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Abstract
Background: The first wave of the COVID-19 pandemic had a significant impact on the personal and professional lives of

frontline nurses.

Purpose: The purpose of this descriptive phenomenological study was to explore the experiences of Canadian Registered

Nurses (RNs) working in Ontario or United States hospitals during the first wave of the COVID-19 pandemic.

Methods: Semi-structured interviews were conducted with 36 RNs living in Ontario and employed either at an Ontario or

United States hospital. Three main themes were identified across both healthcare contexts.

Results: 1) The Initial Response to the pandemic included a rapid onset of chaos and confusion, with significant changes in

structure and patient care, often exacerbated by hospital management. Ethical concerns arose (e.g., redeployment, allocation

of resources) and participants described negative emotional reactions. 2) Nurses described Managing the Pandemic by finding
new ways to nurse and enhanced teamwork/camaraderie; they reported both struggle and resiliency while trying to maintain

work and home life balance. Community responses were met with both appreciation and stigma. 3) Participants said they

were Looking Forward to a “new normal”, taking pride in patient improvements, accomplishments, and silver linings, with tem-

pered optimism about the future. Many expressed a reaffirmation of their identities as nurses. Differences between partici-

pants working in the US and those working in Ontario were noted in several areas (e.g., initial levels of chaos, ethical

concerns, community stigma).

Conclusions: The COVID-19 pandemic has been very difficult for nursing as a profession. Close attention to post-pandemic

issues is warranted.
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The first wave of the COVID-19 pandemic put an unprece-
dented strain on healthcare systems worldwide and caused
devastating effects on the mental health and wellbeing of
healthcare workers, especially nurses (Pappa et al., 2020).
The severity of patient illness and the high volume of
patient deaths caused ethical dilemmas and moral challenges
related to patient care (Kackin et al., 2020). A lack of per-
sonal protective equipment (PPE) and chaotic response on
behalf of hospital organizations contributed to high stress
levels (Halcomb et al., 2020; Kackin et al., 2020; Tan
et al., 2020). Constant close contact with infected patients
caused healthcare workers to fear for their own health and
safety and that of their families (Crowe et al., 2020;
Halcomb et al., 2020; Kackin et al., 2020; Lapum et al.,
2021a; Liu et al., 2020; Sheng et al., 2020). These problems
associated with the COVID-19 pandemic resulted in

increased symptoms of depression, anxiety, stress, and
other traumatic symptoms among healthcare workers
(Crowe et al., 2020; Gao et al., 2020; Havaei et al., 2021;
Kackin et al., 2020; Liu et al., 2020; Sheng et al., 2020;
Tan et al., 2020), as well as changes in eating habits, sleep
disruptions, and alcohol/substance abuse (Galehdar et al.,
2020; Sheng et al., 2020). In many healthcare settings,
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nurses had already been reporting high levels of understaffing
and burnout prior to the advent of the COVID-19 pandemic,
which worsened these pre-existing issues (Bourgeault, 2021;
Lasater et al., 2021).

Qualitative studies with nurses during the COVID-19
pandemic have identified a variety of stressors in this
population. Nurses reported that a decrease in work
shifts led to financial hardship and job insecurities
(Halcomb et al., 2020). For many, adjusting to a new
working environment, new and rapidly changing protocols
(e.g., changes in patient codes, patient care practices) and
wearing cumbersome PPE for excessive periods of time
contributed to exhaustion and burnout (Liu et al., 2020;
Sheng et al., 2020). Nurses described distress at failing
to meet their own pre-pandemic standards for patient
care (Gao et al., 2020; Halcomb et al., 2020; Kackin
et al., 2020; Sheng et al., 2020; Tan et al., 2020). Those
who were redeployed to units for which they did not
have the appropriate training or experience described ele-
vated stress and tension that affected work performance
(Liu et al., 2020).

Pandemic intensity, as well as nursing and management
practices, have varied significantly across Canada (Detsky
& Bogoch, 2020), with Ontario having one of the highest
case counts in the first wave of infections (Government of
Canada, 2021). Likewise, pandemic intensity and healthcare
practices vary significantly between Canada and the US,
which is consistent with significant pre-pandemic differences
between the two healthcare systems (Villeneuve & Betker,
2020). Unlike many US states, Ontario’s nursing workforce
is mostly unionized (Canadian Federation of Nursing
Unions, 2021); however, this coupled with ongoing cuts to
the Ontario healthcare system (Ontario Hospital Association,
2019) has given rise to a lack of entry-level full-time
nursing positions (Freeman et al., 2012) and pay concerns
for RNs (Macnab, 2021). As a result, many RNs who live
in border cities seek employment in the US (Freeman et al.,
2012); in Southwest Ontario, it is estimated that 20% of
RNs living in cross-border counties work full or part-time
in the US (Hall et al., 2009).

During the first wave of the COVID-19 pandemic,
nurses who held positions on both sides of the border
were forced to choose between working exclusively in
Canada or the US (Coletta, 2020). Cross-border nurses
have also faced significant challenges due to political pres-
sure and conflict caused by differing responses to, and
intensity of, the pandemic (Fraser, 2020) as some US
border cities were early emerging “hot spots” in the first
wave of the pandemic.

The purpose of this qualitative study was to capture the
lived experiences of Canadian RNs working in hospital
settings in either Ontario or the US during the first wave
of the COVID-19 pandemic (i.e., March-June 2020).
Given the proportion of Canadian RNs who commute to
the US for work, our secondary goal was to capture the

specific challenges caused by the pandemic related to dif-
ferent healthcare systems, different hospital management
practices, and different epidemic intensities, while
holding constant the challenges related to home living
situations.

Methods and procedures

Participants
We recruited RNs living in Ontario, Canada, and working
in acute care hospital settings in either Ontario or the US
for interviews in May and June of 2020. In the city
where interviews were conducted, many nurses commute
across the Canada/US border daily and have held perman-
ent jobs in American hospitals for many years while resid-
ing in Ontario.

Procedure
All research protocols were cleared by the researchers’
university-based Research Ethics Board (REB# 36968).
A recruitment advertisement was circulated through
several local nursing listservs (e.g., professional groups,
alumni lists for the local university, sessional instructors
for the local university). Word-of-mouth and snowball
sampling (Johnson, 2014) were also used to recruit add-
itional nurses. Several nurses volunteered to share recruit-
ment details with friends and family who were nurses;
others posted study details in private Facebook groups
(e.g., for Canadian nurses working in the US) or in their
breakrooms at work.

Interested participants contacted us by email or by phone
to express their willingness to participate. They were then
sent the informed consent form to complete, along with
a calendar invitation to set up an interview time.
Participants emailed their completed and signed consent
forms to a research assistant prior to their interview.
Inclusion criteria were the following: 1) current licensure
as an RN and 2) current employment in an Ontario or US
hospital. Exclusion criteria included: 1) non-RN nursing
licensure (e.g., licensed practical nurse, nurse practitioner)
and 2) employment in a setting other than a hospital (e.g.,
long-term care home, family practice).

Interview questions were structured around three principal
domains: general experiences working in hospital settings
during the COVID-19 pandemic (e.g., “Tell us about your
experiences so far working during this pandemic”), identified
stressors (e.g., family health concerns, finances, moral injury),
and coping strategies, including follow-up questions where
indicated. All interviews were conducted virtually via the
Microsoft Teams (MS) platform and in pairs (i.e., one
nursing faculty, one psychology faculty), with questions
alternating between the two interviewers. Nurses were com-
pensated with a $50.00 Amazon e-gift card. Interviews
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ranged from 60 to 120 min with an average of 90 min.
Transcripts auto-generated by MS Teams were reviewed,
corrected, and de-identified by research assistants. All poten-
tially identifying information was removed (e.g., names of
people/hospitals) and each interview was assigned a unique
identifier code. De-identified transcripts were reviewed a
second time by members of the interview team for quality
control.

Qualitative analyses
The epistemological and ontological framework through
which our findings were analyzed was descriptive phenomen-
ology, an ideal approach for use with qualitative data when
the goal is to produce descriptions of previously-unexplored
phenomena (Giorgi & Giorgi, 2003; Langdridge, 2007;
Polkinghorne, 1994). This framework was particularly suit-
able given how little was known about the COVID-19 pan-
demic in the spring of 2020 and about its potential impact
on healthcare workers. The purpose of such an approach
is not to generalize findings to other individuals outside
the sample but to better understand the richness of a phe-
nomenon from different subjective realities (Camic et al.,
2003).

Our analysis methodology followed Braun and Clarke’s
(2006, 2013, 2020) reflexive thematic analysis (RTA) proce-
dures, which is compatible for use with different ontological
and epistemological frameworks. RTA is a method of sys-
tematically identifying, organizing, and interpreting patterns

of meaning across a corpus of data, guided by research ques-
tions and theoretical underpinnings.

Braun and Clarke’s phased approach requires familiariza-
tion with the data; generating initial codes; searching for
themes based on clusters of similar codes; reviewing, revis-
ing, and labeling themes; and then describing the themes
and their interconnections to “tell an overall story about the
data” (Braun & Clarke, 2006, p. 65). Our analytical team
comprised two psychology professors with expertise in quali-
tative analyses, one graduate student, and one undergraduate
student. Each analyst read and coded a set of transcripts,
noting emergent impressions, observations, interpretations,
and reactions. Line-by-line coding was completed, and
each code represented an active and specific meaning unit.
Analysts then met at biweekly intervals to discuss thoughts,
codes, and themes, as well as to reflect critically on the ana-
lytical process (Lincoln & Guba, 1985). This iterative
process continued until a set of agreed-upon themes were
identified by all team members. All meetings were documen-
ted, and notes were circulated for further reflection. Each
research team member also kept audit trails of how codes
were generated and clustered to aid in discussions and
interpretations.

Results
A sample of 36 RNs living in Ontario, Canada, and working
in acute care hospital settings in either Ontario (n= 20) or the
US (n= 16) completed interviews. Female (n= 31) and male
(n= 5) nurses ranged in age from 23 to 58 years (M= 38.06,
SD= 10.56), with 1.5 to 36 years (M= 12.52, SD= 9.14) of
experience in the profession. The following units were repre-
sented among nurses: medical/surgical, cardiac care, rehab,
and ER (n= 5); ICU (i.e., adult, neonatal, stepdown and
surgical) (n= 19); COVID-specific units and field hospi-
tals (n= 3); surgery, day surgery, and recovery (n= 3);
other (e.g., float, oncology, vascular access) (n= ); and
labor and delivery (n= 2). While most nurses were not
redeployed (n= 24), several were restationed to a new
unit, a COVID-designated unit, or to a community field
hospital (n= 12).

We identified three themes encompassing participants’
experiences during the first wave of the COVID-19 pan-
demic: (1) Initial response, (2) Managing the pandemic,
and (3) Looking forward. Each major theme also encapsu-
lated numerous subthemes, as reported in Table 1. Our ana-
lysis also highlights similarities and differences in working
experiences between nurses employed in the US vs. those
employed in Ontario and offers insight into the unique dimen-
sions of a cross-border workforce during such a precarious time.

Major theme 1: initial response
Theme one captured the initial response when the pandemic
descended on hospitals in Ontario and the US. Canadian

Table 1. Nurses Experiences During COVID Pandemic Themes

and Subthemes.

Themes Subthemes

Initial response Chaos and confusion, rapidity of onset

Rapid changes in structure and patient care

Initial emotional impacts

Management and organizational response

Ethical concerns

Managing the

pandemic

Changing work relationships and dynamics

New ways to nurse – advocacy and

leadership

Life is upside down/significant disruptions

Struggle and resiliency

Community response – stigma and

appreciation

Looking forward Changes and reaffirmation of the nursing

identity

Balance of anxiety and hope – tempered

optimism

Improvements, accomplishments, and silver

linings

The “new normal”

Ménard et al. 3



participants working in both US and Ontario hospitals
described working within a rapid onset of chaos, confusion,
with hurried changes to patient care, an overload of informa-
tion, all the while attempting to deal with the emotional
impact of the situation, differing management and organiza-
tional responses and evolving ethical concerns. However,
these early impacts differed in intensity between Canadian
and US hospital systems and had correspondingly different
effects on nurses working in those two systems.

Rapid onset of chaos and confusion. US hospitals were not pre-
pared for the rapid influx of COVID patients and were
quickly stretched beyond their limits. One Ontario RN
working in the US recounted, “We woke up one day and
the hospital exploded with a bunch of coronavirus patients.
Others recounted, “Our hospital was in surge” and described
shortages of key equipment (e.g., PPE, ventilators). RNs
working in the US recalled having “to be on your toes all
the time…like there isn’t enough of me to go around” and
expressed significant difficulty “keeping their heads above
water” emphasizing “chaos” as the best descriptor of this
initial phase of COVID-19.

In contrast, RNs working in Ontario reported a lower level
of epidemic intensity, which allowed more time for units to
prepare. One Ontario RN recalled, while awaiting a potential
influx of COVID patients:

They [hospital management] made a lot of changes to our
units, like tenting, negative pressures rooms, tried to secure
PPE, to get as ready as possible. They also made the [field
location] to bring the COVID patients to so we could not
overwhelm our hospital and separate the residents.

Participants working on both sides of the border reported
comparable experiences with rapidly-changing protocols
and an onslaught of conflicting information. Many reported
that procedures changed hourly, and it was, in the words of
one Ontario RN, “impossible to handle the volume of infor-
mation that was being shared”. Guidelines from hospitals and
government entities were often contradictory, making it dif-
ficult determine proper care procedures. Emails were also
excessive, and rarely streamlined, which caused confusion,
chaos, and mistrust of management and hospital administra-
tors. An Ontario RN describing the opening of the field hos-
pital said: “Nobody knew how it was staffed. Nobody knew
what kind of patients they were taking in.”

All participants reported that inadequate PPE caused sig-
nificant stress. Most reported having to reuse PPE beyond
recommended use, and many nurses, particularly those
working in the US, brought their own make-shift PPE to
work (e.g., raincoats from the dollar store), spent hours
searching for equipment, and reported feeling unsafe and
unprepared. One RN working in the US explained, “As
nurses, the threat of dealing with infectious, transmissible,

and potentially deadly disease is not new. What was new
was the idea that we would not be protected”.

Rapid changes in structure and patient care. Nurses working
on both sides of the border were required to effectively navi-
gate rapid changes in structure and patient care; while
Ontario nurses working in the US navigated these changes
amidst chaotic work conditions. RNs working in Ontario
experienced similar expedited changes, but in a more coordi-
nated fashion. “Before this pandemic, we really never proned
[placing a patient face down in their bed] anybody, and so
that was a whole new experience, especially being newer
to the ICU, we were proning everybody,” reported one
Ontario RN. One nurse working in the US compared their
ward to a “MASH camp”; while another working in
Ontario described their first month of changing algorithms,
critical care team responses, physical construction, PPE
requirements as “horrendous”.

Safely donning and doffing PPE was a time-consuming
struggle, leaving less time for interacting with patients at
the bedside and managing basic care. It also led to additional
responsibilities for nurses (e.g., housekeeping, blood draws)
as changes led to staffing restrictions. Clustering care was a
new and mandatory reality, particularly for Ontario nurses
working in the US, as echoed by one nurse:

You’re just so distant from your patient and it is one of the
hardest things…I’m always, always in my patients’ rooms
and I know my patients in and out and even to this day, I
think it’s still one of the hardest things with still working a
COVID unit.

Restricted family visitation required nurses in both
Ontario and the US to use video chat systems (e.g.,
FaceTime) to facilitate communication with family
members. Many participants reported it was heartbreaking
to see patients suffering and dying alone without family.

Her mother had to stand outside with her hand on the plexi-
glass, looking in, watching her daughter take her last breath,
and we were all just at the nurse’s station just crying because
we just felt so horrible that we were able to go in and be that
person while she was dying holding the hand but her own
mother couldn’t go in. (Ontario RN)

Initial emotional impacts
All participants reported feelings of fear, anxiety, and panic
coupled with feelings of being devalued during the early
stages of the pandemic. Concerns about exposure to
COVID and getting sick themselves or passing the virus to
family members were ubiquitous. One Ontario RN working
in the US nurse explained, “There’s no PPEs, but you’re lit-
erally going into a room where you know it’s a positive
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COVID patient and they’re actively coughing or actively
giving breathing treatments.”

Many Ontario nurses working in the US bore witness to
traumatic loss of life with attendant feelings of helplessness.
High morbidity rates, rapid patient deterioration, and
shortages of life-saving equipment led to high patient death
rates. An RN working in the US described bringing bodies
to a refrigerated truck in the parking lot because there was
no room in the morgue:

I worked trauma and so we just stopped intubating patients.
And so often, I would bring patients back to the ED to die
in the hallway, so I would sit with them and hold them as
they died. It happened multiple times where 2–3 min, I
put a non-rebreather on them and they would be cuddling
me and, I remember I had a [patient] who is like delirious,
aspiration pneumonia, I put a non-rebreather on her, I
carried her. She must have been 80 pounds soaking wet.
I just sat in the stretcher with her and cuddled her until
she died.

In addition to fear and anxiety, nurses reported feeling
“disposable” to their employers; this was particularly
evident from accounts of participants working in the US.
They experienced job furloughs, cuts to their pension, and
unclear guidelines regarding access to sick leave and
COVID tests. Inequitable allocation of duties between
nurses and other care providers was also reported. One RN
working in the US stated, “The doctors never went in the
room, ever, ever. We were the ones that were, you know, I
called us the sacrificial lambs”.

Management and organizational response. In these early days
of the pandemic, nurses emphasized the need for clear, trans-
parent, honest communication from management teams, and
stressed the importance of managers being available and
present for staff. One Ontario RN explained that having man-
agement present, “makes people feel like respected, under-
stood and valued. … and it prevents a lot of those ethical
dilemmas, and it allows you time to do things in a way that
protects you from getting sick.”

Frustration and mistrust toward absent US hospital
managers and administrators was evident. Again, this
sub-theme was documented primarily in transcripts of
Ontario nurses working in the US, who expressed
greater dissatisfaction with management, particularly in
terms of resource allocation and PPE distribution.
“None of them were walking into those rooms, experien-
cing what we were experiencing,” said one Ontario par-
ticipant working in the US. Hospital policies and
procedures were described as political or fear-driven,
rather than evidence-based. On some occasions, RNs
reacted with disbelief when provided with clearly
inaccurate information (for example, being asked to
share N95 masks amongst one another). Nurses on both

sides of the border reported questioning the honesty and
integrity of their leaders for the first time in their
careers and feeling disturbed to find themselves in that
position.

Ethical concerns. Ethical concerns arose from a variety of
sources in the initial phase of the pandemic and were more
pronounced for nurses working in the US than for nurses
working in Ontario. Some nurses reported being redeployed
to high-demand areas to manage the first surge of the pan-
demic without adequate preparation and training. One par-
ticipant working in the US described how she was
redeployed out of her comfort zone:

Morally, I questioned like, oh my gosh, we have these people
that need higher level care, they need critical care nurses. I’m
not, I’m not even trained in critical care, so it’s not like I was
just without equipment, I’m also without training when
people are falling that sick.

The reuse of PPE in the US and disparity of who received
specific types of PPE also created moral concerns. Many felt
that reusing PPE created unsafe working conditions and
patient care, while others reported unfairness in distribution
of PPE among units and healthcare workers. Anger and frus-
tration were evident:

That experience of seeing physicians walking around with
respirators on and… I, the nurse, have, nothing! I was very
angry, very frustrated and I’m literally going in the room,
and I have to touch the patient. I’m the one putting the
mask on, I’m the one putting the IVs in, I’m the one
putting the Foleys in….The physicians can stand there,
they don’t even have to pull a stethoscope out ’cause all
you need is that chest X-ray really to look….The disparity
of who gets what, very upsetting, very upsetting. (Ontario
RN working in the US)

The allocation of scarce care resources became a critical
ethical issue as, without adequate medical resources, nurses
and other medical staff had to decide who would benefit
most from ICU beds, ventilators, and extracorporeal mem-
brane oxygenation (ECMO); forced do not resuscitate/do
not intubate (DNR/DNI) code changes became a reality.
Reactions to the death toll were intense among participants.
“The patients just didn’t receive that like support and
dignity that they should receive [when they were dying]
and that was kind of the worst of the worst experiences,”
said one Ontario RN working in the US. Another participant
described a nightmarish visual:

And to know that people are piled [participant crying] in, in,
in a truck trailer like, like animals, like garbage, that needs to
not be sheltered like they have it at the hospital….the public
needs to know that.

Ménard et al. 5



Major theme 2: managing the pandemic
After the initial chaos and confusion, the second major theme
encompassed what participants did to manage the pandemic.
Many on both sides of the border reported changing work
relationships, finding new ways to nurse, feeling like life
was upside down and having to deal with changes in
family dynamics and their social lives, struggles encountered
and self-work to become more resilient, and finally feeling
stigma or being bolstered by their communities.

Changing work relationships and dynamics. A strong sense of
commitment and camaraderie emerged among nurses and
their colleagues. Many participants reported that they never
worked so well as a team. “I feel closer to my coworkers
probably than I ever have,” said an Ontario nurse. Support
from coworkers made the pandemic bearable, whether this
was in person, via phone, or in a group chat: “The staff
members in the [hospital] ICU are just an amazing group,
and I don’t think, if it wasn’t for them, I think this would
have had a lot more impact on a lot of people.” (Ontario RN)

Support from management was particularly appreciated,
whether this involved providing updates from administrators
or advocating for the needs requested by staff:

My manager specifically was very open about what the plan
was going to be….they were very open and just allowed us
any questions that we had or any concerns that we had.
They made themselves available 24/7. (Ontario RN)

While nurses certainly appreciated support from friends
and family, many said that only other nurses could under-
stand their situation. One nurse working in Ontario said,
“People that are outside of healthcare, they just don’t really
understand it the same way”, a sentiment echoed by a
nurse working in the US: “I feel like anyone who’s not a
nurse doesn’t really get it.”

New ways to nurse – advocacy and leadership. Participants,
having weathered the initial crisis, gradually adapted to
their new work situation and practices. Many began to advo-
cate for greater safety and protection, both for their patients
and for themselves. Nurses championed for patients to
receive the medical care they needed (e.g., tests, procedures)
and advocated for visitation from family. The importance of
protecting and advocating for themselves was also empha-
sized, “It was your responsibility to advocate for yourself.
So, it was just on your own time, protecting yourself,
putting the equipment on without rushing.” (Ontario RN
working in the US)

Nurses shared the costs of this new approach: time spent
advocating for patients took time away from the bedside.
“It sucks, like this is not how I want to nurse, but I have to
nurse that way to protect myself, to protect my other
patient, and to kind of protect my family as well.”

(Ontario RN working in the US). Another explained, “All
those little things that make nursing so special, I have not
done since this began.” (Ontario RN working in the US).

Life Was upside down/significant disruptions. Changes in social
dynamics, living situations, and financial stress were almost
universal among participants. The phrase “life is upside
down” described disruption in their lives, and how time-
consuming the transition from work to home became.
Many nurses described removing all their clothing in their
garages, showering, donning clean clothing, and wiping
any surface they touched before entering their homes.
Family members took on the responsibility for errands and
grocery shopping so nurses could avoid potentially exposing
others to COVID-19.

Social isolation was a big stressor. Those who became
sick with COVID confined themselves to one room, ventur-
ing out to use the washroom, and had family leave food at the
door. A few nurses relocated to a hotel, apartment, RV, or
other locations to protect their families. The imposed isola-
tion and not being able to touch, hug, or kiss family
members was emotionally difficult. One Ontario RN
described an interaction with his toddler: “He’s like, ‘Hug
daddy, hug?’ And it’s like, ‘No sorry buddy, you can’t
touch daddy.’ And he’s like, ‘Okay, no touch daddy, no
touch daddy.’ And it’s like, ‘Ugh!!’”

While some reported taking on mandated overtime, others
endured financial stress. Hours were reduced, shifts were
canceled, and US nurses were furloughed. “Our hours are
very sporadic, like our schedule is almost on a day-to-day
basis now, where you can just kind of call you in or cancel
you if they don’t need you,” reported one Ontario RN
working in the US. In some cases, partners and family
members lost their jobs due to the economic downturn.
Others reported that spouses were told not to return to
work because they were married to a nurse and there was a
perception of increased risk exposure, which often led to feel-
ings of guilt among participants.

Struggle and resiliency. In the face of exceptional challenges,
nurses exhibited resiliency and dedication to patient care,
but many described struggling, both emotionally and physic-
ally. Symptoms reported included low mood, anxiety, hyper-
vigilance, nightmares, fear, anger, sleep disturbances,
changes in appetite, guilt, loneliness, burnout, physical
exhaustion, and impairments in concentration. An Ontario
nurse described their journey over time, “I started two
months ago….all gung ho and chipper and let’s get this
COVID… and let’s do it and now I’m completely defeated
and like exhausted all the time and very—it’s affecting my
mental health big time.” Many participants were tearful
and/or cried during the interview process. One Ontario RN
working in the US said, “I’m not coping [laughs] and
I, I don’t know why I’m laughing about it.” Another
explained the difficulty:
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When you work in ICU and in that environment a lot, you
tend to, um, distance yourself a lot emotionally from it and
you don’t really feel it over time, like, you feel the pain
and empathy and the sadness, but you don’t feel that hard
emotion that you do in the beginning of your career. But I
feel like everyone has been feeling that hard emotion
because this is a whole new process for us (Ontario RN
working in the US)

A few participants became sick with COVID and were
still experiencing fatigue post- recovery. Multiple nurses
described being physically drained, lacking concentration,
and sleep disturbances.

Despite their struggles, many shared positive coping strat-
egies and demonstrated resiliency; popular approaches
included exercise (e.g., walking, running yoga), time with
pets, gardening, reading, listening to music, prayer/medita-
tion and watching TV/movies. Nurses said that they received
important emotional support from partners, family members
and friends, which was key. Although not explicitly labeled
as such, many participants deliberately appeared to adopt
positive thinking styles, saying to the interviewers, “at least
I have a job” or “at least my family is not sick.” (Ontario
RNs). A few shared maladaptive coping strategies, often
accompanied by acknowledgements that these strategies
were less-than-ideal or feelings of guilt. Some reported
increased consumption of alcohol (e.g., drinking more days
per week, increased consumption) or other substances (e.g.,
marijuana).

Community response – stigma and appreciation. Participants
described a polarized response from their communities
towards healthcare professionals that encompassed both
experiences of appreciation and social stigma. Support and
appreciation came in many forms, including applause,
parades, free meals, a “hero lives here” signage, and priority
lines at community businesses (e.g., grocery stores). RNs
working in Ontario expressed appreciation for donations of
PPE and food from the community: “It wasn’t easy what
we were doing, but people understood that and that was
good to be a part of.” Some expressed the hope that this rec-
ognition and appreciation would persist post-pandemic.

However, RNs working across the border reported feeling
rejected, ostracized, and “othered” by their communities.
One RNworking in the US said, “my neighbour said multiple
times when I was out with my child walking, ‘you’re not sup-
posed to be leaving your house, you work in [US city], you
shouldn’t be outside’”. Other nurses noticed hurtful social
media comments about nurses working on the US side of
the border and felt unfairly blamed as carriers of disease.
Others were turned away from banks or refused medical
treatments (e.g., X-rays). One nurse working in the US sum-
marized the experiences of many: “A lot of nurses feel ostra-
cized, like the reason why our local COVID rate is high is
because of us.” Many RNs working in the US removed

signs identifying them as healthcare workers from their
cars to prevent vandalism. One person described their hurt:

I think just the news and stuff that we see and just reading
some of the comments underneath from fellow [city resi-
dents] and how they feel about us has been very hurtful.
Uhm, you know, a lot of them are just saying, you know,
‘Just live in [US city]!’ not thinking the fact that we have
family here, that you know we would want to do it, and
quite frankly, working in [US city] was not my first choice,
I work there because I’ve got a full-time job.

Major theme 3: looking forward
The final major theme captured participants’ adaptation to
their circumstances and their thoughts about the future (as
of May/June 2020). Most reaffirmed their identities as
nurses but had actively reflected on the question. They
expressed tempered optimism but were concerned about a
likely second wave. Many noted improvements and accom-
plishments as the pandemic progressed and worked at
remaining positive. Nurses shared silver linings they had
seen so far and discussed the potential for a new normal.

Changes and reaffirmation of the nursing identity. The crisis
brought on by the pandemic led to re-evaluation of partici-
pants’ professional identities but, for most, reaffirmation of
the nursing identity as well. Most participants reported a
strong sense of passion, professional fulfillment, and com-
mitment: “I’ve always loved being a nurse. Truthfully like
it’s not something that I’ve ever regretted….I’m in the
right career. I don’t doubt that for one minute.” (Ontario
RN) Another explained, “I feel stronger now than I did
before. Like tested, you know.” One nurse, however,
expressed frustration at colleagues who had taken leave or
quit:

I thought, you’re a nurse, like, this is what we signed up for.
How can you, like, turn your back now on all these people
that need us when we knew that a pandemic or some sort
of something like this was gonna come in our lifetime of
our career. So, I kind of struggled with that a little bit. But,
you know, everybody makes their own decisions, and they
made that decision for a reason, so I shouldn’t really be judg-
mental about it, but I just couldn’t help but feel that initial
anger (Ontario RN)

Some participants struggled with ambivalence. “I love
being a nurse but… I never signed up for a pandemic,”
said one Ontario nurse while another working in the US
explained, “I didn’t sign up for not having myself protected.”
Another described a conflict in values: “I already felt guilty
or potentially exposing my family and I think as a nurse,
I would feel even guiltier quitting at a time when we are
needed the most.” Some reported feeling pressured to leave
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their jobs by family members but reiterated their commitment
to their patients and their coworkers.

A few nurses found themselves reassessing their careers
and priorities, especially those who felt they had been
treated poorly by employers. While many did not plan to
change their careers, some thought about changing units
or hospitals, or going back to school to improve their cre-
dentials. Many viewed nursing as a very stable, valuable
career but objected to being treated as ‘disposable’ by
administrators.

Tempered optimism. As infection rates began to decline, all
nurses reported feeling hopeful; however, their hopes were
tempered by anxiety in advance of a predicted second
wave of infections. Participants expressed concerns
about the government’s plans for reopening businesses,
loosening restrictions, and reopening the Canada/US
border. Some nurses observed that pandemic fatigue was
resulting in coworkers becoming less vigilant and cautious
about PPE usage. “It’s an evolving situation, but you can
only deal with the day in front of you,” said one Ontario
nurse.

Many nurses expressed concern about a future mental
health crisis, both for themselves and for their colleagues,
acknowledging that healthcare workers experienced signifi-
cant stress during the crisis. Participants working in the US
described the trauma of watching patients die due to
limited life-saving resources available: “I can imagine just
a lot of PTSD in the future from this”. They also pointed
out that the pandemic added disruption, burn-out, and com-
plexity for new nurses:

I think we’re going to lose a lot of new nurses….I would be
working with a nurse…who had just graduated six months
ago and they’re caring for an ECMO patient. And I’m like
how the heck are they like, it’s just ridiculous and so I
would take over that patient for them. But at the same time,
like you can only put so much stress, especially on a new
nurse.

Improvements, accomplishments and silver linings. As time
passed, nurses began to see improvements and positive out-
comes from their efforts and the policy changes brought in
by management. Patients who had been in hospital for
weeks or months and had been near death were able to
come off ventilators and walk out of the hospital. Several
nurses said that seeing such patients discharged were the
best moments of the pandemic to date.

First COVID patients that came in, he was finally released
like a few weeks ago and doing well, and it was – honestly,
we thought he was gonna pass away. [His] heart stopped like
several times and…it’s like a miracle. [laughs] We were just
like… there is hope, I guess is what it kinda gave us. (RN
working on Ontario).

Several US participants said that their hospitals had insti-
tuted a policy of playing a certain song when COVID patients
were discharged, which provided them with a burst of energy
and optimism after hearing codes the rest of the day.

Nurses described the work that they and other healthcare
workers had done as “an overwhelmingly wonderful testa-
ment to humankind”. Many expressed a newfound appreci-
ation for their coworkers and described their teams as
stronger and more unified than ever because of what they
had overcome.

We’ve never worked so well as a team together. There’s a
very strong support between the staff right now. And we
talked about it at the start of this, that really, if we were
going to survive a situation where we were in a surge….we
would have to adapt more of a team mentality and instead
of it being like, well that’s your patient, it’s like no, this is
this is our job, this is our responsibility (Ontario RN).

The New normal. Although the number of new COVID cases
gradually decreased, the need for diligent infection control
remained. When asked “What will it be like to return to
normal?”, many expressed doubts that there would be a
return to pre-pandemic normalcy. Although nurses expressed
a wish to resume regular duties, go back to their own units,
and visit with family and friends, most felt that the pandemic
would be lengthy. Some felt that COVID-19 would funda-
mentally change the landscape of infection control in hospi-
tals. They explained that the general public now had greater
awareness around infections, hygiene and hoped that health-
care systems would be more responsive and prepared for
future crises. Nurses hoped that the lessons learned from
COVID might inform and facilitate more effective prepar-
ation and responses to future infectious emergencies.

Several expressed the hope that this crisis would precipi-
tate greater funding to healthcare systems after decades of
cuts in Ontario. “We need more staffing, a safe patient to
nurse ratio, changes to polices to make sure we’re properly
equipped and proper resources,” said one Ontario participant.
Another stated, “Hopefully things don’t go back to the
normal of what they were before, and hopefully… we just
go back to like some sort of better safety” (Ontario RN)

Discussion
Thematic analysis of the interviews illuminated three major
themes across interviews, with some notable differences
between nurses working in the US and those working in
Ontario. Nurses on both sides of the border described the
initial response to the pandemic and influx of COVID-19
patients into hospitals as chaotic. They scrambled to find
new ways to nurse and shared difficulties coping with redeploy-
ment to unfamiliar units, as healthcare workers did in other
global hotspots (e.g., Liu et al., 2020; Sheng et al., 2020).
They described problems with initial management and
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organizational responses, especially related to resource man-
agement and distribution (e.g., PPE). Participants expressed
ethical concerns related to resource allocation and manage-
ment of severely-ill patients, a concern also identified in
other studies (e.g., Halcomb et al., 2020; Lapum et al.,
2021a; Liu et al., 2020; Sheng et al., 2020). The initial
impacts of these issues on the nurses included fear, anxiety,
hopelessness, stigma, and panic (e.g., Havaei et al., 2021;
Galehdar et al., 2020; Gao et al., 2020; Halcomb et al.,
2020; Kackin et al., 2020; Liu et al., 2020; Sheng et al.,
2020; Tan et al., 2020), with many describing a sense of
feeling devalued (i.e., “sacrificial lambs”). Inequities in avail-
ability of PPE (Lapum et al., 2021a), in pay increases, and in
job responsibilities were highlighted by many nurses.

As the pandemic continued, many participants described
ongoing struggles with physical and mental health alongside
continuing efforts to engage in self-care, support one another,
and build resiliency. The use of coping strategies and focus-
ing on small improvements were common strategies reported
by nurses in other investigations as well (e.g., Liu et al.,
2020). Participants reported conflicting and upsetting experi-
ences of receiving both stigma and appreciation from their
communities.

Nurses expressed frustration about not being able to
provide care to the level they felt was adequate, a concern
echoed worldwide (e.g., Gao et al., 2020; Halcomb et al.,
2020; Kackin et al., 2020; Lavoie-Tremblay et al., 2021;
Sheng et al., 2020; Tan et al., 2020). However, participants
continued to work toward finding new ways to nurse and dis-
covered new roles related to advocacy and leadership.
Similar to findings by Lapum et al. (2021b) they described
improvements in work relationships and dynamics and
often a closer sense of connection to their teams than pre-
pandemic. Outside of the job, they weathered significant dis-
ruptions of day-to-day living (e.g., social dynamics, financial
issues), a common experience for healthcare workers around
the world (e.g., Crowe et al., 2021; Halcomb et al., 2020).

Looking forward at the end of the first wave of COVID-19
infections (May/June 2020), the participants described
changes to their experience of the job but fundamental
reaffirmation of their nursing identities. They identified feel-
ings of tempered optimism: fears about the inevitable second
wave of infections but also feelings of hopefulness and resili-
ence (Liu et al., 2020). They shared improvements, accom-
plishments, and silver linings from their experiences to
date. When asked about what it would feel like to “get
back to normal”, most said that there would be no return to
the previous sense of normal but rather there would be a
“new normal”, both for their jobs and our reality.

Notable differences emerged in the accounts of Canadian
nurses working in the US compared to nurses working in
Ontario; many were related to the initial response to the pan-
demic. Nurses working in the US often described
significantly-higher levels of chaos and confusion, having
become overwhelmed in a short space of time with

COVID-19 patients, which led to insufficient PPE. In con-
trast, nurses working in Ontario reported having sufficient
PPE throughout the first wave along with time to run practice
codes in anticipation of COVID-19 admissions. Nurses
working in US hospitals also described greater frustration
toward management response, particularly related to shift
assignments and financial hardships (e.g., employer contribu-
tions to their pensions were stopped). They were also more
likely to highlight ethical issues (e.g., forced code changes
in patients, inappropriate reuse/sharing of PPE), increased
job responsibilities, and conflict with healthcare team
members outside of nursing. The combination of these stres-
sors exacerbated their emotional response to the pandemic,
and they reported more trauma-specific symptoms (e.g.,
nightmares). However, the mitigating impact of management
practices associated with different hospital systems in the US
was also clear; whereas some nurses working in the US
expressed gratefulness and appreciation for what their
employers had done to assist them (some noting that man-
agers had gone out of their way to ensure that supports
were available to Canadian employees), others felt that hos-
pital policies had exacerbated their stress. In contrast, most
nurses working in Canada, despite also feeling overwhelmed,
said that they received adequate support by managers and
senior hospital administrators, similar to findings of
Bookey-Bassett et al. (2020). Lastly, nurses working in the
US reported that they were incorrectly regarded as sources
of infection to the Canadian community, resulting in
restricted access to needed services and hurtful comments
from the public, friends, and family. Nurses working in
Ontario highlighted fewer conflicting experiences of commu-
nity stigma.

Numerous participants reported being uncomfortable with
the evolving ‘nurse as a hero’ narrative. Many stated that
although they appreciated the attention and recognition for
their work, the label felt inappropriate as their focus was
on performing their jobs to the best of their abilities.
Nurses may have reported feeling disheartened by hero rhet-
oric as this language suggests the possession of magical skills
or superhuman characteristics (e.g., Einboden, 2020;
Stokes-Parish et al., 2020). Participants emphasized their
humanity and, like the general population, were not exempt
from the emotional impacts and life disruptions of
COVID-19.

The heightened anger, concerns, fears, and feelings of
stigma raised by Ontario nurses working in the US were com-
pelling findings and speak to how two communities, sepa-
rated by only a few kilometers, can be impacted at such
drastically different levels in a pandemic depending on infec-
tion intensity, management practices, and pre-existing differ-
ences in healthcare systems. Nurses’ pandemic-related stress
levels may be influenced by the combination of local infec-
tion severity, the local availability of resources, and support
from their employing organization. Globally, nurses who
live in one community but work in another may be at risk
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for significantly different work experiences, and therefore
different levels of distress and dysfunction, compared to
nurses who live and work in one community.

Implications of findings
Recommendations and implications for frontline leaders in
hospital management made in this study were reported in
an earlier publication (Ralph et al., 2021). These included
the need for transparent and visible leadership, management
of information to avoid overload and confusion, improve-
ments to the healthcare supply chain, human resource
issues, clear communication of policies, consideration of
equity, and provision of psychological support.

The SARS pandemic that devastated Toronto in 2005
prompted a wave of early retirements and job changes
(Shiao et al., 2007); the full impact of the COVID-19 pan-
demic on nurses is unknown, but is likely to be significantly
worse due to the intensity, scope, and duration of the disease.
A formal reconciliation process by hospital management and
healthcare ministries may be required to recognize and
acknowledge errors and mismanagement and to offer apolo-
gies and restitution, where possible. Nurses interviewed in
May and June of 2020 described themselves as “sacrificial
lambs”; as we write these words now following an entire
year of COVID-19 in North America and following a devas-
tating third wave of infections, it seems likely that nurses
possibly are more given to seeing themselves as “sacrificial
lambs.” Reconciliation may be especially important in com-
munities where nurses were simultaneously lionized and stig-
matized, which may have fundamentally impacted
relationships and feelings of community in nurses’ own
neighborhoods.

Limitations and future directions
Like most qualitative investigations, the results of this
study represent a snapshot of experiences at one point in
time for a particular group of individuals. The generaliz-
ability of these findings relative to other nurses working
in other healthcare settings and/or in other cities is unclear.
Though widespread applicability of findings is not the goal
of phenomenologically-oriented studies (Moustakas, 1994;
Polkinghorne, 1994), some findings may still prove true
and useful. It is also likely that participants’ responses and
coping strategies could be expected to change as the pan-
demic itself evolved and depending also on local response
and infection rates. Nurses’ reactions to future waves of
COVID-19 infections might depend on the quality of the
mitigation strategies deployed by hospital management as
well as by their state, provincial, or federal governments.
However, aspects of participants’ experiences may be repre-
sented elsewhere and as such, may be useful in developing
appropriate and timely interventions for nurses working in
other hospitals. Further investigations should continue to

evaluate how RNs are coping and adjusting to the ongoing
pandemic now in its third year and throughout vaccine
deployment on both sides of the border. Ongoing analysis
of the experiences of other healthcare workers, similar to
work done in the first wave by Ménard et al. (2022) (e.g.,
physicians, allied health professionals, non-medical hospital
staff), to gather quantitative data on stress and coping may
also be warranted. Lastly, continued work should be done
to evaluate the ongoing effect of the known Canadian
(Bourgeault, 2021) and global nursing shortage (Nebehay,
2021) on healthcare in both countries .

Conclusion
A total of 36 Registered Nurses (RNs) were interviewed who
lived in Ontario and worked in either the US or Ontario.
Three major themes were identified: 1) The initial response,
2) Managing the pandemic, and 3) Looking forward. In the
first days and weeks of the pandemic, nurses described
scenes of chaos and confusion, rapid changes, and confusing
responses from management resulting in ethical concerns and
feelings of fear and panic. As the first wave evolved, nurses
talked about finding new ways to nurse and to manage chan-
ging work relationships, while also coping with disruptions
to their home life and an ambivalent response from the com-
munity; despite their struggles at work and at home, most
conveyed a sense of grace and resiliency. Looking forward
to the end of the pandemic, nurses talked about developing
a sense of tempered optimism, focusing on improvements,
accomplishments, and silver linings, and feeling a reaffirm-
ation of their commitment to nursing, while slowly moving
towards the “new normal”. Differences emerged in the
experiences of nurses working on either side of the border,
primarily related to the intensity of the first wave of
COVID-19 in the US.

Declaration of Conflicting Interests
The author(s) declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Funding
The author(s) disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This work
was supported by a WE SPARK Igniting Discovery grant (number
820463).

ORCID iDs
A. Dana Ménard https://orcid.org/0000-0002-3503-5559
Yiu-Yin Chang https://orcid.org/0000-0002-8974-8298

References
Bookey-Bassett, S., Purdy, N., & van Deursen, A. (2020).

Safeguarding and inspiring: In-patient nurse managers dual
roles during COVID-19. Canadian Journal of Nursing
Leadership, 33(4), 20–28. Retrieved from https://www.

10 Canadian Journal of Nursing Research 0(0)

https://orcid.org/0000-0002-3503-5559
https://orcid.org/0000-0002-3503-5559
https://orcid.org/0000-0002-8974-8298
https://orcid.org/0000-0002-8974-8298
https://www.longwoods.com/content/26424/nursing-leadership/safeguarding-and-inspiring-in-patient-nurse-managers-dual-roles-during-covid-19
https://www.longwoods.com/content/26424/nursing-leadership/safeguarding-and-inspiring-in-patient-nurse-managers-dual-roles-during-covid-19


longwoods.com/content/26424/nursing-leadership/safeguarding-
and-inspiring-in-patient-nurse-managers-dual-roles-during-covid-
19. https://doi.org/10.12927/cjnl.2021.26424

Bourgeault, I. L. (2021). Vulnerabilities in the nursing workforce in
Canada: The anatomy and physiology of nursing workforce chal-
lenges and potential solutions for better planning, policy and
management. Canadian Journal of Nursing Leadership, 34(4),
11–18. Retrieved from https://www.longwoods.com/content/
26694/nursing-leadership/vulnerabilities-in-the-nursing-workforce-
in-canada-the-anatomy-and-physiology-of-nursing-workforce.
https://doi.org/10.12927/cjnl.2021.26694

Braun, V., & Clarke, V. (2006). Using thematic analysis in psych-
ology. Qualitative Research in Psychology, 3(2), 77–101.
https://doi.org/10.1191/1478088706qp063oa

Braun, V., & Clarke, V. (2013). Successful qualitative research: A
practical guide for beginners. Sage.

Braun, V., & Clarke, V. (2020). One size fits all? What counts as
quality practice in (reflexive) thematic analysis? Qualitative
Research in Psychology, 18(3), 1–25. https://doi.org/10.1080/
14780887.2020.1769238

Camic, P.M., Rhodes, J. E., & Yardley, L. (2003). Naming the stars:
Integrating qualitative methods into psychological research. In
P.M. Camic, J.E Rhodes, & L. Yardley, (Eds)., Qualitative
research in psychology: Expanding perspectives in methodology
and design (pp. 3–16). American Psychological Association.

Canadian Federation of Nursing Unions (2021). About Us.
Retrieved from https://nursesunions.ca/about/.

Coletta, A. (2020). Canadian nurses who work in the US are being
made to pick a side. Washington Post. Retrieved from https://
www.washingtonpost.com/world/the_americas/coronavirus-us-
canada-border-detroit-windsor-nurses/2020/04/13/57e70c14-79c7-
11ea-a311-adb1344719a9_story.html

Crowe, S., Howard, A. F., Vanderspank-Wright, B., Gillis, P.,
McLeod, F., Penner, C., & Haljan, G. (2020). The effect of
COVID-19 pandemic on the mental health of Canadian critical
care nurses providing patient care during the early phase pan-
demic: A mixed method study. Intensive & Critical Care
Nursing, 63, 102999. https://doi.org/10.1016/j.iccn.2020.102999

Detsky, A. S., & Bogoch, I. I. (2020). COVID-19 in Canada:
Experience and response. Jama, 324(8), 743–744.

Einboden, R. (2020). Supernurse? Troubling the hero discourse in
COVID times. Health: An Interdisciplinary Journal for the
Social Study of Health, Illness and Medicine, 24(4), 343–347.
https://doi.org/10.1177/1363459320934280

Fraser, K. (2020, March). Ontario-Michigan border dividing line for
pandemic that health-care workers cross daily. CBC News.
Retrieved from https://www.cbc.ca/news/canada/windsor/michigan-
ontario-border-health-care-workers-1.5516165.

Freeman, M., Baumann, A., Akhtar-Danesh, N., Blythe, J., &
Fisher, A. (2012). Employment goals, expectations, and migra-
tion intentions of nursing graduates in a Canadian border city:
A mixed methods study. International Journal of Nursing
Studies, 49(12), 1531–1543. https://doi.org/10.1016/j.ijnurstu.
2012.07.015

Galehdar, N., Kamran, A., Toulabi, T., & Heydari, H. (2020).
Exploring nurses’ experiences of psychological distress during
care of patients with COVID-19: A qualitative study. BMC
Psychiatry, 20(1), 1–9. https://doi.org/10.1186/s12888-020-02898-1

Gao, X., Jiang, L., Hu, Y., Li, L., & Hou, L. (2020). Nurses’ experi-
ences regarding shift patterns in isolation wards during the

COVID–19 pandemic in China: A qualitative study. Journal of
Clinical Nursing, 29(21-22), 4270–4280. https://doi.org/10.
1111/jocn.15464

Giorgi, A. P., & Giorgi, B. M. (2003). The descriptive phenomeno-
logical psychological method. In P. M. Camic, J. E. Rhodes, &
L. Yardley (Eds.), Qualitative research in psychology:
Expanding perspectives in methodology and design (pp. 243–
273). American Psychological Association.

Government of Canada (2021). COVID-19 daily epidemiology
update. Retrieved from https://health-infobase.canada.ca/covid-
19/epidemiological-summary-covid-19-cases.html.

Halcomb, E., McInnes, S., Williams, A., Ashley, C., James, S.,
Fernandez, R., Stephen, C., & Calma, K. (2020). The experi-
ences of primary healthcare nurses during the COVID–19 pan-
demic in Australia. Journal of Nursing Scholarship, 52(5),
553–563. https://doi.org/10.1111/jnu.12591

Hall, L. M., Pink, G. H., Jones, C., Leatt, P., Gates, M., Pink, L.,
Peterson, J., & Seto, L. (2009). Gone south: Why Canadian
nurses migrate to the United States. Healthcare Policy, 4(4), 91.

Havaei, F., Smith, P., Oudyk, J., & Potter, G. G. (2021). The impact
of COVID-19 pandemic on the mental health of nursed in British
Columbia, Canada using trends analysis across three time points.
Annals of Epidemiology, 62, 7–12. https://doi.org/10.1016/j.
annepidem.2021.05.004

Johnson, T. P. (2014). Snowball sampling: introduction. Wiley
StatsRef: Statistics Reference Online. https://doi.org/10.1002/
9781118445112.stat05720

Kackin, O., Ciydem, E., Aci, O. S., & Kutlu, F. Y. (2020).
Experiences and psychosocial problems of nurses caring for
patients diagnosed with COVID-19 in Turkey: A qualitative
study. International Journal of Social Psychiatry, 67(2), 158–167.
https://doi.org/10.1177/0020764020942788

Lapum, J., Nguyen, M., Frederickd, S., Lai, S., & McShane, J.
(2021a). “Goodby, e… through a glass door”: Emotional experi-
ences of working in COVID-19 acute care hospital environ-
ments. Canadian Journal of Nursing Research, 53(1), 5–15.
https://doi.org/10.1177/0844562120982420

Lapum, J., Nguyen, M., Lai, S., McSharne, J., & Fredericks, S.
(2021b). ‘The little lights in this dark tunnel’: Emotional
support of nurses working in COVID-19 acute care hospital
environments. International Health Trends and Perspecitves,
1(1), 29–43. Retrieved from https://journals.library.ryerson.ca/
index.php/ihtp/article/view/1417. https://doi.org/10.32920/ihtp.
v1i1.1417

Lasater, K. B., Aiken, L. H., Sloane, D. M., French, R., Martin, B.,
Reneau, K., Alexander, M., & Mchugh, M. D. (2021). Chronic
hospital nurse understaffing meets COVID-19: An observational
study. BMJ Quality and Safety, 30(8), 639–647.

Lavoie-Tremblay, M., Gélinas, C., Tchouaket, E., Tremblay, D., &
Gagnon, M.-P. (2021). Influence of caring for COVID-19
patients on nurse’s turnover, work satisfaction and quality of
care. Journal of Nursing Management, 30(1), 33–43. https://
doi.org/10.1111/jonm.13462

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry.
Thousand Oaks, CA: Sage.

Liu, Q., Luo, D., Haase, J. E., Guo, Q., Wang, X. Q., Liu, S., Xia, L.,
Liu, Z., Yang, J., & Yang, B. X. (2020). The experiences of
health-care providers during the COVID-19 crisis in China: A
qualitative study. The Lancet Global Health, 8(6), e790–e798.
https://doi.org/10.1016/S2214-109X(20)30204-7

Ménard et al. 11

https://www.longwoods.com/content/26424/nursing-leadership/safeguarding-and-inspiring-in-patient-nurse-managers-dual-roles-during-covid-19
https://www.longwoods.com/content/26424/nursing-leadership/safeguarding-and-inspiring-in-patient-nurse-managers-dual-roles-during-covid-19
https://www.longwoods.com/content/26424/nursing-leadership/safeguarding-and-inspiring-in-patient-nurse-managers-dual-roles-during-covid-19
https://doi.org/10.12927/cjnl.2021.26424
https://doi.org/10.12927/cjnl.2021.26424
https://www.longwoods.com/content/26694/nursing-leadership/vulnerabilities-in-the-nursing-workforce-in-canada-the-anatomy-and-physiology-of-nursing-workforce
https://www.longwoods.com/content/26694/nursing-leadership/vulnerabilities-in-the-nursing-workforce-in-canada-the-anatomy-and-physiology-of-nursing-workforce
https://www.longwoods.com/content/26694/nursing-leadership/vulnerabilities-in-the-nursing-workforce-in-canada-the-anatomy-and-physiology-of-nursing-workforce
https://www.longwoods.com/content/26694/nursing-leadership/vulnerabilities-in-the-nursing-workforce-in-canada-the-anatomy-and-physiology-of-nursing-workforce
https://doi.org/10.12927/cjnl.2021.26694
https://doi.org/10.12927/cjnl.2021.26694
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1080/14780887.2020.1769238
https://doi.org/10.1080/14780887.2020.1769238
https://doi.org/10.1080/14780887.2020.1769238
https://nursesunions.ca/about/
https://nursesunions.ca/about/
https://www.washingtonpost.com/world/the_americas/coronavirus-us-canada-border-detroit-windsor-nurses/2020/04/13/57e70c14-79c7-11ea-a311-adb1344719a9_story.html
https://www.washingtonpost.com/world/the_americas/coronavirus-us-canada-border-detroit-windsor-nurses/2020/04/13/57e70c14-79c7-11ea-a311-adb1344719a9_story.html
https://www.washingtonpost.com/world/the_americas/coronavirus-us-canada-border-detroit-windsor-nurses/2020/04/13/57e70c14-79c7-11ea-a311-adb1344719a9_story.html
https://www.washingtonpost.com/world/the_americas/coronavirus-us-canada-border-detroit-windsor-nurses/2020/04/13/57e70c14-79c7-11ea-a311-adb1344719a9_story.html
https://www.washingtonpost.com/world/the_americas/coronavirus-us-canada-border-detroit-windsor-nurses/2020/04/13/57e70c14-79c7-11ea-a311-adb1344719a9_story.html
https://doi.org/10.1016/j.iccn.2020.102999
https://doi.org/10.1016/j.iccn.2020.102999
https://doi.org/10.1177/1363459320934280
https://doi.org/10.1177/1363459320934280
https://www.cbc.ca/news/canada/windsor/michigan-ontario-border-health-care-workers-1.5516165
https://www.cbc.ca/news/canada/windsor/michigan-ontario-border-health-care-workers-1.5516165
https://www.cbc.ca/news/canada/windsor/michigan-ontario-border-health-care-workers-1.5516165
https://doi.org/10.1016/j.ijnurstu.2012.07.015
https://doi.org/10.1016/j.ijnurstu.2012.07.015
https://doi.org/10.1186/s12888-020-02898-1
https://doi.org/10.1186/s12888-020-02898-1
https://doi.org/10.1111/jocn.15464
https://doi.org/10.1111/jocn.15464
https://doi.org/10.1111/jocn.15464
https://health-infobase.canada.ca/covid-19/epidemiological-summary-covid-19-cases.html
https://health-infobase.canada.ca/covid-19/epidemiological-summary-covid-19-cases.html
https://health-infobase.canada.ca/covid-19/epidemiological-summary-covid-19-cases.html
https://doi.org/10.1111/jnu.12591
https://doi.org/10.1111/jnu.12591
https://doi.org/10.1016/j.annepidem.2021.05.004
https://doi.org/10.1016/j.annepidem.2021.05.004
https://doi.org/10.1016/j.annepidem.2021.05.004
https://doi.org/10.1002/9781118445112.stat05720
https://doi.org/10.1002/9781118445112.stat05720
https://doi.org/10.1002/9781118445112.stat05720
https://doi.org/10.1177/0020764020942788
https://doi.org/10.1177/0020764020942788
https://doi.org/10.1177/0844562120982420
https://doi.org/10.1177/0844562120982420
https://journals.library.ryerson.ca/index.php/ihtp/article/view/1417
https://journals.library.ryerson.ca/index.php/ihtp/article/view/1417
https://journals.library.ryerson.ca/index.php/ihtp/article/view/1417
https://doi.org/10.32920/ihtp.v1i1.1417
https://doi.org/10.32920/ihtp.v1i1.1417
https://doi.org/10.32920/ihtp.v1i1.1417
https://doi.org/10.1111/jonm.13462
https://doi.org/10.1111/jonm.13462
https://doi.org/10.1016/S2214-109X(20)30204-7
https://doi.org/10.1016/S2214-109X(20)30204-7


Macnab, A. (2021). Ontario Nurses Association say province’s
public sector wage restraint bill unconstitutional. Law Times.
Retrieved from https://www.lawtimesnews.com/practice-areas/
labour-and-employment/ontario-nurses-association-say-provinces-
public-sector-wage-restraint-bill-unconstitutional/359349.

Ménard, D. A., Soucie, K., Freeman, L. A., & Ralph, J. L. (2022).
“My problems aren’t severe enough to seek help”: Stress
levels and use of mental health supports by Canadian hospital
employees during the COVID-19 pandemic. Health Policy,
126(2), 106–111. https://doi.org/10.1016/j.healthpol.2022.01.
002

Moustakas, C. (1994). Phenomenological research methods. Sage
publications.

Nebehay, S. (2021, December 10). Global shortages of nurses set to
grow as pandemic enters third year-group. Reuters. Retrieved
from https://www.reuters.com/business/healthcare-pharmaceuticals/
global-shortage-nurses-set-grow-pandemic-enters-third-year-group-
2021-12-10/.

Ontario Hospital Association [OHA] (2019). Ontario Hospitals-
Leaders in Efficiency. Retrieved from https://www.oha.com/
Documents/Ontario%20Hospitals%20-%20Leaders%20in%20
Efficiency.pdf.

Pappa, S., Ntella, V., Giannakas, T., Giannakoulis, V. G., Papoutsi,
E., & Katsaounou, P. (2020). Prevalence of depression, anxiety,
and insomnia among healthcare workers during the COVID-19
pandemic: A systematic review and meta-analysis. Brain,
Behavior, and Immunity, 88, 901–907. https://doi.org/10.1016/
j.bbi.2020.05.026

Polkinghorne, D. E. (1994). Research methodology in
humanistic psychology. In F. Wertz (Ed.), The humanistic
movement: Recovering the person in psychology (pp. 105–
128). Gardner.

Ralph, J., Freeman, L. A., Menard, A. D., & Soucie, K. (2021).
Practical strategies and the need for psychological support:
Recommendations from nurses working in hospitals during the
COVID-19 pandemic. Journal of Health Organization and
Management, 36(2), 240–255. https://doi.org/10.1108/JHOM-
02-2021-0051

Sheng, Q., Zhang, X., Wang, X., & Cai, C. (2020). The influence of
experiences of involvement in the COVID–19 rescue task on the
professional identity among Chinese nurses: A qualitative study.
Journal of Nursing Management, 28(7), 1662–1669. https://doi.
org/10.1111/jonm.13122

Shiao, J. S.-C., Koh, D., Lo, L.-H., Lim, M.-K., & Guo, Y. L.
(2007). Factors predicting nurses’ consideration of leaving
their job during the SARS outbreak. Nursing Ethics, 14(1), 5–17.
https://doi.org/10.1177/0969733007071350

Stokes-Parish, J., Elliott, R., Rolls, K., &Massey, D. (2020). Angels
and heroes: The unintended consequence of the hero narrative.
Journal of Nursing Scholarship, 52(5), 462–466. https://doi.
org/10.1111/jnu.12591

Tan, R., Yu, T., Luo, K., Teng, F., Liu, Y., Luo, J., & Hu, D. (2020).
Experiences of clinical first–line nurses treating patients with
COVID–19: A qualitative study. Journal of Nursing Management,
28(6), 1381–1390. https://doi.org/10.1111/jonm.13095

Villeneuve, M., & Betker, C. (2020). Nurses, nursing associations,
and health systems evolution in Canada. The Online Journal of
Issues in Nursing, 25(1). https://doi.org/10.3912/OJIN.
Vol25No01Man06

Author Biographies

Dr. A. Dana Menard is an Assistant Professor of
Psychology at the University of Windsor. She received her
PhD in Clinical Psychology from the University of Ottawa
in 2013. As a clinician, she has worked on multidisciplinary
health care teams at Detroit Receiving Hospital, the London
Health Sciences Centre, and the Royal Ottawa Health Care
Group, among others. She is the co-author of Magnificent
sex: Lessons from extraordinary lovers, which won the
2021 consumer choice book award for the Society for Sex
Therapy and Research. Her research interests include aca-
demic lab safety, mental health and wellbeing in university
students, and the impacts of child sexual abuse on adult
functioning.

Dr. Kendall Soucie obtained her Ph.D. in Developmental
Psychology from Wayne State University 2015. She is cur-
rently an Assistant Professor of Psychology at the
University of Windsor. As part of her predoctoral training
in Detroit, she worked alongside several multidisciplinary
teams to promote integrative team science initiatives
around health disparities in the Department of Pediatrics at
Wayne State University School of Medicine and in the
Office for the Vice Provost of Research (OVPR). Her
research program focuses on the personal, social, and institu-
tional contexts within which identity and psychological
health and wellness develop. She also studies the intersec-
tions of health and identity, particularly around the diagnosis
and management of chronic health conditions, with a focus
on polycystic ovary syndrome.

Dr. Laurie A. Freeman obtained her PhD in Nursing from
the University of Michigan in 2012. She also graduated
from of Wayne State University’s MSN program as an
Adult Nurse Practitioner (USA). Her undergrad was a BScN
from University of Windsor. Her area of research focuses on
undergraduate nursing education, online research, use of tech-
nology in health care, and breast cancer survivorship. She
worked on various nursing units/areas as an RN and then
NP for 20 years prior to joining the University of Windsor
as a lecturer, assistant, and then associate professor, teaching
extensively in both the undergrad and graduate programs.

Dr. Jody Ralph is an Associate Professor and the Acting
Associate Dean of Graduate Programs in the Faculty of
Nursing at the University of Windsor. She has previously
taught at the University of North Dakota in the College of
Nursing and Professional Disciplines in the undergraduate
and graduate programs. Dr. Ralph obtained her PhD in the
Department of Pathology and Laboratory Medicine from
the University of British Columbia (UBC) in 2005. She is
also a graduate of UBC’s BScN program and the
University of North Dakota’s MN (Nurse Education) pro-
grams. Her research focuses on gene-environment

12 Canadian Journal of Nursing Research 0(0)

https://www.lawtimesnews.com/practice-areas/labour-and-employment/ontario-nurses-association-say-provinces-public-sector-wage-restraint-bill-unconstitutional/359349
https://www.lawtimesnews.com/practice-areas/labour-and-employment/ontario-nurses-association-say-provinces-public-sector-wage-restraint-bill-unconstitutional/359349
https://www.lawtimesnews.com/practice-areas/labour-and-employment/ontario-nurses-association-say-provinces-public-sector-wage-restraint-bill-unconstitutional/359349
https://www.lawtimesnews.com/practice-areas/labour-and-employment/ontario-nurses-association-say-provinces-public-sector-wage-restraint-bill-unconstitutional/359349
https://doi.org/10.1016/j.healthpol.2022.01.002
https://doi.org/10.1016/j.healthpol.2022.01.002
https://doi.org/10.1016/j.healthpol.2022.01.002
https://www.reuters.com/business/healthcare-pharmaceuticals/global-shortage-nurses-set-grow-pandemic-enters-third-year-group-2021-12-10/
https://www.reuters.com/business/healthcare-pharmaceuticals/global-shortage-nurses-set-grow-pandemic-enters-third-year-group-2021-12-10/
https://www.reuters.com/business/healthcare-pharmaceuticals/global-shortage-nurses-set-grow-pandemic-enters-third-year-group-2021-12-10/
https://www.reuters.com/business/healthcare-pharmaceuticals/global-shortage-nurses-set-grow-pandemic-enters-third-year-group-2021-12-10/
https://www.oha.com/Documents/Ontario%20Hospitals%20-%20Leaders%20in%20Efficiency.pdf
https://www.oha.com/Documents/Ontario%20Hospitals%20-%20Leaders%20in%20Efficiency.pdf
https://www.oha.com/Documents/Ontario%20Hospitals%20-%20Leaders%20in%20Efficiency.pdf
https://www.oha.com/Documents/Ontario%20Hospitals%20-%20Leaders%20in%20Efficiency.pdf
https://doi.org/10.1016/j.bbi.2020.05.026
https://doi.org/10.1016/j.bbi.2020.05.026
https://doi.org/10.1016/j.bbi.2020.05.026
https://doi.org/10.1108/JHOM-02-2021-0051
https://doi.org/10.1108/JHOM-02-2021-0051
https://doi.org/10.1108/JHOM-02-2021-0051
https://doi.org/10.1111/jonm.13122
https://doi.org/10.1111/jonm.13122
https://doi.org/10.1111/jonm.13122
https://doi.org/10.1177/0969733007071350
https://doi.org/10.1177/0969733007071350
https://doi.org/10.1111/jnu.12591
https://doi.org/10.1111/jnu.12591
https://doi.org/10.1111/jnu.12591
https://doi.org/10.1111/jonm.13095
https://doi.org/10.1111/jonm.13095
https://doi.org/10.3912/OJIN.Vol25No01Man06
https://doi.org/10.3912/OJIN.Vol25No01Man06


interactions, the nursing workforce, cancer care, and disease
pathophysiology.

Yiu-Yin Chang is currently a graduate student in clinical
psychology at the University of Windsor. Her research inter-
est focuses on multicultural issues in psychotherapy and
minority mental health.

Olivia Morassutti is a fourth-year undergraduate student
completing her Bachelor’s degree in the Faculty of Human
Kinetics at the University of Windsor. As a research assistant,
she has collaborated on various projects that have focused
on and encompassed a broad range of fields including
psychology, exercise physiology, and biomechanics and
ergonomics.

Ménard et al. 13


	 
	 Methods and procedures
	 Participants
	 Procedure
	 Qualitative analyses

	 Results
	 Major theme 1: initial response
	 Rapid onset of chaos and confusion
	 Rapid changes in structure and patient care

	 Initial emotional impacts
	 Management and organizational response
	 Ethical concerns

	 Major theme 2: managing the pandemic
	 Changing work relationships and dynamics
	 New ways to nurse – advocacy and leadership
	 Life Was upside down/significant disruptions
	 Struggle and resiliency
	 Community response – stigma and appreciation

	 Major theme 3: looking forward
	 Changes and reaffirmation of the nursing identity
	 Tempered optimism
	 Improvements, accomplishments and silver linings
	 The New normal


	 Discussion
	 Implications of findings
	 Limitations and future directions

	 Conclusion
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


