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BACKGROUND:During the initial wave of COVID-19 hos-
pitalizations, care delivery and workforce adaptations
were rapidly implemented. In response to subsequent
surges of patients, institutions have deployed, modified,
and/or discontinued their workforce plans.
OBJECTIVE: Using rapid qualitative methods, we sought
to explore hospitalists’ experienceswithworkforce deploy-
ment, types of clinicians deployed, and challenges en-
countered with subsequent iterations of surge planning
during the COVID-19 pandemic across a collaborative of
hospital medicine groups.
APPROACH: Using rapid qualitative methods, focus
groups were conducted in partnership with the Hospital
Medicine Reengineering Network (HOMERuN). We
interviewed physicians, advanced practice providers
(APP), and physician researchers about (1) ongoing adap-
tations to the workforce as a result of the COVID-19 pan-
demic, (2) current struggles with workforce planning, and
(3) evolution of workforce planning.
KEY RESULTS: We conducted five focus groups with 33
individuals from 24 institutions, representing 52% of
HOMERuN sites. A variety of adaptations was described
by participants, some common across institutions and
others specific to the institution’s location and context.
Adaptations implemented shifted from the first waves of
COVID patients to subsequent waves. Three global
themes also emerged: (1) adaptability and comfort with
dynamic change, (2) the importance of the unique hospi-
talist skillset for effective surge planning and redeploy-
ment, and (3) the lack of universal solutions.
CONCLUSIONS: Hospital workforce adaptations to the
COVID pandemic continued to evolve. While few ap-
proaches were universally effective in managing surges

of patients, and successful adaptations were highly con-
text dependent, the ability to navigate a complex system,
adaptability, and comfort in a chaotic, dynamic environ-
ment were themes considered most critical to successful
surge management. However, resource constraints and
sustained high workload levels raised issues of burnout.
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INTRODUCTION

Hospitalists have been at the forefront of the pandemic, serv-
ing as clinicians and operational leaders.1,2 The COVID-19
pandemic required addressing the influx of patients to not only
emergency departments, but also to medical wards and inten-
sive care units. As a result, existing disaster plans had to be
rapidly modified and deployed to address surges in inpatient
volume, often by hospitalists in collaboration with other stake-
holders across healthcare organizations.1 A variety of organi-
zation-, team-, and individual-level adaptations were rapidly
implemented in response to surges of patients during the first
wave of the COVID-19 pandemic inMarch and April 2020.3,4

Initial strategies included reduction of non-essential services,
geographic cohorting of patients in respiratory isolation units
(RIUs), implementing technology for communicating with
and evaluating patients to reduce clinical staff exposure,
allowing healthcare workers to opt out of direct care of
COVID-19 patients, and deployment of healthcare workers

Received October 13, 2021
Accepted March 3, 2022
Published online March 22, 2022

3956

© The Author(s) under exclusive licence to Society of General Internal

Medicine 2022

http://orcid.org/0000-0003-1399-2881
http://crossmark.crossref.org/dialog/?doi=10.1007/s11606-022-07480-x&domain=pdf


from other specialties.3–5 However, many of these strategies
may not be sustainable practices.
In preparation for surge events, logistical planning for di-

agnostic testing, ensuring the availability of PPE, developing
strategies for patient triage and cohorting, developing clinical
protocols, addressing the physical and mental wellness of
healthcare workers, developing communication plans, and
surge planning specifically around key resources—physical
space and beds, clinical and operational staff, equipment, and
system coordination—should be addressed.6–8 However,
plans addressing these domains must be both systematic and
highly adaptable.6

In the subsequent months, most areas of the USA experi-
enced a second, and sometimes third, wave of patients requiring
hospitalization for COVID-19.9 In response to these additional
surges and continual significant challenges with the testing and
treatment of COVID patients while also maintaining a safe
work environment, institutions have updated, modified, and/
or discontinued adaptations made earlier in the pandemic.4,10,11

Our work provides novel insights regarding the ongoing chal-
lenges of sustained surges, the types of adaptations that have
not been sustainable, and the new ways that the hospitalist
skillset has been applied as the pandemic continues.
While a growing literature describes initial adaptations em-

ployed by hospitals and hospitalists,1,3,12–14 further updates to
workforce deployment and care processes with subsequent
COVID-19 surges have not been described. This rapid quali-
tative evaluation of the inpatient surge planning andworkforce
deployment acrossmultiple hospital medicine groups provides
insight into the direct experience of hospital medicine clini-
cians and leaders who were responsible for both the develop-
ment of surge plans and the delivery of care to patients in the
setting of the implementation of surge plans. These focus
groups were conducted as a part of efforts by the Hospital
Medicine Reengineering Network (HOMERuN) collaborative
to rapidly collect and disseminate information needed by
hospitalists to respond to the COVID-19 pandemic.15 Rapid
qualitative methods are uniquely suited for quick assessment
and evaluation while ensuring the same rigor of more tradi-
tional qualitative methods in time-sensitive situations.16–19

The constraints and demand on hospital medicine clinicians
are different from those felt by intensivists and emergency
department staff. The participants of these focus groups de-
scribe adaptations of different groups, insight into the chal-
lenges of an evolving pandemic and continual surges of pa-
tients, and insight into their experience, as both surge planners
and frontline clinicians, with the solutions implemented.

METHODS

Human Subjects

The Colorado Multiple Institutional Review Board reviewed
and approved this study as exempt from IRB review
(COMIRB #: 21-4873).

Study Design

On December 4, 2020, we conducted five semi-structured
focus groups with hospitalist physicians, advanced practice
providers (APP), and hospitalist physician researchers partic-
ipating in the Hospital Medicine Reengineering Network
(HOMERuN),20 a collaborative of hospitals, hospitalists, and
multidisciplinary care teams founded in 2011. HOMERuN is a
consortium of academic medical centers, primarily in urban
settings, though geographically diverse with participating sites
from the Northeast, Southeast, Midwest,West, and Northwest,
as previously described by Auerbach et al.20 This group mo-
bilized to create workgroups that collated and shared best
practices for the COVID-19 pandemic. These focus groups
explored the changes in each participating hospital’s approach
to workforce deployment and organization of care during the
COVID-19 pandemic, and identified the types of workforce
and surge planning issues with which hospitalists are currently
grappling.

Setting and Participants

Participants of the monthly HOMERuN collaborative call
were electronically notified in advance that focus groups
would be conducted during the next regularly scheduled Zoom
call (December 4, 2020). Hospitalist physicians, APPs, hospi-
talist physician researchers, residents, and patient representa-
tives participating in the Hospital Medicine Reengineering
Network (HOMERuN) and present for the monthly collabo-
rative call were included in the focus groups. The only exclu-
sion criterion was refusal to participate. Individuals present for
the call were not offered any incentive to participate.
At the start of the meeting, individuals who elected to call in

were informed again of the plan to conduct focus groups,
which would be recorded, and offered the chance to ask
questions of moderators. If the attendees agreed to proceed,
they were placed in a separate virtual breakout room for focus
group participation, with a moderator assigned to each room.
Each focus group was approximately 30 min in duration and
had approximately six participants.

Interview Guide

The focus group guide was developed by the members of the
HOMERuN workforce planning workgroup, convened in
March 2020 to assess workforce and organizational adapta-
tions undertaken in response to COVID-19. We asked partic-
ipants to consider the following questions: (1) What adapta-
tions have proved most useful to you? (2) What are you
struggling with right now? (3) What are you changing now?
(4) What important changes occurred between your first surge
and later waves? Moderator Guide shown in the Appendix.

Data Collection

Prior to beginning each focus group, participants granted
permission to record the conversation. During the focus
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groups, the moderators (MB, DW, GA, SK, AL, MS, AK)
made field notes and observations to supplement the audio
recordings. The audio recordings and field notes were used for
the analysis rather than transcriptions of the focus groups.

Analysis

Our analysis was conducted in a two-step process using a
rapid qualitative analytic approach.19,21–25 First, a team
member who did not participate in the specific focus
group used a standard template to create a summary of
each group’s session, incorporating both the audio record-
ing and the moderator’s field notes (MB, GA, SK, AL,
MS, AK, LL). Second, all workgroup team members
participated in creating an analysis matrix 21 of the sum-
maries of each focus group. Each row was a focus group
and each column referred to a unique question we asked
each focus group. One workgroup member completed the
matrix by logging key points summarized for each focus
groups’ discussion of each question into the matrix (AK).
Individually, workgroup members then identified themes
and subthemes across all focus group discussions of each
question (MB, GA, SK, AL, MS, AK, LL). As a group,
workgroup team members then met to discuss and reach
consensus regarding themes identified (MB, DW, GA,
SK, AL, MS, AK, LL). As the focus groups were con-
ducted simultaneously, all data were used in the analysis
rather than in considering data saturation. Member
checking, a technique for confirming the credibility of
results, was conducted.26 Two members of the workgroup
who participated in a focus group but who did not mod-
erate a focus group, create a summary, or participate in the
analysis reviewed the findings to confirm the themes
reflected their experience as a focus group participant
(SE, KK).

RESULTS

Physicians, APPs, and physician researchers from 24 hospitals
participated, representing 52% of HOMERuN sites, with 29
(88%) hospitalist physicians, three (9%) in another category
(an APP, a resident, and a patient representative), and one
(3%) unidentified participant. All but one of the hospitals
represented were academic hospitals. One participant reported
working at a VA hospital. Four hospitals had two participant
representatives, one hospital had six participants, and 19 had
one participant representative in attendance.
Participants described a variety of adaptations, some com-

mon across institutions and others specific to the institution’s
location and context. Adaptations implemented shifted from
the first waves of COVID patients to subsequent waves.
Table 1 summarizes these adaptations and Figure 1 illustrates
changes from initial to subsequent waves of patients. Table 2
highlights exemplar quotes for themes identified across the
domains explored during the focus groups.

Adaptations That Have Proved Most Useful

Managing High-Capacity Situations. All groups discussed
how they approached the decision to add capacity to care for a
rapid increase in patients. Overall occupancy across the sys-
tem or department census was often used to make decisions
about adding providers to a particular site or deploying pro-
viders to other hospitals in the system. Often a decision to add
capacity was dependent on how stretched providers felt, as
opposed to specific triggers based on provider-to-patient ratios
(which was felt to be challenging to define). Tiered surge plans
were a commonly used adaptation for adding capacity, devel-
oped with guidance from institutional stakeholders, although
participants described significant variability in such plans,
with a range in the number of tiers from three to 36 levels.
One participant described using triagists to direct patient flow
and manage capacity, and this was noted to be helpful.

Recruitment and Staffing Strategies. Goodwill and
volunteerism were insufficient to maintain adequate staffing
over time. Some participants noted additional payments or
compensation for working additional shifts. A number of
participants described shifting from an opt-in approach for
caring for COVID patients to an opt-out approach. Participants
also described a shift from trying to cohort COVID patients on
a small number of teams to distributing COVID patients to
specialty teams depending on the patient’s primary complaint.
This shift was intended to more uniformly distribute work
across a broader group of clinicians. From initial to subsequent
waves, geographic cohorting was reported as less operation-
ally feasible because numbers of non-COVID patients were
rising concomitantly with COVID numbers, and hospitals
were typically at or beyond 100% utilization. Both APPs and
non-hospitalists were deployed to extend admitting capacity,
with varied models including direct care for COVID patients
under the supervision of hospitalists or working remotely to
write notes for the primary team. Several innovative staffing
models were described. Examples included a virtualist mod-
el,27 in which attending physicians rounded from home using
iPads and called families to provide updates, or hiring
“COVID-ists.” A flexible APP deployment model was also
described where assignments were made based on both clin-
ical expertise and patient census. When patient volumes were
high, APPs were used for independent clinical care of patients,
while at other times APPs were redeployed to care coordina-
tion tasks.

Learners. At first, hospitals sought to protect resident
education, using physician attendings or APPs to care for
COVID patients. Some participants described residents being
asked to flex up to meet demand, but this request was felt to be
at the expense of education. One participant described
distributing housestaff across all teams rather than
maintaining teaching and non-teaching teams. Other
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participants reported that housestaff were only in the ICUs.
Most participants described excluding learners from COVID
care, at least at first, because using residents required ACGME
emergency authorization, though many reported wanting to

include learners in the care of COVID patients particularly
during subsequent waves. Participants recognized the value of
residents or high-functioning interns who know how to man-
age inpatient logistics to support the care team.

Table 1 Adaptations

Description Adaptations

Common Tiered surge plans Redeployed non-
hospitalists,
including APPs
and GIM/
subspecialists

Reliance on
hospitalist APPs

Specialist consult
teams taking
COVID-positive
patients based on
primary disease
complaint

COVID care
pathways and
order sets

Plan for collating and
disseminating
COVID–related evi-
dence and guidelines
on a regular basis

Locally
specific

Redeployment of
residents

COVIDist model Redeployment of
hospitalists to other
hospitals in system

Field hospitals Training boot
camps for
non-
hospitalists

LTAC converted to
COVID hospital

Not
considered
functional/
feasible

Using
subspecialists to
care for COVID
patients exclusively

Geographic
cohorting of
COVID and non-
COVID patients

Figure 1 Changes over time.
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Delivery Settings Outside of Hospital. One participant
described setting up a field hospital but only for certain
patients who were mobile and did not have any behavioral
health issues. Another participant described converting a long-

term acute-care (LTAC) hospital to a COVID hospital, which
was considered very successful. A number of participants
reported redistributing both patients and providers across a
system of hospitals to manage surges in volume.

Table 2 Themes Identified Across Domains

Domain Theme Quote

What adaptations have proved most
useful?

Approaches to deciding to add
capacity

“We can fluctuate by ~30 patients per day overnight…The beautiful
thing about all of our medicine admissions filtering through a triagist
is that it allows us to turn these systems on and off really quickly…it
allows us to “down-flex” the overall plan pretty easily because there
is one person who dictates patient flow and capacity” (Focus group
5, advanced practice provider)

Recruitment and staffing strategies “What worked really well in the Spring was redistribution of APPs.
We have a robust APP pool for the general medicine service and a
chief PA who ran the deployment service really well. Residents were
put more in ICU-level care, and we staffed the floor COVID teams
with attending physicians working with two PAs…We had a lot of
inpatient subspecialists (cardiologists, oncologists) help with inpa-
tient COVID work” (Focus group 4, attending physician)

Learners “There was a desire by the residents actually to take care of the
patients. They felt they were on the outside looking in. we tried to set
up restrictions on what does rounding look like, what types of
patients they’re seeing.” (Focus group 5, attending physician)

Delivery settings outside of hospital “We have been running a field hospital, where we can send some of
the less sick patients who maybe just need oxygen or IV medications
but who can otherwise not be at home but not sick enough to be in
the hospital but they go there for a while to convalesce.” (Focus
group 2, attending physician)

Communication strategies “With the first big flare we were doing huddles every morning with
our teams and colleagues about how we were going to handle this
and who is standing up additional teams and this communication
piece was really key.” (Focus group 5, attending physician)

What are you struggling with right
now?

Resource constraints “Nursing seems to be our limiting issue for all three hospitals. The
ability to have nurses to staff everywhere seems to be more the
limiting factor – not so much the doctors or beds.” (Focus group 5,
attending physician)
“We had a ‘peak’ in April which we now refer to as ‘cute’. It’s
actually bad now where our hospitals are completely full with 2 ICU
beds in the entire city.” (Focus group 3, attending physician)
“Our big issues are space! Finding places for people to work and
maintaining social distancing.” (Focus group 4, attending physician)

Ongoing struggle to determine the best
workforce deployment strategies

“The hospital is full and there is no decrease in the number of non-
COVID patients. The surgery census is higher than ever, and we are
a trauma center so trauma patients are still coming in because people
are out. This means that the tiered approach cannot be implemented
because most of the elective procedures are still happening.” (Focus
group 5, attending physician)
“There are a lot of institutional-level surge definitions but none of
those really capture the on-the-ground local things and so we have
some plans for how to expand by 8 to 10 patients here and there but
they feel like things that, once you enact it, kind of has to stay for a
week or two because you are pulling someone in or creating a new
team or a new role or something and so we have been looking on a
very local level for how we might create a trigger that can give us
enough information about whether we should go up a level…and our
only trigger right now is pain, how horrible does it feel and do you
think we should do this or not” (Focus group 2, attending physician)

What important changes occurred
between your first surge and later
waves?

Changes in attitudes/moral issues/
burnout

“Last time we relied on a lot of volunteerism from a lot of people
and now that a lot of people are burning out it’s going to have to be
more uniform about how we distribute the work so that we don’t tax
peoples’ good will more than we need to.” (Focus group 5, attending
physician)

Burnout increasingly constrained the
ability to adapt.

“The good will is gone. A lot of people did a lot of heroic stuff back
in the spring and now people are tired. Our census is full even
without COVID patients. Even if you cancel surgeries, you still need
more people to do the work.” (Focus group 3, attending physician)
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Communication Strategies. Participants described the
importance of robust communication, including
checking in with hospitalist and ICU colleagues and
communication about current COVID-19 evidence and
treatment guidelines. However, participants reported
struggling to decide what the right frequency of com-
munication might be, titrated to surge level, anxiety
level, and knowledge level. Clinical pathways, order
sets, and protocols were used to communicate current
treatment guidelines as new clinical staff were deployed.

Persistent Struggles

Resource Constraints. These included insufficient negative
pressure rooms, limited ICU capacity, and shortages in
nursing and respiratory therapy staff. The most common
concerns noted were nursing and respiratory therapy
turnover. Organizations described significant attention paid
to maintaining nursing ratios. Participants were concerned
that even if there were sufficient beds or provider workforce,
other disciplines within the hospital, such as nursing or
respiratory therapy, were short-staffed and unable to adequate-
ly handle surges in volume. From the first wave to subsequent
waves, participants described struggling with a surge in non-
COVID patients and a concomitant resumption of elective
surgeries and outpatient clinics, which decreased available
beds, staff, and other resources for COVID patients. Space
limitation was an issue not only for patient care, but also for
providers attempting to distance from each other. Clinicians
were in need of space to practice social distancing, especially
given institutional rules about where staff were allowed to eat
or take breaks. Finally, there was concern that a lack of
redundancy in staffing plans made it difficult to flex up to
cover shifts when hospitalists were unable to work.

Ongoing Struggle to Determine the Best Workforce
Deployment Strategies. This was particularly true regarding
the role of residents and balancing resident service and
educational activities. Some found over time that trainees
were more eager to care for COVID patients than originally
thought, that leaving residents out of the workforce had
unforeseen consequences, and that they could be included in
the workforce safely. Participants reported having to continue
to work on methods to determine the best workforce
redeployment strategies and how to most effectively reorient
new or returning workforce members. The higher non-COVID
patient volume (including surgical/procedural and non-
COVID medical patients) after the first wave complicated
decision-making. Ultimately, there was a fixedworkforce with
limited ability to flex upwards without major structural chang-
es (i.e., the workforce that was originally available from can-
celing clinics, canceling surgeries, etc. became less available
and were now also facing increased volumes).

Important Changes that Occurred Between the
First Surge and Later Waves

Changes in Attitudes/Moral Issues/Burnout. Participants de-
scribed heavy reliance on goodwill and volunteerism with the
first wave, but that with later waves, providers were fatigued
and goodwill had faded. Local factors that influenced deci-
sions about team size, number of teams, and which providers
staffed teams included the use of care protocols, order sets, and
guidelines to support redeployed clinicians and hospitalist
supervision of redeployed clinicians as well as burnout among
providers. There were differing opinions on running work-
loads higher than normal versus trying to find/add in addition-
al providers to manage the high numbers of patients. Partici-
pants reported that deploying subspecialists with historically
less inpatient experience was challenging because subspecial-
ists often lacked the hospital systems knowledge required to
deliver inpatient care (i.e., working knowledge of how to
navigate the electronic health record and other operational
factors). To support specialists caring for COVID patients,
participants described creating a COVID consult service to
answer any COVID-specific questions and provide COVID-
specific medical management as opposed to admitting patients
to a COVID-specific team.

Burnout Increasingly Constrained the Ability to Adapt.
Participants discussed the challenge of continued changes on
a workforce experiencing burnout. Participants also described
a normalization of caring for COVID patients that allowed a
larger group of clinicians to be involved in COVID care.
However, there was concern that these continual higher
volumes are contributing to reduced morale, fatigue, and
burnout, though it is unclear whether COVID or non-
COVID volumes are the bigger issue.

Global Themes

Three global themes emerged across discussions of all ques-
tions: (1) adaptability and comfort with dynamic change, (2)
the importance of the hospitalist skillset to effective surge
planning and workforce deployment, and (3) the lack of uni-
versal solutions, in which there is no easy way to surge.
The healthcare workforce was redeployed in a variety of

ways as the situation evolved. Iterative improvements were
made with each fluctuation in COVID-19 patient volumes,
and participants reported that their hospitalist groups become
more comfortable with dynamic change over time. Factors
affecting level of comfort with change included communica-
tion, degree of burnout, and the number and types of innova-
tions. Adaptations both fostered and reinforced more function-
al collaborations and partnerships with clinical colleagues, and
participants reported being able to continue to leverage im-
proved collaborations in the future. Systems knowledge and
systems process improvement have always been central to
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hospitalist work.28–30 Participants felt that this skillset was
critical to successful adaptations and augmented the hospitalist
clinical skillset. The importance of tacit, implicit contextual
knowledge in a time of rapid change was also apparent, and
was felt to be a key reason why some clinicians were highly
valued. However, there were no universal solutions
described—the success of any one tactic for surge planning
was highly dependent on the context in which it was applied.
Challenges resulted from insufficient staffing and resources,
often requiring clinical staff to flex up to meet demand, or flex
into new roles that are not familiar or comfortable.

DISCUSSION

In this rapid qualitative evaluation of continued institutional
adaptations in response to second and third waves of COVID-
19, participants described a variety of useful adaptations but
also described continued ongoing struggles. Despite multiple
iterations of surge practices across multiple institutions, there
were limited universal solutions to manage the surges beyond
ensuring sufficient staffing as the ultimate crisis was a lack of
resources (providers and other ancillary staff and sometimes
critical other resources) to match the magnitude of the surge.
Prior to the COVID-19 pandemic, hospitals associated with

academic medical centers commonly struggled with hospital
capacity strain, or patient volume in excess of the available
beds, clinical staff, and equipment.31 Previous work has noted
that hospital capacity strain is complex and difficult to predict
and the interventions that were perceived to have worked the
best when facing strain were to ensure appropriate resources;
however, less costly solutions were often deployed.31 These
decisions unfortunately negatively impact the workforce, and
some studies have suggested that they may lead to negative
patient outcomes as well as operational outcomes. COVID-19
has further stressed an already strained system. Work by
Aiken et al. as well as Elliot et al. has highlighted that when
workloads exceed certain thresholds, quality and operational
outcomes decline.32–34 Kamalahmadi et al. noted that it may
actually be in the institution’s financial interest to lower census
thresholds to optimize patient flow.35

Despite continual innovation and a comfort with dynamic
change, hospitals and hospitalists struggled to figure out how
to best maximize the workforce for current and future surges in
the setting of insufficient workforce, primarily because there is
no perfect approach to navigating surges in patient volume
without having a sufficient workforce supply. Predicting when
the surge occurs is also challenging especially when compli-
cated by a baseline increase in patients needing hospital care.
Additionally, communicating surge needs was complicated as
thresholds varied and were challenging to define in the setting
of a continually evolving situation.
It was starkly apparent that agile systems that are capable of

rapid adaptation were vital for meeting the demands of the
dynamic US healthcare environment during the first and

subsequent waves of COVID-19 hospitalizations and the hos-
pitals in this study clearly adapted rapidly. Participants de-
scribed the importance of creativity in designing approaches
for local problems and comfort with a dynamic atmosphere in
which consistent change was accepted as the new normal.
Although there were a number of commonalities, such as
using volunteers, APP staff, or the use of field hospitals, no
single adaptation emerged across focus groups as a universal
approach. High-level recommendations exist in the literature
for managing an influx of patients due to a disaster or pan-
demic36,37; however, a one-size approach fitting all situations
does not exist. Hospitals can learn from one another, but will
have to adapt in response to the contextual factors at their
hospital.
The hospitalist skillset, beyond the clinical knowledge re-

quired for delivering high-quality inpatient care to medically
complex patients, includes operational expertise and an ability
to navigate complex systems.28,38 In rapidly evolving, high-
uncertainty situations like the pandemic, relationships provide
the basis for effective communication, sense-making, and
learning.28,38 Hospitalists uniquely hold the relational and
operational knowledge to be most effective under such condi-
tions since they constantly navigate healthcare systems issues
and are involved in managing process improvements for the
inpatient setting.
As identified by participants in our focus groups, system

constraints like staffing shortages and insufficient or irregular
communication inhibited the ability of the workforce to inno-
vate. As COVID-19 unfortunately becomes the norm of hos-
pital care with likely intermittent upticks in patient numbers,
hospital systems and hospitalists groups must begin to evolve
their surge strategies to ensure proper staffing with sufficient
flexibility to manage these surges in less disruptive ways.
Adaptations considered useful across participants include

creating tiered surge plans, redeploying non-hospitalist physi-
cians, APPs, and subspecialists to care for COVID-19 patients,
redistributing COVID patients to specialist consult teams
based on patients’ primary disease complaint, frequently col-
lating and disseminating updated COVID-related evidence
and guidelines, and creating and sharing COVID care path-
ways and order sets to standardize treatment. While most
participants described excluding learners from COVID care,
participants recognized the value of residents or high-
functioning interns and many reported seeking to include
learners in the care of COVID patients during subsequent
waves. Finally, some participants described developing plans
to care for COVID patients outside of the traditional hospital
setting, including field hospitals and long-term acute-care
hospitals converted to COVID patient care.
Our work has several strengths. This study employed rapid

qualitative methods, useful in dynamic, real-world situations
where the insights gathered are vital for immediate real-time
application.19,21–25 While the methods we used were not de-
signed to quantify the strategies described by participants,
qualitative analysis allows a deeper understanding of the
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context in which various strategies were implemented, the
perspectives of frontline physicians and APPs as well as those
developing operational plans, and the role of hospital medicine
in the response to the COVID-19 pandemic. We interviewed a
diverse cross section of hospitalists including physicians in-
volved not only in frontline clinical care but also in COVID-
related adaptations, APPs, and physician researchers. At the
time the focus groups were conducted, each participant had
been involved in one or more surges of the COVID-19
pandemic.
Because our participants were limited to members of the

HOMERuN, our results may not be completely applicable to
non-academic settings. In addition, there was a potential for
participation bias if hospitalists who attended the meeting and
participated in the focus groups were different in some way
from those who did not attend and/or participate in the focus
groups. The focus groups included physicians, APPs, and
physician researchers working in the field of hospital medi-
cine, so we did not capture the voice of the providers from
other specialties. While participants represented hospitals
from across the USA, individuals who elected to call in were
assured during the focus groups that we would protect their
confidentiality so we did not collect and analyze the qualita-
tive data in such a way that we can assign specific institutions
to specific solutions described.
Finally, while these focus groups were conducted more than

a year ago, continual surges of patients and diminishing re-
sources including space and clinical staff have necessitated
adapting and evolving surge plans. Disseminating the findings
from these focus groups would provide additional informa-
tion, ideas, and potentially useful adaptations as hospitals and
hospitalists across the country are faced with the ongoing
challenges of the COVID-19 pandemic.

CONCLUSION

Hospitals continued to evolve in the ways they have
adapted to the challenges of the COVID pandemic.
Few approaches were universally effective in managing
surges of COVID-19 patients, and successful adaptations
were highly context dependent. Hospitalists’ local sys-
tems knowledge has uniquely positioned them to man-
age ongoing adaptations in response to COVID-19, but
resource constraints and sustained high workload levels
raised issues of burnout. The findings of this rapid
qualitative evaluation bring to light the challenge of
creating single solutions that will be applicable across
hospitals that operate in different ways, and underscore
the need for further research to identify particular
workflows that are associated with improved patient-
relevant outcomes.

Supplementary Information The online version contains supple-
mentary material available at https://doi.org/10.1007/s11606-022-
07480-x.
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