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Abstract

Purpose: To understand how rural doctors (physicians) responded to the emerging

COVID-19 pandemic and their strategies for coping.

Methods: Early in the pandemic doctors (physicians) who practise rural and remote

medicine were invited to participate through existing rural doctors’ networks. Thir-

teen semi-structured interviewswere conductedwith rural doctors from11 countries.

Interviewswere transcribed verbatim and coded using NVivo. A thematic analysis was

used to identify common ideas and narratives.

Findings:Participants’ accounts described highly adaptable and resourceful responses

to address the crisis. Rapid changes to organizational and clinical practiceswere imple-

mented, at a time of uncertainty, anxiety, and fear, and with limited information and

resources. Strong relationships and commitment to their colleagues and communi-

ties were integral to shaping and sustaining these doctors’ responses. We identified

five common themes underpinning rural doctors’ shared experiences: (1) caring for

patients in a context of uncertainty, fear, and anxiety; (2) practical solutions through

improvising and being resourceful; (3) gaining community trust and cooperation; (4)

adapting to unrelenting pressures; and (5) reaffirming commitments. These themes are

discussed in relation to the Lazarus and Folkman stress and copingmodel.

Conclusions: With limited resources and support, these rural doctors’ practical

responses to the COVID-19 crisis underscore strong problem-focused coping strate-

gies and shared commitments to their communities, patients, and colleagues. They

drew support from sharing experiences with peers (emotion-focused coping) and find-

ing positive meanings in their experiences (meaning-based coping). The psychosocial

impact on rural doctors working at the limits of their adaptive resources is an ongoing

concern.
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924 EXPLORING RURAL DOCTORS’ EARLY EXPERIENCES

INTRODUCTION

The emergence of the COVID-19 global pandemic in early 2020 cre-

ated unprecedented challenges for doctors (physicians), particularly in

under-resourced health care systems ill-prepared for such a crisis.1–5

Frontline rural health care workers (HCWs) often faced the complexi-

ties of a previously unknown diseasewithminimal resources and train-

ing, and substantial risk of self-exposure.6 The combined stressors of

increased workload, risk of infection, and fear of exposing their fami-

lies led to a heightened risk of psychological distress among HCWs.7

Parallels can be drawn with the severe acute respiratory syndrome

(SARS) epidemic that affected 29 different countries in 2002-2004.

SARS resulted in high rates of infection8 and profound mental health

impacts among HCWs, including high levels of fear and anxiety, uncer-

tainty, work stress, and even stigma.9–11 Long-term effects of burnout,

psychological distress, and post-traumatic stresswere reported among

HCWs who cared for SARS patients.12 It is likely that these effects are

compounded for rural doctors working in relative professional isola-

tion, whomay not have access to specialized support and services.

To date, most studies of the impacts and experiences of COVID-19

on HCWs have been based in tertiary hospitals in major cities.1–5 This

exploratory study seeks to understand the experiences of doctors in

small rural communities, where the context is different from tertiary

medical practice. In previous work, we have explored rural doctors’

lived experiences when working at the limits of their scope of practice

to provide the medical care needed by their community––a concept

we refer to as clinical courage.13 Building on that knowledge, we focus

here on how rural doctors in different countries have responded to the

emerging COVID-19 pandemic.

METHODS

The study design was undertaken from a constructivist epistemology

which positions meaning as socially constructed and shared between

participant and researcher.

Recruitment

Rural doctors (physicians) were invited to participate via emails dis-

tributed to World Organisation of Family Doctors (WONCA) Work-

ing Party on Rural Practice and the Society of Rural Physicians of

Canada email lists. A number of authors are active members of these

rural online networks. Cohort diversity was sought across gender, self-

reported stage of career, and geographical location of practice. This

was consistent with our aim to understand the experiences of doctors

in small rural communities, where the context is different from tertiary

medical practice. Even across diverse geographical settings, rural doc-

tors share the experience of working in relative professional isolation,

without access to specialized support and services. As an international

research group, we were able to use our affiliations with international

rural networks to facilitate recruitment. Inclusion criteria included:

currently practising as a rural doctor; having experience preparing for

or managing patients with COVID-19; and having a proficiency in spo-

ken English.

Data collection

Semi-structured interviews were undertaken by Zoom video confer-

ence and recorded with participant’s consent. The interviewers (IC,

LW, DC, and JK) were experienced rural doctors. This contributed to

recruitment opportunities through online networks, building rapport

and trust during the interviews and brought an informed insider stance

to this study. The teamalso included anonclinical researcher to provide

an external perspective during data analysis. The interview questions

(Box1) explored theparticipants’ stories of preparing for andmanaging

COVID-19 in their community, their strategies for coping during this

time, and their perceptions about drawing upon clinical courage.13 The

focus of this paper is the shared understanding of coping strategies of

rural doctorswhile preparing for ormanagingCOVID-19; their percep-

tions about clinical courage will be explored separately.

1. Tell me a bit about yourself and your current rural practice.

2. What has your experience been of preparing for or managing

COVID-19 in your community?

3. Can you describe a time during the COVID-19 pandemic when

you have had to draw upon your own clinical courage or where

you have witnessed a rural colleague draw on their own clinical

courage?

4. What lessons have you learnt about clinical courage with these

recent experiences?

5. In our research to date, we have found 6 features of clinical

courage. They are: standing up to serve anybody and everybody

in the community; accepting uncertainty and persistently seeking

toprepare; deliberately understanding andmarshalling resources

in the context; humbly seeking to know one’s own limits; clearing

the cognitive hurdle when something needs to be done for your

patient; collegial support to stand up again. How do these fea-

tures resonate for you?

6. How are you looking after yourself?What are your coping strate-

gies?

7. What support would be helpful?

8. What lessons have you learnt dealing with COVID-19?

Interviews were conducted from October to December 2020 and

were between 25- and 77-minutes duration. Recordings were fully

transcribed, deidentified, returned to participants for confirmation,

and imported into NVivo 12 (QSR International Pty Ltd., Doncaster,

Australia).We paused data collection after 13 interviews and based on

our analysis at that stage, we decided that further data collection was
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COUPER ET AL. 925

not required. Thiswas informedby two considerations: (1) the informa-

tion power and richness of the accounts, which had allowed us to iden-

tify common themes that were well-supported by the existing inter-

view data; and (2) the likely shift in doctors’ experiences and narratives

as the pandemic had quickly evolved from being an emerging clinical

issue.

Analysis

A thematic analysis was used to identify common ideas and narratives

across the interviews.14 Transcripts were examined by the group to

identify initial codes, categories, and develop an initial coding index.15

Two researchers then reviewed each transcript to assign the data to

codes and categories, and key themes were identified by constantly

comparing transcripts, recognizing patterns and associations.15 The

group reflected back on the original data to check participant accounts

were accurately represented in the final themes. Finally,we sought par-

ticipants’ feedback on our preliminary results to confirm that quotes

were taken in context. Several participants responded with positive

feedback that supported our interpretations. An example is included in

the results.

Ethics approval

Ethics approval was granted by the University of Adelaide Human

Research Ethics Committee (Project number H-2020-168).

RESULTS

The sample comprised early-career, mid-career, and experienced rural

doctors from11countries, as shown inTable 1. At the timeof this study,

COVID-19 had reached all these countries with varying impacts. Rural

doctors’ experiences were clearly influenced by their specific contexts

and cultures, but our analysis identified five common themes: caring for

patients in a context of uncertainty, fear, and anxiety; practical solu-

tions through improvising and being resourceful; gaining community

trust and cooperation; adapting to unrelenting pressures; and reaffirm-

ing commitments. These themes, with supporting participant quotes,

are described in the following sections.

Theme 1. Caring for patients in a context of
uncertainty, fear, and anxiety

Due to the rapid global spread of COVID-19, rural doctors often felt

underprepared to tackle community transmission andmanage patients

with the disease. The uncertainty from feeling isolated, in terms of

access to credible information and resources, left doctors with feelings

of fear and anxiety, and a sense of not being in control asmultiple prob-

lems were encountered. These feelings were exacerbated by a lack of

personal protective equipment (PPE), limited COVID-19 testing, rapid

system changes, possible COVID-19 positive patients turning up unex-

pectedly, and the flood of media exposure.

“initially, I went into panic mode.” (01 Zimbabwe)

“It felt like we were constantly not knowing what was

going tohappennext.Wedidwhateverwecould, butwe

kept having obstacles that we hadn’t anticipated. And

every timewe found another one,we had tomake a new

plan. And it just felt like a continuous thing. It felt likewe

were constantly chasing our own tail.” (11 South Africa)

In this context, doctors were continuously appraising the risk to

themselves and their families when treating COVID-19 patients.

In this period I had tested myself twice for antibodies

and I was sure I had it and I must be positive because I

was comingacross somanypatientswithCOVID-19but

I’m still negative and I’m still scared and still worried but

it’s how things are going on inmy country. (12 Pakistan)

Even my staff are really scared about what will happen

to us especially because – the nature of our work would

require us to handle these patients. So, I had to like sit

down with them and talk with them, process the emo-

tions that we’re having during that time. I really had to

talk with them about that because I realized that during

that time, we were really fearful about, mainly because

of our families, the people that we love and care about

who might get sick because of the nature of the work

that we do. (09 Philippines)

The extent of fear and anxiety was also clear in narratives about

somedoctors orHCWswho avoided treatingCOVID-19 patients. Con-

versely, many stories described a commitment to patient care, regard-

less of the risks.

Theworst daywaswhen basically our nurseswalked off

the job, and the clinical team ended up doing everything

from preparing supper in the kitchen to changing bed-

pansanddressings in theward. Thatwasa really lowday

for me, but, yes, I’ve subsequently read just about every

single hospital had, at least, one day like that. A day of

reckoning. (05 South Africa)

Why did you put yourself at risk?. . . .It was just the obvi-

ous thing to do. I’m here as a doctor, that’s my job and of

course, I’m, going to do that. (04 Australia)
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926 EXPLORING RURAL DOCTORS’ EARLY EXPERIENCES

TABLE 1 Participants’ characteristics and geographical contexts

National daily newCOVID-19 cases (per

million)a

Country

Participants––rural

doctors/physicians (n) October 1, 2020 December 31, 2020 World Bank Income levelb

Australia Experiencedmale (2) 0.6 0.8 High

Bosnia andHerzegovina Experiencedmale (1) 62.7 117.6 Upper-middle

Democratic Republic of

Congo (DRC)

Mid-careermale (1) 0.2 2.1 Low

NewZealand Experienced female (1) 0.5 1.0 High

Nigeria Experiencedmale (1) 0.8 3.8 Lower-middle

Pakistan Experiencedmale (1) 2.8 9.5 Lower-middle

Philippines Early-career female (1) 22.3 10.7 Lower-middle

South Africa Experiencedmale

(1)Mid-career female (1)

21.5 211.0 Upper-middle

Thailand Experiencedmale (1) 0.1 2.3 Upper-middle

Wales (UK) Early-career female (1) 91.9 630.6 High

Zimbabwe Early-career female (1) 0.9 10.2 Lower-middle

aSource: OurWorld in Data. Daily new confirmed COVID-19 cases per million people (7-day rolling average). Due to limited testing, the number of confirmed

cases is lower than the true number of infections.

https://ourworldindata.org/explorers/coronavirus-data-explorer?tab=map&zoomToSelection=true&time=2020-12-31&facet=none&pickerSort=

asc&pickerMetric=location&hideControls=true&Metric=Confirmed_cases&Interval=7-day_rolling_average&Relative_to_Population=true&Align_

outbreaks=false.
bWorld Bank.World Bank Country and Lending Groups.

https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups.

After an initial shortage, doctors were inundated with changing

information in relation to acute management and public health mes-

sages, which presented an additional burden.

“At first, we didn’t have enough information. Then, on

the other side of the spectrum there was too much

information. (02 Bosnia)

After that, we started seeing patients that came in with

more severe disease. We started to see patients dying

for the first time, and this was a new disease. We were

watching webinars to find out how we’re supposed to

treat them, and trying to distinguish what’s the real

information from the misinformation. You hear the sto-

ries, this person is using this protocol, and it’s work-

ing. And you read about, oh now it’s actually a coagula-

tion problem. We need to be giving anticoagulation. So

wewere working at the government hospital, we’ve got

one GP in town. And you know we were saying, “We’ve

got to stick to the protocols.” He was saying, “No, let’s

try chloroquine. Let’s give everyone aspirin.” (11 South

Africa)

Theme 2. Practical solutions through improvising and
being resourceful

Inmany areas of theworld, travel lock downs delayed the spread of the

virus to rural areas, providing some additional time to prepare. Doc-

tors led local system changes, such as a labor ward being converted

to a COVID clinic and primary care unit; a school being converted to

a quarantine center. They improvised protective equipment, including

masks and face shields. Some rural services struggled to access basic

PPE, testing kits, hand sanitizer dispensers, and oxygen concentrators.

the workshop guys were busy welding together hand

sanitizer bottles and bottle holders and putting themup

on thewall. . . .. we prepared a COVID-19 areawherewe

would see patients . . . we got a security guard to start

screening people . . . . we thought, well, we’re going to

have to start testing at some point. Initially, we didn’t

even have test kits, so we didn’t know what we were

going to do with the patients we actually suspected of

COVID-19. (11 South Africa)

So we turned labor ward into a COVID clinic, and we

had an emergency medicine guy come out and he told
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us about having red zones, amber zones, green zones;

wheregreenyoucandoanything, amber iswhereyou’re

donning and doffing, and red is COVID positive. . . . I

think the thing we did there was actually say instead of

just having a testing clinic where you get a swab up the

nose, we provided full general practice. (07 Australia)

Rotating teamsofHCWsprovided some respite and avoided all staff

being exposedwith subsequent service collapse.

We hoped that by then, they come, it’s their turn to

work, they are refreshed and that also helps. (08 Nige-

ria)

Despitemany rapid system-level changes, somedoctors felt that the

centralization of COVID-19 treatment limited the services available

for rural people, particularly where there was not universal access to

hospital care. In rural hospitals without access to life-support equip-

ment, doctors had to adoptmore basic approaches tomanage critically

ill COVID-19 patients.

. . . And she [colleague] was really struggling with see-

ing patients die and feeling like she couldn’t do anything

with them. . . . . . . .. we managed to access some palliative

care resources, and we had to make a shift in our prac-

tice, from trying to do everything that we could to get

these patients to survive, to seeing how we could make

sure that they had appropriate end of life care. And this

is really difficult because, when you think of palliative

care, you think of someone who’s got a known diagno-

sis, there’s a time period where you can prepare them

for what’s going to happen. And this is completely dif-

ferent, because it’s so sudden. But we felt that we had

to transition to that mode of care for the patient’s sake

as well. . . . . . . . . . . . . . . . and so we had to start learning how

to have difficult conversations with families and these

were all stretching experiences for us as a clinical team.

(11 South Africa).

Theme 3. Gaining community trust and cooperation

The roleof the rural doctorwasnot confined to the clinic or hospital but

included outreach activities to mobilize cooperation for public health

responses, to reassure communities, and to provide in-home testing

and support for patients in isolation.

I have to go to the confirmed cases’ family members to

just like look after them because you know that . . . .the

disease [is] contagious. So the village, the community

members are very, very afraid of this family. So we have

to take care of the case in the hospital and also the fam-

ily members at their home. So we have to build just like

a home quarantine in the community, and to communi-

catewith the communitymembers that if the caseor the

family members are inside the house or in the quaran-

tine so it’s safe. So we have to guarantee that it is safe,

it is safe. We have to say that a lot, and have to just pro-

mote about the knowledge about COVID-19. (06 Thai-

land)

Collaborations between rural doctors, businesses, and commu-

nity leaders led to innovative ways to support small communi-

ties. Local communities reciprocated by supporting their frontline

HCWs.

It’s really something that we need to work on, how to

work with different stakeholders during this time and

howwe canmobilize people to help in this task, not just

for the healthcare workers, not just for those people

who are directly involved with emergency response but

people who are from the community, like, people from

the church, people working in business sectors, people

who are working in schools, they all have contributions

that they can do to help. (09 Philippines)

However, the process of gaining community trust and cooperation

could be hindered by misinformation, unique cultural beliefs, limited

health literacy, or competing economic imperatives. In communities

where health literacy was low, people were anxious about attending

their local hospitals, fearing that most people who went there would

die. People did not have enough information to know how to keep safe,

or where to go if they were sick.

However, we had challenges with patients coming, even

after testing positive. They would not reveal their iden-

tity, they would still come to us, pretending to be

having other medical condition and then when you

interact with the patient, you take your history, you

examine the patient. Features are classic of COVID-19,

only for you to go and do the test, the patient is positive

and on further evaluation, she has tested positive else-

where before coming. (08 Nigeria)

Theme 4. Adapting to unrelenting pressures

A sense of being humbled or overwhelmed by the constant uncertainty

and workload was evident across many doctor’s narratives. Unex-

pectedevents compounded the crisis; for instance,whena typhoondis-

rupted the local community’s COVID-19 preparations.

I feel so burdened because the responsibility of tak-

ing care of this community. . . weighs heavily on me

and I feel, like, if I fail in doing my job people will

suffer and that’s really something that, um that’s
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928 EXPLORING RURAL DOCTORS’ EARLY EXPERIENCES

really something that I could not manage at that time

(09 Philippines)

You just never have any time off. We didn’t have any

time off – more than a day – for months and months on

end. And you know that really takes up your reserves,

really, as a healthcare professional, particularly when

you’re doing 24/7 care. (13 NewZealand)

So I sleep only three to five hours and thenwake up and

go and take a nap in the afternoon. So in that situation

I think collegial support is important, very, very critical

because I have depressed, very depressed, and so I have

to just like ask my friend (she is a psychiatrist) to hear

me out. And she prescribedme the SSRI. . . .

I have a palpitation and had to be just like a panic

attack. . . my colleagues say to me that, “You look sad,

you look hopeless,”. . . I saw my colleagues cry. It is very,

very sad . . .So someone cry. . . and I have just like tears in

my eyes, leaking frommy eyes. (06 Thailand)

At times, problems such as burnout, panic attacks, and depression

prevented doctors coming to work. Doctors described reappraising

their own mental health and gaining psychological, clinical, and prac-

tical support for colleagues. This was particularly important if doctors

were physically isolated from their family and friends. Digital commu-

nication played a vital role in keeping families in touch. For other doc-

tors, faith, meditation, and physical activity were important regenera-

tive activities.

With COVID we’ve since learned, with my friends and

colleagues to just rely on the power of sharing our expe-

riences (01 Zimbabwe)

. . . I sort of reinvigorated that [support] group. And we

have twoweekly check-inswherewe just talk about the

things that are stressing us, and I found that really help-

ful. I’m nownewlymarried, somyhusband is a huge sup-

port as well. I can complain about the things that are

stressing me without fear of being judged. And there’s

a staff wellbeing and support put on by the Health

Board that I’m employed to, that I’ve also found very,

very useful. So they gave access to free CBT [cogni-

tive behavioral therapy] for health care professionals.

(10Wales)

Despite the adversities and stress, doctorswere able to identify pos-

itive emotions. They described how their teams bonded and supported

one another, the appreciation shown by their patients and communi-

ties, and opportunities for learning and growth.

And it’s something that I’m really happy seeing dur-

ing this time, how people work together and how

we watch each other’s back and how we tend to be

each other’s keepers during this time. I think, the

COVID experience really helped me see that peo-

ple I work with can really rise above the challenges.

(09 Philippines)

You know, I continue caring for patients because I met

some people who could give me gift to treat them very

well. That feeling could help me to face that condition,

stressful conditions that I havewith that dying patients.

To cope, I got some people who were treated by me at

EmergencyDepartment and totally recovered, and they

thankedme. Those things helpedme to face that stress-

ful situation. (03 DRC)

Theme 5. Reaffirming commitments

Rural doctors expressed a strong sense of commitment to providing

primary care, to their patients, health care colleagues, and communi-

ties, and this motivated them in the face of the crisis.

I want to protect our healthcare worker, I want to pro-

tect our patient, our villagers. It is our responsibility, so I

have to pushmy every day out of the limit. (06 Thailand)

He [patient] was, like, you know, “I remember when

you came to the ward and you just held my hand and I

was so scared I was going to die.” . . . that ability to be

human in the midst of stuff where people are afraid

for themselves and also still really just learning about a

virus, I thought those are the kinds of examples, that’s

exactly the care we want to be providing. (05 South

Africa)

The other bit is about being the patient advo-

cate, because I think that we really, in a system

which is really struggling . . . . . . . . . . . . . . . your role as a

patient advocate becomes more important than ever.

(13 NewZealand)

The sense of team commitment was a strong subtheme across the

narratives. Rural doctors were encouraged and sustained by the dedi-

cation and humanity displayed by their teams. Evenwhen experiencing

their ownpersonal distress, they actively supported their colleagues by

trying to allay their fears,motivate them, and respect eachperson’s lim-

its. This commitmentwas seenwhen facing the traumaof their owncol-

leagues becoming infected.
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we had quite a couple of incidents where patients came

in very ill, poor screening was done. And then they

later turned out to be COVID-positive, and most of

them died on the wards. And so the exposed mem-

bers of staff would then come to the staff clinic and

we would have to deal with them there . . . so I couldn’t

just then sit back. It was mainly because these are peo-

ple I interact with on a day-to-day basis, at different

levels of clinical care. Some of them are general hands.

Some of them were nurses, but they are people whom

I don’t think I would then be able to, I didn’t feel com-

fortable going to work and knowing that I didn’t do

what I could have done. Never mind that it was risky.

(01 Zimbabwe)

The unrelenting nature of the COVID-19 pandemic required rural

doctors to review the resources available to manage themselves, the

health services, and their own rural communities. Those who demon-

strated resiliencewere adapting in partnershipwith the people around

them.

We have learned that we can make do with what we’ve

got, because sometimes you really don’t have a choice.

There were, at some stages, not a lot of options. We

found that people can go the extra mile only for so long,

before it starts to take its toll. . . ..I think the biggest thing

is that we learn to innovate. And I think we’re still going

to keep needing to innovate, even post-COVID-19, so it

was agood lesson to learn. I thinkwe learned respect for

each other as the clinical team, from the general assis-

tant who is cleaning the wards to the guy at workshop,

who’s driving to [name of town] to fetch oxygen cylin-

ders, so that we don’t run out of oxygen, to the laundry

worker who learnt to sew masks so that we could give

masks to our staff and our community and our patients.

And it really was a whole team effort and there wasn’t

any one person in the team that didn’t make a valuable

contribution. (11 South Africa)

Member checking

Following our analysis, we tested our results with study participants to

establish validity. We received positive feedback from several partici-

pants whowere supportive of our interpretations.

I don’t know why but reading this draft made me a lit-

tle emotional. Somehow all our struggles, and triumphs,

during this pandemic were verbalized and all those

emotions that I felt these past 2 years were processed.

Reading about other doctors’ experience in other parts

of the world really inspired me to continue on. I also

realized that our colleagues felt the same way as I do.

We are all in this together. (09 Philippines)

DISCUSSION

This study provides evidence of the profound effects of the emerging

COVID-19 pandemic on doctors in diverse rural settings, not unlike

major urban hospitals.4 Study participants described surging work-

loads, uncertainty, fear, and anxiety as they faced the anticipated

threat. These feelings were exacerbated by the limited resources,

continually changing information, personal risks, and fears for family

safety. Across the diversity of experiences, participants demonstrated

common coping strategies. Their responses underscore their resource-

fulness, feelings of commitment and responsibility, and strong relation-

ships with their communities and colleagues.

Lazarus and Folkman’s Stress and Coping theory provides a frame-

work for understanding these results.16 This transactional explanation

emphasizes the dynamic interaction between an individual and their

stressors, as people seek to: assess threats or harms, identify their con-

textual and individual resources, mediate their emotions drawing on

their values and beliefs, enact practical solutions utilizing resources

available within the context, reinterpret meaning, and observe the

impact of these processes on the perceived threats (Figure 1). This

model describes three groups of coping strategies individuals under-

take simultaneously to enable the co-occurrence of positive and nega-

tive psychological states: problem-focused coping, directed at manag-

ing the problem; emotion-focused, directed at regulating the emotional

response to the problem; and meaning-based coping, which is charac-

terized by creating or finding positivemeaning during times of stress.17

Individual doctors’ primary appraisals of the COVID-19 threat

reflected their (1) local context, including number of cases, health ser-

vice capacity, and the evolving understanding of the illness; and (2)

individual factors, such as their personal risk profile, family consid-

erations, past experiences, personal commitments, and beliefs.18 The

simultaneous appraisal of resources (described as secondary appraisal)

also changed over time as local and system-wide resources weremobi-

lized or lost. For many of the participants, the dynamic nature of the

COVID-19 crisis presented a constant flow of new stressful encoun-

ters that required continual reappraisal. This amplified the burden and

challenges for doctors who felt they carried the responsibility for the

wellbeing of their community and colleagues.

While individual doctors’ circumstances varied, the strain on their

personal coping resources and reserves was a consistent theme. In

linewith a problem-focused coping approach, these doctors responded

by effecting major organizational changes, adapting resources (impro-

vising PPE and repurposing facilities), and managing patients in new

ways. At the same time, rural doctors’ efforts were often directed to

broader community needs. Lessons learned from this study include the

importance of rural doctors’ creativity and leadership in local solution-

focused strategies within their own context during crises. These find-

ings parallel accounts of rural “collaboration and creativity” from the

United States, where small communitiesmobilized the resources avail-

able to them, building local capacity to respond to the COVID-19

crisis.19,20

Participants described emotion-focused coping strategies to man-

age their stress, such as meditation or prayer, taking time for physical
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930 EXPLORING RURAL DOCTORS’ EARLY EXPERIENCES

F IGURE 1 Appraisal processes and coping strategies related to rural doctors responding to COVID-19 (adapted from Folkman, 1997)17

activity, and maintaining social contact with family and friends. Shar-

ing experiences with peers was a vital source of information and sup-

port for these doctors, as reported elsewhere.21 Concerningly, some

participants experienced depression and required clinical support dur-

ing this time. Others described how their colleagues had physically

distanced themselves from patients as a means of coping, or out of

concern for their families. Lazarus and Folkman’s recent work on

emotion-focused strategies recognizes their anticipatory nature,

including preventative strategies (to minimize harm) and proactive

strategies (to increase growth and reduce burnout). Another perspec-

tive is to view the theme adapting to unrelenting pressures through the

lens of self-compassion.22 Key components of self-compassion include:

(1) being present to ormindful of the emotional burden felt, (2) feelings

of common humanity, where individuals were not alone in the distress

they experienced, and (3) self-kindness rather than self-judgment. Our

participants articulately described the distress they suffered and how

they could see this around them in their patients, peers, and commu-

nities. They also described how they actively sought to nurture them-

selves.We argue that the emotion-focused coping strategies described

by rural doctors demonstrated the attributes of self-compassion,which

in turn protected them to some extent from burnout under extremely

difficult circumstances. Lessons learnt include ensuring rural doc-

tors have time and support to consider their own emotions mind-

fully and opportunities to share their experiences with other rural

colleagues.

Importantly, rural doctors identified positive outcomes from their

COVID-19experiences, describinghowteamwork, humanity, and inno-

vation really shone through during this time. This is consistent with

a meaning-based coping approach (Figure 1), which can lead to posi-

tive emotions and sustain coping during prolonged stress.17 In linewith

previous researchonclinical courage, participantsdescribed their com-

mitment to serving their communities, and that their relationship with

patients and local colleagues support themto continue facing their clin-

ical responsibilities.23

By comparing rich descriptive accounts across diverse international

settings, this study provides unique insights into the experiences of

rural doctors early in the COVID-19 health crisis. Our interpretation

was informed by a well-established theoretical framework that pro-

vides support for our conclusions.18 The information power and valid-

ity of the study were strengthened by: (1) the sample specificity, as all

participants had first-hand experience of responding to COVID-19, (2)

the high quality of the interview dialogue, a result of using experienced

interviewers, and (3) seeking feedback from our participants.24

LIMITATIONS

Our findings reflect a sample of doctors’ experiences from very diverse

international locations and during the early stages of the rapidly evolv-

ing pandemic. From these personal accounts, our analysis focused on

the common narratives and early coping experiences of rural doctors,

rather than their different geographical contexts. We do not seek to

generalize to all rural doctors. A further study could explore the chang-

ing impacts ofCOVID-19and consider rural doctors’ experiences in dif-

ferent countries.

CONCLUSIONS

The emergence of COVID-19 has caused uncertainty, fear, and stress

for rural doctors across diverse global settings. This international study

 17480361, 2022, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jrh.12654 by E

ddie K
oiki M

abo L
ibrary, W

iley O
nline L

ibrary on [29/11/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



COUPER ET AL. 931

demonstrates that with limited resources and support, rural doctors’

resourceful and innovative responses underscore a strong problem-

focused coping approach and a shared commitment to their patients,

health care colleagues, and communities. Doctors drew support from

sharing experiences with peers (emotion-focused coping) and find-

ing positive meanings in their experiences (meaning-based coping).

Despite these coping strategies, the longer-term impacts on rural doc-

tors and their adaptive resources are causes for concern.
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