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ABSTRACT
Background and Objectives : The onset of the COVID-19 pandemic severely
threatened all aspects of academic family medicine, constituting a crisis. Multi-
ple publications have identified recommendations and documented the creative
responses of primary care and academic organizations to address these challenges,
but there is little research on how decisions came about. Our objective was to gain
insight into the context, process, andnature of familymedicine leaders’ discussions
in pivoting to address a crisis.

Methods : We used a qualitative descriptive design to explore new dimensions of
existing concepts. The setting was the academic family medicine department at the
University of Toronto. To identify leadership themes, we used the constant com-
parative method to analyze transcripts of monthly meetings of the departmental
executive: three meetings immediately before and three following the declaration
of a state emergency in Ontario.

Results : Six themes were evident before and after the onset of the pandemic:
building capacity in academic family medicine; developing leadership; advancing
equity, diversity, and inclusion; learner safety and wellness; striving for excellence;
and promoting a supportive and collegial environment. Five themes emerged as
specific responses to the crisis: situational awareness; increased multidirectional
communication; emotional awareness; innovation in education and patient care;
and proactive planning for extended adaptation to the pandemic.

Conclusion :Existingcultural andorganizational approaches formed the foundation
for the crisis response, while crisis-specific themes reflected skills and attitudes
that are essential in clinical family medicine, including adapting to community
needs, communication, and emotional awareness.

INTRODUCTION

The onset of the COVID-19 pandemic threatened all aspects

of academic family medicine (FM), 1 constituting a crisis.2 It

promptedmultiple research articles on leadership, 1,3 FMman-

agement,4–9 academic pivots, 10–12 and lessons learned, 13–19

but few have examined how these responses arose.20 Our

objective was to gain insight into the context and nature of FM

leaders’ discussions to address a crisis.

METHODS
Design

We used a qualitative descriptive design, which is appropriate

to understand a phenomenon within its context.21

Setting

TheDepartment of Family andCommunityMedicine (DFCM) at
the University of Toronto uses a distributed academicmodel,22

with over 1,900 faculty at 14 hospital sites and multiple
community practices. Monthly executive meetings include the
chair, academic programs leaders, hospital site chiefs and
senior staff. Meetings are forums for exchanging information,
formulating policy, and coordinating action.

Data Collection

From a sampling frame of recordings of monthly executive
meetings, we purposively sampled23 six: threemeetings before
Ontario declared a state emergency in March 2020 and three
afterward (Figure 1). All attendees (median 33, range 30-
36) consented and the University of Toronto provided ethics
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FIGURE 1. Figure 1: Overview of Methods

approval.

Data Analysis

The coding guidewas informed by three dominant attributes of
effective leadership: a vision, enabling others to succeed, and
excellence in anarea.24We identifiedadditional attributes from
crisis leadership literature.25–33

We used the constant comparative method. 34–36 Two
researchers whowere notmembers of the executive committee
and did not attend meetings independently coded transcripts.
They assigned codes to leadership behaviors and compared
codes within and across transcripts. Major themes with
supporting quotes were then developed and discussed with the
team. To reduce the potential for errors in data interpretation,
three research team members who were on the executive
committee checked the deidentified quotes against the
themes. 37 We maintained study rigor through a systematic
record of codes and memos, using data management software
and research team expertise. 37–39 We addressed member
checking through a presentation and discussion of our findings
with the executive in December 2021. 37

RESULTS
Figure 2 presents an overview of the themes and timeline.

Six Themes Present in All Meetings (Appendix Table A)
See Appendix Table A for descriptions with exemplar support-
ing quotes, of the following six major themes.

Building Capacity and Expertise in Academic FM was a
focus of all meetings. After pandemic onset, everyone demon-
strated eagerness to help through expanded clinical roles
and broader responsibilities in response to community needs,
despite uncertainty. Table 2 lists examples.

Building leadership capacity in FM was evident in many
examples of nurturing and supporting leaders and identifying
rising stars. During the crisis, we noted the emergence of new
leaders among front-line staff.

Commitment to advancing equity, diversity, and inclusion
(EDI) was evident in allmeetings. An equity leadwas appointed
in January 2020 and an EDI retreat was planned. During the
pandemic, we noted advocacy for vulnerable populations.

The executive consistently took responsibility for learner
safety and well-being. During the crisis, concerns centered
on emotional well-being, physical safety, and supporting
attainment of competency.
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FIGURE 2. Schematic of Leadership Themes and Timeline

All meetings had examples of striving for and celebrating
excellence, including encouragement to apply for awards,
grants, andpromotion, anda standingagenda itemrecognizing
recipients. As the crisis unfolded, recognition focussed on
successes in improving virtual care and education.

A supportive and collegial environment was evident in
frequently expressed appreciation for the ideas, contributions
and expertise of faculty, residents, and learners, and included
respectful voicing of disagreement or concerns.

Five Crisis-Specific Themes (Table 1)

Situational awareness was a key executive function, through
gathering and interpreting pertinent crisis information. Lead-
ers grappled with decision-making in the face of uncertainty
and rapid adaptation to changing clinical and educational
protocols.

Increasing multidimensional communication beyond
existing networks was essential. A web page was published
with current information and links. Frequent email and
Zoom check-ins kept everyone updated. A “Chief’s COVID-
19 Roundtable” facilitated joint problem-solving. Improving
communication with isolated community family physicians

was highlighted.
The executive demonstrated emotional awareness of the

pandemic’s impact, with opportunities to vocalize fears and
address concerns. Staying calm and reassuring staff and learn-
ers were priorities. Wellness and resilience initiatives were
shared. There were expressions of positivity, optimism, and
gratitude, despite challenges.

Innovations in education and patient care included rapid
pivots to virtual care and education (Table 2). Alternative
locations and protocols were launched for in-person care and
COVID-19 assessments, mitigating the impact of the closure
of some community FP offices.24 A province-wide webinar
program was launched to provide resources and support for
FPs.

Proactive planning for extended adaptation began shortly
after the onset of the pandemic, such as anticipating the
needs of incoming learners. Executive members expressed
commitment to maintaining core functions.

DISCUSSION
This research adds to the literature by systematically identify-
ing the context, nature, and culture underpinning actions aca-
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TABLE 1. Crisis Response Themes and Quotations

Major Themes Exemplar Supporting Quotations

1. Situational awareness “And our leaders have just pivoted on a daily basis, sometimes two or three times a day, to keep up with accreditors and
medical schools and licensing bodies and the College [of Physicians].” (April 2020)
“Some of the messages may change over time as the understanding changes over time as well. There has been a flood of
information coming through. And that’s part of the risk, of course, that people will get snowed with information and then
they miss some critical new issue coming up.” (March 2020)
“I mean I think now we need to start thinking about living with COVID, not living afraid of COVID, right. We’re going to
have to adapt.” (May 2020) [adaptability]

2. Increasing
multidirectional
communication

“... I want to congratulate the DFCM on some excellent communication. I really appreciate it. …I think that some common
communication so we have some common understandings would continue to be helpful.” (March 2020)
“... We are trying very hard to bring those family doctors together so that we can work for and advocate for all of them…I
specifically mean the 250-odd [FPs] that we don’t know [in our area] and that are not on our staff and that we’ve never
communicated with before...the solo docs out there…They don’t know what to do. They don’t have access to our
information or pipeline…Their isolation is palpable to me.” (March 2020)
“Postgrad Medical Education is staying in really close contact with us. We’re sending out the information as fast as we can.
And of course, if site directors or residents have any issues, #7’s* been amazing about getting back to people really quickly.
If you have any questions, or if things pop up at your site, local questions or even for students in community placements,
please let us know about it.” (March 2020)
“We’ve also made a blog on our [web] page where people can submit stories, ideas, thoughts, reflections on what’s going
on at their sites.” (April 2020)

3. Emotional awareness “And [name] mentioned physician and resident wellness. I think we’ll turn to each other as much as we need to, and be
sensitive to those around us and the anxieties of all of those around us. They will be looking to us for leadership” (March
2020)
“And the overall message that we wanted to share … is one of gratitude and also perseverance. Because we believe that with
careful thought, planning and design, our education leaders, our administrative staff and all of the people at your sites are
actually movingmountains. They’re ensuring that our learners are having the best possible learning experiences in this
year.” (May 2020)
“I think we’re all very deeply in this and we all have a lot of, you know, kind of an emotional response to it. And there’s a
sense of a bit of fear and a lot of fear among those around us. And I’m sure we’re all experiencing that, and doing our best to
calm those fears. Including the fears of families and wondering why we’re working in the first place, and shouldn’t we just
be at home? So I know I’m getting that. I’m feeling that. And I suspect that’s happening across the board…You wake up in
the morning and you realize it’s actually happening, and you can’t quite believe it.” (March 2020)
“The first is there have been numerous wellness and resilience initiatives at all of the sites. We’ll be collating or
synthesizing some of the awesome work that people are doing across sites to really streamline this.” (April 2020)

4. Innovations in
education and patient care

“So as many of you know, we’ve had a very strong reflection on the digital nature of education and family medicine, and
had been working at this for about three years… it is going to be a department-wide initiative that will look at education as a
piece of that, but also research, global health and quality improvement. So, #20, we are building the infrastructures, and
recognize how important, how incredibly important… COVID is just the precipitant to make us bring this out sooner.” (April
2020)
“All the seminars that we used to do in person have now been converted into Zoom seminars, and they’re all live. So one of
the things that distinguishes us from some of the other courses that are running in the [name of faculty] is they have, for
example, video seminars, and we don’t have those. They’re all live.” (May 2020)

5. Proactive planning for
extended adaptation to
pandemic

“We can’t stay in our bunkers forever and not do anything. And I think we need these positive programs [leadership
program] to move people forward and to give people hope that there’s a light at the end of the tunnel. Because we can’t just
sort of do the bare minimum forever. And whether we need to figure out the new normal, this is one way to do it.” (May
2021)
“And for sure, we’re going to have a double cohort. …we will need to place two sets of clerks next year. And I will need all
your help, all hands on deck, to get the students back [into clinical placements] so we can graduate a class on time.” (April
2020)
“If we’re going to be in this for another couple of years then virtual interaction is going to be a thing for people. And
I actually think that for those leaders, participating in an interactive session, seeing how you run it, seeing how they can put
their hand up and be recognized, those kinds of things are actually good leadership skills for people to pick up and to learn
along the way.” (May 2020)

* Numbers are substituted for participant names to prevent possible identification of individuals.
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TABLE 2. Activities Undertaken in Response to the COVID-19 Pandemic

New Roles

• Running hospital andmobile COVID assessment centres

• Doing outreach to vulnerable patients within Family Health Teams

• Developing neighbourhood hubs for alternate care (virtual, walk-in), if a patient’s family physician (FP) office closed

• Supporting long term care and shelters, eg, swabbing, infection protection and control (IPAC), and personal protective equipment (PPE) education and
supporting care

• Providing support to community FPs (eg, procuring and distributing PPE)

• Developing and sharing protocols for opening FM clinical practices safely (eg, new strategies to ensure social distancing, IPAC)

• Advocating with the city government and agencies to create spaces where people can go to self-isolate if waiting for test results (eg, homeless)

Adapted Roles

• Supporting emergency department (ED), internal medicine, palliative, and addictions care in hospitals

• Developing strategy for newborn assessment and pediatric immunization for patients whose FP office closed

• Assisting with developing virtual collaborative team-basedmental health care

• Supporting wellness initiatives for FM staff and learners (eg, weekly virtual check-ins and forums)

• Developing and conducting COVID-related research studies

• Organizing rapid credentialing of community FPs to work in hospitals

Innovations

• COVIDCare@Home Program, a new clinical pathway to support patients with COVID-19 at home who do not have access to a family physician:
• Patients received regular virtual check-ins with guidance to help manage their symptoms
• Includes sending supplies to patients when needed (eg, O2 stat monitors, thermometers)

•New low acuity emergency department facility as adjunct to emergency department was developed and run by family medicine (FM)

• COVID-19 community of practice (CoP) in collaboration with Ontario College of Family Physicians (OCFP) so FPs across Ontario can connect and learn
from each other:
•Monthly, interactive webinars where practicing family physicians share their perspectives on COVID-related topics ranging from implementing virtual
care, to organizing community collaboration, and supporting patient with mental health and addictions

• Virtual educational seminars (Zoom) – live and interactive, examples:
• Learners interview standardized patients followed by discussion in smaller break out groups in Zoom and with larger group
•New education series “A Day in the Life of a Family Doctor During COVID” where learners can learn and ask questions about FM faculty experiences
during COVID
• Developing education program on how to teach physical exam skills virtually

• Virtual Care Competency Training Roadmap (ViCCTR) program

demic family physicians undertook in response to the COVID-
19 pandemic. The specific clinical and academic initiatives are
similar to those previously reported. 1,4–12

The six ongoing themes formed the foundation for the
crisis response. The collegial environment fostered trust, con-
sidered essential for crisis management.40–45 Crises are unex-
pected, unstructured, characterized by incomplete and con-
flicting information, and outside typical operational frame-
works. 3,25,46* The need for new approaches was evident in the
emergenceoffive crisis-specific themes. Situational awareness
is essential for developing strategies and making decisions
during uncertainty.25,28,29 Along with increased multidirec-
tional communication, this sustains trust in a chaotic and
rapidly changing environment.

The ongoing themes of building capacity and expertise,
striving for excellence, and developing leadership created an
expectation to confront the crisis with authenticity, compe-
tence, and credibility. 13,25,41,44 Enhanced support for the well-
being of the health care workforce, including trainees, is an
important learning. 16

The pandemic has highlighted the importance of quality

primary care for population health47,48 and the value of gen-

eralism for rapid adaptation to addressing emerging needs.49

This research suggests that the skills and culture of FM

facilitate an effective crisis response.

A strength of analyzing meeting transcripts is avoiding

recall bias by accessing discussions as they occurred, but

a limitation is omission of nonverbal interactions. The six

selected meetings underrepresent communications and dis-

cussions throughout the DFCM and focussed only on the

initial onset of a pandemic that continues to generate crises

and controversies. We assessed that our analysis achieved

informational saturation, butwe are cautious due to the limited

data set.50 This study is exploratory; a richer grounded-theory

approach capturing more executive meetings and discussions

throughout DFCM’s 14 sites could provide greater insight into

the response and its perceived effectiveness.
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CONCLUSION
This exploratory study identifies six themes describing the
cultural and organizational approaches that formed the foun-
dation for thepandemic crisis responseof academicFM leaders.
Five crisis-specific themes reflect skills and attitudes that are
essential in clinical family medicine, including adapting to
community needs, communication, and emotional awareness.

FOOTNOTE
* These descriptors usefully distinguish the COVID pandemic
crisis from medical emergencies, for which there are recog-
nized management protocols.

Presentations:This studywas presented as an oral presen-
tationentitled“Responding toCOVID-19:Aqualitative analysis
of academic family physician leaders’ responses to an evolving
crisis” at a virtual conference, November 20-23, 2021.

Conflict Disclosure: David White and Risa Freeman are
members of the Executive of the Department of Family &
Community Medicine, University of Toronto. Eva Grunfeld is a
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