
COVID-19 System Response 

A qualitative study



What we did and why

• The Strategy Unit was commissioned by an STP to undertake a qualitative 

evaluation of their system response to COVID-19.

• A total of 75 interviews, mainly by CCG staff, were conducted between April -

September 2020 with patients (n=7) and professionals (n=68). 

• Included participants from primary, secondary, community, residential, and 

social care and commissioning organisations.  

• Service level interviews focused on cancer and mental health.

• Public views were gathered from local HealthWatch surveys.

• The evaluation provides an account of the local health and care system’s 

response to a sustained period of crisis, which forced rapid transformation of 

services

• Learning was identified for the system – both for future waves of the 

pandemic, and for the new business as usual that is emerging. 
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Cross-cutting themes

Recommendations
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Recommendation: The system needs to plan for the cohort of patients expected to have 

long-term needs from either lockdown or COVID-19 infection. System learnings can be 

used to design clinically appropriate pathways, delivered by a multi-disciplinary team. 

• The peak of the first wave of the pandemic 

was lower than expected.

• All services experienced an initial drop in 

demand

• Service users/patients used services less  

because they were worried about 

catching the virus and being a burden 

on the NHS.

• There were concerns regarding backlog of 

activity and future demand.
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Patient need and demand

“The problem we have is not 

knowing if we are going to have a 

second spike. We cannot long term 

plan which is hard. We want to get 

things moving again but we have got 

to be mindful that at any point we 

might lose the extra nurses that have 

been given to us by the network and 

staff can be redeployed. We are 

working week to week at the 

moment.”

(Cancer Services)



Recommendation: The system-wide approach to collaborative working modelled through 

the pandemic response should be consolidated, resourced and continued; problems at the 

organisational interfaces should be addressed separately.

• Joint-working across organisational 

boundaries improved 

• There was more trust in the system and this 

was conducive to integrated system working 

for patient benefit

• Wider professional involvement in (remote) 

multi-disciplinary teams was ‘revolutionary’

• Duplication of work and support as well as 

problematic interfaces identified
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System-wide collaborative working

“The trust element I think is a really 

big thing.  That we trust each other 

as professionals and that 

communication level goes up and 

we have that respect and trust for 

each other, and that we are given 

accurate information.” 

(Care Homes)



Recommendation: The rapid changes to services that were made as a response to the 

crisis need to be given time to embed outside of the pandemic.  

• Changes that had been warranted for years 

occurred rapidly, often within days.

• Lower demand/activity allowed staff 

headspace to improve their services.

• There was concern of going ‘backwards’, 

that some changes would be subject to 

public consultation post pandemic.
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Rapid change and transformation

“Many processes have been put on 

hold in favour of pragmatic 

approach, ‘lets get this resolved!’ We 

just did it without having to agree 

through internal business 

frameworks”. 

(Social Care) 



Recommendation: National guidance has to be more sensitively and appropriately tailored 

to the local context or risk demoralising staff.
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Local interpretation of national policy and guidance

“We are all under the same level of 

pressure and maybe that is just the 

situation that we are in, but yes 

refusing COVID tests when we knew 

that the government were saying 

that they should be tested before 

they came out, not giving us some 

information, telling us that basically 

they knew better, and their policies 

and procedures should trump ours –

well they don’t” 

(Care Homes)

• National command and control framework 

providing boundaries and consistency for 

system decision making.

• System level forums established during the 

crisis, especially clinical were ‘invaluable’.

• National directives placed additional 

pressures on some aspects of the system:

• Care homes due to rapid discharge of 

patients from hospitals.

• Community nursing and social care as 

GPs limited face-to-face appointments.



Recommendation: The system’s workforce should have equitable access to mental health 

and wellbeing support; need by staff group and individuals may differ.

• Initial staff fears of the virus and anxiety 

around delivering safe care subsided.

• Good, even high, morale as staff responded 

to the crisis.

• Staff emotionally invested in delivering care 

during the crisis, compromising their own 

wellbeing.

• Staff were anxious about coping with future 

waves of the pandemic and poorer 

outcomes in patients.
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Impact of COVID-19 on the system’s workforce

“I’m concerned that staff may 

find it difficult when looking back 

at the COVID response within 

cancer services and think ‘if only 

we had treated that patient’ ” 

(Cancer Services)



Recommendation: A system plan for test, track and trace is required in the absence of 

national guidance (and lack of tests) to effectively manage future waves of the pandemic. 
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Developing local infrastructure to respond effectively

“The national coordination of 

reagents for pathology labs, and the 

development of Lighthouse Labs was 

a failure. What would have been 

better would have been to ask each 

of the laboratories to increase their 

capacity by 10% or 15%, give us the 

reagents, let us get on with it. And I 

think that would have been more 

effective.” 

(System Lead) 

• A third of the public found it difficult to 

find information on testing and use of 

masks and gloves.

• Access to tests, and support for testing, 

even in high-risk settings, could be 

problematic. 

• There was a reliance on national 

infrastructure for testing and tracing.

• There was confidence in local capacity and 

capability to manage testing effectively.



Recommendation: Access to safety equipment should be equitable and the responsibility 

of the system. Professional concerns around safety should be addressed with immediate 

effect. 

10

Access to personal protective equipment

“But that was quite tricky because 

obviously GPs took a different route 

and you know they were going out 

all PPE’d up. And it just wasn’t 

available, it just was not available to 

us. That was quite difficult at that 

time for me, I was struggling with 

that decision really, because 

obviously you do want to protect 

your staff” 

(Community Nursing) 

• Access to PPE varied, especially in the early 

stages.  Some services had to source their 

own.

• Professional opinion was divided as to the 

adequate level of PPE to safely deliver their 

clinical role.

• Appropriateness of PPE available led staff 

to query the value of their service.

• Wearing of masks, in non-COVID-19 

consultations impeded communication 

with patients/service users. 



Recommendation: Improved utilisation of virtual consultations in all settings should be 

encouraged post-pandemic, particularly for patients requiring efficiency and ease in access. 

It should however be at the discretion of individual services to provide the right balance 

between face-to-face and virtual appointments.
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Blended approach to remote consultations

“When you look at perinatal and 

women who are 38 weeks pregnant, 

they don’t need to travel across the 

county to see somebody in a clinic 

when you can do it over the 

computer. So I think patient care will 

be enhanced, and we will be much 

more on the patient’s level, rather 

than making them come to different 

places to see us.” 

(Mental Health Services) 

• Remote consultations were acceptable to 

patients in the circumstances.

• Patients and professionals expressed mixed 

views on the future use of remote 

consultations.

• Efficiency in accessing services 

• Ability to hear and be heard 

compromised

• Personal preferences of patient and 

professional to be taken into account



Findings by sector
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Patients and Public

• Patients and the public worried about being a burden on the system when healthcare

capacity was limited and refrained from accessing health services.

• Patients with specialist needs continued to have their specific health needs met; often

this was through alternative means, such as remote consultations or home treatment

rather than hospital visits.

• A range of individual preferences were expressed for the use of remote consultations.

Benefits were seen of continuing some types of appointments, such as non-acute triage

and follow-up, as remote consultations after the pandemic.

• National guidance for shielding and individual restrictions were confusing and hard to

interpret. Local health services communication varied by service.

• Patients and the public relied mainly on their own ability to access the information they

needed or consulted their own networks.

• Social isolation for individuals already suffering from poor health was another source of

trauma. These emotional wellbeing needs were not always addressed, and the public

perceived the access to Mental Health services to be particularly difficult.
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Primary Care

• An initial drop in demand was observed as patients worried about going to their

surgery and making contact with healthcare professionals more generally.

• General Practices had to rapidly plan and deliver a reorganised primary care, changing

the types of appointment offered, how they worked and where they worked.

• The reduced ability to refer to secondary care mean primary care carried much of the

burden of healthcare need in the first phase of the crisis

• Easily accessible virtual meetings had enhanced both peer support for clinical decision-

making and relationship building for future delivery.

• Collaborative working across primary care was readily accepted as a way of working

during the crisis. Staff viewed prior experience of merged practices and Networks

positively and accelerated efforts to work as PCNs.

• New GP leaders emerged and primary care leadership strengthened. Primary care leads

expressed a strong desire to be part of the system’s leadership infrastructure.
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Acute Trust/Urgent Care

• Attendance in A&E fell in the initial phase of the pandemic but activity both COVID-19

and otherwise was perceived to have rapidly returned.

• There was concern that some emergency conditions such as chest pain were presenting

late.

• Urgent care teams, accustomed to a fast-pace of working, rapidly reorganised services

to improve patient flow in A&E with organisational support.

• Changes to services were well received, there was a desire to embed and sustain new

ways of working and improved service delivery beyond the pandemic

• There was a high level of staff anxiety at the beginning of the pandemic regarding the

suitability of PPE in A&E.

• Professional opinion remained divided as to the appropriateness of the national

guidance with regards to safety.
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Community Nursing

• Community nursing leads had to plan innovatively, prioritise services and reorganise

care. Staff were redeployed to support services most in need, including care homes.

• Changes to community services were made quickly and in the absence of organisational

and system barriers.

• The use of technology to deliver community services divided opinion. However, nursing

leads saw the benefit of digital communication in their ways of working.

• Joint-working across organisational boundaries for community nurses improved during

the pandemic, however experiences of working with GPs varied.

• Community nursing leads worried about the safety of their staff seeing patients face to

face, given they had different guidance around safety compared to other clinicians, for

example in the use of PPE by GPs.
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Social Care

• Social Care had to rapidly change their service model to respond to the increased

demands of COVID-19.

• External care services cancelled home visits, most social workers, however, continued

with face-to-face services in patient homes.

• Social workers took on additional responsibilities, working extra hours, sometimes in the

absence of peer/team support which impacted on their health and wellbeing.

• Wider use of technology to enhance staff communication was viewed positively.

• There was an overload of general communication but the delay in clear national

guidelines for temporary adult social care funding was a concern.
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Mental Health Services

• The emergence of new mental health needs and deterioration of existing illnesses is

expected to create additional demand on mental health services.

• Delivery of technology-facilitated patient-centred care in mental health services

demonstrated more variation by service, professional and patient than elsewhere.

• Collegiality and wellbeing support had allowed staff to deliver services at the time of

the first wave; concerns were voiced for maintaining staff morale for future waves.

• Multi-disciplinary mental health team working at system level was desired for the future.

National clinical guidance can be supportive of this.
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Cancer Services

• Patients were reported to be positive about cancer services that they could access more

rapidly, for example through virtual appointments especially when they were rurally

based.

• Staff working in cancer services welcomed a more agile way of working, with services

responding to need more flexibly, including in their use of technology to facilitate both

patient care and ways of working.

• Cancer service leads were empowered and took responsibility for decision making for

their service, unhindered by historical bureaucratic and siloed processes.

• There was widespread concern both about the poorer outcomes of later diagnoses and

treatment for patients; and the emotional impact of this on the wellbeing of staff.
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Care Homes

• Care home managers galvanised their staff and enhanced team working to focus their

efforts on their residents’ health and wellbeing; in the absence of external visitors, care

home staff tended to residents’ emotional needs

• Care homes introduced strict infection control measures for staff including core team

members that moved into the site over the peak of the first wave.

• Involvement of their staff in MDTs was welcomed by the homes; nursing managers

especially felt the profiles of homes and the credibility of their work to be recognised

within these meetings.

• Care homes needed specialist and remote clinical support from the system; this was

provided by a limited number of individuals in health and care commissioning

organisations.

20



System

• The peak of pandemic demand was lower than predicted. However, care homes were

placed under most pressure as activity was shifted from hospitals.

• There a system-wide culture change modelled by the system leaders. The clinical

workforce especially was empowered to work collaboratively.

• System leaders were well supported by the command and control mechanism

established for the pandemic response, as well as national and regional peers.
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