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ABSTRACT

Background: Effective management of crises is a major challenge for healthcare organisations and their managers. Research
suggests that to respond to evolving and unpredictable crises, such as the Covid-19 pandemic, an organisation needs the
capability to continually adapt to the changing situation using relevant knowledge. However, there are few empirical studies
using an organisational resilience perspective to understand how a health system responds to this type of crisis. This study
aimed to describe managers' perspectives on what influenced the response to the Covid-19 pandemic in the Region Stockholm
healthcare system for older people.

Methods: Data collection was conducted through in-depth semi-structured interviews with assistant managers (n = 3) and
managers of inpatient geriatric services outside of acute care hospitals (n = 8), managers of three acute care hospitals (n = 3);
and the crisis management team for geriatric services (n = 3). Data was analysed using qualitative content analysis.

Results: Crisis management of geriatric care in the Stockholm healthcare system during the Covid-19 pandemic's first
15 months was influenced by a combination of service specific aspects, ‘Internal flexible responses’, collaborative aspects,
‘Coordination within the system’, and governance aspects ‘Adaptive steering’.

Conclusions: This study contributes to empirical knowledge about organisational resilience. Managers' responses are facili-
tated when the governance allow them more flexibility in their internal responses and enable their cross-organisational
collaboration. A coordinating function across healthcare services is an important enabler in a crisis when the function has
well-established, trustful prior collaborations with the services.

1 | Background properly managed, individual health care organisations can be

left unable to cope with patient flows, resulting in negatively
The effective management of crises is a major challenge for effects of the entire health system [1]. Many health care orga-
healthcare organisations and their managers. If crises are not nisations have developed capacities to respond to crises [2, 3]:
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Summary

o Empirical data on managers' experience of the health
system's response to Covid-19.

» Importance of organising for evolving crisis instead of
time-limited emergency.

« The significance of collaboration for a resilient adaptive
response.

o The necessity of collaboration in the changing post-
covid environment.

crisis planning has been integrated in strategy processes and
plans have been disseminated throughout the organisations
related to tactics, training, and media monitoring [4, 5]. How-
ever, researchers argue that the organisations have prepared for
different crises than what occurred during the Covid-19
pandemic. Most of the crises management research has been
based on events that are partially unknown and occurring with
some regularity while the Covid-19 pandemic was a totally un-
known event that unfolded in unforeseen and inconceivable
ways, making it difficult to control, plan and prepare for [3, 6,
7]. As previous crises planning was partly ineffective, and that
little help could be found in experience or guidance from gov-
ernment agencies [8], the Covid-19 pandemic demanded
different kind of capacities [2].

Unlike the partially unknown events, there is no single model of
response for the totally unknown events, but researchers have
identified several important features of the latter. An important
capacity in the totally unknown events is to improvise decision-
making depending on what turns up and to flexibly scale and
mobilise resources across different levels of the organisation [8,
9]. Another important capacity is to take risks by balancing
bureaucratic and static models with flexibility [10-13]. The
ability of the health system and the managers to respond quickly
and effectively call for a high degree of flexibility provided by
organisational structure [14] including the capacity to quickly
reconfigure existing processes in response to sudden changes in
demand [15]. In addition to flexibility, health systems ability to
effectively respond to crises also depends on the communication
and collaboration within and between all levels of the system
[16]. At a higher level of organisation, communication and
collaboration between services and welfare sectors involved in
emergencies is especially necessary [17]. Such collaboration
requires coordination structures and systems, as emphasised in
emergency management literature and practical guidance [18].
In all, in times of high uncertainty, managers need to develop
capacities to enable them to effectively cope with unexpected
events [19]. Managers also need the adaptive capacity to absorb
shocks within existing resources while keeping essential func-
tions as before, and to adapt by adjusting functions and re-
sources [20].

The concept of organisational resilience has been suggested as a
way to understand how an organisation impacted by an unex-
pected event, recovers and responds [21, 22] and has increased
in popularity with the increase of a growing uncertain and
unpredictable environment. Many organisations are designed to
operate in a stable, predictable and routine environment and

thus get vulnerable in a more volatile world [23]. Duchek [19]
describes resilient organisations as having the ‘capabilities that
enables them to adapt, integrate, and reconfigure internal and
external resources and competences to match the requirements
of changing conditions.” It is also emphasised that organisa-
tional resilience takes on a multisystem perspective and require
action at all levels of the system [22].

Our review of literature discovered some research about re-
sponses to time limited crises or partially unknown events.
However, at the time of the study we found no empirical data
about managers' experiences of and adjustment to an ongoing
crisis such as a pandemic involving an entirely new and un-
known virus. Though encouraged by researchers, few studies
have provided an empirical perspective on organisational resil-
ience or studies of managers' real world coping strategies of
crises [22, 24, 25].

This study was conducted in Region Stockholm, the largest
healthcare region in Sweden with approximately 2.3 million
residents. Public data about the delivery of inpatient Covid-19
care in Region Stockholm between March 2020 and June 2021
shows that the inpatient geriatric services provided between 12%
and 58% (mean 33%) of the region's total inpatient Covid-19 care
(Figure 1) [26].

The management of the Covid-19 pandemic in Region Stock-
holm is an example of how organisations work and cooperate in
new ways in the event of a type of crisis than those they are
usually trained for. Our study aimed to describe and understand
managers' perspectives on what influenced the response to the
Covid-19 pandemic in the Region Stockholm healthcare system
for older people.

1.1 | Inpatient Geriatric Services for Older People
in Region Stockholm, Sweden

The regional healthcare system in Stockholm, Sweden, includes
contracted private and public-owned service providers [27].
Healthcare in Region Stockholm is mainly tax-financed and
organised in a purchaser-provider model. This means that the
service providers are regulated and funded by service contracts
by the regional purchasing office. Inpatient geriatric services
(hereafter named geriatric services) in Region Stockholm are
organised differently to those internationally. There are a
distinct set of geriatric service facilities outside the acute care
hospitals, 11 in total at the time of this study, with sub-specialist
in- and outpatient services operating from these facilities. Nine
of the geriatric services are privately operated and owned but
are publicly funded and contracted and independent from the
acute/emergency hospitals. Staff include geriatricians, regis-
tered nurses, and allied health professionals trained for geriatric
patients, mostly working in multidisciplinary teams [28].

Region Stockholm's contracts with the geriatric services stipu-
late a geographical responsibility for each, but the patient has
the right to choose another service if care beds are available
elsewhere. Specialised geriatric care is normally provided to
people over 65 years of age (mean age 83 years in 2019), for
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Total number of inpatient covid-19 care (except Intensive Care Units)

Public data concerning inpatient care in the Region Stockholm during the first 15 months (25 March 2020-2030 June 2021) of the

Covid-19 pandemic, by Acute care hospitals (except Intensive Care Units), specialised geriatric care, and total number of inpatient Covid-19 care
(except Intensive Care Units). [Colour figure can be viewed at wileyonlinelibrary.com]|

assessment, treatment, care planning and short-term rehabili-
tation after emergency hospital inpatient care for medical or
surgical conditions. Patients receiving specialised geriatric care
are often frail, have several medical conditions, and undergo
different treatment procedures often in parallel [28, 29]. In 2019,
the geriatric services provided 37,475 care episodes and the
average length of stay was approximately 8 days [30]. The pa-
tients are most frequently admitted from the acute care hospi-
tals (approximately 80%) or directly from their ordinary homes.
About three out of four patients are discharged to their ordinary
homes [29, 31]. Social home care services and nursing homes for
older people are the responsibility of the 26 municipalities
within the region [31].

2 | Methods

2.1 | Design
An exploratory study design, drawing on data from qualitative
interviews.

2.1.1 | Setting: Organisation of Crisis Management
During the Covid-19 Pandemic in Region Stockholm

The first positive case of Covid-19 in Region Stockholm was
confirmed by the end of February 2020. Approximately 3 weeks
earlier, the government of Region Stockholm activated the
regional crisis management team [14, 32]. In case of ‘extraor-
dinary events’, the regional crisis management team is

responsible for regional coordination of healthcare and collab-
orations with other authorities and organisations [32]. Report-
ing to the regional crisis management team, local crisis
management teams for specific parts of the healthcare system
were activated in the region (see Figure 2). The public owned
healthcare service provider Stockholm Health Care Services was
delegated to execute a local crisis management team on the 28th
February 2020, specifically targeting all public-owned and pri-
vate healthcare services outside the acute care hospitals and
with the mandate to coordinate services, re-distribute resources,
and re-locate patients [14, 26]. The local crisis management was
organised into smaller crisis teams with responsibility for
different parts of the healthcare system outside the acute care
hospitals, for example primary care, psychiatric care, and geri-
atric care. The crisis management team for geriatric services
outside the acute care hospitals was led by four persons: a head
crisis manager and three deputy crisis managers, all with long
clinical experience from specialised geriatric care in the region.

2.1.2 | Participants and Data Collection

We invited the total population of managers of the geriatric
services outside the acute care hospitals (n = 11), managers of
the three largest acute care hospitals (representing approxi-
mately 75% of the acute care beds), and the complete crisis
management team for geriatric services (n = 4) to participate in
the study. Individual interviews were conducted with 12 par-
ticipants: managers of geriatric services outside the acute care
hospitals at two public and four private service providers
(n = 6); managers from three acute care hospitals (n = 3); and
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the crisis management team for geriatric services (n = 3). Two
interviews were conducted with both managers of geriatric
services and their assistant managers from two private service
providers (n = 5). In total, 17 managers were interviewed. By
letting the notion of information power [33] guide our deter-
mination, we considered the information to be sufficient to
substantiate our analysis.

Participants were informed about the study through email and, if
they were interested in participating, asked to schedule an
interview. In the email, the research project and its objectives
were described, and it was stated that the participants had the
right to withdraw from the study at any time. After oral infor-
mation had been given, audio-recorded informed consent to
participate in the study was obtained from all participants. The
interviews were conducted online in June 2021 using a video call
application. The interviews lasted between 26 and 67 min (mean
44 min), were audio recorded on a digital recorder and transcribed
in verbatim. Separate, semi-structured interview guides were
used for each manager group. Prior to the interviews, a pilot
interview was conducted by J.@. The questions were open-ended
with an overall focus on the managers' perspectives on the con-
ducted changes to regular services, collaborations between ser-
vices, and what facilitated or hindered these changes. The data
collection was conducted by the authors H.U.,K.S.C., M.F. and V.
S. The authors regularly met during the interview period to
discuss the interviews and the data collection.

2.2 | Data Analysis

The interview data were subject to conventional content analysis
[34]. This approach allowed us to inductively analyse the data to
gather a condensed description of the managers' response. In the
first step, the coding procedure was outlined whereafter the
authors H.U., K.S.C., M.F. and V.S. individually coded one

Organisation of Region Stockholm's crisis management.

transcribed interview each. The authors read their interview
word by word and identified meaning units that contained in-
formation related to the study aim. The meaning units were
labelled with a code. The coding was conducted in Word to allow
sharing of the coded interviews between the authors. The au-
thors discussed the coded interviews to ensure a similar coding
procedure in the further analysis. The codes were kept on a
manifest level, close to the participants' original descriptions,
and compared to the meaning units several times before further
analysis. In the following step, the interviews were divided be-
tween the four authors for analysis, resulting in approximately
800 codes. The authors together sorted the codes based on re-
lations and similarities between the codes into meaningful
clusters. This resulted in 30 sub-categories. In the last step, the
sub-categories were sorted into three categories (see example
Table 1). The clustering of codes into sub-categories and sub-
categories into categories was carried out by all analysing re-
searchers together, where the codes, sub-categories and cate-
gories were discussed until consensus was reached. After the
authors agreed on categories, quotes that represented different
managers were selected. All participating managers of the geri-
atric services outside the acute care hospitals as well as the crisis
management team for geriatric services were invited to a 45-min
digital respondent validation activity [35]. The results were
presented on a category level to four participants followed by a
discussion to verify accuracy and ensure it resonates with their
experiences. The participants raised no concerns or suggestions
for changes.

In the following result section, quotations that exemplify the
identified categories are used to illustrate the findings. Each
quote is identified by a letter that designates a specific inter-
viewee. In the transcript excerpts, the symbol/.../indicates an
omission, and [] indicates an addition to enhance readability or
secure anonymity of the participants. All presented quotes have
been translated from Swedish.
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TABLE 1 | Example of the analysis.

Meaning unit

Code

Sub-category Category

All of a sudden, we just started to do this thing
together and it felt like it was like that
throughout the entire [care] chain. And it was
absolutely fantastic, that it wasn't like we and
them, or that ‘this will be a burden on us’, or
‘will we lose revenue?.” Everybody just threw
those thoughts out the window and said ‘let's
just deal with this pandemic’. And then I
believe... If you have those prerequisites, then...
Then you'll succeed.

If the entire care chain works
together, we will succeed

Coordination
within the system

The crisis highlighted
collaboration

3 | Results

The analysis shows that the crisis management of geriatric care
in the Region Stockholm healthcare system during the Covid-19
pandemic's first 15 months was characterised by a combination
of three main categories, that influenced the management. The
categories relate to service-specific aspects, ‘Internal flexible
responses’, collaborative aspects, ‘Coordination within the sys-
tem’, and governance providing ‘Adaptive steering’ (Figure 3).

3.1 | Internal Flexible Responses

The interviewees described that, in early March 2020, all service
managers were informed about the new crisis management
organisation and that their organisations must prepare for caring
for older people infected by Covid-19. The following day, they
reported that the service managers responded by gathering their
management groups and by brainstorming ideas for management
of a clinical response for patients with new and acute needs. The
managers revised their internal structures and processes
including re-organisation of internal management team, for
example by distributing new responsibilities for subordinate
managers and rearranging meetings. Managers reported rear-
ranging care settings such as changing quadrable patient rooms to
single rooms and arranging separate wards for patients with
Covid-19 to avoid contagion between individuals. Clinical level
managers reported organising the wards for patients with Covid-
19 with staff qualified for and acquainted with working with
highly contagious patients and infection control. The in-
terviewees also described that their ability to respond was aided
by previous simulation training for different types of crises.

We pretty quickly had to redistribute our patient beds
because we realised that if they [the beds] were situ-
ated in quadruple rooms, we would not be able to
utilise them. We made more single rooms and double
rooms out of larger rooms to be able to keep a decent
distance between patients.

©

During the first months of the pandemic, nearly all managers in
the sample described struggling to stay up to date with the large
amount of information from both formal sources, such as the
healthcare region, and from informal sources, such as social
media groups and online lectures from other countries. New

) . & R
4 Service (Collaboratlve Governance
specific
Internal Coordination -
flexible within the i
steering
responses syslem
Q y y v

FIGURE 3 | The categories and their related aspects. [Colour figure
can be viewed at wileyonlinelibrary.com]

directives, recommendations, and reports were initially received
daily. Despite the large amount of information, there was a lack
of knowledge about Covid-19, which made it difficult to antic-
ipate what was about to happen. The managers described dif-
ficulties in making quick decisions and communicating them,
while acknowledging the unpredictability of the situation and
having to be ready to reconsider and change previous decisions.
This required new ways to spread information quickly and
broadly in their own organisations to maximise staff under-
standing, yet still reminding staff that this was provisional and
subject to change. An example of a solution reported to handle
the large amount of information received were daily telephone
conferences with all lower-level managers within the organisa-
tion to ensure that all had heard the same information.

Many participants described a work situation that was almost
unbearable, which included coping with the massive informa-
tion flow, added tasks, feelings of heavy responsibility to take
care of their own patients, and limited access to personal pro-
tective equipment. Managers described that, in some cases, the
geriatric services had personal protective equipment only to
cover the next few hours, without knowledge about availability
the next day. To manage these practical and emotional chal-
lenges, managers reported trying different ways to acquire
personal protective equipment, and, in collaboration with the
personnel, they worked out innovations such as making their
own personal protective equipment. The interviewees high-
lighted the importance of always having a manager physically
present for quick responses to staff's questions, which was
important for creating a sense of safety for staff.

Managers reported staff shortages due to sick leave related to
Covid-19 symptoms during the first months of the pandemic;
towards the later phases of the pandemic, sick leave was

362 of 524

The International Journal of Health Planning and Management, 2025


https://www.wileyonlinelibrary.com

increasingly associated with staff fatigue. During all phases,
Covid-19 required more advanced and resource-intensive care.
To meet these staff challenges, task-shifting and task-sharing
was implemented: kitchen staff and allied health professionals
were given introductions to caring tasks, kitchen staff were
replaced with restaurant staff, and personnel in orthopaedic
services were reallocated to work in the geriatric services. Staff
classified as being within a risk group were reallocated to work
with patients other than those with Covid-19.

We moved allied health professional staff, gave them
rapid training in basic care and assigned them to the
wards. Those working in the kitchens who had expe-
rience in a care environment, were assigned to the
wards. And then we took exempt chefs from the
restaurant business and manned our kitchens.

(D)

3.2 | Coordination Within the System

The interviewees reported that they recognised more than
before that the whole system needed to work ‘as one’, instead of
in ‘silos’ to give adequate care for all patients. This led to an
increased understanding of the work and responsibilities of
different services, as well as a feeling of common purpose, and a
new-found respect and knowledge of collaborating partners.

It has given us quite a lot of knowledge about each
other's organisations and challenges. I mean, it's easy
to have an opinion about a lot of things, about things
you don't know about, and what others should do. But
the thing is, you must look at yourself and understand
others' challenges. /.../ So it has taught me a lot about
other healthcare services that I didn't know much

about.

)

Coordination between geriatric services, acute care hospitals,
primary care, and municipalities was reported to improve over
time during the pandemic and was strengthened by perceptions
of a common responsibility and goal that could only be achieved
by working together. One example given was that the local co-
ordinators at each geriatric service and coordinating functions
within the municipalities intensified their internal collaboration
to ensure safe admission and discharge of the patients from the
geriatric services. Existing collaborations, forums for discus-
sions, and relationships with each other prior to the crisis were
described as important for their ability to respond quickly.

The interviewees reported that, in order to avoid the chaos seen
in hospitals abroad in the early phases, the geriatrics services
helped reduce the demands on the acute care hospitals in the
region. Similarly, the geriatric services were aided by others to
ensure efficient transfers to discharge patients and release care
beds. The interviewees described how the municipalities and
primary care services made several adjustments to transfer pa-
tients, such as increasing the number of staff during weekends
and out-of-office hours, and adding interim beds. This was

reported to have played an important role in facilitating the
patient flows from the geriatric services, thus freeing up care
beds both there and in the acute care hospitals.

And if I think about other actors like the municipality
and primary care, then the municipality... Above all,
the municipality has been fantastic, I must say.

(B

Many interviewees emphasised the important coordinating
function of the geriatric crisis management team. As this team
worked across the system—having contact with acute care
hospitals, other healthcare outside the acute care hospitals,
municipalities, and the purchaser organisation—they solved
collaborative issues and contributed to knowledge exchange.
This team had daily contact with the managers of the geriatric
services to check what assistance or information they needed.
They established a shared digital information and peer support
group for the managers at the beginning of the pandemic, with
daily updates, which facilitated the sharing of knowledge and
experiences between professionals.

3.3 | Adaptive Steering

Interviewees highlighted the significance of both centralisation
and decentralisation of different decisions for managing the
crisis. The centralised steering by the geriatric crisis manage-
ment team was described as central to maintain a system-wide
perspective when needed, for example regarding patient trans-
fers. Instructions and working rules to ensure an optimal
system-wide performance placed limits to the autonomy of
lower-level managers and staff. However, a key aspect for suc-
cess was delegation by centralised steering group close to where
care was provided, which increased the managers' decision
space, allowing flexible processes and coordination.

An in-depth understanding of the health system was reported by
both managers and the crisis management team as a key factor
for an effective response. Many managers perceived that the
steering by the geriatric crisis management team was supportive
and related this to the team's personal experience of geriatric
care and in-depth knowledge of medical care and the healthcare
system at all levels. The interviewees emphasised that this
knowledge enabled the team to a deeper understanding of the
consequences of decisions for practice, organisations, and pa-
tients. The crisis management team, on their hand, perceived
that the managers’ understanding of their staffs situation
enabled their response.

I think they [the managers of geriatric services] suc-
ceeded through a “management close to the clinic”.
They understood care, understood the challenges. And
could give support in that.

(A)

The interviewees acknowledged that the temporarily reduced
bureaucracy enabled the managing of more seamless care
transitions for patients. For example, at the beginning of the
pandemic, the services reduced the threshold for admission to
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increase patient accessibility and made care transitions between
services easier and more flexible. Previous criteria to only admit
patients within one's own geographic area were removed, which
opened for better usage of available beds. The initial central
decision to suspend routine, non-essential tasks, such as docu-
mentation for some registers, risk assessments and other quality
projects allowed freeing up time for the services to concentrate
on patient care.

4 | Discussion

This study reports on the perspectives of managers on the health
systems' response to the Covid-19 pandemic. Three aspects, that
influenced the management, were the service-related ‘Internal
flexible responses’, collaborative-related ‘Coordination within
the system’, and governance-related ‘Adaptive steering’. As the
Covid-19 pandemic was a complex and evolving crisis, i.e., being
multi-factorial and multi-scale in cause and effects in a multi-level
system [20], the findings of this study can be considered as a
description of the resilience of one health system and contribute
to the understanding of health organisation'’s systems capacity to
absorb shocks with the resources at hand. The pandemic provided
an opportunity for our team of researchers to study a response to
the pandemic from the managers’ perspective.

The managers' internal response included their capacity to
simultaneously and quickly respond to many different types of
challenges, without compromising system performance. Their
responses included e.g., reorganising the management team,
rearranging care settings, and staying up to date with a large
amount of constantly changing instructions and policies and
uncertain information. Also reported was the work of finding
ways to communicate the information to staff and being physi-
cally present to ensure their staff felt safe. Together this required a
high level of flexibility and placed a high workload and decision-
making demand on the managers. Our findings correspond to
Groschke et al.'s study of leadership characteristics contributing
to resilient organisations. This leadership has been characterised
by visibility, availability, transparency, and inclusive decision
making [36]. Such capacity in leadership has been shown to play a
crucial role for an organisation's resilience in acute shocks, such
as the Covid-19 pandemic [25]. In addition, systems are more
flexible when decisions are made close to the operational level.
Therefore, decentralised decision-making, participation and ac-
countabilities to lower levels are important features of adaption in
crises [24]. In this study, the managers applied a decentralised
decision-making leadership as they brainstormed ideas with their
co-leaders about how to proceed, and innovated together with the
personnel. This inclusive approach differs from that reported by
some other studies in which managers applied a ‘top-down’
management approach [37].

The managers reported that the specialised geriatric services had
to quickly adapt their work practice and organisation of work due
to the continuously changing situation, not least because older
people were most at risk of serious illness or death. For example,
task-shifting was used for tasks requiring non-medical skills, and
task-sharing for tasks requiring medical knowledge; a method
described as important to maintain safety [38], and applied in

other countries during the pandemic [39, 40]. Our results
discovered the importance of capacity and competence in oper-
ational work, but also the significance of a context that allowed
flexibility to respond to sudden changes in demands, staffing and
regulations. These findings correspond to previous research [22,
41], emphasising the importance of flexible management and
reconfiguration ability to respond to changing governance and
demands to unpredictable and turbulent events.

Coordination within the system, i.e., the capability to collabo-
rate with other parts of the system and arrangements to enable
this, appeared from this study to be an important feature in
managing the Covid-19 pandemic crisis. At all levels, collabo-
ration was enabled by staff having a shared and critical purpose:
to minimise infection and to diagnose and treat both Covid-19
illness and other illness. At the clinical level, as well as in
management teams, teamwork was reported to be essential, and
this has been highlighted as a key factor in resilient organisa-
tions [42]. Others have also highlighted the importance of a
comprehensive systems perspective and the capacity to link
different parts of the system, where the success of the separate
services not only depends on their individual performance and
contribution but also on their ability to collaborate with each
other [16]. Our study found that the coordinating function of
the crisis management team that focused on building relation-
ships and cooperating with all organisations on common
pressing issues was crucial to achieve system effectiveness. The
geriatric crisis management team had previous experience and
working relationships with managers across the healthcare
system; this enabled them to create spaces for coordination
across the system and have daily contacts with managers [16].
As reported by Koenig and Schultz [17], coordination, in our
study performed by the local crisis management team, appeared
to involve different competencies. On the one hand, manage-
ment support to separate services benefits from an under-
standing of the specific context and content of care. On the
other hand, coordination at system level is based on a broader
management understanding of the system and how the
different services connect and interact. In addition, trust be-
tween the coordinating crisis management teams and the ser-
vices coordinated also appear to have been an important
enabler during the crisis.

Prior collaborations and trustful relations between health and
social care services before Covid-19 was also reported as facili-
tating a collective response to the pandemic and collaboration
when needed. Our findings complement those of Barasa, Mbau,
and Gilson [25], who suggests that organisations need to plan
and prepare for crises by emphasising that organisations will
gain from investing the time and efforts to create structures for
collaboration and build trustful relations with partners in both
health and social care in a future crisis. We understood this to
mean that collaborations can be formalised and implemented
during crisis events, but that there is a potential risk of not
having time, nor the ability to achieve this if not previously
developed, because this work competes with patient-related,
acute activities.

During the pandemic, the regional governance shifted towards
a centralised steering with coordination delegated to the crisis
management team and a simultaneous decentralisation of
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decisions delegated to specialised geriatric services. The gover-
nance also reduced the bureaucracy which facilitated work
processes and collaboration. This corresponds with Hartney
et al.’s [43] conclusion that collective agreements and bureau-
cratic hierarchical management systems ‘slow down innovation
and change’ and their argument that, in crises, when quick
problem solving is needed it is necessary to let managers use
their professional judgement. Our findings of this indicate that
the pandemic created opportunities for managers to exercise
their professional judgement and decision-making for swift
problem solving, or to take the initiative to do so even if some
rules and policies hindered this. Although there is a need for
follow-up and steering at different levels, this raises the
question of whether some of the bureaucracy during normal
circumstances may be substituted for a more flexible trust-
based steering during crises, and indeed, whether it is now
necessary during a turbulent post-covid environment for
healthcare.

4.1 | Global Lessons From the Swedish Model

The findings of this study share both similarities and differences
compared to other countries. Similar findings about highly
centralised and inadequate governance early in the pandemic
was also reported in many European healthcare systems,
resulting in confusing information, unclear guidelines, lack of
equipment and staff, and lack of coordination between health-
care services [44]. A distinctive finding from our study was a
specific type of decentralisation: initially there was strong
formal central detailed prescription with the emergency regu-
lations, which was then adjusted to allow for significant au-
tonomy to units, within broad parameters defined centrally,
which we termed ‘adjuster appropriate decentralisation’. The
‘appropriate’ referred to the capability and experience of man-
agers with exercising their autonomy, which had been devel-
oped over the years in this healthcare system [45]. Other studies
reported both formal decentralisation [39] (Japan) and units
informally ignoring the rules but no capacity to adapt appro-
priately and this combination (noted before the pandemic by
Sujan, Spurgeon, and Cooke [46]).

We found that the capacity to link different parts of the system
was important: both linking vertically and horizontally. An
example of a vertical link was within the geriatric care, were
significant task-shifting was conducted, which also has been
reported in Japan [39, 40]. Horizontal links were found in the
geriatric crisis management teams, who had previous experi-
ence and working relationships with managers across the
healthcare system, which enabled a daily contact with managers
[25]. Whilst other general studies and theories reported these
activities, e.g., the importance of collaborations and trustful
relations between health and social care services before Covid-
19 was reported in general in other studies [25], none re-
ported empirical findings related to geriatrics (e.g., Koenig and
Schultz [17]). Overall, the importance of a resilience capacity to
enable a continuing adaptive response was also noted by Man-
nion et al. [47] for the National Health Services as a lesson from
responses to Covid-19.

4.2 | Policy Implications

The risk and frequency of shocks to the health care system will
probably increase. It is therefore essential for policymakers to be
able to prepare for, steer and manage their health systems through
various shocks. This study highlights that pre-existing collabo-
ration and trust between different parts of the healthcare system
facilitated a coordinated response, and why policies should
encourage the development of inter-organisational partnerships
and joint exercises to prepare for future crises. Investing in
collaborative structures for relationship-building and increased
system-understanding before a crisis strikes could facilitate more
seamless coordination during emergencies. Health system plan-
ners and policymakers should incentivise integrated healthcare
planning and coordination between acute care hospitals, geriatric
services, municipalities, and primary care. A formalised structure
for collaboration across sectors, such as crisis management teams,
might foster smoother transitions and communication. A key
finding is that reduced bureaucracy and adaptive steering enabled
more efficient crisis management. Policymakers should consider
creating flexible governance models that allow temporary sus-
pension of routine administrative tasks and quality assurance
processes during crises. This can free up resources for direct pa-
tient care and improve the system's overall responsiveness. Also,
the governance measures adopted during the crisis, such as
reduced bureaucracy, may be relevant in the post-pandemic
healthcare environment. Policymakers should assess which reg-
ulatory flexibilities can be maintained to improve efficiency in the
long term without compromising accountability or safety. In
summary, policymakers would benefit from developing frame-
works for organisational resilience, emphasising leadership ca-
pacity, decentralised decision-making, and system-wide
collaboration. Healthcare systems need the structural capacity to
absorb shocks and continue functioning during crises, as seen
with the Stockholm geriatric care response.

4.3 | Methodological Considerations

Although all managers of the geriatric services outside the acute
care hospitals and managers of the three largest acute care hos-
pitals in the region were included, they represent only a specific
part the healthcare sector. This is related to the study's aim to
describe the response in the setting of geriatric care, but the re-
sults clearly showed how changes in one service impacted other
services, such as municipalities or primary care. The experience of
a wider group of stakeholders would have contributed to under-
standing the interdependencies and the adequacy of the coordi-
nation structure to enable adjustment between services.
However, generalisability pertains to the extent to which research
findings can be applied to other contexts or populations. Con-
siderations of generalisability are often suggested rather than
explicitly claimed. Ultimately, it is the responsibility of the reader
to determine the applicability of the findings to other contexts
[48]. To facilitate this assessment, we have tried to provide
comprehensive descriptions of the context, data collection
methods, data analysis procedures, and illustrative quotations, all
aimed at enabling readers to critically evaluate the general-
isability of the findings to their specific contexts.
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One strength of the study is that the interviews and analysis
were conducted in collaboration between four authors with
thorough discussions of the analysis process and the results.
Another strength is the respondent validation with four of the
subjects that gave us an opportunity to further reflect on the
analysis and results.

5 | Conclusion

This study contributes to empirical knowledge about organisa-
tional resilience with findings about the capacity to continuously
adapt to a changing situation. This capability may be necessary in
the new turbulent post-covid environment for healthcare. The
structures that enabled managers' response was related to inter-
nal, collaborative and governance factors. Managers' responses
were facilitated when the governance allow them more flexibility
in their internal responses and enable their cross-organisational
collaboration. A coordinating function across healthcare ser-
vices is an important enabler in a crisis when the function has
well-established, trustful prior collaborations with the services.

Author Contributions

All authors participated in designing the study. Prior to the 14 interviews,
a pilot interview was conducted by J.@., H.U., M.F., K.S.C. and V.S.
collected the data, conducted the analyses, and drafted the manuscript.
All authors read, contributed to, and approved the final manuscript.

Acknowledgements

The authors would like to thank the interview participants for their time
and effort. Thank you also to Professor Mats Brommels, Karolinska
Institutet, and Mikael Ohrling, PhD, Region Stockholm, for valuable
discussions and comments on drafts.

Ethics Statement

The Regional Ethics Committee in Stockholm has granted ethical
approval for the study (ref No. 2020-01521, and amendments ref Nos.
2020-02928 and 2021-02242). Participation was based on informed
consent and participants were prior to the interview given written in-
formation about the project. All participants have been given the op-
portunity to go through the presented results to validate information
and comment on any misunderstandings.

Conflicts of Interest

All authors were at the time of the study employed by the Stockholm
Health Care Services. H.U. was part of the crisis management team for
geriatric care.

Data Availability Statement

The data that support the findings of this study are available on request
from the corresponding author. The data are not publicly available due
to privacy or ethical restrictions.

References

1. C. C. Donelli, S. Fanelli, A. Zangrandi, and M. Elefanti, “Disruptive
Crisis Management: Lessons From Managing a Hospital During the
COVID-19 Pandemic,” Management Decision 60, no. 13 (2022): 66-91,
https://doi.org/10.1108/MD-02-2021-0279.

2. L. Zhuravsky, “Crisis Leadership in an Acute Clinical Setting:
Christchurch Hospital, New Zealand ICU Experience Following the
February 2011 Earthquake,” Prehospital and Disaster Medicine 30, no. 2
(2015): 131-136, https://doi.org/10.1017/S1049023X15000059.

3. M. P. e Cunha, S. R. Clegg, and K. Kamoche, “Surprises in Man-
agement and Organization: Concept, Sources and a Typology,” British
Journal of Management 17, no. 4 (2006): 317-329, https://doi.org/10.
1111/j.1467-8551.2005.00470.x.

4. D. Pollard and S. Hotho, “Crises, Scenarios and the Strategic Man-
agement Process,” Management Decision 44, no. 6 (2006): 721-736,
https://doi.org/10.1108/00251740610673297.

5. R. Cloudman and K. Hallahan, “Crisis Communications Prepared-
ness Among U.S. Organizations: Activities and Assessments by Public
Relations Practitioners,” Public Relations Review 32, no. 4 (2006): 367—
376, https://doi.org/10.1016/j.pubrev.2006.09.005.

6. Y. Dror, P. Lagadec, B. Porfiriev, and E. L. Quarantelli, “Crises to
Come: Comments and Findings,” in Managing Crises, Threat, Dilemmas,
Opportunities, eds. U. Rosenthal, A. Boin, and L. Comfort (Springfield:
Charles Thomas Publisher, 2001), 342-349.

7. U. Rosenthal, A. Boin, and L. K. Comfort, Managing Crises: Threats,
Dilemmas, Opportunities, eds. U. Rosenthal, A. Boin, and L. K. Comfort
(Springfield: Charles Thomas Publisher, 2001).

8. J. I. Norris, M. P. Casa de Calvo, and R. D. Mather, “Managing an
Existential Threat: How a Global Crisis Contaminates Organizational
Decision-Making,” Management Decision 58, no. 10 (2020): 2117-2138,
https://doi.org/10.1108/MD-08-2020-1034.

9. T. E. Drabek, “Managing the Emergency Response,” Public Admin-
istration Review 45 (1985): 85, https://doi.org/10.2307/3135002.

10. M. S. Feldman, “Resources in Emerging Structures and Processes of
Change,” Organization Science 15, no. 3 (2004): 295-309, https://doi.org/
10.1287/0rsc.1040.0073.

11. A. Paraskevas, “Crisis Management or Crisis Response System?,”
Management Decision 44, no. 7 (2006): 892-907, https://doi.org/10.1108/
00251740610680587.

12. G. A. Bigley and K. H. Roberts, “The Incident Command System:
High-Reliability Organizing for Complex and Volatile Task Environ-
ments,” Academy of Management Journal 44, no. 6 (2001): 1281-1299,
https://doi.org/10.2307/3069401.

13. B. A. Bechky and G. A. Okhuysen, “Expecting the Unexpected?
How SWAT Officers and Film Crews Handle Surprises,” Academy of
Management Journal 54, no. 2 (2011): 239-261, https://doi.org/10.5465/
amj.2011.60263060.

14. M. Ohrling, J. @vretveit, U. Lockowandt, M. Brommels, and V.
Sparring, “Management of the Emergency Response to the SARS-CoV-2
(COVID-19) Outbreak in Stockholm, Sweden, and Winter Prepara-
tions,” Journal of Primary Health Care 12, no. 3 (2020): 207, https://doi.
org/10.1071/HC20082.

15. S. Tolf, M. E. Nystrom, C. Tishelman, M. Brommels, and J. Hansson,
“Agile, a Guiding Principle for Health Care Improvement?,” Interna-
tional Journal of Health Care Quality Assurance 28, no. 5 (2015): 468—
493, https://doi.org/10.1108/IJTHCQA-04-2014-0044.

16. A. Nazir, A. Wenzler, J. A. Reifsnyder, and R. Feifer, “Lessons in
Collaboration From the Management of Pandemic in 2 Large Skilled
Nursing Facility Chains,” Journal of the American Medical Directors As-
sociation 22, no. 11 (2021): 2225-2227, https://doi.org/10.1016/j.jamda.
2021.09.004.

17. K. L. Koenig and C. H. Schultz, Koenig and Schultz’s Disaster
Medicine: Comprehensive Principles and Practices (2016), https://doi.org/
10.1017/CB09781139629317.

18. Assistant Secretary for Preparedness and Response, COVID-19
Healthcare Planning Checklist (2020).

366 of 524

The International Journal of Health Planning and Management, 2025


https://doi.org/10.1108/MD-02-2021-0279
https://doi.org/10.1017/S1049023X15000059
https://doi.org/10.1111/j.1467-8551.2005.00470.x
https://doi.org/10.1111/j.1467-8551.2005.00470.x
https://doi.org/10.1108/00251740610673297
https://doi.org/10.1016/j.pubrev.2006.09.005
https://doi.org/10.1108/MD-08-2020-1034
https://doi.org/10.2307/3135002
https://doi.org/10.1287/orsc.1040.0073
https://doi.org/10.1287/orsc.1040.0073
https://doi.org/10.1108/00251740610680587
https://doi.org/10.1108/00251740610680587
https://doi.org/10.2307/3069401
https://doi.org/10.5465/amj.2011.60263060
https://doi.org/10.5465/amj.2011.60263060
https://doi.org/10.1071/HC20082
https://doi.org/10.1071/HC20082
https://doi.org/10.1108/IJHCQA-04-2014-0044
https://doi.org/10.1016/j.jamda.2021.09.004
https://doi.org/10.1016/j.jamda.2021.09.004
https://doi.org/10.1017/CBO9781139629317
https://doi.org/10.1017/CBO9781139629317

19. S. Duchek, “Organizational Resilience: A Capability-Based Concep-
tualization,” Business Research 13, no. 1 (2020): 215-246, https://doi.org/
10.1007/s40685-019-0085-7.

20. D. D. Saulnier, A. Duchenko, S. Ottilie-Kovelman, F. Tediosi, and K.
Blanchet, “Re-Evaluating Our Knowledge of Health System Resilience
During COVID-19: Lessons From the First Two Years of the Pandemic,”
International Journal of Health Policy and Management (2022), Pub-
lished online December 6, https://doi.org/10.34172/ijhpm.2022.6659.

21. Y. Liu, J. M. Lee, and C. Lee, “The Challenges and Opportunities of
a Global Health Crisis: The Management and Business Implications of
COVID-19 From an Asian Perspective,” Asian Business & Management
19, no. 3 (2020): 277-297, https://doi.org/10.1057/s41291-020-00119-x.

22. S. Wiig and J. K. O’Hara, “Resilient and Responsive Healthcare
Services and Systems: Challenges and Opportunities in a Changing
World,” BMC Health Services Research 21, no. 1 (2021): 1037, https://doi.
0rg/10.1186/s12913-021-07087-8.

23. C. A. Gibson and M. Tarrant, “A “Conceptual Models” Approach to
Organisational Resillience,” Australian Journal of Emergency Manage-
ment 25, no. 2 (2010): 6-12.

24. L. Forsgren, F. Tediosi, K. Blanchet, and D. D. Saulnier, “Health
Systems Resilience in Practice: A Scoping Review to Identify Strategies
for Building Resilience,” BMC Health Services Research 22, no. 1 (2022):
1173, https://doi.org/10.1186/s12913-022-08544-8.

25. E. Barasa, R. Mbau, and L. Gilson, “What Is Resilience and How
Can it Be Nurtured? A Systematic Review of Empirical Literature on
Organizational Resilience,” International Journal of Health Policy and
Management 7, no. 6 (2018): 491-503, https://doi.org/10.15171/ijhpm.
2018.06.

26. KPMG, Oberoende Utvdrdering Av Region Stockholms Hantering
Av Det Nya Coronavirusets Effekter [Independent Evaluation of Region
Stockholm’s Handling of the Effects of the New Corona Virus] (2021).

27. N. Janlgv, S. Blume, A. H. Glenngérd, K. Hanspers, A. Anell, and S.
Merkur, “Sweden: Health System Review,” Health Systems in Transition
25, no. 4 (2023): 1-236.

28. E. Rydwik, R. Lindqvist, C. Willers, et al., “Health Status and Health
Care Utilization After Discharge From Geriatric In-Hospital Stay—
Description of a Register-Based Study,” BMC Health Services Research
21, no. 1 (2021): 760, https://doi.org/10.1186/s12913-021-06751-3.

29. C. Willers, A. M. Bostrom, L. Carlsson, A. Lager, R. Lindqvist, and
E. Rydwik, “Readmission Within Three Months After Inpatient Geri-
atric Care-Incidence, Diagnosis and Associated Factors in a Swedish
Cohort,” PLoS One 16, no. 3 (2021): 0248972, https://doi.org/10.1371/
journal.pone.0248972.

30. Region Stockholm, Stockholm Region’s Administrative Data
Warehouse (VAL) (2024).

31. R. Pfaff, C. Willers, M. Flink, R. Lindqvist, and E. Rydwik, “Social
Services Post-Discharge and Their Association With Readmission in a
2016 Swedish Geriatric Cohort,” Journal of the American Medical Di-
rectors Association 25, no. 2 (2024): 215-222.e3, https://doi.org/10.1016/
j.jamda.2023.10.010.

32. Region Stockholm, Regional Katastrofmedicinsk Beredskapsplan
(2020).

33. K. Malterud, V. D. Siersma, and A. D. Guassora, “Sample Size in
Qualitative Interview Studies: Guided by Information Power,” Qualita-
tive Health Research 26, no. 13 (2016): 1753-1760, https://doi.org/10.
1177/1049732315617444.

34. H. F. Hsieh and S. E. Shannon, “Three Approaches to Qualitative
Content Analysis,” Qualitative Health Research 15, no. 9 (2005): 1277-
1288, https://doi.org/10.1177/1049732305276687.

35. L. Birt, S. Scott, D. Cavers, C. Campbell, and F. Walter, “Member
Checking: A Tool to Enhance Trustworthiness or Merely a Nod to

Validation?,” Qualitative Health Research 26, no. 13 (2016): 1802-1811,
https://doi.org/10.1177/1049732316654870.

36. D. Groschke, E. Hofmann, N. D. Miiller, and J. Wolf, “Individual
and Organizational Resilience—Insights From Healthcare Providers in
Germany During the COVID-19 Pandemic,” Frontiers in Psychology 13
(2022), https://doi.org/10.3389/fpsyg.2022.965380.

37. S.Udod, P. Baxter, S. Gagnon, G. Halas, and S. Raja, “Experiences of
Frontline Managers During the COVID-19 Pandemic: Recommenda-
tions for Organizational Resilience,” Healthcare 12, no. 3 (2024): 407,
https://doi.org/10.3390/healthcare12030407.

38. F. C. Robertson, L. Lippa, and M. L. D. Broekman, “Editorial. Task
Shifting and Task Sharing for Neurosurgeons amidst the COVID-19
Pandemic,” Journal of Neurosurgery 133 (2020): 1-3, Published online
April 17, https://doi.org/10.3171/2020.4.JNS201056.

39. C. Honda, Y. Sumikawa, K. Yoshioka-Maeda, R. Iwasaki-Motegi,
and N. Yamamoto-Mitani, “Confusions and Responses of Managerial
Public Health Nurses During the COVID-19 Pandemic in Japan,” Public
Health Nursing 39, no. 1 (2022): 161-169, https://doi.org/10.1111/phn.
13011.

40. K. Yoshioka-Maeda, “Developing Sustainable Public Health Care
Systems for Responding to COVID-19 in Japan,” Public Health Nursing
38, no. 3 (2021): 470-472, https://doi.org/10.1111/phn.12861.

41. M. Ohrling, K. Solberg Carlsson, and M. Brommels, “No Man Is an
Island: Management of the Emergency Response to the SARS-CoV-2
(COVID-19) Outbreak in a Large Public Decentralised Service De-
livery Organisation,” BMC Health Services Research 22, no. 1 (2022): 371,
https://doi.org/10.1186/512913-022-07716-w.

42. M. Iflaifel, R. H. Lim, K. Ryan, and C. Crowley, “Resilient Health
Care: A Systematic Review of Conceptualisations, Study Methods and
Factors That Develop Resilience,” BMC Health Services Research 20, no.
1 (2020): 324, https://doi.org/10.1186/s12913-020-05208-3.

43. E. Hartney, E. Melis, D. Taylor, et al., “Leading Through the First
Wave of COVID: A Canadian Action Research Study,” Leadership in
Health Services 35, no. 1 (2022): 30-45, https://doi.org/10.1108/LHS-05-
2021-0042.

44. A. Sagan, E. Webb, D. Rajan, M. Karanikolos, and L. G. Scott,
“Health System Resilience During the Pandemic: It’s Mostly About
Governance,” Eurohealth (London) 27, no. 1 (2021): 10-15.

45. M. Ohrling, J. Ovretveit, and M. Brommels, “Can Management
Decentralisation Resolve Challenges Faced by Healthcare Service De-
livery Organisations? Findings for Managers and Researchers From a
Scoping Review,” International Journal of Health Planning and Man-
agement 36, no. 1 (2021): 30-41, https://doi.org/10.1002/hpm.3058.

46. M. Sujan, P. Spurgeon, and M. Cooke, “Translating Tensions Into
Safe Practices Through Dynamic Trade-Offs: The Second Secret Hand-
over,” in The Resilience of Everyday Clinical Work, eds. R. Wears, E.
Hollnagel, and J. Braithwaite (Farnham: Ashgate Publishing Ltd, 2015),
11-22.

47. R. Mannion, M. Exworthy, S. Wiig, and J. Braithwaite, “The Power
of Autonomy and Resilience in Healthcare Delivery,” British Medical
Journal (2023): e073331: Published online July 4, https://doi.org/10.
1136/bmj-2022-073331.

48. U. H. Graneheim and B. Lundman, “Qualitative Content Analysis in
Nursing Research: Concepts, Procedures and Measures to Achieve
Trustworthiness,” Nurse Education Today 24, no. 2 (2004): 105-112,
https://doi.org/10.1016/j.nedt.2003.10.001.

367 of 524


https://doi.org/10.1007/s40685-019-0085-7
https://doi.org/10.1007/s40685-019-0085-7
https://doi.org/10.34172/ijhpm.2022.6659
https://doi.org/10.1057/s41291-020-00119-x
https://doi.org/10.1186/s12913-021-07087-8
https://doi.org/10.1186/s12913-021-07087-8
https://doi.org/10.1186/s12913-022-08544-8
https://doi.org/10.15171/ijhpm.2018.06
https://doi.org/10.15171/ijhpm.2018.06
https://doi.org/10.1186/s12913-021-06751-3
https://doi.org/10.1371/journal.pone.0248972
https://doi.org/10.1371/journal.pone.0248972
https://doi.org/10.1016/j.jamda.2023.10.010
https://doi.org/10.1016/j.jamda.2023.10.010
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1177/1049732316654870
https://doi.org/10.3389/fpsyg.2022.965380
https://doi.org/10.3390/healthcare12030407
https://doi.org/10.3171/2020.4.JNS201056
https://doi.org/10.1111/phn.13011
https://doi.org/10.1111/phn.13011
https://doi.org/10.1111/phn.12861
https://doi.org/10.1186/s12913-022-07716-w
https://doi.org/10.1186/s12913-020-05208-3
https://doi.org/10.1108/LHS-05-2021-0042
https://doi.org/10.1108/LHS-05-2021-0042
https://doi.org/10.1002/hpm.3058
https://doi.org/10.1136/bmj-2022-073331
https://doi.org/10.1136/bmj-2022-073331
https://doi.org/10.1016/j.nedt.2003.10.001

	Managers’ Experience of the Response of the Health System to the Covid‐19 Pandemic for Inpatient Geriatric Care: Lessons Ab ...
	1 | Background
	1.1 | Inpatient Geriatric Services for Older People in Region Stockholm, Sweden

	2 | Methods
	2.1 | Design
	2.1.1 | Setting: Organisation of Crisis Management During the Covid‐19 Pandemic in Region Stockholm
	2.1.2 | Participants and Data Collection

	2.2 | Data Analysis

	3 | Results
	3.1 | Internal Flexible Responses
	3.2 | Coordination Within the System
	3.3 | Adaptive Steering

	4 | Discussion
	4.1 | Global Lessons From the Swedish Model
	4.2 | Policy Implications
	4.3 | Methodological Considerations

	5 | Conclusion
	Author Contributions
	Acknowledgements
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement


