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Introduction

The COVID-19 crisis has created unprecedented demands 
for immediate and far-reaching organizational change 
in every healthcare delivery institution. Employees from 
executive to frontline staff are grappling with the pace, 
breadth, and depth of these demands. The field and practices 
of organizational change are being heavily challenged in 
terms of needs for change and pressures to make it happen 
more quickly than ever. The purpose of this paper is to 
consider how the demands of the COVID-19 era are 
affecting organizational change practice, including how 
traditional and evidence-based methods are or are not being 
used, and how the field needs to change in order to adapt to 

this new reality.
A brief review of the organizational change literature 

will be followed by a discussion of organizational change 
principles that will be used to provide a framework for 
assessing current practices in hospitals to deal with the 
COVID-19 crisis. Complex Adaptive Systems (CAS) will be 
offered as an augmentation to traditional change principles. 
Current issues and challenges will be discussed, followed by 
a model which blends the two approaches. A conclusion will 
offer suggestions on how to address this and future crises. 

Literature review

Organizational change is broadly seen as any effort to, in 
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a planned way, modify the operations or processes of an 
organization. Its implementation ranges from facilitation by 
highly experienced organization development consultants 
to managers giving orders for staff to do something in a 
new way.

There is a vast literature on organizational change, 
mainly in the general business or organizational behavior 
fields, ranging from books in the popular management 
press to scholarly articles. Key elements from the generic 
organizational change and change leadership literatures 
are summarized here, followed by current literature on 
organizational change in hospitals. Much of this literature 
focuses on theory development, studies with only a limited 
number of possible variables, or individual case studies, 
offering limited guidance to actual practice. These literatures 
include conceptual frameworks, theoretical considerations, 
studies of selected variables in the change process, qualitative 
and quantitative methods, and practice guidelines, but rarely 
in the same source. Practice guidelines are often presented 
without a conceptual framework, with evidence limited 
to the author’s authority or experiences as a consultant, or 
are limited to findings from a single case study. Specific 
organizational change strategies, tactics, and methods are 
rarely examined in a detailed and systematic way.

Parry, cited in Hughes (1), offered this summary: 
‘organizational change’ has become an interest for 
organizational consultants more so than for empirical 
researchers. There are many more books and articles on 
practitioner or conceptual scholarship than on theoretical or 
empirical scholarship. Much of the practitioner work is case 
study-based, and anecdotal and not rigorous in its conduct.

The organizational change literature in healthcare 
follows the field’s general trends and lacks a comprehensive 
conceptual framework for studying the possible range of 
factors, variables, or change methods that can be used to 
identify specific success factors for organizational change. 
This gap in theoretical approaches to healthcare-specific 
organizational change has been noted as a key design flaw 
in healthcare organizational change efforts (2). Beginning 
in the 1980s, change focused mergers/restructuring with 
an emphasis on financial performance (3,4). In most cases, 
the primary focus is simple: improve quality and outcomes 
while using fewer resources. 

These “pay for performance,”  or “value-based 
incentives,” have served as powerful motivators in healthcare 
organizations to move to new services or redesign 
existing programs with mixed outcomes regarding actual 
improvements in quality and cost (5,6). Bundled payments, 

long considered an improvement over fee-for-service 
reimbursement models, have been shown to forcefully drive 
changes in care delivery which do not necessarily result in 
improvements in quality or reductions in the actual cost to 
the healthcare system (7). Some researchers have reported 
variable responses to the implementation of value-based 
incentives across the U.S., with some healthcare organizations 
serving the poor at increased risk for financial penalties 
incurred by uncompensated organizational change (8).  
Others have noted that quality improvements seen with 
participation in value-based reimbursement models do not 
necessarily incur cost savings (9). 

The role of leadership within organizational change 
models in healthcare organizations continues to be discussed. 
Some studies regarding change leadership specifically have 
been reported recently (10). Øygarden et al. (11) referenced 
Yukl’s model of change-oriented leadership behaviors as 
including monitoring and interpreting the environment, 
envisioning new possibilities for the organization, explaining 
the need for change, suggesting new and creative solutions 
and experimenting with new approaches for achieving 
objectives, taking a long-term perspective on problems and 
opportunities and negotiating for support from other actors 
on behalf of the department. 

They concluded that “it is more reasonable to interpret 
our finding as an indication that organizational changes 
which in the current health policy climate are often 
motivated by cutting costs and increasing control and 
efficiency may indeed create more work system performance 
obstacles” (11), adding that “participation in decision-
making is an aspect of such engagement and should be 
encouraged and safeguarded by hospital leadership in 
change processes as well as in day-to-day operations” (11). 
There is literature that examines organizational change in 
hospitals in terms of change tactics and methods suggesting 
that those at lower levels should be given as much autonomy 
and flexibility as possible to implement change at their 
levels (12,13). 

A traditional planned change model

As the literature review suggests, there does not seem to be 
a comprehensive conceptual framework for studying the 
possible range of factors, variables, or change methods that 
can be used to identify specific success factors regarding 
organizational change. There are evidence-based models of 
leadership that have particular relevance for organizational 
change, but these have not often been examined with 
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specific attention to change leadership as distinct from day 
to day leadership. 

A conceptual model of organizational change from the 
human services field (14) will be used here as a framework 
to consider how the existing literature is or is not being 
reflected in current COVID-19-related change efforts 
in hospitals. This model includes assessing the needs for 
change and internal factors of readiness and capacity for 
change, change goals, the scope of change, overall change 
strategy, and change tactics. 

Assessment

Before a formal plan for change is introduced to staff, 
managers should conduct a comprehensive assessment of 
present conditions, including the specific environmental 
demands facing the organization and the current state 
of the organization in terms of existing capacities and 
readiness for change. Environmental demands based on the 
COVID-19 crisis are vivid, and do not need elaboration 
here. Internal assessments can consider the organization’s 
readiness for change and existing capacities to implement 
change. The principles and bullet points in the next section 
can be used by the organization’s change leaders as criteria 
to identify areas of capacity and readiness that may need to 
be addressed and improved before launching the change 
initiative. 

Readiness and capacity for change

Readiness for change includes “the extent to which an 
individual or individuals are cognitively and emotionally 
inclined to accept, embrace, and adopt a particular plan to 
purposefully alter the status quo” (15).

Change leader readiness and capacity for change can 
be assessed with reference to characteristics including a 
tolerance for ambiguity, accepting not being able to control 
everything, understanding how feelings affect behavior, and 
being open to shared decision making (16). Tolerance for 
ambiguity is especially important during the COVID-19 
crisis as change leaders are confronted with multiple 
interconnected uncertainties, conflicting demands from 
stakeholders, and resource inadequacies, Accepting not 
being able to control everything suggests that a participative 
management philosophy could be appropriate. Burke 
added that “effective change leaders need to have an above-
average level of energy and be capable of (I) working long 
hours when needed, (II) interacting with lots of people, and 

(III) energizing others” (16). 
In the midst of a crisis, all of those characteristics would 

ideally be present as preconditions for success. Individual 
leaders could assess themselves and work to add or improve 
their competencies while change is occurring. Inadequate 
change leadership skills can be corrected in the future 
through leader training and development.

Staff readiness at an individual or group level can include:
 Perceiving the need for change;
 Feelings of confidence regarding one’s change 

skills;
 Feeling that the change will  be personally  

beneficial (15). 
The first item should be obvious to staff during the 

current crisis. The others may be affected by the way staff 
are led and communicated with.

Factors regarding organizational readiness for change 
include:
 Motivation for change, including perceived needs 

or pressures for improvement; 
 Adequacy of resources, including equipment, 

staffing, and training;
 Staff attributes including their feelings of self 

efficacy and adaptability;
 Organizational climate, including staff cohesiveness 

and trust, and management openness to suggestions 
from staff in making changes (17).

Similar to staff readiness, the first factor may have to 
be taken as a given, with the others varying based upon 
how the organization has prepared for the current crisis. 
Adequate resources, such as personal protective equipment 
(PPE) and ventilators, were apparently almost universal 
readiness weaknesses in the early weeks of the COVID-19 
crisis. There are likely to be major variations among 
hospitals regarding all other aspects of readiness. Ideally, 
these conditions would have been already established, 
through adequate provision of resources and participative 
leadership styles which would have helped create staff 
confidence, cohesiveness, and trust in management. To the 
extent that these factors are missing or weak, change leaders 
will need to address these in the midst of creating change. 
At the policy level, readiness in terms of resources such 
as supply reserves has been a major problem, and at least 
should be kept in mind to prepare for future crises.

Staff attributes and organizational climate may be 
affected by leadership behavior.

Change capacity can be defined as “a combination of 
managerial and organizational capabilities that allows an 
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enterprise to adapt more quickly and effectively than its 
competition to changing situations” (18).

Individual staff capacity for change flows from the 
organizational readiness factors listed above. Factors here 
include:
 Staff seeing the change as fitting with the vision 

and mission of the organization;
 Staff commitment to the purpose, value, and 

necessity of the change;
 Staff willingness to go along with the change; 
 Staf f  job sat is fact ion,  commitment to the 

organization, and trust in management;
 The level of staff  autonomy or feelings of 

empowerment; 
 Staff tolerance of ambiguity, which is likely to 

increase in times of change.
Organizational capacity for change can include these 

factors:
 Trustworthy leaders. The ability of senior executives 

to earn the trust of the rest of the organization and 
to show organizational members the way to meet 
its collective goals;

 Trusting followers. The ability of the non-executive 
employees to constructively dissent with and/or 
willingly follow a new path advocated by its senior 
executives;

 Capable champions. The ability of an organization 
to attract, retain, and empower change leaders to 
evolve and emerge;

 Involved mid-management. The ability of middle 
managers to effectively link senior executives with 
the rest of the organization;

 Innovative culture. The ability of the organization 
to establish norms of innovation and encourage 
innovative activity;

 Accountable culture. The ability of the organization 
to carefully steward resources and successfully meet 
predetermined deadlines;

 Ef fec t ive  communica t ion .  The  ab i l i ty  o f 
the organization to communicate vertically, 
horizontally, and with customers;

 Systems thinking. The ability of the organization 
to focus on root causes and recognize the 
interdependencies  within and outs ide the 
organizational boundaries (18).

Readiness and capacity could already have been 
established through earlier leadership behaviors. For 
elements which are lacking or inadequate, change 

leaders can help improve them before or during change 
implementation.

Change goals

Goals of organizational change are typically based on 
responses to external or internal pressures for improvement. 
Examples include implementing new policies such as the 
Affordable Care Act (ACA) and responding to funding 
reductions, regulatory changes, or weak organizational 
systems. An initial goal may be simple and broad, with 
further analysis and detailing as needed.

Change scope

Planned organizational change can be categorized based on 
three levels of complexity.

Developmental change involves adjustments to existing 
operations or improving a skill, method, or process—
essentially improving something that already exists. 
Examples include simple problem solving and routine 
training. Transitional change involves implementing 
something new and abandoning old ways of functioning. 
Examples might include implementing a Continuous 
Qual i ty  Improvement  (CQI)  sys tem or  a  s imple 
reorganization of staff roles. Transformational change 
requires “a radical shift of strategy, structure, systems, 
processes, or technology… so significant that it requires a 
shift of culture, behavior, and mind-set… to implement and 
sustain over time” (19). 

COVID-19 challenges vary from developmental to 
transformational change. While adopting a new piece 
of PPE might be seen as simply developmental change, 
COVID-19 conditions clearly demand transformational 
change. This will be a nonlinear process, perhaps with 
occasional chaos; ideally including the use of a planned 
change process, with extensive involvement of many staff 
and comprehensive communication tools. A new future 
state for hospitals cannot be fully envisioned in advance. 
This paper reflects this dilemma: change in the COVID-19 
era involves incomplete maps without clear destinations.

Change strategies

Examining organizational change in the COVID-19 era 
can also assess overall strategies used by change leaders. 
Empirical-rational strategies include change leaders sharing 
relevant data to show what needs to be done. Normative-
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reeducative strategies typically involve communications with 
employees to help them understand the needs for change 
and soliciting their support. Power-coercive strategies suggest 
using power, through directive leadership and “sanctions 
for noncompliance with the proposed change” (16). 
Current literature suggests that the first two, separately or 
in combination, are more appropriate than the third for 
successful change implementation.

Change tactics

Finally, evidence-based organization change tactics can be 
used as criteria to assess the extent to which organizational 
changes in response to COVID-19 fit with suggestions in 
the literature that their use should help improve prospects 
for success (20). The following change tactics can be used 
by change leaders. 

(I) Clearly and persuasively communicate the need 
for and desirability of the change.

(II) Clearly and persuasively communicate the 
urgency for the change.

(III) Share information to document the change 
problem to be addressed.

(IV) Clearly communicate the vision and outcomes 
for the change.

(V) Clarify the plan for how the change process will 
be implemented

(VI) P r o v i d e  t o p  m a n a g e m e n t  s u p p o r t  a n d 
commitment,

(VII) Select a cross section of employees for a team to 
guide the change.

(VIII) Provide for staff the information and training 
needed to implement the change.

(IX) Involve and solicit for their support key 
individuals and groups affected by the change. 

(X) Ensure widespread participation of staff in the 
change process 

(XI) Provide adequate opportunities for team 
building and conflict management.

(XII) Ensure support by political overseers or 
governing boards.

(XIII) Ensure support by collaborating organizations 
and other community partners.

(XIV) Clearly communicate progress on the change 
process throughout the organization 

(XV) Provide sufficient resources (staff time, necessary 
funding) for the change process. 

(XVI) Ensure that any concerns of staff are addressed.

(XVII) Use monitoring tools to track progress and 
results.

(XVIII) Revise project activities as appropriate based on 
new information or changing conditions.

(XIX) Institutionalize the results of the change process 
through formal changes in policies and procedures, 
training, new or modified staff roles, etc.

(XX) Evaluate the results of the change process using 
data

(XXI) Make staff aware of the results of the change 
process. 

The relevance of the possible use of these tactics during 
the current crisis will be discussed in a later section.

All these elements—change leadership competencies, 
the scope of change needed, change strategy, readiness and 
capacity for change, and change tactics - can all be used as 
criteria for assessing the relevance of their use during the 
COVID-19 crisis. 

The complex/adaptive approach to change

During the COVID-19 crisis, change leadership demands 
quick, complex decision making with little or incomplete 
information. Leaders need to employ change approaches 
and thinking that matches the complexity and ambiguity 
of the challenges currently facing them, their clinical 
teams, and their organization. In addition to the change 
leadership skills and change principles discussed above, the 
current crisis requires the new ways of thinking and leading 
proposed through the study and organizational applications 
of CAS (21), discussed next. 

Critics of the planned approach to change argue that 
it relies heavily on information era assumptions about 
what we know and don’t know (22,23). Traditional models 
suggest that change generally proceeds in a logical way 
towards ends desired by the initiator of the change effort, 
but others claim that the highly interconnected and 
rapidly changing knowledge era can be better understood 
through applications of insights gained from complexity 
disciplines in science and mathematics (22). Complexity 
thinking has been applied to both organizational change 
and leadership in healthcare since the 1990’s, and recent 
reviews of healthcare change/leadership literature highlight 
general acceptance of the characterization of healthcare as 
a CAS (24-26). However, it is also important to note that, 
like planned change, the complex/emergent approach has 
few empirical studies that speak to conditions that ensure 
effective outcomes. It is more descriptive than prescriptive 
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and thus lacks clear guidance to those living through 
change. Challenges also include applying knowledge of the 
natural, biotic world to conscious, human systems (24). This 
summary of the complexity approach to change assumes 
application to human systems, replacing “agents” and 
“elements” with “actors” or “players”.

Most change and leadership theorists using this approach 
refer to mechanisms underlying CAS found in the natural 
world (27,28). Critical elements that comprise CASs 
include high levels of interconnected, interdependent action 
between many players (25). It has been said that computers 
are complicated, but mayonnaise is complex. Computers 
can be taken apart; individual components be examined 
independently. But mayonnaise is blended such that 
elements are no longer separate. In healthcare, the complex 
mix includes patients, providers at all levels, administrators, 
hospitals, medical groups, clinics, insurance companies 
and regulatory bodies all intertwined together in the 
delivery of care. The actions of one can have unanticipated 
consequences elsewhere. As a result, CASs include high 
levels of uncertainty and low levels of agreement about 
the source of systemic tensions and solutions for resolving 
them. 

In ordered systems, managers can determine the desired 
end state, assess the initial situation and consequently 
set out a series of actions to reach the desired end state. 
In unordered systems, one cannot do so because of the 
uncertainty related to how the end state can be attained (24).

For instance, medical group administrators assumed 
that urgent care visits would dramatically increase during 
COVID-19. They predicted this would offset some early 
drop-offs reported in patient visits to primary care and 
they proactively trained additional staff . However, patients 
elected to avoid all but the most urgent healthcare settings, 
which was completely unprecedented. Paradoxically, 
healthcare systems are financially struggling as a result of 
lowered patient visits even as they face the greatest health 
crisis of our time.

Change in CAS occurs through adaptation (27). As 
the system becomes destabilized; it shifts in response to 
internal and external pressures. Sometimes, with enough 
threat, systems can shift quite quickly. Medical groups and 
clinics moved to telehealth within weeks of the arrival of 
COVID-19. Some organizations had been considering 
telehealth for years, and 10-month roll-out plans were 
underway. This kind of adaptation is rare, and reflects the 
intensity of the destabilizing impact of COVID-19. More 
often, iterative experimentation and learning support change 

that unfolds more slowly as new patterns emerge (24). A 
COVID-19 example includes first the temporary and then 
chronic shortages of PPE which led to shifts in regulatory 
policy on reuse, which further destabilized the system as 
long held personal safety practices were upended and the 
responsibility for safety shifted from regulatory oversight 
to individual practice. Finally, adaptation is enhanced when 
people through a variety of differing knowledge bases and 
perspectives act together to solve problems. Neighbors 
began sewing masks and giving them away to keep each 
other safe, protect healthcare workers, and save N95 
masks for those who really needed them. Finally, CASs 
are organized around simple rules that govern behavior. 
Bedside nurses’ top priority is keeping patients safe through 
the delivery of care, while administrators are responsible for 
the financial health and efficiency of the institution. While 
there is inherent tension between these two, prior to the 
pandemic, they generally lived in a negotiated equilibrium. 

Perhaps the greatest challenge for human CAS is our 
own consciousness. Biotic systems shift over time; new 
elements come into being or fade away without the pain and 
suffering that human systems experience with disruption (29).  
We are just beginning to understand the toll on healthcare 
systems and workers, and the long term mental health 
challenges they may face.

Change in CAS suggests that managers can influence 
(versus control) adaptation through recognizing and 
attending to these mechanisms. One approach, Adaptive 
Leadership (28,30) builds upon knowledge of CAS and 
creates a change leadership framework for highly complex 
environments and change situations. Several authors offer 
leadership-focused suggestions for influencing CAS related 
change. 
 See the system: change begins with the change 

initiator’s ability to take a broad view of the system 
they are in. What are the multiple, interacting 
dynamics? Without looking for blame, adaptive 
problems must be assessed with the largest possible 
systems perspective. “Getting on the balcony” 
involves stepping away from the action of the 
stage and viewing the challenge from an outsider 
perspective.

 Regulate distress: managers and change leaders 
have to pay attention to and regulate distress. This 
includes tolerating tension, conflict and stress 
so it stays productive and not overwhelming. 
Shapiro and Carr (29) suggested approaches to 
help people by recognizing their distress, providing 
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empathetic support, and encouraging new ways of 
understanding their changing context.

 Bring people together: connect diverse perspectives 
together, provide minimal structure, and then 
empower others to be creative and solve problems 
(28,31).

 Engage in iterative cycles of experimentation: 
improvise and experiment, continue to assess the 
impacts of what’s tried, reflect and question to 
support emergence of novel processes, connections 
and solutions.

 Encourage/protect leadership at all levels: stay open 
to the ideas of others, and especially people who 
may be “at the fringe” or in low status positions. 

Complexity leadership is a multi-level process that 
engages the entire system rather than focusing on attributes 
of an individual. Leadership roles shift from planning, 
organizing and engaging others in the effort to a focus on 
framing critical issues and questions, connecting people 
and processes in novel ways, articulating and incorporating 
real-time learning and attending to what’s emerging as the 
pandemic unfolds. 

Next, after a review of the COVID-19 crisis and the 
impacts to our healthcare system and institutions, a model 
for determining use of traditional and crisis/complexity 
driven approaches for continued navigation of the 
COVID-19 crisis in healthcare will be offered.

The crisis of COVID-19: current change issues 
and challenges

The COVID-19 pandemic brought a series of local crises 
to healthcare delivery organizations across the country 
and tested the system in a novel way. COVID-19 is a crisis 
in the truest sense: the needs of the system overwhelmed 
its resources and decisions were made based on a “lowest 
harm” rather than “highest quality” paradigm. In a short-
term crisis, such as a weather or mass casualty event, or 
even a localized infectious disease outbreak, the parameters 
of the crisis are obvious and staff are usually immediately 
aware of the switch from “normal operations” to a war-time 
mentality of harm reduction critical to crisis management. 
These crises are time- and resource-limited, often resolved 
within a few days and with unmet needs filled quickly by 
local resources. 

Traditional crisis management approaches essentialize 
critical services and assume a return to normal at some 
point in the not-too-distant future. Such strategies focus 

on core functions designed to maintain safety during times 
of heavily unmet need, such as increasing bed availability, 
managing staffing shortages and changing competencies, 
and dealing with critical shortages of equipment and 
supplies (32). As a long-term, relapsing and remitting 
crisis, COVID-19 presents an altogether different set of 
challenges to the crisis management model as traditionally 
superimposed on an organizational change infrastructure. 
In a crisis management model in which a return to “normal” 
is anticipated in a period of days to weeks, holding off on 
“elective” surgeries or routine procedures might be seen as 
low-risk. COVID-19 brings a unique set of challenges as 
there is no anticipated, sustained return to normal in the 
near future, necessitating a new framework for the provision 
of care for the chronically and acutely ill that balances the 
benefits and harms of both routine organizational change 
and crisis management models (33). This pandemic created 
systemic uncertainty on all fronts: an unplanned crisis in 
both scope and duration. It is more than just a crisis of 
delivery; the complex and unknown nature of it necessitates 
a potentially foundational organizational change approach.

The need for proactive, robust crisis management 
protocols and a wider discussion about the ethical 
implications of a shift to a crisis management paradigm has 
been recognized for years. More important than adhering 
strictly to a single ethical framework or decision-making 
protocol, there is a need for transparency and a commitment 
to incorporating ethical principles into every step of the 
crisis response. As the organization shifts from routine daily 
operations to change management to contingency operations 
to crisis management, the ethical considerations will also 
shift and require ongoing communication and careful 
deliberation. Even prior to the COVID-19 pandemic, a 
strong movement from within healthcare leadership pushed 
for proactive crisis management strategies with strong ethical 
underpinnings. Consensus statements from prominent 
experts both recognized the lack of preparedness for ethical 
crisis management and implored others to begin a national 
discussion about the need for robust, efficient, and ethical 
frameworks to guide actions during crisis and provide legal 
and psychosocial support for care providers (34). This is a 
problem that exists outside of the U.S. healthcare system 
as well; nursing researchers in Australia recommended 
a national dialogue regarding standards of care during a 
crisis and the need for a proactive debate regarding the 
ethical implications of crisis situations (35). In the months 
since the pandemic, consensus guidelines have emerged 
to provide ethical and legal cover for decision-making in 
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resource-scarce environments, such as governing the use of 
ventilators (36), though these consensus guidelines are not a 
substitute for nationally- or globally-coordinated decision-
making support for crisis management.

Despite the calls for national action, a recent systematic 
review of the Crisis Standards of Care (CSC) documents 
in each U.S. state found all but five states to be deficient 
in meeting the recommendations from the 2009 Institute 
of Medicine report providing guidelines for establishing 
CSC plans (37). Of the guidelines reviewed, only two 
states (Colorado and Minnesota) provided documents that 
could be considered exemplars. These deficiencies are 
not without consequences when an actual crisis emerges. 
While not done in the U.S., a large study of hospitals in 
London reported that the lack of national cohesion in the 
U.K. around triage policy and decision support guidelines 
resulted in unnecessary limitations to routine access to 
medical care, and potentially led to preventable deaths at 
the height of the initial COVID-19 outbreak (38). 

The success of crisis management in the healthcare 
system is contingent upon the leadership skills of those 
involved in decision-making at the local level. Researchers 
have found that inclusive leadership styles substantially 
reduce the burden of psychological distress during 
pandemics (39,40). They suggest three primary distinctions 
in a successful crisis management paradigm: decreased 
individual autonomy, which provides moral cover and 
ethical clarity through set standards during the crisis; a 
laser focus on prognostic factors and maximizing benefit; 
and transparent communication up and down the chain of 
command. Health systems that have navigated the pandemic 
successfully have relied on transparent and honest decision 
making by accessible leaders, representing another “lesson 
learned” during COVID-19 that should be carried into the 
collective future (41). 

A focus on ethical considerations and sensitivity to 
the ethical climate may have serious implications in the 
development of psychological distress among clinicians. 
One study found that the clinicians’ perception of ethical 
decision-making during the COVID-19 pandemic was 
independently associated with anxiety, depression, and 
burnout (42). Even in the best of circumstances, the 
psychological effects of crisis decision-making on frontline 
clinicians cannot be overstated and was predicted by some. 
In one study of a mock implementation of CSC at an urban 
hospital in 2018, clinicians reported at the conclusion of the 
exercise feeling a sense of moral ambiguity and challenges 
to their roles and identities as clinicians when putting the 

crisis protocols into simulated practice (43).
There have been (and will continue to be) several 

competing ethical decisions at play during the COVID-19 
pandemic, such as balancing the public health, chronic 
health, and acute care needs of the population. Within 
the oncology community, surgeons have been forced to 
weigh the relative benefit of early cancer diagnosis and 
treatment with the risks of a new Covid infection from 
“elective” procedures in the hospital. Cancer patients 
and their doctors have been left to decide whether a 
fourfold increase in the risk of death due to COVID-19 
is preferable to a 20% increase in risk of cancer death, 
which, according to some, is like choosing between “the 
devil and the deep sea” (44). Rehabilitation physicians 
in Scotland, concerned about the latent effects of the 
pandemic, proposed a 5-stage crisis management approach 
that utilizes a longer-term harm reduction model of signal 
detection, prevention/preparedness, damage containment, 
recovery, and learning (45). The strength of such a model 
is its assumption of “down time” between periods of acute 
illness/crisis; its limitation is its unclear relationship to 
normal organizational change modes of operation during 
the periods of relative calm.

A continuum model for crisis management (46) noted 
that critical incidents may require a “range of responses” 
for frontline providers, allowing for resource scarcity 
to drive specific actions and providing a framework for 
resource allocation based on ethical principles. Their crisis 
management model is based on a single mass casualty 
event and allows end-users to pivot between three levels 
of decision-making: conventional, in which resources 
and needs are relatively aligned; contingency, in which 
resources are misaligned but still allow for the provision of 
“functionally equivalent care;” and crisis, in which resources 
and needs are so misaligned that the provision of care is 
based on the best level possible, “given the resource gap.” 
Central to the ability to pivot between these ethical and 
functional crisis management frameworks is the recognition 
of a triggering event for resource scarcity and transparency 
around decision-making frameworks which are not always 
apparent in traditional organizational change models. In 
another approach to equitable resource allocation during a 
period of scarcity, Knebel et al. (47) argued that a separate 
resource distribution process should exist for each scarce 
resource, with decision-making based on values held at the 
local and individual level. Others have recommended the 
deployment of specialized “resource allocation teams” who 
can make ethically-challenged clinical decisions in real time 
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during periods of crisis causing resource scarcity (48).
There is a strong sense that many of the innovations 

enabled by the rapid decision-making processes inherent 
to the COVID-19 crisis ought to be sustained, such as the 
sharp turn towards telemedicine and reduction of several 
administrative barriers to patient care. Personal accounts 
of the success of rapid testing and implementation of new 
technologies, abandoned administrative red tape, and a 
strong focus on patient outcomes as the driving force for 
care are evident in the emerging literature (49). While 
COVID-19 has laid bare several flaws in the US healthcare 
system, the innovative strategies, teamwork, and crisis 
management models that have risen to the challenge may 
light the way for deeper systemic change in the long term.

Planned, crisis driven, and adaptive change 
during Covid 

Given the multi-layered, on-going crisis that COVID-19 
presents in hospitals and other healthcare institutions, an 
equally multi-layered and responsive change approach 
is necessary. In addition to national, systemic issues that 
include shortages of testing, PPE, and other resources, 
experiences thus far with COVID-19 have raised critical 
issues to solve at the local hospital level. Crisis management 
reveals pressing ethical challenges and competing ethical 
stances, rising anxiety and potential mental health 
challenges for providers, quickly changing guidelines as 
COVID-19 knowledge increases, all requiring local change 
management solutions. Such solutions rely on the leadership 
competencies of both formal and informal leaders. Uhl-
Bien et al. (22) suggest that leadership falls into three broad 
categories: traditional bureaucratic leadership; leadership 
that encourages creativity and learning through CAS; and 
an organization-wide dynamic that gives rise to emergent 
change, with the latter including adaptive leadership. In a 
similar vein, Belrhiti (24) suggests that formal leaders assess 
situations for use of traditional or complexity leadership. 
Issues that lend themselves to problem solving models 
can be addressed using transactional or transformational 
leadership approaches. Situations characterized by 
uncertainty require complexity thinking and adaptive 
approaches. Leadership and management demands during 
COVID-19 will continue to include fundamental, informed 
choice of change and leadership strategy based on rising and 
falling levels of ambiguity and crisis.

Issues that become clear during a crisis can be addressed 
using a combination of change approaches depending on 

the certainty of knowledge and clarity of implementation. 
The complex/adaptive approach utilizes insights and 
approaches found in the crisis and adaptive leadership 
literature. This is probably most useful during times of crisis 
which require constant assessment; ongoing high levels 
of communication; iterative cycles of experimentation, 
reflection and learning; and bringing multiple disciplines 
and stakeholders together and attention to/mitigation of 
distress. The planned approach to change is probably most 
useful for implementing new practices and processes that 
have become best practices. This requires a relatively high 
degree of certainty and agreement between leaders across 
disciplines to ensure success, and may be best accomplished 
during times of COVID-19 remission. Each suggests clear 
actions and roles that formal and informal leaders may 
engage in that support responsiveness in either situation. 
Differences between the two are summarized in Table 1. 

Planned change offers a guided map for senior and middle 
level managers as they consider implementation of emerging 
best practices in care delivery and crisis management 
during times of COVID-19 remission. Adaptive change 
gives managers clues for ways to respond during periods 
of recurrent crisis. Woven together, they provide a more 
comprehensive framework than either provides alone. 

Conclusions

In the COVID-19 crisis environment, traditional models 
of organizational change clearly need reexamination in 
terms of their relevance, especially in healthcare. Typically, 
planned organizational change would be launched only 
after a full assessment of the problem and then assessment 
of internal readiness and change capacity factors, but the 
extreme time demands and crisis conditions of COVID-19 
make full assessments and detailed advanced planning of 
the change process more difficult. Regardless, some of 
the organizational change tactics discussed earlier, such 
as describing the problem and the need for and urgency 
of change, are self-evident and will happen almost 
automatically. Stating clear outcomes of the change may not 
be as simple as it seems. Is the goal to return the hospital 
to the former “normal”, or is the goal to achieve some 
“new normal?” Plans for implementing many of the tactics 
are ideally developed in some detail before launching the 
process, but this is less likely to occur in crisis conditions. 
Announcing a formal change process and outlining a formal 
action system including action teams or a problem-solving 
group processes might be rushed, with implementation 
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happening with little advanced planning. Even in a 
crisis, spending time to set up these systems and clearly 
articulating the values driving decision-making can give 
staff clarity and perhaps reduce stress caused by uncertainty. 
The early inadequacies of PPE and ventilators vividly 
showed the importance of providing necessary resources; 
and urgent needs for cross training staff showed another 
limitation of the traditional approach. Changes to initial 
plans can be expected and should be clearly communicated. 
Data from monitoring tools can guide change leaders 
in making timely changes as needed. Informing staff of 
intermediate accomplishments or changes can give them a 
sense of progress and perhaps optimism. Evaluation of the 
effects of changes will also be rushed, but short feedback 
loops will enable additional adaptations or changes to be 
made quickly.

Even if the process is rushed, research suggests that 
participative management styles including structures for 
obtaining input are likely to enhance prospects for success, 
and can be quickly be established if the change leaders 
can effectively use participative leadership theories. As 
discussed above, Adaptive Leadership seems especially 
appropriate, as does transformational leadership (50), with 
its principles of idealized influence by trusted and admired 
leaders, inspirational motivation and visioning, intellectual 
stimulation to encourage innovation and question 
assumptions, and individualized consideration through 
coaching and supporting staff.

The COVID-19 crisis is forcing reexamination of other 
aspects of traditional organizational change. Organizational 
culture change, a popular change activity for decades, is 
typically a multi-year process. Culture changes in this crisis 
context are probably quick and not consciously considered, 
as staff are forced into new behaviors, interaction patterns, 
and norms as they quickly analyze and solve problems and 
institutionalize new ways of working, while recognizing the 
need for near constant change. If change leaders can give 
some thoughtful attention to how existing norms, roles, and 
values are being affected, they can initiate critical dialogue 
about how these changes can be more intentional in 
addressing quality standards and staff morale while working 
within time pressures and resource inadequacies.

Perhaps one of the greatest challenges of this moment 
is the realization that there may not be a post-COVID-19 
state in the healthcare system. The organizational change 
and crisis management models of the past need to find 
a new articulation, where periods of relative calm and 
interspersed crisis are proactively recognized and managed. 
The health system needs both sustained, “big picture” 
changes driven by organizational change approaches, with 
the flexibility, readiness, and ethical considerations of crisis 
management strategies built in. 
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Table 1 Planned change and crisis/adaptive change

Planned change Crisis change/adaptive/complexity

Assumptions: ground is relatively certain; waterfall through steps and 
through the organization; decisions in hands of formal leaders

Assumptions: ground is uncertain, past does not inform present, 
we will learn as we go, everyone is engaged and making decisions

Scope of change: how “big” is it?: incremental to transformational Change as inherent quality of CAS: unpredictable results and 
entrenched issues

Assessment: change readiness and capacity; done once to support 
change planning

Evaluate the system: On-going “on the balcony”: ongoing 
assessment of how the org is responding

Goals: tangibles about what we are striving to achieve Simple rules: clarify what is most important; Provide direction for 
hard choices daily

Strategy: empirical-rational; normative-reeducative Experimentation and communication: iterative cycles of action/
reflection/discussion/planning

Tactics & methods: change implementation plan, management 
support, adequate resources and training, information sharing, 
evaluation and institutionalization of changes, etc.

Participative: regulate distress/practice empathy; bring diverse 
knowledge players and knowledge groups together

Outcomes: can be known and measured against goals Outcomes: may not be known/emergent

CAS, Complex Adaptive Systems.
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