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EXECUTIVE SUMMARY

While the COVID-19 pandemic has added stressors to the lives of healthcare workers, it is
unclear which factors represent the most useful targets for interventions to mitigate employee
distress across the entire healthcare team. A survey was distributed to employees of a large
healthcare system in the Southeastern United States, and 1,130 respondents participated. The
survey measured overall distress using the 9-item Well-Being Index (WBI), work-related fac-
tors, moral distress, resilience, and organizational-level factors. Respondents were also asked
to identify major work, clinical, and nonwork stressors. Multivariate regression was used

to evaluate associations between employee characteristics and WBI distress score. Overall,
82% of employees reported high distress (WBI > 2), with nurses, clinical support staft, and
advanced practice providers reporting the highest average scores. Factors associated with
higher distress included increased job demands or responsibilities, heavy workload or long
hours, higher frequency of moral distress, and loneliness or social isolation. Factors associated
with lower distress were perceived organizational support, work control, perceived fairness of
salary cuts, and resilience. Most factors significantly associated with distress—heavy work-
loads and long hours, increased job demands, and moral distress, in particular—were
work-related, indicating that efforts can be made to mitigate them. Resilience explained
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a small portion of the variance in distress relative to other work-related factors. Ensuring

appropriate staffing levels may represent the single largest opportunity to significantly move

the needle on distress. However, the financial impact of the COVID-19 pandemic on the

healthcare system may represent a barrier to addressing these stressors.

INTRODUCTION
Burnout among clinicians is a topic of
special interest in the research literature,
particularly for physicians and nurses, yet
little is known about how other members
of the healthcare team, such as administra-
tion and clinical support staff, experience
burnout and distress. Whether a storm
or pandemic, when a crisis hits a health
system, all members of the healthcare team
contribute to the response. The purpose
of this study was to understand the factors
contributing to distress across the entire
healthcare team during a crisis, specifically
in the context of the COVID-19 pandemic.
Early reports from across the globe
indicated high levels of stress for frontline
healthcare workers during the onset of the
COVID-19 pandemic (Moore & Kolencik,
2020). The economic impacts of the virus
(Godinic et al., 2020), limitations in testing
and personal protective equipment (PPE),
school closures (Donohue & Miller, 2020),
and social distancing created a unique cul-
mination of stressors (Azoulay et al., 2020;
Banerjee & Rai, 2020; Chow et al., 2020;
Shechter et al., 2020; Stephenson, 2020).
Physicians and nurses are not the only
members of the healthcare workforce who
have been experiencing a convergence
of work, personal, and societal stressors.
Leaders face mounting financial and oper-
ational challenges and limited resources.
Clinical support staff such as nurse aides
may also be at high risk for COVID-19
exposure, with less power to shape their
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work environments, yet little is known
about the stress and mental health of these
members of the healthcare team either
before or after the onset of the pandemic.

Existing evidence suggests that levels of
burnout differ across the healthcare team.
Prevalence of burnout prior to the pandemic
was reported at 60% among senior health-
care executives (WittKieffer, 2019), 42%
among physicians (Berg, 2020), 50% among
nurses (King & Leigh, 2019), 80% among
advanced practice providers (APPs) (Orozco
etal., 2019), and 61% among pharmacists
(Morgan Jones et al., 2017). However, the
ability to make direct comparisons between
different types of healthcare workers is
limited by the use of different survey instru-
ments and the lack of controls for individual,
environmental, and organizational factors.
In addition, work on clinician burnout often
controls variables such as working hours but
not on sources of stress both inside and out-
side of work. This approach fails to consider
the porous boundaries between the many
roles of healthcare workers as employees,
friends, parents, spouses, and children. It is
likely that an amalgamation of demands and
resources (Demerouti et al., 2001) arising
from these spheres explains overall distress.
Lastly, the degree to which individual resil-
ience counters the effects of these stressors
among various healthcare workers is not
well understood.

Understanding the degree of distress
across the healthcare team is important for
several reasons. Leaders and colleagues who
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are burned out experience depersonaliza-
tion, which may make it difficult for them to

empathize with others (De Paiva et al., 2017).

This can perpetuate conditions that increase
burnout among those they manage or work
alongside (Maslach et al., 2001). Organiza-
tions with limited financial resources may
need to triage the areas of greatest distress.
Therefore, understanding the scope and
sources of clinical and nonclinical employee
distress can help them appropriately target
resources designed to mitigate it.

Empirical studies of stress and burnout
across entire healthcare teams within a
single organization are scant but may pro-
vide novel insights, given the ability to use
the same metrics for all team members and
the fact that employees within an organiza-
tion often have access to similar resources
such as employee assistance and wellness
programs. The purpose of this study was
to address a current gap in the literature by
identifying unique stressors and correlates
of distress, including resilience, for vari-
ous team members within a health system
during the COVID-19 pandemic using the
same validated instruments.

METHODS

Study Design

This anonymous cross-sectional survey
study was conducted within a large medi-
cal center in the Southeastern United States
and was approved by the organization’s
institutional review board. In June 2020, an
optional online employee survey was sent
to 6,276 employees. The survey measured
levels of distress, resilience, and individual
and organizational-level factors. In addi-
tion, respondents were asked to identify
major general work, clinical, and nonwork
stressors.
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Dependent Variable

Distress levels were measured by the vali-
dated 9-item Well-Being Index (WBI) tool
(Dyrbye et al., 2013, 2016, 2019; Tawfik

et al., 2018). The WBI results in scores
ranging from -2 up to 9, with higher scores
indicating higher distress. In the general
population, a WBI > 2 is considered “high
distress.” Higher WBI distress scores have
been correlated with a number of detri-
mental outcomes such as an increased risk
of burnout, medical error, poor quality of
life, and suicidal ideation (Beresin et al.,
2016; Hall et al., 2016; Tawfik et al., 2018).

Independent Variables

Work-Related Factors

Respondents were asked to identify their
role and work-related factors such as
location, clinical specialty, exposure to
aerosolizing procedures, and shift types.
Nonclinical employees, including research-
ers, administration, human resources, and
information technology, were grouped into
a single administration/nonclinical category.
Physicians and nurses were categorized
independently. Nurse practitioners, physi-
cian assistants, and certified registered nurse
anesthetists were combined into an APP
category. Other employees directly involved
in the care of patients such as respiratory
therapists, pharmacists, patient care techni-
cians, and nurse aides were included in the
clinical support staff category.

Moral distress was measured using a
single-item measure from a U.S. Depart-
ment of Veterans Affairs employee survey
(U.S. Department of Veterans Affairs,
2018). The survey asked how frequently
they experienced moral distress such as
feeling like they could not do the right
thing or were unsure of what the right
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thing to do was (5-point scale, with 5 indi-
cating almost every workday).

Perceived organizational support was
measured using a 3-question adaptation
of the 8-Item Perceived Organizational
Support Scale (Eisenberger et al., 1986).
Respondents were asked to assess the degree
to which they agreed the organization cared
about their satisfaction, well-being, and
extra efforts and contributions (0-15 scale).

Decisional involvement was measured
using single-item measures from the 2018
VA Employee Survey. Using a 5-point
Likert scale, questions in the survey asked
employees to indicate the degree to which
they agreed that they had input into deci-
sions that affected their work (U.S. Depart-
ment of Veterans Affairs, 2018). The work
control measurement was adapted from a
single-item measure of whether employees
felt that they had control over how their
work was carried out (0-5 scale) (Fisher
etal., 2016).

In March 2020, elective procedures
were canceled nationwide to curtail the
spread of COVID-19. The cancellation was
projected to result in estimated losses of
$16.3 billion to $17.7 billion per month in
revenue and $4 billion to $5.4 billion per
month in net income to U.S. hospitals (Best
et al,, 2020). Furthermore, the scope of
government aid and subsidies was unclear
initially. As a result, many health systems
implemented pay cuts, furloughs, and
other expense reduction tactics (Bebinger,
2020). This hospital implemented compen-
sation reductions for most employees in
May 2020, which were graduated accord-
ing to income. Administrative leaders took
the largest reduction, and those making
under $30,000 per year had no reduction.
Reductions did not differ among those
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with differing levels of productivity or risk
of exposure to COVID-19. Survey respon-
dents were asked the degree to which they
agreed that, given the financial challenges
the organization was facing, the compensa-
tion reductions were fair, transparent, and
equitable (5-point Likert scale) and which
type of compensation reduction they
believed to be most fair and equitable.
Respondents chose their major general
work-related stressors such as increased
responsibilities or job demands, reduced
productivity, exposure to COVID-19,
and reduced income. Clinicians selected
their major clinical stressors from choices
including inadequate PPE, telemedicine,
scope of practice concerns, and testing
shortages.

Nonwork-Related Factors

Individual resilience was measured using
the 2-item CD-RISC-2 scale (Vaishnavi

et al.,, 2007), which results in scores rang-
ing from 0 to 8, with 8 indicating the high-
est resilience. Respondents selected their
top nonwork stressors such as childcare,
loneliness or social isolation, and societal
response to COVID-19. Gender and family
status were also collected.

Analytic Strategy

WBI score; resilience score; and counts

of overall, clinical, work, and nonwork
stressors were calculated and stratified by
job type. Frequency and percentages of
major work and nonwork-related stressors
by role were calculated. Analysis of vari-
ance (ANOVA) and chi-square tests were
conducted to determine whether employee
groups differed along the main variables
of interest. Multivariate regression analysis
was conducted to examine the degree to
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which the counts of general work, clini-
cal, and nonwork stressors were associated
with distress, with subsequent analysis
applied to identify specific stressors within
those categories associated with distress.
Dominance analysis identified the relative
contribution of each variable to the vari-
ance in distress.

RESULTS

A total of 1,130 respondents took the
survey with a response rate of 18%. Cases
missing key variables of interest were
excluded from the analysis (n = 78).

A summary of WBI and resilience
scores and average counts of general work,
clinical, and nonwork stressors by role
is depicted in Table 1. The health system
had baseline WBI scores prior to the
COVID-19 pandemic for APPs (M = 2.99),
nurses (M = 2.78), and physicians
(M = 2.03). These scores are compared to
WBI scores for all employee types during
COVID-19 in Figure 1, showing a substan-
tial increase relative to prepandemic scores.
During the early days of the pandemic, the
organization saw an increase in the WBI
distress scores, and most employees were

FIGURE 1

Change in WBI Distress Scores from Prepandemic to Early Pandemic Phases
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Note. WBI = Well-Being Index.

* Data not available from October 2018-February 2020 for these roles.
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above the threshold considered high dis-
tress among the general population. Nurses
(M =4.9,SD =2.25,90% in high distress)
and APPs (M = 4.65, SD = 2.19, 90% high
distress) had the highest average WBI
distress scores, while physicians (M = 3.47,
SD =2.17, 71% high distress) and admin-
istrative/nonclinical employees (M = 3.42,
SD = 2.19, 75% high distress) had the low-
est. Clinical support staff had the greatest
percentage of WBI scores above the general
population high distress threshold
(WBI > 2) at 92% (M = 4.87, SD = 2.28).
Regression analyses results are listed in
Tables 2 and 3. For all types of employees,
the total number of general work stressors
(8 =0.203, p <.001) and home stressors
(8 =0.078, p =.003) was associated with
higher distress scores at statistically signifi-
cant levels, while the count of clinical stress-
ors failed to reach significance (Table 2).
The variables that explained the greatest
contribution to the variance in distress,
ranked from high to low, were heavy work-
load or long hours, increased job demands
or responsibilities, frequency of moral
distress, perceived organizational support,
perceived fairness of the salary cuts, work
control, loneliness, and resilience (Table 3).

Work-Related Factors

Differences in various stressors across roles
are depicted in Table 1. In multivariate
analysis, work-related factors associated
with higher distress scores on average
included role as clinical support staff

(B =0.483, p =.008), frequent moral
distress (8 = 0.258, p < .001), increased job
demands or responsibilities (8 = 0.670,

p <.001), heavy workload (8 = 1.517,

p <.001), and high risk of personal expo-
sure to COVID-19 while providing care

www.ache.org/journals

(8 =0.342, p = .015). Respondents who
reported moral distress almost every day
had a WBI 1.2 points higher on average
than those with no moral distress.
Factors associated with lower distress
scores on average included greater per-
ceived organizational support
(B =-0.057, p =.011) and higher per-
ceived fairness, transparency, and equity
of compensation reductions ( = -0.104,
p = .044). Reduction in income as a major
stressor was not significantly associated
with distress. 58 percent of respondents
believed lower reductions for employ-
ees treating COVID patients or working
physically with patients was most fair.
Twenty-eight percent supported gradu-
ated compensation reductions by income
regardless of productivity, and 5% saw
equal compensation reduction for all as
most fair and equitable.

Nonwork-Related Factors

Physicians and APPs had the highest resil-
ience scores. Resilience scores were nega-
tively associated with distress (8 = -0.204,
p <.001), meaning that the variance in
distress score between the most and least
resilient person is approximately 1.6 points
on an 11-point spread, controlling for
other factors.

Those reporting loneliness or social
isolation (B = .562, p < .001), strained
relationship with a loved one ( = .468,

p =.002), or fear of infecting their family
with COVID-19 (8 = 0.255, p = .020) as a
major stressor had higher distress on aver-
age compared to those who did not.

Males were less distressed than females
on average ( = -0.335, p =.014), and no
significant differences were noted among
family statuses.
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TABLE 2

Results of Multivariate Regression, Correlates of WBI Distress Score by Stress Type

Rank by
Well-Being Index Distress Score Explanation
(-2to9) Coeflicient (95% CI) p>t  of Variance
N =1,055
Work-related factors
Job category 11
Administration and nonclinical [Reference]
Advanced practice provider 0.568 (0.121 to 1.016) 0.013
Clinical support staff 0.712 (0.313 to 1.111) <0.001
Nurse 0.487 (0.018 to 0.955) 0.042
Other 0.931 (-0.670 to 2.533) 0.254
Physician 0.052 (-0.392 to 0.497) 0.817
Trainee resident/fellow 0.741 (-0.155 to 1.636) 0.105
Count of general work stressors (0-16) 0.203 (0.140 to 0.266) <0.001 1
Moral distress frequency (1-5) 0.298 (0.216 to 0.379) <0.001 2
Perceived organizational support (0-15) -0.083 (-0.133 to -0.034)  0.001 3
Work control (1-5) -0.222 (-0.355 to -0.089)  0.001 5
Perceived fairness/equity of pay cut (0-4) -0.124 (-0.235t0 -0.013) ~ 0.029 6
Count of clinical stressors (0-13) -0.030 (-0.104 to 0.043) 0.420 7
Decisional involvement (1-5) 0.086 (-0.037 to 0.208) 0.170 9
Work location 12
Administration/office [Reference]
Ambulatory/outpatient 0.151 (-0.264 to 0.566) 0.475
Hospital-based/ICU -0.393 (-.119 to 0.904) 0.132
Hospital-based/non-ICU 0.149 (-0.269 to 0.566) 0.485
Operating room/surgical 0.002 (-0.530 to 0.535) 0.993
Other -0.066 (-0.411 to 0.279) 0.707
Procedural 0.702 (-0.681-2.085) 0.320
Nonwork related factors
Count of nonwork stressors (0-14) 0.078 (0.026-0.130) 0.003 4
Resilience (0-8) -0.207 (-0.295 to -0.119) < 0.001 8
Gender 10
Female [Reference]
Male -0.406 (-0.704 to -0.107)  0.008
Prefer not to answer -0.165 (-0.614 to 0.284) 0.472
Self describes -0.108 (-1.484 to 1.268) 0.878
Family status 13

Married/partnered, no children
Married/partnered with children at home
Married/partnered with grown children

312

[Reference]
20.021 (-0.359 t0 0.317)  0.903
-0.310 (-0.751 t0 0.132) 0.169
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TABLE 2

(Continued)

Rank by
Well-Being Index Distress Score Explanation
(-2t09) Coeflicient (95% CI) p>t  of Variance
Other -0.023 (-0.502 to 0.456) 0.924
Single, no children 0.166 (-0.235 to 0.567) 0.416
Single with children at home 0.254 (-0.402 to 0.910) 0.447
Single with grown children -0.071 (-0.653 t0 0.411) 0.811

Note. ICU = intensive care unit.

*WBI > 2 is considered high distress for the general population. A higher score indicates greater distress.

TABLE 3

Results of Multivariate Regression, Correlates of WBI Distress Score by Stressor

Rank by
Well-Being Index Distress Score Explanation
(-2 to 9)* Coeflicient (95% CI) p>t of Variance
N=1,052
Work-related factors
Job category 15
Administration and nonclinical [Reference]
Advanced practice provider 0.262 (-0.118 to 0.642) 0.176
Clinical support staft 0.483 (0.125 to 0.841) 0.008
Nurse 0.171 (-0.226 to 0.567) 0.399
Other 1.168 (-0.260 to 2.600) 0.109
Physician —0.157 (-0.526 to 0.212) 0.404
Trainee resident/fellow 0.627 (-0.168 to 1.421) 0.122
Work location 17
Administration/office [Reference]
Ambulatory/outpatient 0.278 (-0.097 to 0.652) 0.146
Hospital-based/ICU -0.070 (-0.533 to 0.393) 0.766
Hospital-based/non-ICU 0.026 (-0.351 to 0.403) 0.892
Operating room/surgical 0.021 (-0.466 to 0.508) 0.934
Other -0.015 (-0.326 to 0.295) 0.923
Procedural 0.471 (-0.765 to 1.708) 0.455
Heavy workload or long hours (0-1) 1.517 (1.274 to 1.760) <0.001 1
Increased job demands/responsibilities 0.670 (0.436 to 0.904) <0.001 2
(0-1)
Moral distress frequency (1-5) 0.258 (0.186 to 0.330) <0.001 3
Perceived organizational support (0-15) -0.057 (-0.101 to -0.013)  0.011 4
Work control (1-5) -0.213 (-0.331 t0 -0.094) < 0.001 5
Perceived fairness/equity of pay cut (0-4) -0.104 (-0.206 to —0.003)  0.044 6
www.ache.org/journals 313
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TABLE 3
(Continued)
Rank by
Well-Being Index Distress Score Explanation
(-2 t0 9)* Coefhicient (95% CI) p >t of Variance
High risk of COVID-19 exposure while 0.342 (0.067 to 0.618) 0.015 8
treating patients (0-1)
Decisional involvement (1-5) 0.018 (-0.090 to 0.127) 0.740 12
Reduction in income (0-1) 0.064 (-0.162 to 0.290) 0.579 13
Nonwork-related factors
Loneliness/social isolation (0-1) 0.562 (0.344 to 0.780) <0.001 7

Resilience (0-8)
Fear of infecting family with COVID-19
(0-1)
Strained relationship with a loved one
(0-1)
Gender
Female
Male
Prefer not to answer
Self describe
Family status
Married/partnered, no children
Married/partnered with children at
home
Married/partnered with grown children
Other
Single, no children
Single with children at home
Single with grown children

-0.204 (-0.283 to -0.125) < 0.001 9

0.255 (0.040 to 0.470) 0.020 10
0.468 (0.172 to 0.763) 0.002 11
14
[Reference]
-0.335 (-0.602 to —-0.069) 0.014
-0.236 (-0.635 to 0.164) 0.247
0.501 (<0.723 to 4.725)  0.422
16
[Reference]
0.004 (-0.301 to 0.308) 0.980
-0.297 (-0.693 to 0.099) 0.141
-0.166 (-0.595 to 0.262) 0.447
-0.068 (-0.430 to 0.294) 0.712
0.468 (-0.121 to 1.057) 0.119
0.146 (-0.375 to 0.667) 0.583

*WBI 2 2 is considered high distress for the general population. A higher score indicates greater distress.

DISCUSSION

In this cross-sectional survey, we found
that distress has been common among all
types of healthcare employees during the
COVID-19 pandemic. Research on burn-
out and distress in healthcare has generally
focused on specific clinical employees such
as nurses or physicians, including recent
studies on the psychological impact of the
COVID-19 pandemic.
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Our results suggest all healthcare work-
ers are at risk for high distress and deserve
consideration in the conversation on
improving well-being. For instance, 75% of
administrative and nonclinical staft and 92%
of clinical support staff reported WBI > 2,
which is considered “high distress” for the
general population. The unique stressors
of each subgroup are important, but the
conversation needs to move beyond siloed
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approaches to include the entire team.
Although the sources of major stress differ
by employee role, there are common stress-
ors associated with higher distress scores
across groups. These represent an opportu-
nity for organizationwide interventions that
are most likely to lessen distress across the
entire healthcare team.

Work-Related Factors

Both sources of major stress indicated

by respondents and distress scores var-

ied significantly by role, yet each group

had an average distress score that would

be considered “high distress” compared

to the general population. While nurses
experienced the highest average distress
scores, clinical support staff and APPs also
had higher levels of distress compared to
administrative/nonclinical staff and physi-
cians. The multivariate analysis indicated
that having a role as a clinical support staff
member was significantly associated with

a higher distress score after controlling for
other characteristics. However, this group
is largely absent in the discussion about

the well-being of healthcare employees.

For clinical support staff, lower levels of
compensation may mean there are fewer
resources such as childcare or counsel-

ing to offset stressors. Notably, respiratory
therapists and patient care technicians have
a high risk of COVID-19 exposure at work
yet typically have low representation among
senior leadership and therefore fewer advo-
cates (relative to physicians and nurses) for
changes to their work environment.

Heavy workloads, long hours, and
increased job demands and responsibili-
ties explained the greatest portion of the
variance in distress; nurses and APPs had
the greatest percentage of respondents

www.ache.org/journals

indicating these as major stressors. These
outcomes are a direct result of staffing
levels and work allocation. Thin staffing
means longer shifts and fewer people to
share the collective workload required to
keep a hospital running. Staffing ratios that
were sufficient or thin prior to COVID-19
were likely insufficient for an influx of
patients with complex care needs spreading
illness among healthcare workers (Nguyen
et al., 2020; Renwick & Dubnow, 2020).
The financial strain from canceled elective
procedures led many hospitals to enact
hiring freezes, adding another barrier to
maintaining appropriate workloads.

After heavy workload, long hours,
and increased job demands, the fre-
quency of moral distress accounted for the
next-greatest portion of the variance in
distress. Nurses and APPs had the high-
est reported frequencies of moral distress,
followed by clinical support staft. This
is consistent with the growing concerns
about physician burnout regarding “moral
injury” (Talbot & Dean, 2018) and whether
a moral injury or a lack of resilience is to
blame for the burnout epidemic. Press cov-
erage of the COVID-19 pandemic includes
an abundance of examples of possible
moral distress faced by healthcare workers,
such as fear about rationing ventilators,
being assigned to unfamiliar tasks or units,
watching patients die alone, and choosing
between clinical duties and hugging their
own children (Antommaria et al., 2020;
Bryant, 2020; Lamas, 2020; Mogul, 2020;
Ouyang, 2020; Schumaker, 2020; White &
Lo, 2020). Furthermore, the stress caused
by heavy workloads and long hours may
exacerbate moral distress, as clinicians jug-
gling a heavy patient load may not feel they
are delivering optimal care.
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In the survey results, the degree to
which an employee disagreed that the
compensation reductions were fair, equi-
table, and transparent was associated with
increased distress, while the reduction in
income as a major stressor was not associ-
ated with elevated distress. This suggests
that the perceived injustice of the reduc-
tion in income was more distressing than
the actual reduction in income. It is likely
that during the COVID-19 pandemic,
healthcare workers have simultaneously
experienced an increase in their workload,
an increase in moral distress and personal
risk, and a reduction in compensation.
Compensation is a form of expressing
value for one’s services, efforts, and risk.
Thus, while healthcare workers worked
long hours and put themselves at great
personal risk while others stayed home, the
message they received was that those sacri-
fices had less financial value. Most respon-
dents indicated support for a compensation
reduction plan that considers whether the
employee works in person with patients,
and more specifically with COVID-19
patients. This is consistent with prior
research results suggesting that people with
higher job pressure have a higher expecta-
tion for rewards (Narisada, 2020).

Higher perceived organizational sup-
port was associated with lower distress.
Organizations must consider how their
operational decisions, leadership styles,
communication, and recognition collec-
tively convey information about employ-
ees’ value in the organization. Gestures
of appreciation are welcome (e.g., nurses
week and employee of the month) but
not sufficient. When an organization
simultaneously maintains thin staffing
ratios, prioritizes financial over human
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capital, or is unable to provide appropri-
ate PPE, these messages of appreciation
can create cynicism rather than a genuine
teeling of value.

The only clinical stressor associated
with higher distress was the high risk of
exposure to COVID-19 while providing
patient care. A possible explanation is that
the intensity and duration of clinicians’
training gives them an outsized ability to
endure clinical stressors in fulfilling their
mission to care for others (Sihha, 2020).
However, the culmination of nonclinical
stressors, in addition to their taxing clini-
cal work, may be driving their distress.
Therefore, there is value in efforts to reduce
the number of nonclinical stressors that
healthcare workers face.

Nonwork-Related Factors
Consistent with prior research, females
were more distressed than males on aver-
age (Lai et al., 2020). We expected family
status to be significantly related to distress,
particularly for parents balancing work
responsibilities with young children at
home during school closures. However,
that was not the case. It may be that the
effect of stressors such as limited childcare
options have been offset by benefits of par-
enting such as reduced social isolation.
This study’s findings suggest a balanced
perspective on the concept of resilience.
Although greater individual resilience was
associated with lower distress, it explained
less of the variance in distress than other
factors such as heavy workload and long
hours, increased job responsibilities, per-
ceived organizational support, and fre-
quency of moral distress. Recent studies of
physicians have found that they tend to be
more resilient than the general population,
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which suggests that a deficiency in resil-
ience is not the primary cause of distress
(West et al., 2020). Efforts to improve the
work environment may do more to reduce
distress than efforts to increase individual
resilience (Panagioti et al., 2017; West
etal., 2016, 2020). Individual resilience

is important, but it does not absolve the
organization from addressing work-related
sources of stress.

Study Limitations
An important caveat to this work is that we
measured correlates of distress—not job
satisfaction, engagement, or stress. There-
fore, although some variables may not reach
statistical significance, they may still be
important for creating healthy and produc-
tive environments where all members of
the healthcare team can do their best work.
A lack of distress is not the goal; flourish-
ing is. These findings may help identify the
first steps in mitigating healthcare worker
distress during the COVID-19 pandemic,
but more work is needed to create environ-
ments that allow healthcare teams to thrive.
Given the cross-sectional nature of
the study, we cannot determine causal-
ity. This study was conducted within one
organization, which facilitates a clear
comparison among healthcare team
members, but it may not be generalizable
to other organizations. Lastly, nonre-
sponse bias may limit the generalizability
of the findings to all employees. Although
a greater proportion of respondents were
male compared to the employee popu-
lation, it is unknown whether people
who are more or less distressed would
be more likely to complete an optional
survey. Nevertheless, this study makes
an important contribution in identifying
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the relative magnitude and correlates of
distress among various employee groups
within the healthcare team.

Implications for Policy and Practice
The results represent an important message
and opportunity for healthcare leaders.
Most of the factors that are significantly
associated with distress are work related,
which means they can be mitigated. This

is particularly true of ensuring appropriate
staffing levels, perhaps the single largest
opportunity to significantly move the nee-
dle on distress and reduce moral distress.
In addition, what decision-makers believe
to be fair, equitable, or transparent may not
be perceived as such. When possible, lead-
ers should seek input from a wide range of
employees to understand their preferences
and recommendations on issues ranging
from compensation to vaccine distribution
plans or any other allocation of limited
resources. This can help leaders mitigate
employees’ frustration or perceptions of
inequity and guide communications that
will engender trust in the organization.
Having a mechanism in place to gather
employee feedback can help facilitate this
decisional involvement even when deci-
sions must be made quickly.

While our study found that
work-related factors contributed most to
distress, even the nonwork factors can be
somewhat addressed in the workplace—
support for childcare, for example. Loneli-
ness and social isolation may be assuaged
by creating a sense of community and
social cohesion within teams. Strained
relationships with loved ones may diminish
when reasonable workloads allow employ-
ees enough time outside of work to tend to
their relationships at home.
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Healthcare organizations are operat-
ing in extraordinary times, with financial
strain as a primary concern prior to the
COVID-19 pandemic (American College
of Healthcare Executives, 2020) and a bleak
financial outlook after it (Barnett et al.,
2020). However, our data suggest that even
small steps to minimize or reduce work
and home stressors for healthcare employ-
ees may lead to reductions in overall dis-
tress. Low-cost options such as leadership
rounding in the units to check on employ-
ees and identify opportunities for immedi-
ate improvement can make an impact.

In addition, leaders must vigilantly
maintain their own well-being. This study
highlights that a majority of nonclinical
and administrative healthcare employees
are also at risk for high distress. When
in high distress, leaders can experience
burnout, fatigue, worsening quality of life,
and other symptoms of chronic stress. This
state of being is hardly conducive to opti-
mal decision-making. Furthermore, if lead-
ers do not prioritize their own well-being,
they may have difficulty recognizing its
importance and developing systems that

support healthy work among those they
lead and serve.

Leaders must consider the unique
stressors and needs of each of the many
groups working together for the good of
the patient—from administration and
nursing to physicians and environmental
services employees.

Lastly, many healthcare organizations
embed the goals of taking care of the com-
munities they serve in their mission and
vision statements. Healthcare systems are
frequently the largest employers in a city
or region. They cannot attend to the health
of their communities without committing
to creating a healthy work environment
within their walls.

CONCLUSION

Findings from our large survey of health-
care workers during the early phases of the
COVID-19 crisis found all employees at
increased risk of high distress, including
administrative and nonclinical employ-
ees and clinical support staft, as well as
physicians, nurses, and APPs. The major
causes of distress were predominantly

FIGURE 2

Top 10 Correlates of Distress Ranked by Contribution to Variance

1. Heavy workload/long hours

2. Increased job demands/
responsibilities

3. Higher frequency of moral distress
4. Perceived organizational support

5. Autonomy/work control

6. Perceived inequity of pay cut
7. Loneliness/social isolation
8. High risk of COVID-19

exposure while treating patients
9. Individual resilience

10. Fear of infecting family with
COVID-19
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work-related, such as heavy workload and
long hours, moral distress, lack of orga-
nizational support, autonomy, and the
perceived inequity of pay cuts. The top 10
correlates are listed in Figure 2. Greater
resilience was associated with decreased
distress, but it accounted for a small por-
tion of the overall variance relative to
work-related factors. Taken together, these
findings suggest that decreasing work
demands may provide the greatest oppor-
tunity for reducing distress—starting at
the top. Leaders must tend to their own
well-being as well as each of the many
different employee groups experiencing
distress during a crisis.
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PRACTITIONER APPLICATION:

Healthcare is a Team Sport: Stress, Resilience, and
Correlates of Well-Being Among Health System Employees
in a Crisis

Daniel R. Kelly, DHA, FACHE, FACHCA, CEO, McKenzie County Healthcare Systems, Watford City,
North Dakota

oping with COVID-19 has challenged the healthcare system and, therein, our
healthcare workers. The time is right to give special attention to the physical and
psychosocial effects of the pandemic on the healthcare workforce.

The effects related to the pandemic may be driven by diverse factors. These factors
include uncertainty about when the pandemic will end, the initial lack of proven thera-
peutic interventions and vaccines, shortages of personal protective equipment, and the
limited supply of employees. Moreover, healthcare workers have experienced the same
social stressors as the public—notably the inability to physically interact with relatives and
friends along with the heightened threat of personal and family illness and death.

Meese and colleagues suggest ways that healthcare leaders can eftectively deal with
worker distress such as the following actions and responses:

+ Lessen heavy workloads and long hours.

« Provide necessary resources (supplies and medicines).

« Reduce moral distress by addressing fears.

« Communicate openly and honestly.

o Stress the altruistic positives associated with serving the greater good during a
pandemic.

I serve as CEO of a healthcare system in the Upper Midwest. Although we have
not been a COVID-19 hot spot, our employees have experienced many stressors. They
faced a public that doubted the existence of the disease and the morbidity and mortality
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