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Summary
Background Universal access to safe, effective emergency care (EC) during the COVID-19 pandemic has illustrated
its centrality to healthcare systems. The ‘Leadership and Governance’ building block provides policy, accountability
and stewardship to health systems, and is essential to determining effectiveness of pandemic response. This study
aimed to explore the experience of leadership and governance during the COVID-19 pandemic from frontline clini-
cians and stakeholders across the Pacific region.

Methods Australian and Pacific researchers collaborated to conduct this large, qualitative research project in three
phases between March 2020 and July 2021. Data was gathered from 116 Pacific regional participants through online
support forums, in-depth interviews and focus groups. A phenomenological approach shaped inductive and deduc-
tive data analysis, within a previously identified Pacific EC systems building block framework.

Findings Politics profoundly influenced pandemic response effectiveness, even at the clinical coalface. Experienced
clinicians spoke authoritatively to decision-makers; focusing on safety, quality and service duty. Rapid adaptability,
past surge event experience, team-focus and systems-thinking enabled EC leadership. Transparent communication,
collaboration, mutual respect and trust created unity between frontline clinicians and ‘top-level’ administrators.
Pacific cultural assets of relationship-building and community cohesion strengthened responses.

Interpretation Effective governance occurs when political, administrative and clinical actors work collaboratively
in relationships characterised by trust, transparency, altruism and evidence. Trained, supported EC leadership
will enhance frontline service provision, health security preparedness and future Universal Health Coverage goals.
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Research in context

Evidence before this study

‘Leadership and Governance’ is an established health
system building block, comprising policies, account-
ability, stewardship and partnerships that intersect
with and influence all other components of the health
system. Governance and trust have been identified as
crucial to resilient pandemic preparedness in Low- and
Middle- Income Countries (LMICs), and decisive, collab-
orative leadership essential during the COVID-19 pan-
demic. In Pacific Island Countries and Territories
(PICTs), underdeveloped emergency care (EC) systems
adapted rapidly in the early pandemic phase, despite
several known leadership and governance building
block gaps.

We searched PubMed, Google Scholar, Ovid, WHO
resources, Pacific and grey literature using search terms
‘emergency care’, ‘health systems’, ‘health system build-
ing blocks’, ‘leadership’, ‘governance’, ‘COVID-19’, ‘pan-
demic/surge event/disease outbreaks’ ‘Pacific Islands/
region’ and related terms. We found application of the
EC Systems building block framework to the Pacific con-
text had identified several consensus standards and pri-
orities for leadership and governance across PICTs,
encompassing recognition of EC, staff support struc-
tures, legal protection, and policy oversight for collabo-
ration and integration of EC with multisectoral
stakeholders during surge events. Evidence is building
for the critical role of responsive, respectful and trust-
worthy leadership and governance in the COVID-19
response in LMICs, but little is known about the experi-
ences, insights and lessons from clinicians and stake-
holders on the frontline in PICTs.

Added value of this study

This is the first study to critically and deeply explore the
experience, insights and lessons of leadership and gov-
ernance in the Pacific region from a predominantly EC
clinical and related stakeholder perspective during the
COVID-19 pandemic. We confirmed that political deter-
minants of health shape pandemic responses and influ-
ence all components of EC systems in PICTs. Frontline
health care workers’ (HCWs) engagement, motivation
and goodwill was contingent on mutual trusting,
respectful and collaborative relationships with political
and administrative leaders. We found many leadership
strengths of Pacific EC clinicians who used charisma,
courage and past surge event experience to influence
service provision, policy and planning for effective
multi-sectoral COVID-19 responses. Clinicians also
added authority, integrity and responsiveness to
governance decisions by prioritising pandemic safety
and quality issues.

Implications of all the available evidence

Transparent, trustworthy and collaborative leadership
and governance is crucial to effective current and future
pandemic responses. Engaged and respected EC leader-
ship can strengthen governance to focus on quality,
safety and integration of all health system components
towards Universal Health Coverage. The Pacific regional
COVID-19 experience can be an opportunity for trans-
formative growth and trigger for PICTs to further act on
the EC consensus roadmap for development.
Introduction
Emergency care (EC) access and safety as an essential
component of a health system is more important now
than ever before. Surge health events, such as the
COVID-19 pandemic, conflicts and environmental cata-
strophes, have illuminated how essential pre-hospital
and facility-based EC is to meeting Sustainable Develop-
ment Goals (SDGs) of universality, inclusivity, safety and
resilience.1 EC clinicians and stakeholders at the health-
care system frontline have unique experiences that con-
nect community perspectives, service delivery challenges
and policy implications for routine and surge event care,
particularly over the last 18 months during the COVID-
19 pandemic.2 In Low- and Middle-Income Country
(LMIC) contexts, where EC systems are often the primary
point of access to health care, we urgently need to learn
from frontline stakeholders in order to maximise prepa-
ration and response for future health shocks.3,4

The World Health Organisation (WHO) defines
Leadership and Governance as a core building block
within a health system; primarily focusing on govern-
ment policy, oversight, regulation, accountability, stew-
ardship and coalition-building.5,6 For EC systems in the
Pacific region, this building block has been expanded to
incorporate financing, and adapted to embrace all levels
of leadership and governance from national to individ-
ual actors.7 Practical examples include laws ensuring
universal access for emergency care, protecting first res-
ponders and multi-agency collaboration in disasters,
clinical governance and accountability for EC quality
and safety, and medical oversight of EC facility and pre-
hospital function. Leadership and Governance inter-
sects with and strengthens other EC system building
www.thelancet.com Vol 25 Month August, 2022
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Figure 1.WHO health system building blocks, adapted for the Pacific EC context and this qualitative research project.

Articles
blocks (Figure 1) and has been identified as a priority
area for development in Pacific Island Countries and
Territories (PICTs).7

Health governance manifests as law, policy and prac-
tice development, implementation, maintenance and
accountability for all aspects of the health system. Inclu-
sive and accountable styles of leadership and gover-
nance that build strong partnerships across multiple
levels are essential to resilient health systems.8 Good
health policy and planning arises from effective leader-
ship that enhances team performance, quality and
safety outcomes and organisational function,9 with phy-
sician participation recommended to drive health sys-
tem reform.10 In the current COVID-19 pandemic,
decisive leadership that uses evidence to respond rapidly
and communicate clearly has become essential.11

Prior to the COVID-19 outbreak, leadership and gov-
ernance for EC systems in the Pacific region was frag-
mented and limited. EC was not a government priority,
and almost no PICT met regional consensus standards
for integration of disaster plans with local EC systems,
despite the critical importance of surge preparedness
for expected environmental, climatic and disease out-
break events.7 At the individual level, however, young
EC doctors were stepping into leadership roles in their
home countries to advance EC systems and lead clinical
care.12 Since March 2020, our research group have
Phase 1 Online support forums

via ZOOM

� 13 online support forums hosted by

� > 80 active participants (EC clinici

voluntarily engaged in online discu

Phase 2 In-depth interviews

via ZOOM

� Semi-structured interviews (45-90

Samoa, Solomon Islands, Timor Le

� Purposively selected: key informan

Phase 3 Focus group discussions

via ZOOM

� Three focus groups, with EC stakeh

Kiribati, Marshall Islands, Nauru, P

Tokelau, Tonga, Tuvalu, other Sma

and Vanuatu, as well as Timor Lest

Table 1: Data collection phases and participants.
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been collecting data from Pacific regional EC clinicians
and stakeholders about their COVID-19 experience and
insights as part of an extensive qualitative research proj-
ect. The context and broader findings are reported in
accompanying publications, but this paper explores the
leadership and governance themes, enablers, barriers
and lessons learnt in the pandemic response from front-
line health care workers (HCWs) across the Pacific
region.
Methods

Study design
The study methods are described in detail in another
paper in this series.13 In brief, this study was conducted
as a collaboration between Australian and PICT
researchers, and employed prospective, qualitative
research methods grounded in a phenomenological
methodological approach.14,15

Data were collected from EC clinicians and other rel-
evant stakeholders across PICTs in three phases
between March 2020 and July 2021 (Table 1). Informed
consent was obtained from research participants
through a mixture of written and verbal consent. Semi-
structured interview and discussion guides developed
by the research team were used in Phases 2 and 3.
SPC and ACEM, between March and October 2020

ans and stakeholders) from PICTs (and some non-Pacific countries)

ssion

minutes) with 13 key informants in Fiji, Kiribati, Palau, Papua New Guinea,

ste, Tonga and Vanuatu

ts coordinated EC in a PICT during the COVID-19 pandemic

olders from Pacific regions of Micronesia (Federated States of Micronesia,

alau, the northern Pacific states), Polynesia (Cook Islands, Samoa,

ll Island States) and Melanesia (Fiji, Papua New Guinea, Solomon Islands

e)
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Data collected at each phase were digitally recorded
with participant permission, transcribed verbatim, and
subsequently de-identified to protect participants’ ano-
nymity. All data were preliminary coded using QSR
NVivo16 using a hybrid inductive (data driven)17 and
deductive18 approach. Deductive codes were derived
from the WHO health system building blocks adapted
for the Pacific EC context (Figure 1).7 The subset of data
related to Leadership and Governance was then themati-
cally analysed by authors GP and MK. Emerging themes
and tentative findings were presented to the broader
research team at several online meetings for verification
through discussion and data triangulation. Thematic
findings were further analysed to identify enablers of,
and barriers to, effective EC responses to the COVID-19
pandemic related to Leadership and Governance in the
Pacific region.

Ethics approval was provided by The University of
Sydney Human Research Ethics Committee (Reference
2020/480) and registered with Monash University
Human Research Ethics Committee (Reference 28325).
Research protocols for Phases 1 and 2A of the research
were also reviewed by the World Health Organization’s
AdHoc COVID-19 Research Ethics Review Committee
(Protocol ID CERC.0077) and declared exempt. Report-
ing of study data adheres to Enhancing the Quality and
Transparency of Health Research (EQUATOR)19 and
Standards for Reporting Qualitative Research (SRQR)20

guidelines.
Role of the funding source
The research funders had no role in study design, data
collection, data analysis, interpretation, nor writing of
the manuscript.
Results
We collected and analysed data from 116 participants
representing clinicians, other HCWs, policymakers and
regional health stakeholders across 20 different PICTs.
Four key ‘leadership and governance’ themes emerged
from the data: Health is political; Clinicians speak truth
to power; EC leaders stepping up; and From disconnec-
tion to unity. Each theme is explored with illustrative
quotes and accompanied by sub-themes classified as
enablers and barriers to effective leadership and gover-
nance in Table 2.
Theme 1: Health is political
For better or worse, study participants from the Pacific
region reported that politics and leadership at the gov-
ernment, health ministry and hospital executive level
profoundly influenced in-country COVID-19 manage-
ment. Participants identified that effective COVID-19
responses occurred when national governments
included clinical and health leaders as respected actors
in their decision-making, and where authorities were
principally motivated to ground pandemic planning and
response in people’s safety.

When the pandemic threat emerged in 2020, some
government leaders demonstrated political resolve to
protect their citizens, making bold decisions to prioritise
health:

“The other main strength was the political will to protect
the health of the people, such that the decision to stop
cruise ships from coming here was not hard, even though
tourism contributes 60% of the country’s income. I think
there was a willingness on the part of the leadership in
government to protect the people from COVID.”

HCWs were heartened by their leaders’ clear support
and rapid pivot towards health system preparation:

“Fortunately, we had a lot of support from our ministry,
in fact the whole country. The whole ministry dropped
everything else and focussed only on COVID and prepar-
ing the country.”

In addition to government solidarity, having political
and business leaders support pandemic preparedness
ensured an increase in donor resources for the health
system and HCWs on the ground:

“Because it was a pandemic that threatened the whole
country, the business community came on board, the
Prime Minister gave his support. Once we got political
support we managed to mobilize a lot of resources... they
liaised with donor partners to pour in funding and
support.”

Despite lack of experience nor familiarity with politi-
cal advocacy, some HCWs were able to inform govern-
ment pandemic policy and planning at the highest
level, and felt validated by the respect and responsive
support they received from senior politicians.

“We were new to international health relations. . . this
pandemic really shook us [and we recognised we] really
need to do stuff like this. We are very fortunate our Min-
ister and our President really believed in our response. So
they got behind our Minister of Health’s effort and our
Congress was against [borders] opening”

Well prepared HCWs engaged political support for
practical service provision process and clinical infra-
structure improvements - essential building blocks of
EC systems. For smaller PICTs, having Prime Ministe-
rial approval for specific plans unlocked access to
resources from multiple government bodies:

“The other positive thing was that they [EC personnel]
were very strategic in getting resources... Before [we]
www.thelancet.com Vol 25 Month August, 2022



Enablers Barriers

Theme 1: Health is political

Good diplomacy

All we can do is just be diplomatic and maintain cordial relationships,

so we can at least get some of that money. . .. And so our approach

now is, okay we don’t like this but let’s stay focussed on what we can

achieve for the [local PIC] people, and maintain cordial relationships so

at least something gets done, and the resources flow down to the peo-

ple. So we put our own personal concerns to the background, less the

people of [my country] suffer for it.

Limited resources, capacity gaps and isolation

I think the downside of it was that I don’t think as a country we have

faced a threat this big, and the fact that the [local PIC] Health System is

very immature. They don’t have capacity at all levels, so they were not

really prepared for a major threat like this.

Positive and evidence-informed support from regional and Pacific part-

ners

Its small country where hospitals don’t have autonomy, the biggest les-

sons learnt was − many of the small island countries have a WHO

Country Office, that has resources and expertise. And you have to have

a government that is responsive to the technical advice that was given,

and for [my country] the government was very responsive, to the advice

that they gave.

Financial issues, lack of accountability / transparency and ethical chal-

lenges

But our system of governance, the weakness of it, is when the leaders

get involved and then there’s money involved, and a lot of funds being

pushed in for the COVID response, usually the funds get misused, espe-

cially if you have weaker administrators. Politics plays a big role in [my

country] in how we implement.

Inclusive consultation with respected clinical and EC leaders

I think the strength that came about, it was good that our emergency

operation centre got activated and all the key players in all the Minis-

tries were involved in meetings and planning from the onset. There was

a lot of planning and a lot of contribution from the other Ministries.

Although there were a lot of healthy discussions, there was some dis-

agreements at the meetings as well. But people were able to be mature

in order to discuss and to iron out the differences.

Executive directions (from all levels) without consultation or good evi-

dence

I wish the government can trust its professionals to provide them with

advice to make decisions based on their knowledge and they have the

capacity. It seems like it’s always a political move. . .

Supportive hierarchy of decision-making

. . .we had to go and present to Cabinet last week, sitting in Cabinet −

although our Medical Superintendent was there he wanted me to sit in

in case a question comes out for the operational level.

I was happy there was a body that we could submit these issues to raise

it through our superior bosses, my own Minister and to Cabinet where

they make decisions on that.

Public pressure, donor pressure, external scrutiny and critique

So I think we listen too much to our politicians, we listen too much to

what the population thinks is right. A lot of the population is saying ‘Oh,

we need this machine’, because Australia and New Zealand has that

machine, but they don’t think about how will we manage it, how are we

going to keep up the maintenance of it.

Theme 2: Clinicians speak truth to power

Authentic voice informed by experience

I did create quite a few disagreements with my managers, but just

because what I believe in, I had to do it. I know sometimes you will have

to stand alone in your clinical leadership to make right decisions. It kind

of pushed me through.

Fear, risk and lack of support

It’s just like your immediate supervisors who were kind of not listening

to you. And then you have to think of some way out again. [Tearful] It’s

really, really difficult. It was just like, nobody was there for you, that’s all.

You just have to think, think, think and do things on your own. And the

smartest way you can to bring things in for the good of your staff.

Respect and trust for clinical authority

Other strengths that stood out was how they used infection control,

mainly, as their main advisor to the stakeholders’ committee. They did,

because the thing is that, they knew they were not experts, and because

it was run by nurses − so that was the good thing; they didn’t under-

mine nursing input, it was supported.

Disregard for clinical opinions

Maybe they didn’t see it as important as the way we were seeing it.

Because we are on the ground with our staff. And we know the impor-

tance of having those kind of things. Yeah. Whereas, I don’t know about

them, I don’t know what they were thinking at that time.

. . ..the current situation is, what the Director-General says is what goes.

So we’ve been working really hard to get him to see the clinicians’ point

of view. But usually if he fancies something he’ll be like ‘No, we’ll do

this’.

Workplace safety culture and strong clinical governance

And it was trying to balance keeping our staff safe and trying to have

enough time to put all our systems in place so that we could open

again and make sure that our patients were safe. So the decision to

Health system fragmentation

Like I mentioned, they haven’t really involved us clinicians. We’re not

really involved in the COVID-19 program and rollout. So, we’ve attended

Table 2 (Continued)

Articles
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Theme 2: Clinicians speak truth to power

close the hospital was quite hard, and then making the decision to open

it up again to the new normal service was also quite hard. . .. So it was

just a balance between trying to keep everybody safe and also make

sure that we’re providing the essential service that we do.

meetings but. They’ve all kept it up with the officials at the provincial

government

Theme 3: Emergency Care leaders stepping up

Systems thinking and ‘cross-level’ insights

I was in the midst of it at the highest level with the Prime Minister and

those advisory levels and all the way down to operational right in the

ward with the COVID patients. So that is why I have such a big insight. I

know I can stand in the ward and take care of COVID patient right up to

critical care, and at the same time too I can be at the strategic level and

be comfortable there as well. So that’s why my insight is a cross level

insight, it’s all over.

Youth, inexperience and gender

Number one, I am the youngest in the task force; number two, when I

look around in the taskforce, I didn’t have the qualification to talk with

these big guns, the decision makers. The decision makers include the

CEO, the minister for health, all the heads of departments, and consul-

tants in the other departments. They [are] sitting there with their qualifi-

cation and they may say ‘Who is this idiot trying to tell us what to do?’.

The biggest difficulty was trying to run a young department getting my

staffs [sic] to be happy.

Rapid responsiveness and decision-making

And actually at times, I guess one of the beauties of our speciality is that

we have to sometimes make decisions on the go, and many times when

it’s a crisis situation other specialities usually are not really forthcoming,

there’s a lot more dialogue expected before a decision gets done. And so

that’s where you need an Emergency Physician to say no, we need to do

this now, and then you guys can keep on doing the thinking for a better

option.

Stress, doubt and burnout

I did find it challenging, especially initially with COVID; a lot of focus

was placed on COVID initially when we had the pressure for the first

flight to come, and the pressure to ensure that things were up and run-

ning. We were pressured to work long hours to ensure that things were

delivered and whatever was required was provided to the emergency

operation centre.

Past experience with other surge events

So, before COVID, I mean way before that, we had a leptospirosis out-

break and then realised that we were the missing link − between public

health and the hospital health services. And then I volunteered to join

and be in the meetings. And then we established that link and that the

lepto[spirosis] outbreak finished, we had the measles outbreak, and

then this just further strengthened our relationship and then COVID

happened. And because it was part of the public health response I went

into being the representative again to our hospital taskforce, and then

to our national taskforce as well, because I was representing emergency

medicine for the other two outbreaks as well.

Disregard and lack of understanding about EC

Emergency Medicine is not accepted in the country where they think

‘What is that?’, when I started.

Yeah. They don’t really know how important emergency medicine is yet.

Not unless, you know, they come in with an out-of-hospital cardiac

arrest and wake up, for a bit.

Regional network of support

And what also helped was because I was able to get evidence from the

ACEM group and also from the network of emergency physicians, I was

able to ask them what they thought as well, to ensure that whatever I

said in the meeting had some background basis and it wasn’t just my

opinion.

Theme 4: From disconnection to unity

Collaboration and information-sharing

I think there was a lot of positiveness that came around. It was actually

a good experience in terms of working with the stakeholders, at a stake-

holders’ meeting to sit in a multidisciplinary and, sitting down and

learning from each speciality for example, learning how the labs oper-

ate in terms of blood transportation, learning from the risk managers

and the advisers on how to put out standards and guidelines.

Authoritative decision-making

. . ..but now [government] are in control, and they don’t want to be

advised and they are the ones driving everything, they are the drivers.

They don’t encourage the professionals to give advice to them; now it’s

them that make the decision.

Knowledge acquisition, problem solving and simulations

All our decisions that we made were through discussions with my core

brains trust, [consisting of] two emergency physicians, a couple of

physicians, paediatricians and some of the critical care guys join us. In

Division between clinical service and public health

..a lot of the decision making was done by Public Health without con-

sultation of the clinicians, the clinical side. It’s just now. And we had

Table 2 (Continued)
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Theme 4: From disconnection to unity

those discussions we [focused] on issues we foresaw, those hard ethical

issues, what happens in this case, how do we transfer, what category of

patients do we transfer, all of that went into the ERP, our response plan

and SOPs for the patients. When we made that decision it was docu-

mented and critical care planning was documented as part of our

meeting minutes. Initially it was just discussions but we realised that we

had to have it all documented so it all turned into minutes, SOPs and

the Emergency Response Plan, depending on whether it operational,

strategic or just a discussion in the meeting which needed to be

addressed, so that dictated which document it fell in.

some admin issues. The clinical side didn’t have a Head for a couple of

months. . ..

Relationships, community and culture

And I think one of the other things is that, at the moment, within the

hospital, we have quite young leaders. Like even the surgical consul-

tants, they're not that old. So it's quite easy to communicate with every-

body, cause you sort of know them. That hierarchy is not there, that ‘Oh

how will I approach this person?’, so it makes decisions quicker, like

chasing up a result, getting someone to get a swab done early, it makes

it all more faster and easier and builds more bridges with everybody.

Develops a very good culture that hopefully will be sustained after

COVID.

Siloed health system

Though communication is good, in the initial stages it wasn’t that easy.

In the initial stages, the tribal nature of a hospital facility, you know,

everybody wanting to have their own way − the medical specialty,

O&G, emergency medicine − and trying to have your piece of the cake,

to tell them that we’re all part of the team. Initially it was a barrier, but

then we were able to iron it out, because we were able to voice our con-

cerns, and our concerns were, we ended up realising it was very useful

for the hospital as a whole. Then everybody came back to realising that

yeah we’re all equal parts of the puzzle rather than one bigger than the

other. That was one of the barriers.

Partnerships, regional support and technology

Committee meetings that should be ongoing and frequent and we have

our development partners like NZ, Aust, MFAT and DFAT and NGOs and

World Bank that attend these meetings too. We provide updates and

they inform us how they can support to the committee. I think that is

one thing that needs to be maintained: good collaboration with our

partners, developments partners and within the hospital.

Table 2: Enablers and barriers to effective leadership and governance; thematic sub-themes.

Articles
actually went into lockdown, they were ready with their
proposals of what’s to be done, where they needed help,
how much money [was needed] to build, to refurbish the
staffing quarters and COVID ward. So they actually
had a proposal ready for the [visiting] Prime Minister
just to endorse. They actually got everything they wanted.
And what made it best was that they were able to liaise
with the highest authorities [and] get military people to
come in to actually build up and refurbish the facility.
They were able to get the Ministry of Infrastructure to
come and do the mending of the hospital wards, like fix-
ing cabinets and wards. It was actually a multi-Ministry
approach, which was good timing.”

Where obscure political motivations seemed to over-
ride emerging evidence, clinician experience or expert
advice, then HCWs became frustrated, demotivated and
less trusting of their leaders to act in their, or their
patients’, best interests. Without political support, clini-
cians rapidly understood their advocacy was in vain:

“If there’s anything that I’ve learnt from this [it's that]
you really need the right [political] people throwing their
www.thelancet.com Vol 25 Month August, 2022
weight behind something like the COVID response to get
things done. Otherwise you are just going to be fighting
an uphill battle and it’s frustrating.”

In some contexts, political interjection that overrode
local health advice led to community conflict:

“There was a lot of discussion. People do not disagree
that the Ministry of Health set up certain rules, but the
campaigning of the parliamentarians - they continue to
go the communities, they provide grog, and we tried to
prevent [those community] social gatherings. But there
was a clash with the parliamentarians.”

HCWs lamented situations in which their local
expertise and contextual knowledge was not valued, and
hoped for better government relationships, based on
trust and respect:

“The leadership in the health department is poor. They
lack guidance by clinical, subject matter experts, and
[when] they get one, like, an international fix solution,
[they] try to just implement it without contextualising it
... It’s hard to trust most of our leaders”
7
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Participants highlighted the various factors that
acted as enablers or barriers to effective COVID-19 pol-
icy and planning outcomes, such as resource and
health system limitations, international and regional
partners and donors, Pacific cultural and country-spe-
cific strengths, and ethical and financial challenges
(Table 2).
Theme 2: Clinicians speak truth to power
From data collection commencement in March 2020,
despite initial fear and uncertainty, HCWs spoke with
passion and integrity about their duty to serve the com-
munity and protect staff, colleagues and patients:

“There were a lot of things I was unsure of. If I’m going
to die what insurance was I going to get? There was
nothing clearly defined on what my work is, what’s the
weight, what hazard allowance should I be getting for
this? [If I test positive for COVID-19 and] I get sepa-
rated, I’m not going to see my family for the next two
potentially three to four weeks or much longer. Those
were the things I was left in the dark and not sure [about]
. . . However, I also knew we had a duty of care to our
patients. All doctors are called they have a duty of care,
so I said to myself I have a duty of care”

Clinicians used their experience to authoritatively
speak about acute service provision challenges and
urgent patient and staff safety needs. Where clinical
leaders were respected and empowered to drive COVID-
19 responses, they demonstrated their expertise by
implementing effective guidelines, training, supporting
staff and mitigating fear and risks.

“Staff commitment, staff attitude, and strong leaders
below me. As the Incident Manager I had leaders in sur-
veillance and clinical care and all of them went above
and beyond their responsibilities to get SOPs [Standard
Operating Procedures] and other functional documents,
and teach those things like treatment guidelines to the
staff.”

The critical importance of clinical experience to
meaningfully inform COVID-19 planning, policies and
decision-making was obvious to HCWs across the
region, but not necessarily to those in power:

“I think our executive doesn’t really understand us; what
we are trying to do to keep our patients and staff safe.
We’re trying to create this COVID screening and yet our
management, the hospital executive, didn’t actually put
in an effort to address it for us. So we are trying at our
end and the other end is not working. We are hitting
against a brick wall at this point in time. We really want
to set up something that will keep us safe with our
patients, but it still hasn’t come, the protection.”
HCWs strengthened their resolve to represent clini-
cal service needs, ensure safety for their staff and appro-
priate stewardship of limited resources. Some senior
clinical leaders were not afraid to speak truth to power,
and set the example for others.

“I’d like to take the example of the ventilators, because
it’s a costly item. All the politicians are calling out, ‘We
want ventilators, we need ventilators’. . . We asked one
[PICT] head, who said ‘Yes, we need two ventilators
here’. But, the specialist on the ground just said ‘No, we
don’t need a ventilator here, it’s not a need here; we
won’t be able to manage, we won’t be able to keep it’. . ..
We need brave people like that who are able to say that,
at this point of time, that is a waste of resources. . ..”

Stakeholders recognised the importance of clinical
leadership and were grateful to senior HCWs for stand-
ing strong and representing patients and staff consis-
tently throughout the pandemic:

“Leaders, true leaders, are born in difficult situations. So
I must acknowledge our senior colleagues and our anaes-
thetists, who stood up and steady against all the critics.
That’s our strength. . .”

Table 2 further outlines how authentic experience, pos-
itive support, respect and workplace culture can act as ena-
blers and barriers to effective clinical leadership that
positively influences COVID-19 policy and planning.
Theme 3: Emergency Care leaders stepping up
Throughout the COVID-19 pandemic, Pacific EC clini-
cians (doctors and nurses) specifically have stepped up
into leadership roles, often without prior experience or
formal appointment to leadership positions:

“The emergency staff are leading transport. They’re on
all the care committees. They’re on the national commit-
tee. And they’re actually the people putting forward good
evidence-based care and trying to override political deci-
sions, as opposed to health science decisions. That’s good”

Courage and audacity characterised the EC advocacy
and leadership of some EC clinicians:

“I didn’t pull any punches, I just went and told them
straight. These are the Governor of the province and the
major leaders. At one stage one of the members was like
‘Oh here comes Dr Know, he knows it all’. . . I just
laughed it off. I said ‘Yeah well, expect another ear
bashing’; I was just going to tell it straight. But they
appreciated it because it addressed issues. I was advocat-
ing for my staff. We try to as be honest and transparent
in our leadership as possible because there was a lot of
money being spent and a lot of external resources. . .”
www.thelancet.com Vol 25 Month August, 2022
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Issues around COVID-19 screening, triage and early
clinical care are domains of expertise for EC clinicians, who
sometimes had to explicitly justify their leadership role in
order to ensure appropriate developments in these areas:

“I told them ‘look, if you want to convert the Emergency
Department into trauma and non-trauma it means that
we’re going backwards... If that's the case then what is
my role here as an emergency physician? I should go
somewhere [else]?’. They sort of feel like ‘we are now get-
ting the answer from the right person’. So that is the rea-
son why they gave me this job and I am still here”

In addition to oversight of EC systems, some senior
EC physicians demonstrated their flexibility and respon-
siveness for all urgent matters in the multi-sectorial
COVID-19 response:

“I’ll step up if I’m required on issues around quarantine,
where no one wants to go. They call me in the middle of
the night, and I’m up and get there and sort things out
for them, which is what emergency physicians do all the
time.”

EC clinicians used charisma to motivate their staff,
build morale and create cohesion to meet the challenges
of the pandemic:

“Because COVID is a very big challenge, it was a chal-
lenge for the staff to come together, to see them work
together collaboratively to tackle this pandemic. With his
[the local EC doctor’s] great initiative,. . .he took control,
he made everybody believe in him, . . .it has brought
everybody together”

The team-based nature of EC was essential both for
effective COVID-19 responses, but also as a model for
other clinical service improvements:

“With emergency medicine it’s not so much what the
doctors do and the nurses do, it’s more of a team, what
we do together. And that system is working for us in our
department. It’s being noticed by the other specialties
and they’re trying to see how they can make [their team
and processes] better. There’s positive impacts”

Furthermore, EC clinician participants described
overcoming their own fears to demonstrate leadership
and set team standards. Having the support of a
regional EC network empowered these clinicians
through knowledge sharing and moral encouragement:

“When the first suspected case came through, I remember
there was a lot of apprehension as to who’s going to do it.
I said to two of the senior nurses ‘We have to do the first
case, we have to set the example − we need to go in and
swab that patient because if we are scared to do it then
everyone else is going to be scared in our team. We need
www.thelancet.com Vol 25 Month August, 2022
to show them that it’s okay’. I had to make sure that I
understood, that I was clear in my mind, about how to
don and doff, and what was the risk . . . Speaking to the
network of emergency physicians helped me quite a lot to
allay my fears and to ensure that things were done in a
systematic, orderly way.”
Theme 4: From disconnection to unity
As noted in Theme 2, HCWs commonly identified
themselves as working ‘on the ground’ and described a
disconnection with those ‘at the top’ making decisions:

“Currently there’s a detachment between the ground level
clinical guys and the senior executive management.”

Sometimes this was understood as a hierarchy, with
clinical care perceived as less important than other
aspects of the health system:

“[An] issue we’re facing here there is no synchronisation
between pre-hospital and hospital care. The big hospital
guys think they’re far more important than hospital care.”

HCWs desired their ‘ground’ perspective to be heard
and acted on through mutual, trusting relationships:

“There’s power struggles happening everywhere.. People
who’re at actual operational level on the ground just
want someone they can trust, and someone who hears
their views and can put [them] into operation”

In turn, positive examples emerged of clinical and
non-clinical stakeholder engagement, connection, inclu-
sion and collaboration that led to unity for effective pan-
demic response. Indeed, multi-sectoral collaborative
examples included whole community mobilisation:

“When this pandemic started we engaged all our stake-
holders. We would have [multiple] community meet-
ings... First, we’d have a group of the traditional leaders,
then another where we’d target all the governors of the
villages [and] the states .... Then we’d have another ses-
sion with non-governmental community organisations
like the Red Cross and [local] disability and women’s
groups. So we’ve had a lot of interaction with the com-
munity, the government and the leaders. Whatever we’re
going to do, we’ve already told them”

Top-down examples of effective leadership also dem-
onstrated how cohesion and unity could be created in
smaller PICTs:

“When we started giving [COVID-19] vaccinations the
first people to receive them was one of our physicians and
our President and Vice President, the President of the
Senate, Senators − they were the first people, even before
the doctors and nurses. They were the first ones and they
took their picture, put it in the paper. So that helped the
public − ‘If the President and the President of the Senate
9
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can take this we should be able to take this vaccine’. That
tactic to engage the stakeholders really helped.”

Between public health and clinical or curative health
teams, many participants spoke of the pandemic
response overcoming traditional disciplinary or work-
place silos and divisions.

“We found that during this COVID outbreak we man-
aged to strengthen this link. We formed both hospital
staff and public health teams and [went] into the commu-
nity to do mass screenings, mobile fever clinics ... before
we had our lifted lockdown. So that was another positive
impact of this COVID outbreak”

Clinicians appreciated this new collaboration
between public and curative health services, and made a
plea for ongoing multidisciplinary unity into the future:

“And I think that was part of the bonus as well, getting
public health part of our hospital stakeholders. Because
we know it’s a public health crisis, but the plans and the
development of processes was done by the actual curative
team, the hospital team. What I’d like to see in future is
the continuous engagement [among] not only the hospital
services but with the public health services as well, and
also other stakeholders such as police and military inclu-
sion, to better [future] operations”

Participants described how workplace and multi-sec-
torial unity was created through transparency of infor-
mation-sharing and respectful, open dialogue without
ulterior motive:

“I’d say good leadership, from both the admin level,
administrative staff, and also in terms of the emergency
department. Our HOU [Head of Unit] is very open to
communication and dialogue with everybody. There’s no
hiding of information. If it’s available it’s widely dissemi-
nated to everybody, so that there’s no hidden agenda so to
speak. People supporting people, healthcare workers look-
ing out for each other. . .”

Again, HCWs learnt and utilised new strategic diplo-
matic skills in order to appreciate wider perspectives,
navigate and work towards a common pandemic
response:

“The positive part is that if you make friends with the
right people in those positions, [that] was very much
important, because they are the ones who will actually
help throughout the period. I learnt a little bit [about]
diplomacy. Diplomacy is quite important, because every-
body goes in with their agenda wanting to make sure
that [it’s] more important than the other person’s. But
all our agendas are important. So diplomacy was a posi-
tive part of the journey”

Clear communication flows from the ‘top level’ to
HCWs on the ground enabled clinicians to understand
and appreciate the rationale for decisions affecting their
normal practices. This enabled them to uphold manage-
ment decisions without ego or argument:

“I think one of the important things [was] the communi-
cation process; it [didn’t] stop at a top level, it was actu-
ally filtered down. It was kind of difficult in the
beginning, but people got to understand the reason and I
think that was the important thing. It was no egos. . . [no
one said] ‘I’m the senior here, I need to do my rounds’”

Even from a global partnership perspective, stake-
holders shared positive examples of unity that tran-
scended national borders and were enhanced through
improved technology:

“The different governments represented here in [my coun-
try] also championed, also assisted. That was a really big
help. Major countries like Australia, US, Japan and
everybody, and India, they put in their efforts. Even
China helped us prepare. The daily consultations with
WHO and SPC, because of our fibre optic, we can [join]
in Zoom like this, - a big plus for us”

Table 2 further explores how decision-making,
health system structure, relationships, context and part-
nerships can act as enablers and barriers to overcoming
disconnection and creating unity for effective pandemic
responses.
Discussion
This is the first study to both critically and deeply
explore the experience, insights and lessons of leader-
ship and governance in the Pacific region from a pre-
dominantly EC clinical and related stakeholder
perspective during the COVID-19 pandemic. We found
that politics profoundly influenced the pandemic
response across all levels of the health system, even to
granular components of workforce, infrastructure and
EC process activities (Theme 1). Respected HCWs spoke
with an authoritative voice to decision-makers, enabled
through their clinical experience, workplace safety cul-
ture and duty to serve (Theme 2). Unique EC clinician
attributes such as systems-thinking, rapid adaptability,
team-based care and surge event experience from past
Pacific emergencies and disasters equipped these clini-
cians to step up into leadership roles across national
and subnational health systems and services (Theme 3).
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Collaboration between clinical and non-clinical actors,
joint problem-solving, trust and open dialogue created
unity towards effective pandemic responses in health
workplaces and across sectors and disciplines (Theme
4). Effective pandemic health leadership and gover-
nance was enhanced by Pacific cultural strengths of
relationship-building and community cohesion,21 but
sometimes threatened by contextual political and
resource challenges. HCWs, local leaders and PICT
governments leveraged their networks for empowered
support from regional and international government
and non-government stakeholders who provided vital
technical, professional and financial assistance for
COVID-19 response.

Our study illuminated how bold, charismatic EC doc-
tors and nurses are stepping up to lead both clinical and
policy initiatives in their PICTs. This is consistent with
what we know of Pacific EC leaders prior to the pan-
demic who demonstrated maturity and vision despite
relative youth and inexperience, and their pre-pandemic
ability to mobilise teams through leveraging goodwill,
solidarity and regional support.12 Before and during the
COVID-19 outbreak, EC clinician leadership is sus-
tained and enhanced through regional networks of pro-
fessional and personal support, such as the Pacific
online EC support network which underpinned stage
one of this research.22

Health leadership is also essential to creating cul-
tures of safety to improve quality patient and com-
munity outcomes, in EC specifically12,23 and in
emergency and disaster contexts generally.24 This is
important to note given the disproportionate number
of natural emergencies and disasters that the Pacific
Island region annually experiences compared to
other global regions.25,26 We found safety a key moti-
vator for clinician leadership in the COVID-19
response, with EC personnel advocating for them-
selves and their colleagues, as well as on behalf of
their patients and local communities.27 HCWs have
an essential role in identifying, developing, monitor-
ing and reviewing sustained safety and quality initia-
tives, especially resilient Pacific-based EC clinicians
who engage in continuous active learning from the
frontline in underserved and culturally-diverse set-
tings.28 Certainly, this study found good governance
in COVID-19 responses occurred where PICT politi-
cal leadership responded to feedback loops from on-
the-ground clinicians who were striving to adapt and
implement new, cost-effective pandemic-driven safety
and quality initiatives in the workplace and at sys-
temic or structural levels.29 Safety framing gave the
clinical voice authority. It elevated HCW advocacy as
altruistic rather than self-serving − thereby empow-
ering clinicians to ‘speak truth to power’ to advance
www.thelancet.com Vol 25 Month August, 2022
authorities’ transparent and accountable pandemic
management.

Fragmented health systems characterised by discon-
nection between health security, primary health care
and universal health coverage have delivered less
optional responses to the COVID-19 pandemic.30 Our
study findings reiterate EC is the horizontal access point
that links the community, primary care and the health
system in times of emergency,31 with EC clinicians
trained as systems thinkers and thus fundamental
emergency and disaster responders at both the clinical
or technical level, as well as policy and planning level in
LMICs.32,33 In PICTs, strength and unity was created
when clinical services were elevated and integrated into
policy and planning at all levels. Engaging frontline
HCWs and utilising EC knowledge leadership will be
integral to shape positive, transformational post-pan-
demic, multi-sectoral improvements,34 and integra-
tion of health service delivery across all EC system
building blocks.35 Indeed, the pivotal role EC and EC
clinicians have and continue to play in the unfolding
pandemic reinforces the centrality of EC in Pacific
countries’ larger ambitions for Universal Health Cov-
erage (UHC) achievement.7,36−38 Study findings fur-
ther reinforce the important, crosscutting role EC
has for complementary Sustainable Development
Goal achievement39,40 and realisation of the Sendai
Framework for Disaster Risk Reduction.41,42 Here,
the 2019 World Health Assembly Resolution on EC
systems for UHC is a key guide.1

Finally, the power of the political determinants of
health in shaping authorities’ pandemic planning and
response throughout the Pacific region is highlighted
by this research.43−45 Study findings demonstrate clear
need for ongoing longitudinal research investigating
the political determinants of health in emergency and
disaster contexts through the leadership and governance
WHO building block lens. In this study, politics, gover-
nance and trust have been confirmed as crucial
‘software’ elements for LMIC health system disease out-
break preparedness.46 We found that adaptive, inclusive
governance generated through transparent and trusting
communication was − and will continue to be - essen-
tial to the COVID-19 pandemic response.47,48 Similarly,
we also found study stakeholders from across the Pacific
region valued inclusive, responsive, transparent and evi-
dence-informed governance to better enable appropriate
and much-needed resources for EC system improve-
ments to meet local pandemic complexities. HCWs
were demotivated when they lost trust in their leaders
through financial unaccountability, disrespectful and
non-altruistic governance, and when their leaders failed
to trust the experienced perspective of frontline clinical
experts. As the participants in our study attest,
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embedding ethical practice49 and equity50 into health
systems leadership to address social determinants8 and
counteract situations where governance is restricted by
limited resources and other challenges is of immense
importance looking ahead.

Lessons learnt from this research (Box 1) also serve
as recommendations for action, and align with recent
consensus standards for EC systems development
across the Pacific region which highlight recognition,
support and collaboration as leadership and governance
priorities.7

Box 1 Leadership and Governance lessons
learnt

� Effective governance occurs when political, admin-

istrative and clinical actors work collaboratively in

relationships characterised by trust, transparency,

altruism and evidence

� Clinician voice and clinical services must be ele-

vated and fully integrated with technical, policy and

planning components in the health system, to

ensure resilience, accountability, quality and safety.

� EC must be recognised as an essential component

of the health system, and EC clinicians trained and

supported in cross-cutting leadership roles for

frontline service provision, health security pre-

paredness and to meet UHC goals

� Attention to the political determinants of health,

and understanding unique Pacific cultural and

contextual strengths will enhance multi-sectorial

and regional networks of support and remain pri-

orities for ongoing research
Limitations to this overarching project have been
documented in accompanying papers. For this focus on
leadership and governance, a key limiting factor was the
imperative to maintain confidentiality, thereby ensuring
we only reported on general political data within coun-
tries and between individuals. Many of our participants
were young EC clinicians with limited experience in
multi-sectorial engagement and leadership. This
brought a freshness to the data, but may have limited
their perspectives of leadership and governance roles
within the health system. Focusing on one building
block illuminates specific strengths and gaps within
one domain, but fails to capture whole EC system com-
plexity and how each building block inter-relates to and
influences all others.51

This study has highlighted how transparent, trust-
worthy and collaborative leadership and governance is
crucial to effective COVID-19 responses. Engaged and
respected EC leadership can strengthen governance to
focus on quality, safety and integration of all health
system components towards UHC. The Pacific regional
COVID-19 experience can be an opportunity for trans-
formative growth and trigger for PICTs to further act on
the EC consensus roadmap for development.
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