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Main text (without author identifiers) 

ABSTRACT  

Background 

Burnout and other psychological co-morbidities were evident prior to the COVID-19 pandemic for 

critical care healthcare professionals who have been at the forefront of the health response. Current 

research suggests an escalation or worsening of these impacts as a result of the COVID-19 pandemic 

Objectives 

To undertake an in-depth exploration of the impact of the evolving COVID19 pandemic on the 

wellbeing of healthcare professionals working in critical care. 

Methods 

This was a qualitative study using online focus groups (n =5) with critical care healthcare 

professionals (n =31, 7 medical doctors and 24 nurses) during 2021; one with United Kingdom-based 

participants (n=11) and four with Australian-based participants (n=20). Thematic analysis of 

qualitative data from focus groups was performed using Gibbs framework.  

Findings  

Five themes were synthesised: transformation of anxiety and fear throughout the pandemic, the 

burden of responsibility, moral distress, COVID-19 intruding on all aspects of life, and strategies and 

factors which sustained wellbeing during the pandemic. Moral distress was a dominant feature and 

intrusiveness of the pandemic into all aspects of life was a novel finding. 

Conclusions 

The COVID-19 pandemic has adversely impacted critical care healthcare professionals, their work 

experience and wellbeing. The intrusiveness of the pandemic into all aspects of life was a novel 

finding. Moral distress was a predominate feature of their experience. Leaders of healthcare 
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organisations should ensure that interventions to improve and maintain the wellbeing of HCPs are 

implemented. 

Keywords: COVID-19 pandemic, critical care, focus groups, healthcare professionals, stress, 

psychological, wellbeing  
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Introduction  

During any public health crisis critical care healthcare professionals (HCPs) are at the forefront of the 

response. HCPs have experienced higher rates of COVID-19 infection and mortality compared to 

other occupations (1). Furthermore, HCPs in the US and the UK were 10 times more likely to be 

infected with COVID-19 than the community (2) and HCPs based in Australia were twice as likely to 

be infected (3). Unfortunately HCPs in the UK have been shown to be 7 times more likely to 

experience severe COVID-19 when compared to other occupational groups (4). Although infection 

rate and severity was lower in many countries, the threat of illness and mortality and fear of 

infecting loved ones negatively impacted HCPs’ mental health across countires (5-7). Several 

systematic reviews have summarised the psychological impact on HCPs working during the COVID-19 

pandemic such as increased rates of anxiety, depression, psychological distress, post-traumatic 

stress symptoms, stress (7, 8) and burnout (9). Burnout and other psychological co-morbidities were 

evident prior to the COVID-19 pandemic adding to concerns for those who work in critical care (10-

12). Current research suggests an escalation or worsening of these impacts as a result of the COVID-

19 pandemic (7, 8). HCPs identified as ‘frontline’ and those working in critical care are considered to 

be at the highest risk (7).  

Several qualitative studies have explored the experience of the COVID-19 pandemic for HCPs (13-

16). The studies included participants from Australia and the United Kingdom and used semi-

structured individual interviews. The focus of these studies was on the experience working in critical 

care (14, 15) with limited emphasis on the impact on the HCPs’ life (13). Collective exploration of the 

impact of the pandemic on HCPs’ wellbeing had not been conducted up to the time we proposed our 

study. Therefore, the aim of this study was to undertake an in-depth exploration of the impact of the 

evolving COVID-19 pandemic on the wellbeing of HCPs working in critical care from the HCPs’ 

perspectives. 

Methods 
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Design  

This was a qualitative study using semi-structured focus groups (FGs) (17). The underpinning 

methodological paradigm was pragmatic-constructivist. The Standards for Reporting Qualitative 

Research (18) were used (Supplementary Material 1: COREQ checklist).  

Settings, sampling and recruitment 

During 2021 HCPs working in critical and acute care specialties in Australia and the United Kingdom 

(UK) were invited to participate using purposive targeted sampling. There were two separate 

recruitment processes; UK participants were recruited from a Twitter post and participants based in 

Australia were recruited by word of mouth and snowball recruitment. Expressions of interest were 

received only from nurses and medical doctors. An information and consent form was emailed with 

a choice of times for the FG to potential participants. 

Data collection 

The FG schedule (Supplementary Material 1) was based on previous work, a large international 

survey of HCPs’ psychological wellbeing during the COVID-19 pandemic [left blank to maintain 

anonymity], and other research (7, 19, 20). FGs were conducted online via Zoom (21) during 2021 in 

April (n = 1), August (n = 1), September (n = 2) and October (n = 1). Participants joined the FG 

individually in a private location from their homes. An inclusive and active approach to facilitation 

was used to encourage all participants to contribute. The participants were observed by the 

facilitator, and memo notes were made to complement the audio-visual recording data. In addition, 

in-depth contextual notes were made about the pandemic situation in each of the countries and 

states (for Australia) at the time (Supplementary Material 2). FGs were audio-visual recorded and 

uploaded to the Australian Universities cloud server Cloudstor®. A secure link to the relevant files 

was provided for the transcription firm, who transcribed the recordings verbatim.  

Number and relevant characteristics of focus groups and participants 

Jo
urn

al 
Pre-

pro
of



5 
 

There were 31 participants in the five FGs (range: 4 to 11 per FG). Most participants were nurses (n = 

24), the other participants were doctors (consultants and trainees). Participants of four FGs were 

based in Australia (n = 20) and the other FG comprised participants based in the UK (n = 11) (Table 

1). No participants withdrew from the FGs. The mean duration of recordings was 61 (range: 54 to 80) 

minutes. 

Insert Table 1 here  

Data analysis 

All potentially identifiable information was removed from the transcribed interview documents. The 

FG facilitators read transcripts while listening to the FG recordings, the third researcher (WP) read 

through the transcripts multiple times before performing thematic analysis. The researchers (RE, WP 

and LC) independently performed a detailed exploration of the data for patterns and commonalities 

as well as outliers and differences. This inductive-deductive iterative analysis was data driven and 

guided by Gibbs (2007) framework and informed by Braun and Clark (2013). Thus, the researchers 

immersed and familiarized themselves with the data, coded and performed confirmatory coding, 

consolidated, and interpreted the results. Codes were categorised before further analysis to 

synthesise the themes. The themes were then reviewed by the fourth researcher (NH) and any 

discrepancies were resolved by consensus. Slight differences in emphasis existed between the FG 

performed in the UK and the FGs conducted in Australia but no new themes were evident for FG 5. 

Ethical considerations 

Ethical approval was provided by the [left blank to maintain anonymity] Children’s Hospital Research 

Ethics Committee [no. HREC/20/QCHQ/6434]. Informed written consent was obtained before the 

FGs. Participants were again informed about the aims, procedures, and purpose of the research and 

that the FG was to be recorded and the researchers had a special interest in HCP wellbeing. 

Jo
urn

al 
Pre-

pro
of



6 
 

Recordings were transcribed by a firm with electronic storage facilities and workers based in the 

jurisdiction of Australia. 

Reflexivity and other techniques to enhance trustworthiness 

All researchers had extensive critical care clinical, education and research experience. Three 

researchers were critical care nurses (RE, NH, WP), and the other was a social worker with staff 

wellbeing expertise (LC). The UK FG was conducted by (LC). The four FGs in Australia were conducted 

by a critical care nurse (RE) who worked in intensive care during the pandemic. The facilitator of the 

UK FG knew some participants professionally. The facilitator for the Australia based FG knew all the 

participants professionally and worked clinically with many (though not in a supervisory role). To 

mitigate the potential for implicit bias resulting from the researchers’ work and research in critical 

care, the researchers continuously self-reflected and challenged each other’s assumptions.  

Thick contextual description was documented for the current pandemic situation in the country in 

which the respondents practiced (Supplementary Material 2). Three researchers (RE, LC and WP) 

meticulously reread the transcripts independently before sharing their synthesised themes with 

each other. The fourth researcher checked the themes and consensus was reached after several 

iterations. Member checking was performed to enhance credibility. Two participants from two 

different FGs reviewed the themes and confirmed their agreement with the way in which the data 

were represented. 

Findings  

Five themes were synthesised and all five themes had implications for HCPs wellbeing (Figure 1).  

Insert Figure 1 here  

Transformation of anxiety and fear throughout the pandemic 
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Fears changed as the pandemic evolved. Changing fears and concerns meant adaptation was 

difficult. Initially participants were terrified of being infected with COVID-19. As this intensive care 

medical consultant highlighted, 

“….I was convinced I was going to die even though the rational part of me knew, well, not 

knew but didn't think that was going to happen because I was looking after myself ….  I was 

doing all the right things. But actually having seen so many colleagues die that on my turn of 

having COVID, I was convinced that that would be the end for me, even though I knew 

clinically that I was okay.” (FG 1) 

Participants from the UK described the fear of death and illness for themselves, and their families 

transformed to a fear of their colleagues being infected. For example,  

“I’d written like a little document to my girlfriend about what to do if I died and all this sort of 

slightly, in hindsight, hysterical stuff [laughing] and then I sort of transitioned from fear for 

my personal safety to fears of giving it to my partner, then fear of colleagues getting it” 

(intensive care medical trainee FG 1)  

In Australia, there was anticipatory anxiety among participants. As HCPs observed international 

colleagues struggle, the fear of the unknown and waiting and threat of the influx of patients with 

COVID-19 infections in Australia heightened fear and anxiety. This was exemplified by a Clinical 

Nurse Consultant (CNC) [resuscitation],  

“I think the fear initially was the great unknown, like we didn’t really know what we were 

dealing with. We were getting all these media images from overseas and these horrific 

scenes, and you didn’t know how it was going to play out.” (FG 2)  

This anticipatory anxiety and fear morphed into real concerns about the ability of the healthcare 

system to cope as case numbers and hospital admissions increased. There were concerns about 
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implications for staff who were redeployed and the changing guidelines particularly for the supply of 

personal protection equipment (PPE). For example, 

“I think that feeling of being overrun is making me feel more nervous. Can our health system 

cope?  Have we got the right strategic plans in place?  Have we got back-up? Have we got 

enough PPE? ………There are a lot of variables between last year and this year that I think 

worry me more” (FG 3 critical care nurse) 

The implementation of the COVID-19 vaccination appeared to moderate participants’ anxiety. For 

example, “I have no shame in saying I burst into tears I was so relieved to be vaccinated” (FG 1 

intensive care medical trainee).  

Burden of responsibility 

Most participants described the burden of responsibility as their decisions could have catastrophic 

physical or psychological impacts on others. The absence of evidence and the volume of 

contradictory information circulating about COVID-19 increased concerns. For example, a critical 

care nurse described arriving at work,  

“I remember the first shift I walked on, and it had my name down as second 

coordinator,…….and my stomach went into my throat because I knew that I also had four ITU 

patients to look after as well [laughing] that were responsible to me, as well as overseeing 

two pods of quite a lot of patients. And I remember thinking, oh my gosh, how can I do this?” 

(FG 1) 

And this CNC (resuscitation) described the burden for her,  

“I had to write resuscitation guidelines for staff, for the hospital and obviously for the wider 

community. And I was terrified, .. I don’t mind me going in, I’m a veteran in intensive care….I 

was fairly confident for myself, but having to write something and send much younger staff 
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into situations that they could become infected, including the young doctors, was fairly 

trying.” (FG 2) 

The evolving science and progression of the pandemic added to the responsibility of the critical care 

clinical leaders. Workforce demands that exceeded the number and skillset of staff resulted in staff 

shortages and redeployment. Many worked in roles with no experience and little support. The guilt, 

responsibility and implications for their decisions was burdensome for participants. For example, a 

critical nurse said,  

“I remember feeling worse about it on my days off because I think when I was in work, I was 

just sort of getting on with it, and then I’d have these days off and I’d just feel atrocious. I felt 

really horrible and guilty”. (FG 1) 

Another nurse in the same FG stated, 

“In the very first wave got pulled back to ITU as kind of an additional matron, senior nurse-

type role. And one of the things that was really difficult with all of this rapid expansion was I 

didn't know the team. So I was being put into, or moved from one leadership role to another, 

to look after an enormous team that was rapidly expanding and had no clue who anybody 

was.” (FG 1) 

Moral distress  

Participants suggested that some policies implemented during the pandemic dehumanised patient 

care. They described sorrow at obeying these policies despite being cognizant of the need for them. 

Distressing matters included the policy excluding visitors, evidence that COVID-19 infections were 

predominantly affecting ethnic minority groups and concerns that patients not infected with COVID-

19 were neglected. Excluding visitors from ICUs, including during end-of-life care and critical illness 

caused distress. For example, 
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“But my real problem with it is in the context of end of life where I have been in multiple 

situations where our facilitation of peaceful end, death with dignity is completely ruined…… 

and having family members ask me, “Can I take my mask off to kiss my husband goodbye?”  

You don’t forget those kind of things, so very, very traumatic.” (critical care nurse FG 4) 

An intensive care medical consultant based in the UK also highlighted the impact of the visitor 

restrictions, 

“Well, it just put back everything we’ve done about a good death over the last 20-odd years 

or so ….. if family members wanted to send a family member in to be with somebody who 

was dying, who are we or who are the government to overrule that? And I think it took away 

a large amount of our humanity and the patients’ humanity but also the relatives’ humanity 

and I think the consequence of that will be felt on a national level” (FG 1) 

The absence of visitors had wider implications for patients who had additional vulnerabilities due to 

age, pre-existing mental health issues or disability. For example, 

“…you’re trying to confine someone to an isolation room who has several layers of anxiety, 

that really would only be resolved by further contact with their relatives, such as patients 

with learning difficulties and stuff like that….” (CNC [emergency] FG 3) 

Participants were cognizant that COVID-19 infections were more prevalent in ethnic minorities. This 

was a source of distress, as an intensive care medical consultant described, 

“....it hadn’t struck me how much it was affecting the ethnic minorities of East London until 

we looked at the 20 beds we had and every single patient was a middle-aged Asian man. 

Every single one. And it was just one of those moments …….I don’t think will ever leave me…. 

And yes, it was quite shocking. It’s probably one of the key moments that will always stay 

with me….” (FG 1) 
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Hospital-wide patient care was disrupted. Participants were confronted by the knowledge that 

patients with other conditions either had no access to acute care or chose not to present for fear of 

COVID-19 infection. This was highlighted by a CNC (emergency), 

“We became really concerned about patients who were leaving it too late, who had no 

COVID related issues, but actually were sitting there with congestive heart failure, not 

coming in until it was drastically too late”. (FG 3) 

COVID-19 intruding on all aspects of life 

Participants reported that the pandemic intruded into every aspect of their personal and 

professional lives. They spoke of a deep fatigue using terms such as ‘exhaustion’. Participants 

described feeling overwhelmed physically and emotionally by the ongoing impacts of the pandemic, 

for example, “I was exhausted. I don’t think I have ever been this exhausted before, and I’ve got 

children.” (emergency nurse FG 4) 

A point of difference between the COVID-19 pandemic and other modern-day pandemics were the 

global health policies that closed borders and enforced lockdowns. Many of the ‘COVID-19 

restrictions’ prevented participants from engaging in the activities and strategies they previously 

used to cope with work. This was described by a CNC (resuscitation), 

“.. normally when you have a challenging situation at work, …..you have that separation, you 

finish, ………..you go home, you have a chat with your partner or a friend, you have a glass of 

wine, ….. You can go to the gym,…………, you can do whatever. You don’t have that ability to 

turn off, .. You come home, a lot of people are dealing with home schooling, or you can’t do 

your normal things for your mental health that you would normally want to do.  Everything is 

so COVID-obsessed in this bubble, ………….I think that’s been the hardest thing, is just not 

having that time away.” (FG 2) 
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Early in the pandemic the public demonstrated gratitude and recognition for HCPs. For example this 

medical trainee highlighted, “I think that recognition, it’s not a local thing, it’s a national thing, and I 

think that has been really a powerful thing to have come out of the pandemic.” (FG 1) 

However, as the COVID-19 pandemic progressed societal attitudes changed. Participants described 

how confronting they found this. Some described experiencing pariahism because the public 

considered them potential sources of infection. This was exemplified by a critical care nurse,  

“.. I did have a neighbour take her kids by the hand and move them away from me at the dog 

park ... she just grabbed them by the hand [laugh] and almost ran away from me. It was 

actually quite shocking even though I know it was just protecting herself and all that.  …  But, 

yeah, it was a little bit daunting.” (FG 5) 

And a CNC (resuscitation) remarked, 

“…I walked into a [name of supermarket]…………., and people were jumping out of my way, 

but one woman stood there with an antiseptic bottle and I just looked at her, and I said, 

“You’re not going to spray me…..I will lose it if you spray me”, and she just stood there and 

she said, “I’m so sorry, I’m not normally this rude.” And I said, “Well please don’t spray me, 

because you know, we’re going through enough.”” (FG 2) 

Pariahism resulted in a critical care nurse having difficulty finding accommodation and lead to 

secondary homelessness. He reported, 

““Blah, blah, blah we think you’re a good candidate, but we’re just not really comfortable 

with having a nurse move into the house at this time,” which resulted in me crashing on 

friends’ couches for a couple of months, which is stressful, so definitely had some real 

negatives. That’s probably the biggest negative experience out of COVID for me, was that.” 

(FG 4) 
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Being treated differently by friends, family and the community increased feelings of isolation. 

Participants spoke about the emotional fatigue resulting from supporting people in their networks 

and people who were not knowledgeable about COVID-19. For example, this critical care nurse 

stated, 

“I think part of your mental exhaustion is .. you feel like it’s an uphill battle in some ways.  I 

think in health care we’re used to being considered the tellers of truth, and you know, on a 

pedestal and we’re amazing, and now there’s this information out there that maybe the 

treatment is worse than the disease and all this sort of thing, and you feel attacked and it’s 

exhausting!” (FG 2) 

Participants spoke about the challenges of juggling the demands of home life and work. Participants 

in Australia described the pressure associated with home schooling their children as many schools 

were closed and offering only online learning, exemplified by this CNC (emergency), 

“… you can burn yourself out far too quickly if you’re just coming in and how many cups of 

coffee, I’m not too sure, but I’ve definitely done at least in my body weight in red bull, just to 

keep going and support the team. ………………..…the reservoir runs dry and you just become 

numb. There’s nothing else left to give.” (FG 3) 

The extended duration of the pandemic and an inability to predict an end point lead to mental and 

physical fatigue, as this critical care Nurse Practitioner stated, 

“I think particularly this time around [referring to pandemic wave 2], I feel more stressed 

because it’s been going on so long. There’s not a whole lot left in the reserve and I can 

imagine, I don’t have children, so I haven't had to do the home-schooling thing and even, just 

managing the dog at home, has been enough.”. (FG 3) 

Participants with long careers in critical care reported the need to make significant changes to 

preserve their wellbeing. The demands of the COVID-19 pandemic had personally and professionally 
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exceeded their resources. This CNC (resuscitation) described how she sought formal psychological 

support for the first time,  

“I’d never done this before, but I actually talked to a psychologist, because I was so 

overwhelmed, I didn’t know what was coming, and I was feeling so anxious about it all. And 

so for the first time in my life, I went on a mental health plan, and I talked to this 

psychologist, and it was so good.” (FG 2)  

Strategies and factors which sustained wellbeing during a pandemic 

Participants were able to describe factors that sustained their wellbeing and so they could continue 

to work despite many challenges. Having leadership legitimise the need to focus on wellbeing, the 

solidarity and comradeship among critical care colleagues, the reduction of bureaucracy and 

increased effective communication were perceived as positive outcomes. The legitimacy of being 

‘allowed’ to focus on their own wellbeing was exemplified by this intensive care medical consultant, 

“….having wellbeing and the staff put at the kind of top of the priority to enable us to look 

after patients is the one thing that’s kept me going throughout and being able to get 

…permission from our very senior leaders at the organisation that I work in, that we can be 

quite maverick about wellbeing and do some really outlandish things like silent discos, make 

sure basic needs are met with water and food, have therapy dogs come into the hospital at 

the height of the pandemic because actually we recognise that the staff needed it, ….”, (FG 1)  

And similarly this critical care nurse remarked, 

“.. the thing I looked for and appreciated in the leadership was that we felt supported, that 

we were on the same page, that our health was paramount. In all the training, it was, “Look 

after yourself first.”” (FG 5) 

Participants spoke with enthusiasm about increased collaboration and teamwork and the strong 

sense of camaraderie with their critical care colleagues in their unique working conditions and how 
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this contributed to their wellbeing. This intensive care medical consultant said, “Everybody just 

pulled together to do extraordinary things.” (FG 1) And another example,  

“..for me, the sustaining factor for wellbeing has been the team dynamic from everyone that 

I’ve worked with, so from the clinical staff on the floor to the leadership team .., because it 

really does go to show that, I’m going to sound cliched, but we are all in it together, even 

though sometimes it doesn’t feel that way. The people that you work with are the only ones 

that really understand what it’s like to work in this environment, …, definitely has made a 

difference because at times they are your work family because your family don’t really 

understand what you do on a given day. That’s been a good thing for me” (critical care nurse 

FG 4) 

The participants spoke about having autonomy and agency to lead. There was a perception that 

much of the ‘red tape’ had been removed. The participants spoke about the freedom and power 

inherent in being heard by the leadership and executive of the organisation in which they worked. 

This intensive care medical consultant explained, 

“It was extraordinary what you could get done in five minutes where previously you couldn’t 

get it done in the previous five years. You know, boxing gloves came off and when certain 

bureaucracy was removed and it’s also interesting that the people on the front line know 

where the problems are and know how to sort them out, ….” (FG 1) 

Another sustaining feature was innovative ways of communicating directly with their team and 

contributing ideas through various online platforms. For example,  

“…...our Facebook group has been really, really good …, we had a Zoom meeting with our 

staff specialist [intensive care medical consultant] that was allocated to us for the COVID 

period. So, he would give us information on a Monday night from the ICU bosses, what had 
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been discussed in the plans that were being put into place. So, that was really good”. (critical 

nurse FG 3)  

And this innovation instigated by a intensive care medical consultant, 

“….I started sending a WhatsApp video to 148 members of our department every Monday 

and Friday. ….. I think that completely revolutionized the way that our staff digest 

information a bit ….. So we could get information out very fast from a face that you knew 

and vaguely trusted, hopefully, that wasn’t from the execs or kind of top-down thing….” (FG 

1) 

Participants remarked that wellbeing for HCPs must be maintained as a permanent feature of health 

care workforce planning beyond the COVID-19 pandemic, as exemplified by this critical care nurse, 

 “psychological support …. it’s important now during COVID, but it was just as important 

before COVID hit us, but it wasn’t discussed. It would be in an incidental case of something 

quite traumatic in a one-off situation, but it wasn’t there on a regular basis for staff and I 

think it’s brought to light that we all do need a little bit more psychological support, …” (FG 3) 

Discussion 

Five themes were synthesised from five FGs, conducted with 31 participants based in the UK and 

Australia: transformation of anxiety and fear throughout the pandemic; the burden of responsibility 

on HCPs; moral distress; COVID-19 impacting on all aspects of life and, sources of wellbeing 

sustainment during a pandemic. There was a slight difference between HCPs’ experience in the UK 

and Australia and as a result, different impacts were evident. The main difference appeared to stem 

from the higher levels of community transmission in the UK compared to Australia and a higher 

burden of disease prior to availability of the COVID-19 vaccine, resulting in higher morbidity and 

mortality among patients (some of whom were colleagues) in the UK. 
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Research involving HCPs throughout the COVID-19 pandemic have consistently reported anxiety and 

fear as a consistent negative experience (6, 22, 23). The current study findings expand this 

knowledge to demonstrate that anxiety among HCPs throughout the COVID-19 pandemic has been 

dynamic rather than static. Fear and anxiety transformed and appeared to vary according to current 

knowledge, the context and disease severity. Despite a marked difference in disease burden 

between the two countries, with the UK experiencing a higher disease burden and higher case 

numbers and deaths, there was consistency across FGs. Participants based in Australia, experienced 

both anticipatory anxiety of the unknown which then transformed to a lived experience over the 

time in which the focus groups were conducted as the hospital admissions for COVID-19 infections 

and case numbers increased. 

The burden of responsibility was driven by a concern that participants could unintentionally cause 

harm to their patients, themselves, family, and colleagues. The lack of evidence-based (and often 

improvised) protocols and guidelines, redeployment of teams unfamiliar with critical environments 

in the early phases of COVID-19 added to the burden experienced by critical care HCPs that may 

extend beyond the pandemic (24).  

Moral distress was widely reported among HCPs prior to the COVID-19 pandemic and the incidence 

increased significantly during the current pandemic (25-27) which is consistent with the theme 

synthesised in the current study. Policy changes that are implemented during a pandemic situation, 

such as restricted visiting, need to be reviewed and evaluated regularly, with staff involvement, to 

ensure that the benefits outweigh potential negative impacts for HCPs, patients, and families (28). 

Finding the balance between the physical protection of critical care HCPs, and protecting and 

maintaining their mental health by ensuring conditions conducive to the provision of humanistic 

care during a pandemic is challenging. 

A significant difference between the COVID-19 pandemic and previous modern-day pandemics was 

the intrusion on all aspects of HCPs’ lives. The high transmission and infection rate of this corona 
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virus required extensive public health policy to contain infections through extended lockdowns and 

concomitant reduced social interaction. The negative impact of this was clearly articulated by 

participants in the current study. This and the associated fatigue appear to be unique findings; other 

similar qualitative studies have not revealed this.   

The study has several limitations. The focus groups were conducted over a seven-month period with 

variation in the hospital activity and coronavirus variants circulating between the two countries. The 

UK and Australia have different health care systems and had different experiences of the pandemic. 

FGs in Australia were conducted with HCPs mostly based in New South Wales though participants 

worked in regional and metropolitan health services and thus had varied experiences of the 

pandemic. The findings can only speak of the experiences of the participants. Despite these 

limitations, the themes were consistently evident across FGs. Furthermore, there was no dissent 

during FG discussions suggesting considerable shared experiences. 

Several strategies were used to enhance the trustworthiness of our findings, as outlined in the 

methods. However, it is possible that our ICU experience and background resulted in us over-

engaging with the content, and we may have missed something a novice may have identified (29). 

Conversely, it was a strength that the FGs were conducted by clinicians familiar with ICU, as this may 

have fostered open and honest discussion, as participants recognised the researchers as peers. . 

While we kept memo and coding notes, no external audit was conducted. 

Perhaps the most concerning finding from the current study was the moral distress experienced by 

participants. There was clear evidence in this study that the wellbeing of HCPs is under threat. This 

and other findings may in part be a reflection of the failure of society, health organisations and 

governments to implement recommendations as a result of past pandemics. Despite decades of 

evidence from the SARS and Ebola pandemics and studies of the impact of critical care work on HCPs 

there continues to be a failure of health organisations and governments to develop and implement 

resources. In fact many recommendations such as provision of ethical health care, wellbeing 
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programs and adequate resourcing following the SARS and Ebola outbreaks and other public health 

emergencies were made to prepare for future health crises but few have been implemented (30-32). 

The mental health risk for critical care HCPs resulting from daily exposure to trauma has been well 

reported for several decades (11, 12, 33). However despite a call to action from the Critical Care 

Societies in 2016 (34) and the National Academy of Medicine in 2019 (35) the wellbeing of critical 

care HCPs has not been prioritised. Many wellbeing programs are not well accessed by HCPs as the 

concept of formal psychological support is not routine or normalised (36). Most wellbeing programs 

are discrete initiatives in which there is no long term sustainability plan (37). Without urgent action 

to ameliorate the risk to HCPs’ physical and mental health such as compulsory provision of multi-

faceted wellbeing strategies including ‘normalization of mental health support programs’ (36) the 

next epidemic in health may be the absence of skilled critical care HCPs. 

Conclusion 

The COVID-19 pandemic has adversely impacted critical care HCPs, their work experience and 

wellbeing. Our findings are similar to other studies, critical care HCPs have endured exhausting work 

and exposure to potentially damaging traumatic experiences and often resulting in moral distress. 

The pandemic intruded into all aspects of HCPs’ lives adding to the heavy psychological burden. 

Appropriately funded wellbeing programs and system changes are required to improve the work 

environment and wellbeing of critical care HCPs. Leaders of healthcare organisations should ensure 

that interventions to improve and maintain the wellbeing of HCPs are implemented. 

Figure legends 

Figure 1. Diagrammatic representation of the five themes  
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Table 1. Focus group and participant characteristics  

Focus 
group 
number 

Month, location of 
participants (n = 
participant 
numbers) 

Role and specialty of participants  Approximate 
duration in 
specialty, years 
(range) 

1 April, UK; England 
and Scotland (n = 
11) 

ICU nurses x 2 
ICU/ED nurse x 1 
Nurse consultant x 1  
Consultant/medical fellow ICU x 2 
Consultant/medical fellow paediatric ICU 
x 2 
Consultant/medical fellow ED x 2 
Consultant/medical fellow paediatric ED 
x 1 

5 - 35 

2 August, Australia; 
NSW and 
Queensland (n = 6) 

ICU/ED casual nurse x 1 
ICU nurse x 1 
CNC ICU/resuscitation x 3 
Acute care CNE x 1 

4 - 30  

3 September, 
Australia; NSW (n 
=4) 

ICU nurses x 2 
CNC ED x 1 
Nurse practitioner ICU x 1 

15 - 30 

4 October, Australia; 
NSW (n =6) 

ICU nurses x 3 
ICU nurse educator x 1 
Nurse unit manager x1  
ED nurse x 1 

4 - 30 

5 October, Australia; 
NSW n= 4) 

ICU nurses x 4 1.5 - >30  

Notes: ICU = intensive care unit, ED = emergency department, CNE = clinical nurse educator, CNC = 
clinical nurse consultant 
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Figure 1. Diagrammatic representation of the five themes  
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