the safety and psychological
needs of staff. HCWs valued organizational efforts to engage openly and
honesty with staff, and proactive responses such as strategies to enhance
workplace safety (e.g., personal protective equipment spotters). Suggestions
for improvement identified in the themes included streamlined information
processes, greater involvement of HCWs in decision-making, increased
investment in staff wellbeing initiatives and sustainable approaches to
strengthen the healthcare workforce.

Conclusions: This study provides in-depth insights into the challenges and
successes of organizational responses across four healthcare settings in the
uncertain environment of a pandemic. Future efforts to mitigate the impact
of acute stressors on HCWs should include a strong focus on bidirectional
communication, effective and realistic strategies to strengthen and sustain
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the healthcare workforce, and greater investment in flexible and meaningful
psychological support and wellbeing initiatives for HCWs.

COVID-19, healthcare workers, mental health, occupational health, perceptions,
workplace responses, pandemic

Introduction

The COVID-19 pandemic has placed enormous strain
on healthcare systems around the world, making great
demands on healthcare workers (HCWs) and healthcare
organizations (1). HCWs have been more likely to contract
COVID-19 compared to the general community, and have
experienced high rates of depression, anxiety, post-traumatic
stress disorder (PTSD) and burnout (2-8). In response to
COVID-19, healthcare organizations have needed to overhaul
their standard frameworks for service delivery and workforce
and infrastructure management (9, 10) to accommodate
the demands of ensuring adherence to stringent infection
control practices, managing an at-risk and fatigued workforce,
and maintaining high quality patient care in the face of
frequent worker shortages related to isolation or quarantine
requirements (11-13).

With ongoing waves of infection and emerging variants of
concern, it is imperative that healthcare organizations continue
to improve processes and practices, and institute responsive
workplace mitigation strategies designed to protect workers
both physically and mentally. Existing qualitative literature has
identified some pandemic-specific workplace issues that may
adversely affect HCW mental health, including pandemic ill-
preparedness, limited access to adequate personal protective
equipment (PPE) and lack of effective communication (14-
17). However, literature describing HCWSs' experiences of the
pandemic is generally limited to a specific healthcare setting
or occupational group and few studies have explored the
influence of organizational settings on self-reported pandemic
experiences. We used a qualitative approach to examine
individual HCW and key personnel experiences, grounded
in their organizational setting. Specifically, we sought to
understand how HCWSs and key personnel across four
healthcare settings (hospital, ambulance, aged care and primary
care) perceived the approaches employed by their organizations
to mitigate the impact of the pandemic on workers. We had
a particular focus on the management systems, responsiveness
and success of these approaches.

Methods

This study is part of the broader COVIC-HA cohort
study (8), a longitudinal, mixed methods study examining the
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physical, psychosocial and wellbeing impacts of the COVID-19
pandemic on a cohort of Victorian HCWs and perceptions of
their organizations’ responses over time. Quantitative findings
from the baseline survey of this study have been described
elsewhere (8). This qualitative study used thematic analysis
(18) to analyse data from HCWS free-text responses relating
to a question on perceptions of organizational responses from
the COVIC-HA baseline survey and data collected through
semi-structured interviews with HCWs and organizational key
personnel focusing on perceptions of workplace responses to the
pandemic. We report our study in line with the consolidated
criteria for reporting of qualitative research (COREQ) (19) and
include the COREQ checklist (Supplementary Table 1).

Setting and context

This study involved HCWs and key personnel from
healthcare organizations in Melbourne, Australia. Prior to
recruitment (March 2021), phased rollout of COVID-19
vaccination was underway, the first (March-April 2020) and
second (June-Oct 2020) waves of COVID-19 infections in
Victoria had passed, and the state was experiencing low
COVID-19 case numbers and eased restrictions. During data
collection (May-June 2021), there were two short lockdowns,
with increased restrictions, in response to smaller COVID-19
outbreaks (Supplementary Figure 1).

Recruitment

Recruitment for the COVIC-HA study has been described
previously (8). All HCWs participating in the COVIC-HA
baseline survey were given the opportunity to respond to
an open-ended question relating to perceptions of their
organization’s response to the COVID-19 pandemic.

We recruited HCW interview participants from the COVIC-
HA Study cohort, with the aim of capturing a diverse set
of experiences from across the healthcare sector. Participant
consent to be contacted for interviews was obtained during
completion of the COVIC-HA baseline survey. HCW interview
participants were recruited prior to key personnel. Informed by
demographic data collected at enrolment, we used purposive
sampling to ensure diversity across organizations and healthcare
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settings. We used a maximum variation sample approach
to select participants of different ages, genders, professions,
healthcare settings and levels of COVID-19 exposure (e.g.,
infection, furlough).

We
from those nominated by CEOs, practice managers or site

recruited key personnel interview participants
principal investigators at participating organizations. We
sought to recruit those with an in-depth knowledge of their
organization’s pandemic preparedness and response plans. At
each participating organization, we aimed to select at least one
person in a senior clinical role (e.g., medical executive, area
manager or practice manager) and one in a senior occupational
health and safety or infection control role. Some key personnel
interview participants (e.g., general practice owners) had
roles as both HCWs and managers and some HCW interview
participants also held management roles.

Two research staff (J] & AM) phoned hospital, ambulance
and aged care participants, following up by email for non-
response. Primary care participants were contacted by the
primary care project manager (SC). Participants who expressed
interest received an explanatory statement and were invited
to an interview. Guided by the concept of information power
(20), we aimed to recruit a diverse sample of participants
across participating healthcare organizations of a size sufficient
to provide robust information directly related to our research
question. Braun and Clarke consider the concept of information
power-which indicates that the more relevant information
a sample holds, the fewer participants are needed-to offer
a useful alternative to data saturation in informing sample
size considerations in reflexive thematic analysis (21). Given
that our study had a relatively narrow aim, that participants
shared specific experiences of working in healthcare during the
COVID-19 pandemic, that the dialogue quality in interviews was
expected to be strong, and that free-text response data from a
large group of HCWs had already been collected, we concluded
that a sample size of at least 24 HCWs and 20 key personnel
would likely hold appropriate information power for analysis.
At least 3 HCWs and 2 key personnel were recruited from each
hospital, aged care and ambulance organization; primary care
participants were selected from across 11 practices.

Interview guides

We developed and piloted separate semi-structured
interview guides for HCWs and key personnel based on
expert knowledge and prior evidence (22, 23). Planned topics
included challenges faced during the pandemic, perceptions
of organizational responses, and positive experiences
(Supplementary Files 1, 2). Key embedded questions were
“How did management respond?” and “How successful were

responses in mitigating the challenges?” Interview guides were
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flexible, enabling interviewers to rephrase questions or alter their
sequence depending on individual interview circumstances.

Data collection

All free-text responses to a question in the COVIC-HA
baseline survey (“What resources or supports would you like
to see your organization put in place to support you during
the COVID-19 pandemic or any future crisis events?”) were
extracted, de-identified, and included in analysis.

Interview data were collected by six researchers (five female,
one male, all experienced in qualitative interviewing) via an
online video platform (Zoom Video Communications, Inc)
or telephone between 3 May and 22 July 2021 (24). Verbal
consent was obtained before each interview. Interviews were
audio-recorded with participants’ permission. HCW interview
participants (not key personnel) were offered a digital $50 gift
card in recognition of their time and any inconvenience. Audio
files were transcribed by a professional transcription service,
reviewed by a member of the research team, and de-identified
before analysis.

Data analysis

Transcripts and free-text responses were examined using a
reflexive and primarily inductive approach to thematic analysis,
following the framework outlined by Braun and Clarke (18).
NVivo (v12) (25) was used for data management. In line
with reflexive thematic analysis (26), research questions were
addressed within a paradigmatic framework of interpretivism
and constructivism, with data collected and analyzed in
a manner that respected and expressed the subjectivity of
participants accounts, while acknowledging and embracing
the reflexive influence of researchers interpretations. An
experiential orientation to data interpretation was adopted in
order to emphasize the true meaning of responses as ascribed by
participants. One primary interviewer (SM, PhD public health)
undertook the initial analysis following Braun and Clarke’s (18)
six phase approach to thematic analysis. Data familiarization
involved actively listening to each interview recording and
reading through all interview transcripts and free-text responses
multiple times whilst making preliminary notes. Data from each
source (HCW interviews, key personnel interviews and free-
text survey responses) was then analyzed separately using a
flexible and organic coding approach that supported the active
creation of themes. Initial candidate themes from each dataset
were then collated and clustered into broader patterns and
themes. Mind maps and tables were used to explore and examine
relationships and levels of themes within each of the datasets.
The collated themes were then discussed with the wider research
team (including JF, PhD, psychology; MK, PhD, psychology; HK,
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Themes Subthemes

Initial candidate themes

Active engagement
between decision-makers [
and workers

Navigating
a changing and
uncertain
environment

Clear and consistent

communication

Pandemic
(un)preparedness and
coordination

Resourcing and

logistical challenges

Maintaining i
service delivery during Greater physical and
a pandemic mental demands of work

Sustaining the response

Investment in wellbeing
and mental health

Meeting the Infection prevention

safety and s
d control training, support
psycho(l)?gsl'::;: needs and guidance

Acknowledgement and
recognition

FIGURE 1

candidate theme was related to multiple subthemes.

Thematic tree of findings showing the evolutionary process of theme conceptualization. *Dotted lines indicate examples where an initial

( Involvement in decision making

Visible leadership

Us and them divide

Timely feedback mechanisms

Open and honest communication

Keeping up with rapidly changing guidelines

Greater transparency and accountability

( Lack of sector cohesion

(In)flexible work from home arrangements

Vaccine procurement & access

Adapting infrastructure

Impact of staff shortages

Adapting to new ways of working (e.g. Telehealth)

Managing a stretched workforce

Leaps forward in technology

Stepping up & stepping down operations

Supporting wellbeing and team cohesion

Improving access to services and supports

Ongoing IPC training

( Supporting vulnerable (i.e. immunocompromised) staff
( Enhancing workplace safety

Financial remuneration and leave allowance

N/ N N Nep N N Nt N Nod Nod Nt N N/ N/ N N N N N R IR N N

( Genuine acknowledgement

PhD, public health and KL, PhD, medicine) to sense-check ideas
and achieve richer interpretations of meaning. A collaborative
and iterative approach was then used to conceptualize the final
theme and sub-theme structure (Figure 1).

Ethics

This study was approved through the Victorian Streamlined
Ethical Review Process (SERP: Project Number 68086) and
registered with ANZCTR (ACTRN12621000533897).

Results

Survey free-text participants
Of the 989 HCWs who completed the COVIC-HA

baseline survey, 365 (37%) provided free text responses (WFT)
describing the resources or supports they would like their
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organization to adopt. Characteristics of those providing free
text responses were similar to all survey participants; most
worked in a hospital (81%) or ambulance (16%) setting and the
majority (75%) were female (Table 1).

Interview participants

We conducted interviews (lasting between 18 and 60 min)
with 28 HCWs (HCWI) and 21 key personnel (KPI). Table 1
shows the characteristics of participants.
Key themes and sub-themes

We identified three major themes and nine sub-themes from
the data (Figure 1). Themes are presented in italics and sub-

themes are underlined in the text. Navigating a changing and
uncertain environment consistently emerged as an important
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TABLE 1 Participant characteristics.

Free text respondents

10.3389/fpubh.2022.965664

Interview participants

Characteristic Detail HCWs HCWs Key Personnel
(n=365),n (%) (n=28), n (%) (n=21), n (%)
Profession® Nurse 131 (36) 6(21) -
Doctor 39 (11) 5(18) -
Allied health 65 (18) 5(18) -
Paramedic 51 (14) 3(11) -
Other* 79 (22) 9(32) -
Gender” Female 273 (75) 19 (68) 12 (57)
Male 90 (24) 9(32) 9 (43)
Non-binary 2(1) -
Healthcare setting Hospital 294 (81) 14 (50) 8(38)
Ambulance 60 (16) 3(11) 2 (10)
Primary care 8(2) 7 (25) 5(24)
Aged care 3(1) 4(14) 6(28)
Age group 20-29 44 (12) 2(7) -
30-39 89 (24) 5(18) -
40-49 91 (25) 9(32) -
50-59 89 (24) 8(29) -
60-69 47 (13) 4(14) -
70-79 4(1) - -
80+ 1) .

#Key personnel included medical executives, area managers, practice managers and those in a senior occupational health and safety or infection control role. “Includes personal care

attendants, clinical and laboratory technicians, clerical and administrative staff, and other support staff. * No interviewparticipants declared they were non-binary, gender diverse, or other

in survey responses.

theme for HCWs and key personnel as they learned to adapt
to the dynamic and uncertain environment of the pandemic.
The challenges inherent in maintaining service delivery during
a pandemic were a source of much discussion. Meeting the
safety and psychological needs of staff was seen as a particularly
priority by both HCWs and key personnel. Key elements
of organizational responses that were perceived favorably by
HCWs and suggestions for future responses to COVID-19 and
other crisis events are summarized in Table 2.

Navigating a changing and uncertain
environment

In a rapidly changing and uncertain pandemic environment,
HCWs valued leaders who were visible and accessible (e.g.,
via on-site walkthroughs, staff forums or video updates)
and viewed active engagement between decision-makers and
workers as highly important. While HCWSs appreciated
opportunities to voice concerns via platforms such as regular
open forums and live Q&A, it was important to them that
their concerns were addressed. Having a platform to voice
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concerns was viewed as pointless if organizations did not act
in response.

If they just listened early on to what the problems
were. .. they might have been able to address them and keep
morale going. (HCWI, paramedic, ambulance, male, aged
50-59 years)

Many HCWs felt that more direct consultation
with, and increased HCW involvement in, decision-
making was needed. Insufficient engagement with HCWs
undermined trust and was perceived to lead to impractical
policies. Combined with a sense that leaders were
not necessarily facing the same risks as workers, this
contributed to an us-and-them dynamic between HCWs

and management.

A lot of decisions were being made by executives that
were sitting at home and didn’t have an idea of what things
actually looked like on the ground. (HCWI, doctor, hospital,
male, aged 40-49 years)

Key personnel reported that efforts made by
leaders to be visible, accessible and respond to
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TABLE 2 Summary of organizational innovations and suggestions for the future.

Theme

Organizational innovations

10.3389/fpubh.2022.965664

Suggestions for the future

Navigating a changing and uncertain environment

Maintaining service delivery during a pandemic

Meeting the safety and psychological needs of staff

Expert-led sessions to address sources of staff
anxiety (e.g., vaccine safety concerns)

Visible leadership (e.g., on-site visits, video
messages, presence at forums)

Open forums where HCWs can raise

concerns and ask questions

Innovations in the utilization of technology
in the workplace (e.g., telehealth)
Management of vulnerable staff through
redeployment or support to
work-from-home

Strategies to reinforce and increase
confidence in infection control practices (e.g.,
refresher training, PPE safety spotters)
Activities aimed at lifting morale and keeping
people connected (e.g., team-building

exercises, song of the day)

Streamlined information processes and
centralized sources of information

Greater consultation with and involvement
of HCWs in decision-making (at
organizational and government levels)
Hazard pay and increased leave entitlements
during crisis events

Strengthening the workforce (e.g., increasing
staff numbers, improving staff ratios)
Greater work flexibility including support for
work-from-home arrangements where
feasible

Practical forms of acknowledgment (e.g., free
meals while on duty)

Greater investment in and access to staff
wellbeing initiatives, such as wellbeing
officers, wellness checks and debriefing

opportunities

staff concerns were appreciated by HCWs and
“built  trust” (KPI, hospital, female) between staff

and management.

I think they appreciate that we’re not just directing from
afar, but were going there and talking to them, and saying,
I see that doesn’t work here so let’s change it. (KPL, primary
care, female)

HCWs and key personnel viewed clear and consistent
communication as vital to pandemic management, with
important aspects including timeliness, accuracy, and
transparency, particularly in the face of uncertainty.
HCWSs’ perceptions of how well their organizations kept
them informed were mixed, ranging from “absolutely
brilliant” (HCWI, nurse, hospital, female, aged 40-49
years) to “a constant stream of information that was
hard to keep up with” (HCWI, paramedic, ambulance,
male, aged 50-59 years). HCWs also spoke of difficulties
working  with  inconsistent

policies  across  multiple

healthcare services.

[It] was very frustrating because, like I said, it didn’t feel
like we were all working for the same health system; everyone
had slightly different ideas. (HCWI, paramedic, ambulance,
male, aged 50-59 years)

HCW suggested that information sharing could be
improved through the provision of regular updates that
were clear, concise, and available “in one place on one
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platform” (WFT, allied health, hospital, female, aged
30-39 years).

Several key personnel claimed that “staff quickly got
oversaturated with incoming information” (KPI, hospital,
female) and found it challenging to ensure that HCWs had
the most current information without overwhelming them.
Strategies employed to streamline messaging included weekly
updates and information distribution by managers who could
filter it appropriately to relevant departments. Key personnel
from all four organizational settings stated that communication
challenges were amplified by rapidly changing policies and
directives from government health agencies, and slow responses
to requests for clarification. Communication systems and
channels with health agencies were seen as fragmented, and it
was not always clear who was responsible for making decisions.

It was quite difficult to keep up with what was going on,
and make sure that everybody was operating using the most
current information. (KPI, aged care, female)

Key personnel from all settings saw value in within-
sector collaboration and learning from the experiences of
other organizations. Examples included Victorian hospital
intensive care directors establishing regular meetings to discuss
patient flow and COVID-19 management (KPI, hospital,
male & KPI, hospital, male), and general practitioners
sharing experiences and policies from other practices (KPI,
primary care, female). There was a sense that greater
collaboration between organizations and government was
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needed, particularly in the early phase of the response and in
aged care.

I think the aged care sector was almost caught sleeping.

... If there had been better proactiveness, better collaboration

‘ from the sector, and from state and Commonwealth

departments, we probably would have managed COVID a lot
better in the early stages. (KPI, aged care, male)

Perceived lack of transparency regarding HCW
COVID-19  infections ~was mentioned by  several
HCWs. One infected HCW indicated a need for
improved reporting and investigation of work-related

COVID-19 infections:

I was exceedingly disappointed and frustrated at the lack
of review of what happened. ... There was no effort to learn.
(HCWI, nurse, hospital, female, aged 40-49 years)

that efforts to
exposures
the

organizations

noted
HCW
hampered by delays at
leading

Key personnel manage

and  investigate were initially
of Health,

their

Department

several to initiate

Own processes.

We had many instances where [close contact] staff

members were only getting their initial contact from the

‘ Department of Health contact tracing at day 10. ... We made

a decision to do our own contact tracing and take our own
steps to furlough staff. (KPI, ambulance, male)

Key personnel also called for better digital tools to integrate
contact tracing and outbreak investigation systems across
organizations and with the Department of Health.

Pandemic (un)preparedness was a major challenge for
organizations, representing a particularly prominent sub-theme
arising from key personnel interviews. Across all settings,
key personnel identified that existing pandemic plans and
policies were not fit for purpose, leaving their organizations
underprepared for the pandemic.

There were policies written, there was some training in
frontline areas, but not widespread training or a mock disaster
plan. (KPIL hospital, male)

There was also a strong sense from key personnel
that government health agencies were unprepared for
and inappropriately equipped to respond to a pandemic.
Perceived limitations included a lack of health expertise
with

frontline,

among decision-makers, inadequate consultation
and HCWs

“mixed messaging” (KPI, aged care, male) and directives

healthcare organizations on the

that were “impossible, impractical or frankly, incorrect” (KPI,
ambulance, male).
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HCWs also

organizational and governmental under preparedness, and

Some expressed concerns regarding

felt that not enough was learnt from international experience:

I thought that it was lucky for Australia to have that kind

of lag time.... I was very upset when things could have been

‘ done, which weren’t. ... its like gee, guys, you don’t have to
reinvent the wheel. (HCWI, doctor, primary care, female, aged

50-59 years)

Many HCWs and key personnel perceived the COVID-
19 vaccine rollout in Victoria to be slow, disorganized and
poorly communicated. While hospital HCWs were generally
positive about the vaccine rollout, HCWs from other settings
(ambulance, aged care and primary care) reported challenges in
vaccine access, particularly early on. Exclusion of some HCW
groups from the initial rollout phase and the onus placed on
workers to source vaccines outside work were raised as key
issues. Ambulance key personnel reported being “forgotten in
that first round ... and when we were included ... vaccination
centres were turning our people away” (KPI, ambulance, male).
Key personnel from private hospitals that were unable to access
mRNA vaccines felt that their staff were “treated as second-
class healthcare workers” (KPI, hospital, male). Aged care key
personnel expressed frustration that the government did not
include aged care staff in the vaccine rollout to aged care
residents; this led one organization organization to “engage a
third-party provider to roll out all our vaccinations for staff” (KPI,
aged care, male).

Key personnel across hospital, ambulance and aged
care settings also noted that pre-existing governance and
command structures were ill-suited to the rapid decision-
making requirements of the dynamic pandemic environment
and needed to be adapted to enable decisions to be made and
implemented quickly.

We learnt a lot from the structure we did set up because
it was as effective as we've ever seen in terms of getting stuff
done. (KPI, ambulance, male)

Maintaining service delivery during a
pandemic

HCWs and key personnel frequently described challenges
in maintaining service delivery and quality patient care in the
face of resourcing and logistical challenges that arose during
the pandemic. However, some also saw the pandemic as an
opportunity to promote the uptake and expansion of digital
technologies such as Telehealth.

Key personnel were grateful when organizations opted
to overcome standard governance and budgetary constraints
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to enable rapid infrastructure changes, facilitate efficient
additional Such
measures included increasing bed capacity with a “pop-up
ICU” (KPI, hospital, male), “hiring contract cleaners” (KPI,
ambulance, male) to meet additional cleaning demands and

resource mobilization or meet needs.

“upgrades to software and communication systems” (KPI, aged
care, female).

From a HCW perspective, a benefit of the pandemic
was that it “literally got us up and moving in relation
to technology” (HCWI, other role, hospital, female, aged
50-59 years), with widespread uptake of telehealth and
innovations such as electronic prescribing, virtual meetings and
video chats.

One of the best things that they ever did in aged care was

to bring in video chats. ... I saw one man who hadn’t spoken

‘ to his children in 3 weeks.... Then he had the video, and he saw

his grandchildren, and his face lit up. (HCWI, other role, aged
care, male, aged 40-49 years)

Key personnel from all settings, particularly the private
sector, said that COVID-19 had adversely affected the business of
their organization, given costs incurred and disruptions to usual
services including “mandated reductions in elective surgery”
(KPL hospital, male). Key personnel also cited differential
treatment of public and private health services, such as poorer
access to personal protective equipment (PPE) and vaccine
stockpiles in the private sector. In primary care, key personnel
indicated that their practices faced a “dramatic drop in revenue”
(KPI, primary care, female) as a result of billing rules for
remote consultations, a decrease in preventive and routine
care visits, and the costs of setting up telehealth capacity.
Primary care key personnel also spoke of logistical challenges
and insufficient compensation for setting up practices as
vaccination centers.

Both key personnel and HCWs commented on greater
physical and mental demands of work and reduced efficiency
in the pandemic environment. Contributing factors included
additional “administrative demands” (KPI, primary care, male),
additional infection control protocols (e.g., donning and
doffing PPE, additional cleaning) and the increased “emotional
load” (HCWI, nurse, hospital, female, aged 40-49 years) of
providing care to patients and residents separated from family
and friends.

I've had debriefs with colleagues that have been changed
by the experience, who were nursing COVID patients whilst
their loved one was outside the window, in the pouring rain,
balling that they couldn’t visit them even though they were
dying... You’re not going to get over that. (HCWI, doctor,
hospital, male, aged 40-49 years)

Key personnel across all settings reported that these
challenges were intensified by difficulties finding sufficient staff

Frontiersin Public Health

08

10.3389/fpubh.2022.965664

to meet demands. This was compounded by directives to
limit staff movement across sites, frequent episodes of HCW
furlough/isolation, and loss of the medical and allied health
student workforce. Key personnel noted that it was often
necessary to hire additional agency staff and surge workforce,
and to redeploy staft from other areas or restructure roles for
vulnerable staff, “creating new jobs for them ... or redesign the
jobs they had” (KPI, aged care, male). Incentives (e.g., hotel
accommodation, transport) were offered to interstate workers
from areas with lower case numbers to assist. Inadequate staffing
was particularly challenging for the aged care sector with a work
environment “already understaffed ... and massively depleted in
the early stages” (KPI, aged care, male).

Sustaining the response emerged as an important sub-theme
among responses provided by both HCW and key personnel
interviews. Several key personnel observed that HCWSs’ initial
response to the pandemic had been positive, with staff “keen
to help ... [and] rising to the occasion” (KPI, hospital, female).
However, over time, key personnel across all settings felt that
people were tiring and losing energy and commitment. Key
personnel described the challenges inherent in “sustaining an
emergency response” (KPI, ambulance, male) and transitioning
back to business as usual, while still maintaining the capacity
to go “from full activity to low activity” (KPI, hospital, male) as
needed. Key personnel reflected on the increasing challenge of
maintaining and motivating a stretched and fatigued workforce.

As outbreaks have progressed ... complacency creeps in.
Staff become tired. Staff become sick of having to put on PPE.
(KPI, aged care, female)

HCWs said that the mental health impacts of the pandemic
had shifted as the pandemic progressed. Initially, there was
a prevailing sense of “anxiety and fear” (HCWI, doctor,
primary care, female, aged 30-39 years) of what might come.
As the pandemic progressed, fatigue and burnout became
more prevalent.

I'm normally a very caring person but I feel I no longer
care and have minimal job satisfaction due to burnout
and fatigue. (WFT, paramedic, ambulance, male, aged 30-
39 years)

Meeting the safety and psychological
needs of staff

HCWs discussed the need for greater investment in
wellbeing and mental health, citing the challenges of working
in a pandemic setting, including the increased physical and
emotional demands, the fear of passing COVID-19 on to
their families, and the anguish of being separated from
family and friends who were interstate and overseas. In this
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environment, HCWs had increased need for team relationships
and interpersonal support. While several HCWs approved of
organizational efforts to boost morale, such as virtual trivia and
an initiative that asked staff to “submit their ‘song of the day”
(HCWTI, nurse, hospital, female, aged 40-49 years) to lift spirits,
others reported increasing professional isolation as restrictions
on gatherings, density limits, and COVID-19 transmission fears
limited opportunities to interact with colleagues in work and
social settings.

We're a very collegiate clinic usually. We have lots of
meetings and we’re always knocking on each other’s doors, but
that kind of stopped during COVID, trying to keep everyone
separate in this fear of if one person gets infected, they’ll
infect everyone. (HCWI, doctor, primary care, female, aged
30-39 years)

Key personnel in all settings acknowledged the mental health
burden faced by HCWs working through the pandemic and
expressed concern for staff welfare. Staff forums, COVID-19
support lines, and Employee Assistance Programs (EAP) were
commonly cited as strategies employed by organizations to
support the mental health and wellbeing of staff.

HCWS’ opinion of EAPs were mixed. While some found
them helpful and supportive, there was a strong sentiment
(especially in free-text responses) that existing services were
insufficient. Examples cited included the limited number of
counseling sessions (typically 4-6), lack of on-site or after-hours
access, gaps in eligibility for access (e.g., for contractors and
casuals), external providers being insufficiently familiar with
onsite working conditions, and services being unable to keep
up with demand. HCWs said that organizations needed to “be
proactive in regard to employee mental health” (WFT, paramedic,
ambulance, male, aged 30-39 years), and make “an investment
into the psychological wellbeing of staff now and into the future”
(HCWTI, doctor, hospital, male, aged 40-49 years). Suggestions
for improvement included better access to EAP via increased
sessions and extended hours; introduction of staff wellbeing
officers, “wellness checks” (WFT, other worker, aged care, male,
aged 40-49 years), and debriefing/counseling training for key
management staff. HCWs also cited a need for improved break
facilities, given long hours spent in PPE and density limits on
existing spaces.

Both HCWs and key personnel considered infection
prevention and control training, support and guidance to be
key aspects of organizational responses to the pandemic. Access
and safety concerns about PPE were frequently raised by key
personnel and HCWs and in free text. Initial HCW concerns
about PPE shortages and perceived poor quality appeared to
be largely addressed as the pandemic progressed and as fit-
testing was introduced. However, constant policy changes and
differences in the level and type of PPE available to different
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worker groups and at different organizations undermined
workers’ confidence in the appropriateness of the PPE available
to them, causing them to question whether they were in the
“right” PPE. Key personnel identified PPE-related “confusion
and anxiety” among HCWs (KPI, hospital, male) as a major
challenge in the early stages of the pandemic, and that it was
exacerbated by mixed messages from government:

We were trying to follow the bouncing ball of the
Department [of Health], but it was impossible.... If you picked
up the guidelines one night and then you looked the next night

. it'd be different again. (KPI, ambulance, male)

Key personnel reported an early realization that many staff
lacked infection control knowledge and skills, suggesting that

existing training was insufficient.

Before COVID, we assumed that PPE was a simple thing,
that staff were using it all the time, ..
is that they really didn’t have the skills. (KPI, hospital, female)

. but what we discovered

This necessitated rapid development and rollout of
appropriate training and resources. Key personnel also
described implementing strategies to monitor and support
uptake of, and adherence to, PPE training. These included
video monitoring of high-risk environments in hospitals and
the inclusion of dedicated PPE monitors (spotters) to “ensure
that staff are ... using the appropriate PPE and donning and
doffing correctly” (KPI, hospital, female). One key personnel
described this strategy as “probably the single best thing we've
done” (KPI, ambulance, male). Hospital key personnel reported
that the implementation of government-mandated fit-testing
programs added another layer of protection and reassurance
to HCWs, despite challenges in equipment procurement and
appointment scheduling. However, several key personnel noted
the absence of supports for PPE training and fit testing in
primary care.

HCWs appreciated organizational efforts to increase the
standard of infection control in the workplace, including PPE
monitors and clinical support phone lines. Despite frustration
with the need for “constant donning and doffing” and the
discomfort of working in PPE, staff recognized the need for
such policies and felt “safe to do the work” (HCWI, other
worker, hospital, female, aged 50-59 years) because of increased
monitoring of infection control practices and “constant training
and retraining” (HCWI, aged care, male, aged 40-49).

While key personnel indicated that some HCW's were eager
to get vaccinated and conveyed “psychological relief at feeling
protected” (KPI, hospital, male), many also described a need to
address vaccine misinformation and HCW safety concerns. This
was particularly true for aged care following the implementation
of vaccine mandates:
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There is feedback coming through that staff are being
forced now to get a vaccination. If they don’t get a vaccination,
they can potentially lose their job.... There is a little bit of
angst in that space. (KPI, aged care, male)

Shifting eligibility criteria and negative media reports
some HCWs,
leading them to delay vaccination, and concerns were

undermined vaccine confidence amongst

raised about vaccine side-effects, potential impacts

on pregnancy and fertility, and the thoroughness of
the

benefits of expert-led forums to combat misinformation,

vaccine testing. Hospital key personnel discussed

address vaccine safety concerns, and communicate
to staff that “the wvaccine is safe and necessary” (KPI,
hospital, male).

HCWs appreciated acknowledgment and recognition of
their hard work and sacrifices. They valued genuine expressions
of acknowledgment from senior leadership and practical

expressions such as the provision of meals during long shifts.

Even though it was hard work, it was nice to be
appreciated, (HCWI, nurse, primary care, female, aged 30—
39 years).

However, expressions of acknowledgment that were not
accompanied by efforts to improve working conditions or
increase support were seen as disingenuous:

It’s just all, clap the healthcare workers, and then you
get on with the job. (HCWI, doctor, hospital, male, aged
40-49 years)

HCWs described unsustainable workloads and feelings
of burnout from operating within a stretched workforce.
Additional burdens on those with caring responsibilities, such as
home-schooling, were also noted. There were calls for increased
“financial support” (WFT, doctor, primary care, female, aged 50—
59 years), “more sick leave and carers leave” (WFT, paramedic,
ambulance, female, aged 30-39 years) to cover COVID-19
related absences, particularly for contractors and casual workers;
and ‘“hazard pay” (WFT, nurse, hospital, male, aged 30-39
years) in recognition of challenging working conditions (e.g.,
risk of COVID-19 transmission, long hours in PPE, inadequate
staffing). There were also calls for “more flexible rostering”
(WFT, paramedic, ambulance, female, aged 40-49 years), “more
staff” (WFT, allied health, hospital, female, aged 40-49 years),
“better staffing ratios” (WFT, nurse, hospital, female, aged 40-
49 years), and greater “workplace flexibility” (HCWI, doctor,
hospital, male, aged 40-49 years) including the option to
work from home for telehealth consultations or “non-clinical
components of work” (WFT, allied health, hospital, female, aged
30-39 years).
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Discussion

The COVID-19 pandemic has challenged HCWs and
healthcare organizations in Australia and internationally (2, 27).
Our study provides in-depth insights into the challenges and
successes of organizational and workplace responses in the
uncertain environment of a global pandemic by drawing upon
the organizational experiences and perceptions of HCWs and
key personnel across four healthcare settings in Melbourne,
Australia. We identified three major themes from participant
responses, primarily centered around navigating a changing
and uncertain environment, maintaining service delivery during
a pandemic, and meeting the safety and psychological needs
of staff. We identified organizational responses that HCWs
valued and felt contributed to a better working environment.
These were typically proactive initiatives and recognized the
contributions and concerns of staff in a meaningful way. We also
identified some similarities and differences in key personnel and
HCW experiences across the four healthcare settings.

In the face of uncertainty and rapidly evolving evidence
and policies, HCWs identified reciprocal communication
between management and workers as important elements
of organizational responses to support workers and
alleviate pandemic-induced pressures. Timely and honest
communication were viewed as central to effective management.
However, HCWs were often overwhelmed by too much
information and expressed a desire for more streamlined
information-sharing and centralized information sources.
Frequent changes in policy directives and differences across
services, particularly in relation to PPE, led HCWs to question
whether they were safe at work, mirroring findings from other
recent studies (28). Keeping HCWs informed and up to date can
help to alleviate anxiety and provide a sense of agency, which is
of particular importance in an emergency pandemic scenario
(29). Consistent with previous studies, HCWs in our cohort felt
supported and valued by managers who they perceived to be
visible, approachable and in touch with what was happening
“on the ground” (30, 31). Recent findings suggest that leaders’
physical presence at the workplace increases trust, and signals
solidarity and risk-sharing in a stressful and hazardous working
environment, and empathetic leadership eases staff anxiety
(31, 32). In contrast, staff often feel devalued when there is
misalignment between the reality of those working ‘on the
ground’ and the efforts of managers who are not seen to be
doing the same (17). Future workplace policy decisions in
healthcare should aim to include a strong focus on bidirectional
communication between workers and managers, and greater
HCW consultation and involvement in decision-making to
facilitate a healthy and responsive workplace culture and ensure
preparedness for future public health emergencies.

Our findings, along with those of others (33), suggest
that the pandemic was a catalyst to accelerating HCWs' and
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healthcare organizations’ uptake of digital technologies (such
as electronic prescribing, telehealth, and virtual meetings) by
overcoming barriers that typically impede change processes.
However, gaps in IT systems were also described, such as the lack
of integrated contact tracing and outbreak investigation systems.
Additionally, as noted elsewhere, technical and financial
concerns were raised as potential barriers to sustained use of
digital technologies (e.g., telehealth), particularly in primary
care settings (34). As the pandemic progressed, infrastructural
and equipment issues were largely overcome by organizations
with the resources to do so. However, staff management
persisted as a significant challenge for organizations across all
settings due to an increased demand for health services and
a simultaneous decrease in workforce availability. Short-term
mitigation measures used to address staff shortages included
redeployment or use of agency or surge workforce. While
these and other strategies, such as recruitment of foreign and
temporary staff and deployment of military personnel and
HCWs to support civilian services, have been utilized previously
in response to workforce shortages, these are not sustainable
nor practical solutions (35-39). There is evidence of differential
impacts of the pandemic upon healthcare occupations and
settings, with areas of concern including nursing (40), primary
care (41) and aged care (42). However, there is little evidence of
sustainable approaches to strengthen these workforces (36, 43).
As healthcare organizations transition their pandemic responses
away from acute crisis management amid high rates of burnout
among HCW s across the sector (2, 44, 45), effective and realistic
strategies to strengthen and retain the healthcare workforce are
needed (46).

HCWs identified lack of training and support in mental
health and wellbeing, and infection prevention and control
as key concerns. The greater physical and mental demands
of work during the pandemic resulted in an increased need
for camaraderie and interpersonal support. Team-building
and peer-support exercises to boost staff morale were well
received and could be expanded to benefit the mental health
of workers in an ongoing way (47). Our findings suggest
that there are problems with access to and suitability of
mental health and counseling services for HCWs, which is
broadly consistent with previous findings (48). In our study,
HCWs cited problems accessing services due to lack of flexible
scheduling arrangements and insufficient services available due
to increased demand. Some HCW:s felt that counseling providers
possessed insufficient awareness of the challenges HCWs were
experiencing to provide appropriate care. This is consistent
with evidence indicating that a lack of previous experience and
evidence-based services for treating front-line workers created
anxiety and uncertainty for mental health professionals and led
to wide variation in service provision (49). A recent systematic
review indicates the need for system-wide interventions that
safeguard HCWs mental health (50). It is evident that mental
health support remains a crucial aspect of the response to the
COVID-19 pandemic (51), and further research is required to
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establish best-practice policies and protocols for establishing
psychological support networks in the workplace and enable
flexible and meaningful support to HCWss, both in times of crisis
and beyond.

Infection control training, support and guidance was a
critical element of the pandemic response. Infection control
is an important factor in HCW mental health and wellbeing
(52). Commonly cited barriers to good infection control practice
include a lack of training or poorly communicated training
(53-56). Our study found that some organizations, primarily
hospitals, implemented innovative approaches to address gaps
in HCW knowledge and skills and reinforce good practices such
as designated PPE monitors, video-monitoring and refresher
training sessions. However, consistent with previous evidence,
there was a relative deficiency in the availability of adequate
PPE training and respiratory fit-testing programs implemented
in the primary care sector (57-59). This is of particular concern
given that GPs are often the first port of call for patients
experiencing symptoms of respiratory illness. It is important
that lessons learnt during this pandemic are not lost in future
outbreak emergencies. Universities and peak professional bodies
should consider aligning medical and allied health training with
PPE training guidelines to inculcate higher infection control
standards (60, 61).

While similar challenges were faced across organizations,
there were some differences in perceptions and impacts
noted between settings and in some cases between private
and public sectors. For example, while public hospitals
generally had good access to PPE stockpiles and COVID-
19 vaccines, other organizations did not. Additionally, the
financial and business impact of government policies such as
elective surgery cancellations and shifting from face-to-face
to telehealth consultations disproportionately impacted private
sector organizations (including primary care). This emphasizes
the need for sustainable funding solutions in this sector (62).
There was a general sense that greater collaboration between
organizations and government was needed to ensure consistent
communication and guidance across health services and to
reduce inter-sector disparities.

A strength of our study was its wide sampling strategy which
enabled us to capture workers with diverse views and different
experiences of COVID-19 across multiple healthcare settings
and organizations. Interview dialogue was strong, with lively and
self-driven discussion pointing to high information power (20).
Additionally, recruitment of HCWs and key personnel from
the same organizations enabled a comprehensive exploration
of organizational responses to the pandemic, from the dual
perspective of those designing and executing such a response,
rarely seen in existing literature. A limitation of our study
is that interviews were conducted during a period of low
COVID-19 case numbers in Victoria, along with relatively
minimal restrictions, which may have led participants to provide
fewer criticisms than might otherwise have been expected.
Additionally, our recruitment strategy may have introduced
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volunteer bias, as it is possible that participants who did
not indicate an interest in being interviewed differed in
unpredictable ways from the selected participants. Given the
evolving nature of the COVID-19 pandemic, further research
is planned, including an additional round of semi-structured
interviews 12-months after the interviews reported here, to
examine longitudinal perceptions of organizational responses.

Conclusions

This study provides in-depth insights into the challenges and
successes of healthcare organizations’ responses to the COVID-
19 pandemic in Victoria, Australia, and identifies HCW¢
suggestions for future responses. Future efforts to mitigate the
impact of acute stressors on HCWs should include a strong focus
on bidirectional communication, effective and realistic strategies
to strengthen and sustain the healthcare workforce, enhancing
infection control training, support and guidance, and greater
investment in flexible and meaningful psychological support and
wellbeing initiatives for HCWs.

Data availability statement

The raw data supporting the conclusions of this article will
be made available by the authors, without undue reservation.

Ethics statement

This reviewed and approved by the
Victorian Streamlined Ethical Review Process (SERP:
Project Number 68086) and registered with ANZCTR
(ACTRN12621000533897). The participants provided their

written informed consent to participate in this study.

study was

COVIC-HA investigator group

The following are members of the COVIC-HA Investigator
group: Peter A. Cameron, Andrew Forbes, Jane Fisher, Kelsey
Grantham, Carol L. Hodgson, Peter Hunter, Jessica Kasza, Helen
L. Kelsall, Maggie Kirkman, Karin Leder, Sarah L. McGuinness,
Grant Russell, Philip L. Russo, Malcolm Sim, Kasha Singh, Helen
Skouteris, Karen L. Smith, Rhonda L. Stuart, Helena J. Teede,
James M. Trauer, Andrew Udy, Sophia Zoungas.

Author contributions

Methodology: SM, KL, CH, JE MK, and GR. Formal analysis:
SM, OE, JE and MK. Investigation and writing—original draft

Frontiersin Public Health

12

10.3389/fpubh.2022.965664

preparation: SM, KL, JJ, and OE. Resources: GR, SC, KS, CH,
and HS. Data curation: SM, JJ, OE, SC, RL, HK, JE, and MK.
Writing-review and editing: SM, KL, CH, SC, RL, HS, GR,
MK, JE HK, and KS. Visualization: SM and KL. Supervision:
KL. Project administration: JJ and OE. Funding acquisition:
SM, KL, GR, CH, HK, MK, HS, and HK. All authors have
conceptualized, read, and agreed to the published version of
the manuscript.

Funding

This work was supported by the Victorian
Government COVID-19 research fund (Department
of Jobs, Precincts and Regions, HHSF/20/12957) and
WorkSafe Victoria. The funders had no role in the
study  design, collection, analysis, or interpretation
of the data or preparation and submission of
the manuscript.

Acknowledgments

The COVIC-HA Investigator team wishes to acknowledge
Pamela Hayes, Nellie Thomson, Tess Tsindos and Anne Mather
for their contributions to the COVIC-HA Study.

Conflict of interest

KL (APP115500) and CH (APP1173271) were supported by
National Health and Medical Research Fellowships.

The remaining authors declare that the research was
conducted in the absence of any commercial or financial
relationships that could be construed as a potential conflict
of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fpubh.
2022.965664/full#supplementary-material

frontiersin.org


https://doi.org/10.3389/fpubh.2022.965664
https://www.frontiersin.org/articles/10.3389/fpubh.2022.965664/full#supplementary-material
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

McGuinness et al.

References

1. Leite H, Lindsay C, Kumar M. Covid-19 outbreak: implications on healthcare
operations. The TQM Journal. (2020) 33:247-56. doi: 10.1108/TQM-05-2020-0111

2. Smallwood N, Karimi L, Bismark M, Putland M, Johnson D, Dharmage
SC, et al. High levels of psychosocial distress among australian frontline
healthcare workers during the Covid-19 pandemic: a cross-sectional survey.
General Psychiatry. (2021) 34:e100577. doi: 10.1136/gpsych-2021-100577

3. Dobson H, Malpas CB, Burrell AJ, Gurvich C, Chen L, Kulkarni
J, et al. Burnout and psychological distress amongst australian healthcare
workers during the Covid-19 pandemic. Australas Psychiatry. (2021) 29:26—
30. doi: 10.1177/1039856220965045

4. Roberts NJ, McAloney-Kocaman K, Lippiett K, Ray E, Welch L,
Kelly C. Levels of resilience, anxiety and depression in nurses working in
respiratory clinical areas during the Covid pandemic. Respir Med. (2021)
176:106219. doi: 10.1016/j.rmed.2020.106219

5. Nguyen LH, Drew DA, Graham MS, Joshi AD, Guo C-G, Ma W,
et al. Risk of Covid-19 among front-line health-care workers and the general
community: a prospective cohort study. Lancet Public Health. (2020) 5:e475-
83. doi: 10.1016/52468-2667(20)30164-X

6. Goémez-Ochoa SA, Franco OH, Rojas LZ, Raguindin PF, Roa-Diaz ZM,
Wyssmann BM, et al. Covid-19 in health-care workers: a living systematic review
and meta-analysis of prevalence, risk factors, clinical characteristics, and outcomes.
Am ] Epidemiol. (2020) 190:161-75. doi: 10.1093/aje/kwaal91

7. Quigley AL, Stone H, Nguyen PY, Chughtai AA, MacIntyre CR. Estimating
the burden of covid-19 on the australian healthcare workers and health
system during the first six months of the pandemic. Int J Nurs Stud. (2021)
114:103811. doi: 10.1016/j.ijnurstu.2020.103811

8. McGuinness SL, Johnson ], Eades O, Cameron PA, Forbes A, Fisher J, et al.
Mental health outcomes in australian healthcare and aged-care workers during the
second year of the Covid-19 pandemic. Int ] Environ Res Public Health. (2022)
19:4951. doi: 10.3390/ijerph19094951

9. Wong J, Goh QY, Tan Z, Lie SA, Tay YC, Ng SY, et al. Preparing
for a Covid-19 pandemic: a review of operating room outbreak response
measures in a large tertiary hospital in singapore. Can J Anesth. (2020) 67:732—
45. doi: 10.1007/512630-020-01620-9

10. Pierce BS, Perrin PB, Tyler CM, McKee GB, Watson JD. The
Covid-19 telepsychology revolution: a national study of pandemic-based
changes in us mental health care delivery. Am Psychol. (2021) 76:14-
25. doi: 10.1037/amp0000722

11. Stefanini GG, Azzolini E, Condorelli G. Critical organizational issues
for cardiologists in the Covid-19 outbreak. Circulation. (2020) 141:1597-
9. doi: 10.1161/CIRCULATIONAHA.120.047070

12. Houghton C, Meskell P, Delaney H, Smalle M, Glenton C, Booth A,
et al. Barriers and facilitators to healthcare workers adherence with infection
prevention and control (Ipc) guidelines for respiratory infectious diseases:
a rapid qualitative evidence synthesis. Cochrane Database Syst Rev. (2020)
4:CDO013582. doi: 10.1002/14651858.CD013582

13. Duckett SJ, Sutton B. On entering australias third year with Covid-19. Med |
Aust. (2021) 215:509-10. doi: 10.5694/mja2.51328

14. Halcomb E, Williams A, Ashley C, McInnes S, Stephen C, Calma K, et al.
The support needs of australian primary health care nurses during the Covid-19
pandemic. ] Nurs Manag. (2020) 28:1553-60. doi: 10.1111/jonm.13108

15. Tran J, Willis K, Kay M, Hutt K, Smallwood N. The workplace
and psychosocial experiences of australian senior doctors during the Covid-
19 pandemic: a qualitative study. Int J Environ Res Public Health. (2022)
19:3079. doi: 10.3390/ijerph19053079

16. Lord H, Loveday C, Moxham L, Fernandez R. Effective communication
is key to intensive care nurses willingness to provide nursing care
amidst the covid-19 pandemic. Intensive Crit Care Nurs. (2021)
62:102946. doi: 10.1016/j.iccn.2020.102946

17. Willis K, Ezer P, Lewis S, Bismark M, Smallwood N. “Covid just
amplified the cracks of the system” working as a frontline health worker
during the Covid-19 pandemic. Int ] Environ Res Public Health. (2021)
18:10178 doi: 10.3390/ijerph181910178

18. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
(2006) 3:77-101. doi: 10.1191/1478088706qp0630a

19. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (Coreq): a 32-item checklist for interviews and focus groups. Int | Qual
Health Care. (2007) 19:349-57. doi: 10.1093/intghc/mzm042

Frontiersin Public Health

13

10.3389/fpubh.2022.965664

20. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative
interview studies:guided by information power. Qual Health Res. (2016) 26:1753-
60. doi: 10.1177/1049732315617444

21. Braun V, Clarke V. To saturate or not to saturate? questioning data saturation
as a useful concept for thematic analysis and sample-size rationales. Qual Res Sport
Exerc Health. (2021) 13:201-16. doi: 10.1080/2159676X.2019.1704846

22. Al Knawy BA, Al-Kadri HME Elbarbary M, Arabi Y, Balkhy HH, Clark A.
Perceptions of postoutbreak management by management and healthcare workers
of a middle east respiratory syndrome outbreak in a tertiary care hospital: a
qualitative study. BMJ Open. (2019) 9:e017476. doi: 10.1136/bmjopen-2017-017476

23. Rhoades L, Eisenberger R. Perceived organizational support: a review of the
literature. J Appl Psychol. (2002) 87:698-714. doi: 10.1037/0021-9010.87.4.698

24. Archibald MM, Ambagtsheer RC, Casey MG, Lawless M. Using
zoom videoconferencing for qualitative data collection: perceptions and
experiences of researchers and participants. Int ] Qual Method. (2019)
18:1609406919874596. doi: 10.1177/1609406919874596

25. Hilal AH, Alabri SS. Using nvivo for data analysis in qualitative research. Int
Interdiscip ] Educ. (2013) 2:181-6. doi: 10.12816/0002914

26. Braun V, Clarke V. One size fits all? what counts as quality
practice in (reflexive) thematic analysis? Qual Res Psychol. (2021)
18:328-52. doi: 10.1080/14780887.2020.1769238

27.Toh WL, Meyer D, Phillipou A, Tan EJ, Van Rheenen TE, Neill E, et al. Mental
health status of healthcare versus other essential workers in Australia amidst the
Covid-19 pandemic: initial results from the collate project. Psychiatry Res. (2021)
298:113822. doi: 10.1016/j.psychres.2021.113822

28. Petrie K, Smallwood N, Pascoe A, Willis K. Mental health
symptoms and workplace challenges among Australian paramedics
during the Covid-19 pandemic. Int ] Environ Res Public Health. (2022)
19:1004. doi: 10.3390/ijerph19021004

29. Covid-19: Peer support and crisis communication strategies to promote
institutional resilience. Ann Intern Med. (2020) 172:822-3. doi: 10.7326/M20-1236

30. Broom J, Williams Veazey L, Broom A, Hor S, Degeling C, Burns P,
et al. Experiences of the SARS-CoV-2 pandemic amongst australian healthcare
workers: from stressors to protective factors. | Hosp Infect. (2022) 121:75-
81. doi: 10.1016/j.jhin.2021.12.002

31. Ricker E Hardstedt M, Riicker SCM, Aspelin E, Smirnoff A, Lindblom A,
et al. From chaos to control - experiences of healthcare workers during the early
phase of the Covid-19 pandemic: a focus group study. BMC Health Serv Res. (2021)
21:1219. doi: 10.1186/s12913-021-07248-9

32. Hofmeyer A, Taylor R. Strategies and resources for nurse leaders to use
to lead with empathy and prudence so they understand and address sources
of anxiety among nurses practising in the era of Covid-19. J Clin Nurs. (2021)
30:298-305. doi: 10.1111/jocn.15520

33. Srinivasan M, Asch S, Vilendrer S, Thomas SC, Bajra R, Barman L,
et al. Qualitative assessment of rapid system transformation to primary care
video visits at an academic medical center. Ann Intern Med. (2020) 173:527-
35. doi: 10.7326/M20-1814

34. Wiadji E, Mackenzie L, Reeder P, Gani JS, Carroll R, Smith S, et al. Utilization
of telehealth by surgeons during the Covid 19 pandemic in Australia: lessons learnt.
ANZ ] Surg. (2021) 91:507-14. doi: 10.1111/ans.16693

35. Winkelmann ], Webb E, Williams GA, Herndndez-Quevedo C, Maier
CB, Panteli D. European countries’ responses in ensuring sufficient physical
infrastructure and workforce capacity during the first Covid-19 wave. Health
Policy. (2021) 126:362-72. doi: 10.1016/j.healthpol.2021.06.015

36. Anderson M, O’Neill C, Macleod Clark J, Street A, Woods M, Johnston-
Webber C, et al. Securing a sustainable and fit-for-purpose Uk health and care
workforce. Lancet. (2021) 397:1992-2011. doi: 10.1016/S0140-6736(21)00231-2

37. Dini¢ M, Santri¢ Milicevic M, Mandi¢-Rajcevi¢ S, Tripkovi¢ K.
Health Workforce Management in the context of the Covid-19 pandemic:
a survey of physicians in serbia. Int ] Health Plann Manage. (2021)
36:92-111. doi: 10.1002/hpm.3141

38. Philips K, Uong A, Buckenmyer T, Cabana MD, Hsu D, Katyal C, et al. Rapid
implementation of an adult coronavirus disease 2019 unit in a children’s hospital. J
Pediatr. (2020) 222:22-7. doi: 10.1016/j.jpeds.2020.04.060

39. Lima EB, Fal6tico GG, Mansur NSB, Luzo MVM, Reis FBD. Intervention
protocol of the orthopedics and traumatology department of a high-complexity
university hospital to cope with the Covid-19 pandemic. Rev Bras Ortop. (2020)
55:269-77. doi: 10.1055/5-0040-1712972

frontiersin.org


https://doi.org/10.3389/fpubh.2022.965664
https://doi.org/10.1108/TQM-05-2020-0111
https://doi.org/10.1136/gpsych-2021-100577
https://doi.org/10.1177/1039856220965045
https://doi.org/10.1016/j.rmed.2020.106219
https://doi.org/10.1016/S2468-2667(20)30164-X
https://doi.org/10.1093/aje/kwaa191
https://doi.org/10.1016/j.ijnurstu.2020.103811
https://doi.org/10.3390/ijerph19094951
https://doi.org/10.1007/s12630-020-01620-9
https://doi.org/10.1037/amp0000722
https://doi.org/10.1161/CIRCULATIONAHA.120.047070
https://doi.org/10.1002/14651858.CD013582
https://doi.org/10.5694/mja2.51328
https://doi.org/10.1111/jonm.13108
https://doi.org/10.3390/ijerph19053079
https://doi.org/10.1016/j.iccn.2020.102946
https://doi.org/10.3390/ijerph181910178
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1080/2159676X.2019.1704846
https://doi.org/10.1136/bmjopen-2017-017476
https://doi.org/10.1037/0021-9010.87.4.698
https://doi.org/10.1177/1609406919874596
https://doi.org/10.12816/0002914
https://doi.org/10.1080/14780887.2020.1769238
https://doi.org/10.1016/j.psychres.2021.113822
https://doi.org/10.3390/ijerph19021004
https://doi.org/10.7326/M20-1236
https://doi.org/10.1016/j.jhin.2021.12.002
https://doi.org/10.1186/s12913-021-07248-9
https://doi.org/10.1111/jocn.15520
https://doi.org/10.7326/M20-1814
https://doi.org/10.1111/ans.16693
https://doi.org/10.1016/j.healthpol.2021.06.015
https://doi.org/10.1016/S0140-6736(21)00231-2
https://doi.org/10.1002/hpm.3141
https://doi.org/10.1016/j.jpeds.2020.04.060
https://doi.org/10.1055/s-0040-1712972
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

McGuinness et al.

40. Cornish S, Klim S, Kelly A-M. Is Covid-19 the straw that broke the
back of the emergency nursing workforce? Emerg Med Austr. (2021) 33:1095-
9.doi: 10.1111/1742-6723.13843

41. Basu S, Phillips RS, Phillips R, Peterson LE, Landon BE. Primary care practice
finances in the United States amid the Covid-19 pandemic. Health Aff. (2020)
39:1605-14. doi: 10.1377/hlthaff.2020.00794

42. Brydon A, Bhar S, Doyle C, Batchelor F, Lovelock H, Almond H,
et al. National survey on the impact of Covid-19 on the mental health of
australian residential aged care residents and staff. Clin Gerontol. (2022) 45:58-
70. doi: 10.1080/07317115.2021.1985671

43. Gupta N, Balcom SA, Gulliver A, Witherspoon RL. Health workforce surge
capacity during the Covid-19 pandemic and other global respiratory disease
outbreaks: a systematic review of health system requirements and responses. Int
] Health Plann Manage. (2021) 36:26-41. doi: 10.1002/hpm.3137

44. Apaydin EA, Rose DE, Yano EM, Shekelle PG, McGowan
MG, Antonini TL, et al. Burnout among primary care healthcare
workers during the Covid-19 pandemic. J Occup Environ Med. (2021)
63:642-5. doi: 10.1097/JOM.0000000000002263

45. Gualano MR, Sinigaglia T, Lo Moro G, Rousset S, Cremona A, Bert E
et al. The burden of burnout among healthcare professionals of intensive care
units and emergency departments during the Covid-19 pandemic: a systematic
review. Int ] Environ Res Public Health. (2021) 18:8172. doi: 10.3390/ijerph18158
172

46. Wynne R, Davidson PM, Duffield C, Jackson D, Ferguson C.
Workforce management and patient outcomes in the intensive care unit
during the Covid-19 pandemic and beyond: a discursive paper. J Clin Nurs.
(2021). doi: 10.1111/jocn.15916. [Epub ahead of print].

47. Morris D, Sveticic J, Grice D, Turner K, Graham N. Collaborative
approach to supporting staff in a mental healthcare setting: “always
there” peer support program. Issues Ment Health Nurs. (2022)

43:42-50. doi: 10.1080/01612840.2021.1953651

48. Billings J, Ching BCE, Gkofa V, Greene T, Bloomfield M. Experiences of
frontline healthcare workers and their views about support during Covid-19 and
previous pandemics: a systematic review and qualitative meta-synthesis. BMC
Health Serv Res. (2021) 21:923. doi: 10.1186/s12913-021-06917-z

49. Billings J, Biggs C, Ching BCE, Gkofa V, Singleton D, Bloomfield M,
et al. Experiences of mental health professionals supporting front-line health
and social care workers during Covid-19: qualitative study. BJPsych Open. (2021)
7:¢70. doi: 10.1192/bjo.2021.29

50. Turner S, Botero-Tovar N, Herrera MA, Borda Kuhlmann JP, Ortiz
E Ramirez JC, et al. Systematic review of experiences and perceptions
of key actors and organisations at multiple levels within health systems
internationally in responding to Covid-19. Implement Sci. (2021)
16:50. doi: 10.1186/s13012-021-01114-2

Frontiersin Public Health

14

10.3389/fpubh.2022.965664

51. Buselli R, Corsi M, Veltri A, Baldanzi S, Chiumiento M, Lupo
ED, et al. Mental health of health care workers (Hcws): a review of
organizational interventions put in place by local institutions to cope with
new psychosocial challenges resulting from Covid-19. Psychiatry Res. (2021)
299:113847. doi: 10.1016/j.psychres.2021.113847

52. Chirico E Nucera G, Magnavita N. Protecting the mental health of
healthcare workers during the Covid-19 emergency. BJPsych Int. (2021) 18:1-
2. doi: 10.1192/bji.2020.39

53. Barratt R, Shaban RZ, Gilbert GL. Characteristics of personal protective
equipment training programs in australia and New Zealand hospitals: a survey.
Infect Dis Health. (2020) 25:253-61. doi: 10.1016/j.idh.2020.05.005

54. Tu R, Elling H, Behnke N, Tseka JM, Kafanikhale H, Mofolo I, et al. A
qualitative study of barriers and facilitators to adequate environmental health
conditions and infection control for healthcare workers in Malawi. H2Open J.
(2022) 5:11-25. doi: 10.2166/h20j.2022.139

55. Brooks SK, Greenberg N, Wessely S, Rubin GJ. Factors affecting healthcare
workers’ compliance with social and behavioural infection control measures during
emerging infectious disease outbreaks: rapid evidence review. BMJ Open. (2021)
11:¢049857. doi: 10.1136/bmjopen-2021-049857

56. Mosher C, Mukhtar F, Alnaami N, Akkielah YA, Alsharif J, Khan T, et al.
Donning and doffing of personal protective equipment: perceived effectiveness
of virtual simulation training to decrease Covid-19 transmission and contraction.
Cureus. (2022) 14:€22943. doi: 10.7759/cureus.22943

57. Sotomayor-Castillo C, Nahidi S, Li C, Hespe C, Burns PL, Shaban RZ. General
practitioners’ knowledge, preparedness, and experiences of managing Covid-19 in
Australia. Infect Dis Health. (2021) 26:166-72. doi: 10.1016/.idh.2021.09.010

58. Ng I, Robins-Browne K, Putland M, Pascoe A, Paul E, Willis K, et al.
Mental health symptoms in Australian general practitioners during the Covid-
19 pandemic. Aust ] Prim Health. (2022). doi: 10.1071/PY21308. [Epub ahead of
print].

59. Royal Australian College of General Practitioners. Poll Suggests 93% of
Gps Have Not Been Offered Respiratory Fit-Testing. (2021). Available online
at: https://www1.racgp.org.au/newsgp/clinical/poll- suggests- 93- of- gps-have-not-
been-offered-resp

60. Barratt R, Wyer M, Hor S-y, Gilbert GL. Medical interns’ reflections on
their training in use of personal protective equipment. BMC Med Educ. (2020)
20:328. doi: 10.1186/512909-020-02238-7

61. Arandjelovic A, Arandjelovic K, Dwyer K, Shaw C. Covid-19:
considerations for medical education during a pandemic. MedEdPublish.
(2020) 9. doi: 10.15694/mep.2020.000087.1

62. Kippen R, O’Sullivan B, Hickson H, Leach M, Wallace G, A. National survey
of Covid-19 challenges, responses and effects in Australian general practice. Aust |
Gen Pract. (2020) 49:745-51. doi: 10.31128/AJGP-06-20-5465

frontiersin.org


https://doi.org/10.3389/fpubh.2022.965664
https://doi.org/10.1111/1742-6723.13843
https://doi.org/10.1377/hlthaff.2020.00794
https://doi.org/10.1080/07317115.2021.1985671
https://doi.org/10.1002/hpm.3137
https://doi.org/10.1097/JOM.0000000000002263
https://doi.org/10.3390/ijerph18158172
https://doi.org/10.1111/jocn.15916
https://doi.org/10.1080/01612840.2021.1953651
https://doi.org/10.1186/s12913-021-06917-z
https://doi.org/10.1192/bjo.2021.29
https://doi.org/10.1186/s13012-021-01114-2
https://doi.org/10.1016/j.psychres.2021.113847
https://doi.org/10.1192/bji.2020.39
https://doi.org/10.1016/j.idh.2020.05.005
https://doi.org/10.2166/h2oj.2022.139
https://doi.org/10.1136/bmjopen-2021-049857
https://doi.org/10.7759/cureus.22943
https://doi.org/10.1016/j.idh.2021.09.010
https://doi.org/10.1071/PY21308
https://www1.racgp.org.au/newsgp/clinical/poll-suggests-93-of-gps-have-not-been-offered-resp
https://www1.racgp.org.au/newsgp/clinical/poll-suggests-93-of-gps-have-not-been-offered-resp
https://doi.org/10.1186/s12909-020-02238-7
https://doi.org/10.15694/mep.2020.000087.1
https://doi.org/10.31128/AJGP-06-20-5465
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Organizational responses to the COVID-19 pandemic in Victoria, Australia: A qualitative study across four healthcare settings
	Introduction
	Methods
	Setting and context
	Recruitment
	Interview guides
	Data collection
	Data analysis
	Ethics

	Results
	Survey free-text participants
	Interview participants
	Key themes and sub-themes
	Navigating a changing and uncertain environment
	Maintaining service delivery during a pandemic
	Meeting the safety and psychological needs of staff

	Discussion
	Conclusions
	Data availability statement
	Ethics statement
	COVIC-HA investigator group
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Publisher's note
	Supplementary material
	References


