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Abstract 

Background:  COVID-19 has impacted the context in which healthcare staff and teams operate and this has implica-
tions for quality improvement (QI) work. Contrary to the usual ambivalent relationship staff have with QI work, there 
have been examples of unprecedented staff engagement in implementing rapid changes during the pandemic 
indicating a change in important underlying factors that impact staff involvement in QI. The purpose of this study is to 
explore staff perspectives about how experience and skills of QI methods supported them in implementing innova-
tive practices during COVID-19.

Methods:  This is a qualitative narrative study based on narrative interviews to collect healthcare staff stories of 
implementing rapid change. The stories were identified through social media (Twitter) and a national health maga-
zine issued by the Irish health service. Twenty staff members participated in the interviews. Interviews were audio 
recorded, transcribed, and anonymised. A four-step thematic analysis was conducted.

Results:  The analysis revealed the transformational journey of healthcare staff from the initial shock and anxiety 
caused by COVID-19 to making sense of the situation, implementing rapid changes, and acknowledging COVID as 
a learning experience. Six themes were evident from the analysis: COVID anxiety and fear, emotional supports and 
coping mechanisms, person-centric changes, COVID as a ‘forcing function’ for change, a collective way of working and 
looking back and thinking ahead.

Conclusions:  While most rapid changes during COVID-19 did not represent a systematic and explicit QI applica-
tion, QI principles were evident throughout the stories and actions taken, including making small changes, testing 
changes, learning, reflecting as a team, and improving. Many staff members were able to retrospectively identify the 
relevance of QI principles. COVID-19 eliminated some traditional barriers to change leading to efficient solutions, thus 
highlighting a need to sustain these positive changes into routine practice to develop an adaptive healthcare system 
receptive to QI.
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Background
Problem formulation
Healthcare staff want the best for their patients and aspire 
to improve their services. QI methodology provides staff 
with a systematic approach to improve their services and 
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outcomes for patients by iteratively testing and measur-
ing change [1]. This seemingly straightforward set of 
methods is often difficult to translate into action in daily 
practice. Many staff undertake improvement work regu-
larly without recognising it as such and therefore miss 
out on the learning from these efforts [2]. Additionally, 
when healthcare organisations impose demands on their 
staff to demonstrate engagement in improvement work, 
staff may see this as an imposition rather than a learning 
experience [2]. The onset of COVID-19 has impacted the 
context in which healthcare staff and teams operate as it 
necessitated rapid changes to maintain safe and effective 
care delivery. Despite this, the QI mindset, concepts, and 
tools are still relevant in the current emergency situation 
and can allow health systems to learn faster, fail better, 
and learn safely from small scale improvements [3].

Previous research has highlighted an international 
problem where healthcare professionals are usually reluc-
tant to participate in QI initiatives and this reluctance is 
more pronounced during periods of organisational tur-
bulence [4]. During the pandemic, the pace of change has 
been monumental rather than incremental as it required 
changes in all aspects of care delivery including clini-
cal care, coordination, education, training, performance 
measurement and reporting. During this time, there has 
been an outpouring of support for healthcare staff from 
the public and plethora of stories have been shared in the 
media and through social media about staff implement-
ing rapid positive changes during the pandemic. Previ-
ous studies have often reported mixed outcomes of QI 
application while some have even reported no statisti-
cally significant association of lean methods with patient 
satisfaction and health outcomes and a negative associa-
tion with staff satisfaction [5]. However, during COVID-
19 staff have reported an increased use and usefulness of 
QI tools and methods [6]. Previous literature has often 
highlighted reluctance of healthcare staff to participate 
in QI implementation, however during COVID-19 staff 
were actively involved in, and motivated to implement 
changes. These changes in practice coinciding with the 
COVID-19 pandemic warranted an investigation of 
whether healthcare professionals’ skills and experience 
of QI methods were helpful in implementing innovative 
practices and to explore other factors supporting effec-
tive change during COVID-19.

This rapid change in working context is not without 
its challenges. A concern raised by studies is the grief, 
anxiety, uncertainty, and stress experienced by health-
care workers across the globe as they work during the 
pandemic response [7]. On the other hand, COVID-19 
has increased flexibility of health systems by removing 
bureaucratic processes, enabling rapid changes, multi-
disciplinary, national, and international collaborations, 

and enhanced communication pathways among differ-
ent actors in the health system [8]. COVID-19 has been 
a deeply emotional experience for healthcare staff from 
a personal and professional perspective. Without trivial-
ising these experiences, the pandemic presents a unique 
opportunity for researchers to document people’s expe-
riences and understand phenomena during a crisis [9]. 
This also highlighted a gap in research methodologies of 
QI research being conducted during the pandemic, and 
the importance of positioning these studies by honouring 
staff’s overall experience of the pandemic and listening to 
their voices and stories.

Purpose or research question
The study aims to identify and collect staff stories of 
innovative change/improvement practices from the 
healthcare system during COVID-19 and explore how 
QI experience and skills supported them in implement-
ing innovative practices during the COVID-19 pandemic. 
The study also aims to situate these findings in staff’s 
overall personal, emotional, and professional experience 
of the pandemic.

Methods
The assumption of the study is that the rapid changes 
taking place in the health system have been triggered in 
response to the pandemic and that staff personal experi-
ences of the pandemic are inseparable from their experi-
ences of implementing rapid changes. This necessitated 
the use of a research method which accommodates the 
mixing of personal and professional and provides space 
to participants to voice their emotions while discussing 
their experience of rapid change. Therefore, the choice 
of research design for this study is a qualitative narrative 
approach. Human beings are naturally inclined towards 
storytelling as we live storied lives and narrative research 
gives a voice to research participants to share their 
experiences and reflections in the form of stories [10]. 
Additionally, it allows participants the fluidity to move 
between past, present, and future which is essential for 
the aims of this research [11]. The study aligns with the 
constructivist pragmatist paradigm as it relies on par-
ticipant views to make sense of the phenomenon and 
acknowledges that participants may make sense of the 
same phenomenon differently depending on social, and 
contextual factors [12]. The researcher is familiar with 
the healthcare system and previously conducted research 
about the development of QI and measurement skills 
in healthcare staff during a non-crisis time. The study 
is reported using Standards for Reporting Qualitative 
Research (SRQR) guidelines [13].
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Context
COVID-19 is a global challenge and has impacted health 
systems across the world. Even though research sug-
gests that QI methodologies have played a vital role in 
rapid implementation of altered care pathways to reduce 
the transmission of the virus and to ensure high quality 
care [14]. Health systems struggled to meet the sudden 
increase in the demand for services without the availabil-
ity of additional resources. For our research, we are using 
the stories of change implementation of Irish health-
care staff to understand what motivated them to actively 
engage in change during this pandemic. The first case of 
COVID-19 was identified in Ireland on 26th February 
2020 and the country went under the first lockdown on 
13th March 2020 leading to substantial reorganisation in 
the health system guided by the need for ensuring safety 
of staff and service users while maintaining continu-
ity of care. Since then, the Irish health system has with-
stood three waves of the pandemic, rapidly changing, 
and adapting. No published studies have addressed this 
research area using a narrative approach, and the study 
outcomes and learning will have implications for health 
systems across the world.

Sampling strategy
The research team identified stories of QI and change 
implementation across different settings shared on Twit-
ter and the ‘Health Matters’ magazine of the Irish health 
system. The search duration was between March 2020–
June 2020. All tweets from the head of the Irish health 
service’s National Press Office’s twitter account, Tweets 
with hashtag #OurHealthService and stories from the 
summer edition of the Health Matters magazine were 
included. The inclusion criteria stated that stories should 
be related to one or more of the following:

•	 Healthcare team or healthcare delivered by a team
•	 Changes in service provision
•	 Changes to ensure continuous service delivery
•	 Innovation and initiatives
•	 Teamwork and leadership
•	 Quality improvement
•	 Patient centred care

A total of 1048 stories were identified. After a detailed 
review of stories against the pre-defined criteria and 
removal of duplicates, 112 stories were selected for fur-
ther analysis. Next, the research team and representa-
tives from the Irish health service selected the stories that 
were best exemplars of rapid and innovative changes. 
Staff from stories selected by two or more people were 
contacted for participation in the study. Of the 41 stories 

shortlisted, staff from 19 stories agreed to participate. 
The study received an exemption from full ethics review 
from our institution. The process is summarised in Fig. 1.

Data collection methods
Narrative style interviews were conducted with 20 
healthcare staff about 19 stories. A semi-structured 
interview guide was developed with questions relating 
to experiences of planning, implementing, and sustain-
ing change during the pandemic. The interviews were 
structured to be participant led. After the introductory 
questions, the interviewer requested the participant to 
narrate their story from beginning to end. The inter-
viewer then asked follow-up questions for clarifications 
and additional information. Interviews were conducted 
remotely using phone calls, and videoconferencing pro-
grammes including Zoom and MS Teams. Informed con-
sent was obtained from all participants. Interviews were 
audio recorded transcribed and anonymised. The unit of 
study is the individual healthcare staff telling their story.

Data analysis
A qualitative thematic analysis was then conducted for 
the narrative interviews. Steps of the thematic analysis 
are presented in Table 1.

Trustworthiness
To increase trustworthiness, a wide range of stories 
across different settings were collected. For mem-
ber checking, high level results were shared with 15% 
(n = 3) of the participants. Results were also presented to 
broader audiences in presentations and webinars and all 
staff members corroborated the findings.

Results
Keeping the narrative techniques in mind, the story of 
each participant is summarised in a chronological man-
ner providing a brief description of past, present, and 
future. This is presented in Supplemental File 1. Partici-
pant attributes are summarised in Table 2.

Six themes emerged from the thematic analysis which 
were COVID anxiety and fear, emotional supports and 
coping mechanisms, person-centric changes, COVID as 
a ‘forcing function’ for change, a collective way of work-
ing and looking back and thinking ahead.

COVID anxiety and fear
Pat (clinical nurse specialist) walked into work during the 
early days of the pandemic engulfed in concern about his 
own safety, his family’s safety, his patient’s safety, and the 
loss of life he would have to cope with. He was also aware 
that this anxiety was a shared experience between health-
care staff and patients:
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“Everyone I think was scared in the beginning, who 
was were going to catch it, how are we going to pass 
it on to our home, our family, our patients, were they 
going to be unwell and pass away with us”

Listening to the news at home in March 2020, Clare 
(Clinical Nurse Education Facilitator) learned about the 

worsening situation in Italy and Spain and prepared herself 
to expect the worst. On one hand, the ‘rumour mill’ was 
churning out unsubstantiated claims which was causing 
anxiety among staff, David (Doctor) was also concerned 
about the evolving information and changing guidelines 
about the virus which was a source of anxiety for him.

Fig. 1  Process flow of story identification and short-listing process

Table 1  Thematic analysis steps

Step 1
Thoroughly reading the interview transcripts and making notes of significant emerging issues and developing a summary of the story. Rereading the 
transcripts to identify attributes of the participants.

Step 2
Reading the transcripts to identify initial open codes into an initial table along with a basic definition of the code. When a new code was identified, 
the researcher re-read previously coded transcripts to re-examine for the new code.

Step 3
Grouping the initial codes that are closely related into categories. This process was supported by visual mapping techniques

Step 4
Reassessing the categories from step 3 and developing and defining overarching themes
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Mary (Nurse) was one of the many staff members 
redeployed into an unfamiliar setting. Her first day of 
redeployment was like walking into a “war-zone”. For 
Emma (Clinical Nurse Manager) what made matters 
worse was that COVID was not impacting a spe-
cific aspect of work, it also impacted personal and 
social life, eliminated simple joys of work life such 
as having tea with a colleague and dominated all 
conversations:

"Everyone was absolutely consumed with COVID 
and talking about how bad it was, what was the 
next shift going to bring”

Clare (Clinical Nurse Education Facilitator) felt her 
hands were tied as she could not connect with her 
patients in the same way and felt the human touch in 
care slipping away. This was also true for the restricted 
human interaction between colleagues, staff and their 
families and patients and their families:

“From a human point of view, if you would have 
been with people say if bad news is being delivered 
or something like that, that part is extremely dif-
ficult now”

Jake (consultant dentist) found it impossible to plan 
and felt that he had lost control of his workday. 
Daniel (physiotherapy manager) described feeling 
completely overwhelmed and yearned for familiarity 
and comfort:

“There was numerous days I was going, oh my good-
ness, I just would much prefer to be back as a thera-
pist, and not have to do this”

Emotional supports and coping mechanisms
Staff coped in different ways with this anxiety and fear. For 
David it was a humbling experience (Doctor/microbiologist) 
and an exercise in admitting his feelings and seeking help 
when needed. He reflected how this experience has made 
self-care and looking out for each other a daily practice:

“It was really important to be able to sort of show 
humility and admit to when I wasn’t feeling okay or 
when I felt overwhelmed […] concept of self-care and 
looking out for each other has become much more 
embedded in what we do on a day-to-day basis”

Mary (Nurse) found comfort and support in her team, 
talking to them, sharing her fears with them made her 
realise that they were in this together and the importance 
of having time for informal social interaction. James 
(Assistant Director of Nursing) quickly realised that in 
their enthusiasm to implement rapid changes, his team 
was at a greater risk of burnout, and he became more 
proactive in recognising possible signs:

“I suppose there was that kind of hero factor as well, 
that you know you needed to slow some people down 
too. You needed to make sure people weren’t burning 
themselves out”

Table 2  Sample characteristics

Characteristic N

Number of participants 20

Number of stories 19

Pandemic redeployment experience 5

Leadership/supervision/management responsibilities 9

Previous exposure to service improvements* 18

*Examples of service improvements described by participants: Risk assessments, audits, updating policies and QI project completion on topics such 
as medication safety, length of stay, contamination rates, community access etc)

Area of expertise
Physiotherapy 4

Nursing 6

Consumer services 1

Occupational therapy 1

QI professional with clinical background 2

Communication 2

Consultant Doctor 1

Physiology 1

Dentistry 1

Podiatry 1
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Jake’s (Consultant Dentist) team felt supported by hav-
ing access to various training programmes (for exam-
ple, communication training) through the online 
training platform in adapting to unfamiliar and stressful 
situations:

“The thing that some of the team found really help-
ful, and it was just to kind of keep themselves going 
on a kind of intellectual level we’ll say, did quite a 
lot of courses on HSELanD [national online training 
platform for healthcare staff]”

Person‑centric changes
When the pandemic hit, Lily (Physiotherapist) wondered 
how she would continue to care for her patients. Her goal 
was clear, she needed to make changes in the delivery of 
care processes to ensure quality care for patients while 
ensuring safety of patients and staff with strict adherence 
to guidelines:

"Key thing really was that we were optimising 
patient care during the pandemic and we were try-
ing to work in as safe a way as possible, but while 
still having a positive impact on our patients"

For James (Assistant Director of Nursing) empathy for 
the patients, families and staff was the most important 
element. The optic shifted from only focusing on clinical 
outcomes to also considering the happiness of staff and 
patients. He was conscious that patients were lonely and 
even more vulnerable, and it was up to himself and his 
team to ensure that they were treated respectfully in their 
life and in death:

“I was blown away actually by the level of care and 
compassion that was there you know, seeing the staff 
do so much for the clients and be there for them and 
really kind of you know, even for the clients who did 
pass away the level of compassion. You know, it was 
such a respectful and it was a humbling experience 
really”

Staff across the health system such as Alex (Advanced 
Nurse Practitioner) tried to overcome patient loneli-
ness by arranging video calls with loved ones or Alice 
(Occupational therapist) printing messages from fam-
ily and friends and delivering to patients. This engage-
ment with patients and their families to understand 
their needs led to co-production of services. Jane (QI 
professional with clinical background) found this co-
production and engagement an essential element 
while developing resources for contact tracers. Alex 
(Advanced Nurse Practitioner) very humbly explained 
how she was not doing anything out of the ordinary, 

COVID-19 has only helped her remember her core 
duty of care:

“To me it was basic nursing skills, you know, you 
go in; you talk to the patient, you find out what’s 
important to them and what will make them happy”

COVID as a “forcing function” for change
Regardless of the geographical locations, our storytellers 
agreed that COVID acted as a propelling force that accel-
erated changes that would have taken considerable time 
to materialise otherwise. George (Podiatrist) had great 
ambitions for improving his services in the long term and 
COVID-19 stimulated these changes to fruition:

“I felt like it accelerated my vision of the service. I 
didn’t think it would happen so quickly but COVID 
kind of made us do it very fast”

From his days of providing care during the pandemic, 
Daniel (physiotherapy Manager) remembers being given 
guidelines in the morning and expected to make the 
changes by the afternoon. This unprecedented pace of 
change was a characteristic throughout the pandemic:

“Pre-COVID, about change being slow and incre-
mental, and I suppose staged. Whereas with COVID, 
it’s been taken out of our hands”

John (Communications officer) remembers spending 
very little time in planning changes and jumping head-
first into doing and then refining the initiatives on the go. 
Emma (Clinical Nurse Manager 3) was constantly using 
formal staff meetings and informal conversations to make 
and revise small changes quickly. By her third month of 
redeployment in the national contact tracing programme, 
Jane (QI professional with clinical background) was 
expected to be an expert in the new area which required 
quickly learning and then teaching others. Ann (QI pro-
fessional with clinical background)) while comparing the 
usual change and approval process to the process during 
COVID-19 concluded that the usual barriers to change 
had been removed:

“We had immediate access to approval, for whatever 
we were trying to do. In terms of the work we were 
doing, I mean again, things were done at a far faster 
pace. Things were approved in an accelerated fash-
ion”

Over the course of delivering services during the pan-
demic, David (Doctor/Microbiologist) realised that 
although he had to pause the formal QI programmes in 
his hospital, the rapid changes taking place in the organi-
sation were an application of QI methods. He also added 
that in practice, when QI is implemented by staff, it often 
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lacks fidelity to the QI principles and methods which was 
also true during the pandemic:

“There’s hasn’t been sort of a formal QI programme 
behind this, in practice a lot of the sort of QI princi-
ples have been applied [..] when you actually go and 
look at the ground level, you discover that people are 
not following guidelines or policies, they’re just doing 
their own thing.”

On the other hand, Ann (QI professional with clinical 
background) described the explicit use if QI methodol-
ogy as the driving force behind the development of the 
contact management programme:

“From the very beginning, it was very paramount 
that we were going to adapt, change, try new things, 
very much along that QI methodology element”

In Pat’s (Clinical Nurse specialist) experience, personal 
characteristics of staff played a major role in implement-
ing change. He learned that to implement changes, he did 
not need to get everyone on board and focus on engaged 
and proactive staff members willing to embrace and drive 
change. Daniel (Physiotherapy manager) considered him-
self lucky that he had completed his Masters in change 
management which helped him in implementing these 
rapid changes.

A collective way of working
Looking back, Alice (Occupational therapist) and most 
of our storytellers experienced an increased sense of 
togetherness and willingness to support team members. 
The COVID-experience highlighted the unprecedented 
potential for resilience and adaptability of teams:

“What it certainly showed for our team was the 
absolute adaptability and flexibility of the team 
members. As I said, we had to learn new ways of 
doing things”

David (Doctor) believed that his team’s pre-COVID 
dynamics including a flattened hierarchy, resilience, and 
team decision making helped them adapt quickly to the 
pandemic. For Jane (QI professional with clinical back-
ground) and many others, it was a new experience to see 
the traditional bureaucracy and siloed ways of working 
being replaced by a flattened hierarchy:

“There were a lot of things that were a lot easier in 
that regard. The hierarchy was certainly flattened, 
a lot of bureaucracy was removed, and that was an 
amazing way to work”

Being in a leadership role Tom (cardiac physiologist) real-
ised that it is important for him to delegate power and 

responsibilities during the emergency response for the 
team to reach its full potential:

“I sort of took a step back and I think again that was 
another part of allowing people to step into roles and 
allow my deputy to actually lead that pod and to 
manage it in the way that she saw fit”.

Sarah (paediatric physiotherapist) reflected on her expe-
rience of teamwork and concluded that COVID served as 
an equaliser, staff from different backgrounds were tossed 
into a team to achieve a goal in an area they did not have 
expertise in which helped overcome some of the tradi-
tional hierarchal challenges:

“Nobody had done this before, so we were all starting 
our together. So, it kind of got rid of that hierarchy 
and that traditional levels of - within the organisa-
tion”.

All storytellers cited multidisciplinary teams and work-
ing across traditional boundaries as a critical element of 
COVID response. This created an awareness and recog-
nition in staff about the role of other teams, profession-
als, and professions. This collective way of working led to 
the formation of new communication pathways between 
different departments, teams, organisations, and health 
systems as well. Lucy (physiotherapist) believed that she 
had learned to recognise and use the strengths of her col-
leagues leading to better outcomes for the team. George 
(podiatrist) along with many of our storytellers described 
how COVID became a shared goal, making safety the top 
priority and everything else fell into place:

“What made it easy? Support from our consultants, 
support from our managers, an enthusiastic team 
and one single focus. One single goal for the team to 
focus on”.

Looking back and thinking ahead
Our storytellers and their teams reported reflecting on 
how to consolidate the positive changes and mitigate the 
risks highlighted by COVID. Most storytellers agreed 
that they intend to retain some or all the changes imple-
mented. Similarly, working from home was a foreign con-
cept for healthcare systems but during COVID, it was 
crucial in delivering safe care. Those who had the knowl-
edge of change management and conflict resolution 
found those skills useful in this emergency. There was a 
great sense of personal and professional achievement 
among all our storytellers. George (podiatrist) is think-
ing about how he can collect patient satisfaction data to 
identify further areas for improvement in his service and 
remain person centric. Sarah (paediatric physiotherapist) 
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expects an organic spread of this new way of working in 
the health system:

“The original staff are gone back to their teams, so 
they’ve taken the learning stuff back you know from 
the testing service back, to their own teams and said 
look because this is the way we did it before why 
can’t we try this and we found this really helpful”

However, Jake (consultant dentist) was concerned that 
some organisations have not moved fast enough to sup-
port their staff in adapting to these changes and did not 
use fit for purpose technologies. Technological chal-
lenges were highlighted by most of the storytellers. 
Organisations should be conscious of patient familiarity 
and comfort in using technology before pushing ahead 
with telehealth solutions. Daniel (physiotherapy man-
ager) is trying hard to keep a diary of his reflections about 
the changes to learn from them, but he is also cognisant 
of the risk of staff burnout. Tom (Cardiac physiologist) is 
thinking about tackling the impending burnout and turn-
over in his team:

“People put so much work in, that will there be a 
burnout in three or six months, where people just 
start to leave the service or they go “Do you know 
what, I’d rather do something else and work in a dif-
ferent environment or go to a private hospital where 
the working environment is less acute, or different”.

David (Doctor) was circumspective, a health system that 
is accustomed to a siloed ways of working may quickly 
snap back to old ways of working:

“There’s still a tendency towards a command-and-
control approach both at national level and at 
hospital group level where it’s more that kind of 
traditional, we are going to just write a policy or a 
guideline and great it out, tell everybody they have 
to follow it”

Daniel (physiotherapy manager) aptly summarised this 
experience as:

“We will look back at this, regardless of what stage 
of your career, you are and really see that - oh my 
goodness, it was such a time of challenge, opportu-
nity, and learning”.

Discussion
The purpose of this study was to explore whether staff 
skills and experience of QI methods supported them in 
implementing innovative practices during the COVID-19 
pandemic. The stories map the struggles of health ser-
vice staff in the early phase of the pandemic, how they 
resolved those challenges and what are their hopes and 

concerns about the future. These individual and team 
stories provide an insight into the transformation of 
the health system during the pandemic by implement-
ing rapid changes. The findings of the research high-
light how staff employed coping mechanisms to deal 
with the stress and anxiety to introduce person-centred 
and rapid changes. Reflecting on their experiences, staff 
were appreciative of this new and collective way of work-
ing and were contemplating how to best preserve the 
learning.

Making small changes and gradually refining them 
is the essence of the QI methodology [15]. Our study 
showed that the pandemic forced the health system 
to prioritise and focus on the most important changes 
rather than trying to take on everything simultane-
ously. Studies conducted during the pandemic suggest 
that using proven QI methods, collecting, and regularly 
reviewing data to inform PDSA (Plan-Do-Study-Act) 
cycles and rapidly adjusting care pathways not only 
proved to be useful during the pandemic but can also 
play a role in reopening services [14]. In this study, few 
initiatives such as the contact management programme 
were explicitly driven by the QI methodology and in 
many sites the ongoing QI activities were halted to focus 
on emergency response. However, retrospectively, our 
storytellers were able to see the application and relevance 
of QI principles in the rapid changes they implemented. 
Fidelity and authentic application of QI principles is con-
sidered important when evaluating success of QI initia-
tives and many studies have reported finding low levels 
of QI and PDSA fidelity in practice [16]. During the pan-
demic, most teams did not explicitly employ authentic 
QI methods, but relied on implementing and refining 
solutions based on rapid tests of small-scale change. This 
raises questions around balancing fidelity against adapt-
ability and flexibility of QI methods depending on the 
context. This highlights the need for a dialogue between 
frontline teams and QI educators and healthcare organi-
sations around QI implementation without overburden-
ing staff with documentation.

Rather than starting by helping QI teams understand 
the need for a specific improvement, many traditional 
QI approaches focus on the problem and assume that 
the staff will become committed to the improvement 
idea on their own [17]. In practice that can lead to staff 
being less engaged with these initiatives. However, our 
study revealed a different phenomenon during the pan-
demic, where everyone across the health system shared 
the common goal for staff and patient safety. This not 
only served as a driver for these changes but also a 
source staff engagement, motivation, and commitment 
to the changes. Research also suggests that QI teams 
that include staff from varied disciplines can draw on 
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multiple resources, skills, and collaborations to conquer 
challenges more efficiently as compared to teams that 
are restricted to one discipline [18]. Our study confirmed 
these findings in the pandemic as well as storytellers dis-
cussed the important role of working and learning across 
disciplines, collaborations and benefiting from vari-
able strengths of team members in implementing rapid 
changes. Healthcare staff are often unenthusiastic about 
measurement in QI initiatives even though it is a pillar 
of the QI methodology [19]. During the pandemic there 
was a different attitude to measurement, teams were 
self-motivated to collect data from patients and staff 
to understand the impact of initiatives and to improve 
them. The goal of measuring change has also expanded to 
include intangible elements such as patient and staff hap-
piness and morale.

Power, status, and hierarchy can be a barrier to the 
performance of traditional QI teams [20] however dur-
ing the pandemic, many staff members were redeployed 
to unfamiliar situations and new teams were formed that 
required learning new expertise. The focus was on com-
pleting the task and the position in the hierarchy was less 
relevant as all team members relied on each other for 
clinical and emotional supports. Studies exploring con-
textual factors that influence QI initiatives often cite an 
organisational culture that supports improvement work 
and the presence of individuals who drive change as 
important elements [21]. These elements were observed 
in this study as well. Our storytellers discussed how cer-
tain organisations were slow to respond and hesitant to 
commit resources to facilitate the rapid changes while 
others with flatter hierarchies found it easier to adapt. 
The storytellers also talked about the importance of hav-
ing champions of change who drive the changes on the 
wards during the pandemic as well. Leadership played a 
central role during the pandemic. Studies about leader-
ship practices during the pandemic highlight the impor-
tance of practicing distributed leadership and concern 
for staff physical and psychological safety needs [22]. In 
our study as well, leadership at all levels emerged as an 
important influence of rapid changes. Leaders willingly 
shared power with their teams, empowering them to 
experiment with innovative ideas which spearheaded the 
implementation of change and improved staff confidence.

Even though there was a need for standardisation and 
guidelines at the national level, this study highlighted 
that the traditional command and control approach did 
not work at an operational level and to implement rapid 
changes, teams had to apply QI principles. COVID-19 
unshackled healthcare staff to deliver bottom-up contin-
uous improvement at the required pace [23]. Instead of 
‘slow, staged and incremental’ change, COVID required 
implementation of rapid changes at an unprecedented 

pace, forcing staff into a Plan-Do-Study-Act (PDSA) 
mindset without them realising it. This has made the 
staff, teams, and organisations more receptive to change 
however it is uncertain how much of these changed prac-
tices will be retained. COVID accelerated the vision of 
the future for many teams and organisations with the 
introduction of more efficient solutions and integration 
into electronic systems but there is also a risk of some 
organisations and the health system falling back to old, 
siloed ways of working. Similarly, the immense stress, 
grief and burnout healthcare staff have endured in their 
professional and personal lives needs immediate atten-
tion. Staff fatigue and burnout has exacerbated during 
the pandemic, this coupled with a need for rapid team 
formation, lack of adequate time for patient and self-
care can lead to safety and quality problems [24]. The 
next logical step of individuals, teams, organisations, 
and health systems should be to prioritise the review of 
these changes and sustain the ones that work and focus 
on capacity building among all levels of healthcare staff 
to make sustainable improvements [7].

The Health Foundation identifies the key elements 
for effective improvements as visible and focused lead-
ership, effective governance processes, infrastructure 
and resource availability, skilled and capable staff and a 
supportive and collaborative culture which encourages 
learning [25]. All these elements were observed to vary-
ing degrees in our study highlighting the global relevance 
and importance of the study findings. From a meth-
odological point of view, using a narrative approach and 
collecting stories allowed the staff that they were being 
listened to and allowed the researchers to understand 
the stories more intimately. If the researcher focused too 
narrowly on experience of rapid change and QI without 
any regard to emotional impact of the pandemic, it would 
have represented an incomplete story. It also offered staff 
more flexibility to reach into past events and share their 
aspirations for the future in relation to the rapid changes 
that they implemented. A significant step in learning 
from these stories was to first understand the profes-
sional and personal impact of the pandemic through 
their emotions and feelings which was facilitated by using 
a narrative approach. Narrative research and storytell-
ing will be an important tool for healthcare leaders and 
organisations to listen to staff voices and learn from their 
experiences during the pandemic. Stories of rapid change 
and QI can also serve as case studies for QI educators as 
exemplars of bottom-up, staff driven improvements.

Limitations
The study is based on a limited snapshot of stories col-
lected from one national health system and it might be 
useful to collect stories from different health systems to 
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compare findings. Additionally, the collected stories are 
a rich source of information and while this study uses a 
QI lens to explain the findings, it may be helpful to also 
analyse the data from other perspectives such as organi-
sational development, leadership, and communication.

Conclusion
Even in the absence of a systematic approach of QI appli-
cation, most storytellers discussed making small changes, 
testing them and iteratively refining solutions which 
reflects an approximate adaptation of the QI approach 
without staff members realising it. Many were able to ret-
rospectively identify the relevance of QI principles in the 
implementation of rapid changes during the pandemic. 
After the initial shock, grief, and anxiety with the onset 
of the pandemic, staff employed coping mechanisms and 
employed a person centric approach to deliver care in an 
environment which is safe for patients and staff. The pan-
demic not only accelerated the pace of change but also 
facilitated it by introducing staff to a new, flexible, and 
less hierarchical way of working which removed many 
traditional barriers faced by QI teams. However, to sus-
tain these changes and the improved QI context, there is 
a need for individuals, teams, organisations, and health 
systems to reflect, learn and address the risks and chal-
lenges that the experience has highlighted.
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