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Background: Healthcare workers have historically experienced symptoms of post-traumatic stress disor-
der, depression and anxiety with previous infectious outbreaks. It is unknown if critical care nurses have
similar experiences.
Objectives: The study aimed to examine the mental health of Critical Care Registered Nurses providing
direct patient care during the initial phase of the COVID-19 pandemic in Canada.
Design: This was a convergent parallel mixed method study utilizing validated questionnaires and semi-
structured qualitative interviews.
Setting: Critical care units in a single large 650 bed academic teaching hospital in western Canada. The
critical care units serve a general mixed medical – surgical adult patient population.
Participants: Critical Care Registered Nurses providing direct patient care in the intensive care and high
acuity units at the designated site.
Methods: 109 participants completed two self-reported validated surveys, the Impact of Events Scale –
Revised and the Depression, Anxiety and Stress Scale. 15 participants completed one-on-one semi-
structured interviews that were analyzed using inductive thematic analysis.
Results: In the surveys, the participants reported clinical concern for (23%), probable (13%) and significant
(38%) symptoms of post-traumatic stress disorder, as well as mild to severe depression (57%), anxiety
(67%) and stress (54%). In the interviews, psychological distress was described as anxiety, worry, distress
and fear related to: 1) rapidly changing policy and information, 2) overwhelming and unclear communi-
cation, 3) meeting patient care needs in new ways while staying safe, and 4) managing home and per-
sonal commitments to self and family.
Conclusions: Critical care nurses experienced psychological distress associated with providing care to
COVID-19 patients during the early phases of the pandemic.
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Implications for clinical practice

� This research demonstrated that Canadian Critical Care Registered Nurses experience a high degree of psychological distress when
working within the early phases of the COVID-19 pandemic.

� All of the participants described feeling anxiety, worry, distress or fear, which was related to: 1) rapidly changing policy and infor-
mation, 2) overwhelming and unclear communication, 3) meeting patient care needs in new ways while staying safe, and 4) manag-
ing home and personal commitments to self and family.

� There is a need to provide support for critical care nurses to build resilience and psychological well-being.
Background

The World Health Organization (WHO) proclaimed a global
pandemic in response to the rapid worldwide spread of the novel
coronavirus (COVID-19) at the end of January 2020 (Mahase,
2020; Wang et al., 2020). Despite previous pandemic experiences
like SARS circa 2003 and H1N1 circa 2009, a preliminary search
of peer reviewed literature specific to the experience of critical care
nurses within these exceptional contexts of care yields a scarcity of
responses. While both the SARS global alert and H1N1 global pan-
demic affected critical care resources, we know little about the
experiences of the nurses who were providing life-saving care dur-
ing these events. The few prior studies outlined the social, emo-
tional and psychological impact of previous infectious disease
outbreaks and other natural disasters on general healthcare work-
ers providing direct patient care (Brooks, Dunn, Amlot, Rubin &
Greenberg, 2018; Ives et al., 2009; Khalid et al., 2016; Lai et al.,
2020; Matsuishi et al., 2012; McMahon et al., 2016; Pan
American Health Organization, 2009). These studies identified sig-
nificant psychological distress, inclusive of symptoms of post-
traumatic stress disorder (PTSD), depression, anxiety and insomnia
in healthcare workers (Khalid et al., 2016; United Nations, 2020;
Brooks et al., 2018). Yet, comparable experiences specific to Critical
Care Registered Nurses (CCRNs) were not explored.

Although research on the current COVID-19 pandemic has
emerged and is continuing to evolve, there is little exploring the
impact of this pandemic on the CCRN providing direct care to
patients admitted to Canadian critical care units. The critical care
context is one that under usual circumstances is fraught with com-
plexity and uncertainty (Vanderspank-Wright et al., 2011). Com-
plexity stems from the nature of critical illness itself and also
from the relational aspects of working in large multidisciplinary
healthcare teams. Uncertainty is common with respect to prognos-
tication and outcomes of critical care interventions. We know that
despite the availability of tools like the APACHE-II that assists to
predict acuity and outcomes, it is difficult to determine who will
survive a critical care admission. Despite the availability of
advanced treatment modalities and an abundance of technological
interventions, intensive care unit (ICU) patients regularly succumb
to their illness; and ICU mortality rates vary between 10 and 30%
globally (Coombs, Addlington-Hall, & Long-Sutehall, 2012; Sprung,
Cohen, Sjokvist et al., 2003). Further, given that end-of-life care in
the ICU often coincides with deliberate and informed decisions
around the withdrawal of life sustaining measures (Downar,
Delaney, Hawryluck, & Kenny 2016), the critical care environment
is one that regularly encounters complex moral and ethical dia-
logue and debate (Forozeiya, Vanderspank-Wright, Fothergill-
Bourbonnais, Moreau, & Wright, 2019). As a result, critical care
nurses regularly encounter complexity and uncertainty in their
practice. Along with other ICU care providers, CCRNs are at high
risk of moral distress and burnout (Jackson, Vandall-Walker,
Vanderspank-Wright, Wishart, & Moore, 2018). Importantly, these
usual experiences currently have real-time potential of being mag-
nified within the context of the COVID-19 pandemic. An already
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complex environment becomes even more complex when consid-
ering the impact that the COVID-19 pandemic is having on decision
making, resource allocation, treatment planning, and ethical
dilemmas. Uncertainty is brought to the forefront in managing a
‘‘novel” virus that is producing atypical symptomology and where
our knowledge of how to care for these patients has evolved
rapidly (Mitra et al., 2020).

In contrast to previous global alerts and pandemics, COVID-19
has entailed a public health response that is unparalleled in Cana-
dian history. This has provided the opportunity to explore the
potential impact on the mental health of the CCRNs as the provi-
ders who will spend a tremendous amount of time caring for crit-
ically ill COVID-19 patients. It is important that we learn from the
experiences of CCRNs more generally, as well as explore the evolu-
tion of nursing narratives as they progress from initial pandemic
warnings and preparedness, to a clinical reality. This research
was initiated to provide needed information to better understand
the impact of the pandemic on the mental health of Canadian
CCRNs, provide an outlet for direct care nurses to share their expe-
riences, offer needed information to continue supporting CCRNs as
the COVID-19 pandemic evolves and in future pandemics, and ulti-
mately improve nurse and patient outcomes.
Study aim

The study aim was to examine the mental health of CCRNs pro-
viding direct patient care during the initial phase of the COVID-19
pandemic in Canada.
Methodology

Study design

In this convergent parallel mixed method study, we collected
both quantitative and qualitative data and then integrated this
data in the interpretation of the overall results to provide a com-
prehensive view of how the current pandemic was impacting the
mental health of CCRNs during May 2020 (Creswell, 2015). We col-
lected and analyzed self-report validated questionnaires measur-
ing psychological distress, as well as qualitative data through
semi-structured interviews.

Setting and sample

This study was conducted in a large 650 bed tertiary level aca-
demic teaching hospital in Western Canada. The hospital critical
care program is split between a 26 bed ICU and a 20 bed High Acu-
ity Unit (HAU). The two units are a mix of general medical and sur-
gical patients. This site was the original hospital within the health
authority that cohorted COVID-19 positive patients at the begin-
ning of the pandemic, and also cared for the largest percentage
of critical care COVID-19 patients in the province. There are 240
CCRNs working in either the ICU or HAU. Participants were



Table 1
Participant Demographic Data.

Demographic Data

Surveys N = 109 Interviews N = 15

Home Unit ICU 63 (57.8%)
HAU 46 (42.2%)

ICU 8 (53.3%)
HAU 7 (46.7%)

Age Average: 37.1 years
Range: 24–64
Median: 36

Average: 38.8 years
Range: 26–61
Median: 35

Years in Healthcare Average: 12.5
Range: 2–44
Median: 11

Average: 15
Range: 2.5–35
Median: 14

Years in Current Position Average: 6.1 years
Range: 0.16–23
Median: 5

Average: 8.2 years
Range: 1–25
Median: 5

Sex Female: 98 (89.9%)
Male: 11 (10.1%)

Female 15 (100%)

Marital Status Married: 72 (66%)
Single: 31 (28.5%)
Other: 6 (5.5%)

Married: 9 (60%)
Single: 6 (40%)

Dependents at home Yes: 57 (52.3%)
No: 52 (47.7%)

Yes: 5 (33.3%)
No: 10 (66.7%)
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recruited using purposive sampling through an email invitation
sent to all eligible CCRNs. Eligible participants included any regis-
tered nurse working in the ICU or HAU at the identified site. Inter-
ested participants were directed to an online survey to complete
the questionnaires and were also given instructions on how to con-
tact the principle investigator if they were interested in participat-
ing in a one-on-one qualitative interview. All participants who
indicated an interest were interviewed.

Data collection and analysis

The Impact of Event Scale – Revised (IES-R) and the Depression,
Anxiety and Stress Scale (DASS-21) were used to collect the quan-
titative data, along with demographic data. The IES-R is a validated
instrument that has been used to determine the psychological
impact of a public health crisis (Wang et al., 2020; McAlonan
et al., 2007; Weiss, 2007). The IES-R provides a snapshot in time
of the impact experienced by staff in a response to crisis, and more
specifically symptoms of post-traumatic stress disorder (PTSD)
(Creamer, Bell & Falilla, 2002; McAlonan et al., 2007; Wang et al.,
2020; Weiss, 2007). The IES-R is comprised of 22 items that are
statements wherein the participant is asked to reflect on how dif-
ficult the statement was in the past seven days (Creamer et al.,
2002). The statements are ranked from not at all (0 points), a little
bit (1 point), moderately (2 points), quite a bit (3 points), to extre-
mely (4 points). The scores for all items are then summed; a score
of under 24 indicates no clinical concerns, 24 to 32 indicates the
presence of some PTSD symptoms, 33–36 indicates a cut off for
probable diagnosis of PTSD, and a score of more than 37 indicates
significant symptoms (Creamer et al., 2002).

The DASS-21 is also a validated tool that has been previously
used to measure symptoms of depression, anxiety and stress in
response to other pandemics (McAlonan et al., 2007; Wang et al.,
2020). This tool provides three separate scores for depression, anx-
iety and stress. The DASS-21 is comprised of 21 items that are
statements wherein the participant is asked to reflect on how it
applied to them over the past week. The statements are ranked
from: did not apply to me (0 points), applied some of the time (1
point), applied a good part of the time (2 points), or applied most
of the time (3) points (Lovibond & Lovibond, 1995). The depression
statements are summed and interpreted as: normal (0–9), mild
(10–13), moderate (14–20), severe (21–27), and extremely severe
(over 28) (Lovibond & Lovibond, 1995). The anxiety statements
are also summed and interpreted as: normal (0–7), mild (8–9),
moderate (10–14), severe (15–19), and extremely severe (over
20) (Lovibond & Lovibond, 1995). The stress statements are
summed and interpreted as: normal (0–14), mild (15–18), moder-
ate (19–25), severe (26–33), and extremely severe (over 34)
(Lovibond & Lovibond, 1995). Quantitative data were analyzed
using descriptive statistics.

Face-to-face, semi-structured qualitative interviews were con-
ducted by the principal investigator at a time and location that
was identified as convenient to the participant. The interviews
lasted between 15 and 40 min in duration. All interviews were
audio-recorded and transcribed verbatim. Qualitative interview
data were analyzed using inductive thematic analysis (Norwell,
Norris, White & Moules, 2017). Inductive thematic analysis is an
approach that articulates patterns and themes related to various
clinical phenomena and was well suited for helping to create an
understanding of the participants’ experiences (Norwell et al.,
2017). Analysis and coding were completed by the larger research
team to identify the themes. Members of the research team had
expertise in critical care, critical care nursing as well as quantita-
tive and qualitative research. All the transcripts were read by
members of the research team who highlighted phrases, sentences
and passages in the transcripts as the first step to generating
3

inductive codes. The team discussed the preliminary codes in
detail and devised a coding scheme that was applied to all tran-
scribed data. The coded data were then extracted and, for a second
time, reviewed by research teammembers who discussed at length
the grouping and regrouping of codes into categories according to
similarities and differences in the data and then conceptually into
higher-level themes. The themes evolved further throughout the
process of describing the findings in written narrative form and
with input from team members on the written findings. This pro-
cess occurred until the team was confident and in agreement that
one overarching theme and four main themes described the CCRNs’
perspectives of their mental health.

Ethical considerations

The study received ethical approval from the Fraser Health
Authority Research Ethics Board prior to data collection being ini-
tiated (FHREB reference#: 2020-035). The survey tool included an
implied consent form prior to starting the survey. The interview
participants all provided written consent prior to the start of the
interviews. All participant data was de-identified prior to analysis.
Results

Participant demographics

109 CCRNs working in the ICU or the HAU participated in the
survey, a 45% response rate; and 15 participated in a semi-
structured interview. Participant demographics can be found in
Table 1. The participants who completed the surveys and the inter-
views represented demographic variability and represented a wide
range of experiences.

Impact of event scale-revised (IES-R)

The overall findings of the IES-R demonstrated a significant bur-
den of post traumatic stress disorder (PTSD) symptoms across all
groups at the time of survey completion (See Table 2). More than
50% of participants experienced probable or significant PTSD
symptoms. Analysis of the different subgroups (e.g. unit differ-
ences, marital status, etc.) demonstrated similar findings; overall
there was not a single subgroup that experienced worse symptoms
than others.



Table 2
IES-R Scale.

IES-R Scale Total Sample
N = 109 (%)

Below cut off for clinical concerns for PTSD symptoms
(less than 24 points)

28 (25.7)

A clinical concern for PTSD symptoms (24–32 points) 25 (23)
Probable symptoms of PTSD (33–36 points) 14 (12.8)
Significant symptoms of PTSD (37 or more points) 41 (37.6)
Did not complete IES-R 1 (0.9)
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Depression, anxiety, stress scale (DASS-21)

The DASS-21 measures symptoms of depression, anxiety and
stress (Lovibond & Lovibond, 1995). The overall findings of the
DASS-21 demonstrated substantial symptoms across all domains,
with higher overall levels of anxiety and stress (see Table 3). Anal-
ysis of subgroups revealed similar findings, with single participants
experiencing slightly higher degrees of anxiety and stress.

Psychological distress: the most pressing challenge experienced by
CCRNs

The findings from the analysis of interview data provide insight
into psychological distress as the most pressing challenge experi-
enced by the nurses during the initial COVID-19 response. All of
the participants described feeling anxiety, worry, distress or fear,
which appeared to be related to: 1) rapidly changing policy and
information, 2) overwhelming and unclear communication, 3)
meeting patient care needs in new ways while staying safe, and
4) managing home and personal commitments to self and family
(See Fig. 1).

Rapidly changing policy and information
As the pandemic evolved, the participants described a tremen-

dous amount of change in multiple aspects of their work, particu-
larly stemming from rapidly changing hospital and provincial
policies. Provincial and hospital policies were constantly evolving
in response to newly emerging information about COVID-19 trans-
mission but also procedures to manage the risk of infection to staff
while being cognizant of the supply of resources and equipment.
Several participants commented that changes in infection control
and personal protective equipment (PPE) polices occurred sud-
denly and frequently, even daily at times, during the initial weeks
Table 3
DASS-21 Scale.

Total Sample
N = 109 (%)

Depression Score Normal (0–9 points) 46 (42.2)
Mild (10–13 points) 16 (14.7)
Moderate (14–20 points) 29 (26.6)
Severe (21–27 points) 7 (6.4)
Extreme Severe (over 28 points) 10 (9.2)
Did not answer 1 (0.9)

Anxiety Score Normal (0–7 points) 35 (32.1)
Mild (8–9 points) 28 (25.7)
Moderate (10–14 points) 16 (14.7)
Severe (15–19 points) 6 (5.5)
Extreme Severe (over 20 points) 23 (21.1)
Did not answer 1 (0.9)

Stress Score Normal (0–14 points) 49 (45)
Mild (15–18 points) 18 (16.5)
Moderate (19–25 points) 17 (15.6)
Severe (26–33 points) 12 (11)
Extreme Severe (over 34 points) 12(11)
Did not answer 1 (0.9)
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of the pandemic. Participants described information that was
rapidly changing as policies were updated, and the new versions
often conflicted with earlier iterations. One participant illustrated
this point by stating:

"I was just super stressed out about it all, I felt like everyone
wanted to tell us stuff, but they kept changing their minds and
there was a like a million emails about what we should and
shouldn’t be doing, . . . I’m so busy . . . caring for my patient, I don’t
have time to read all that stuff you’re sending. I’m sure it’s super
important but I don’t have time to read all that or go through
my email and see what is the latest. And its super annoying that
you finally have time to read something only to find out there’s a
new version or three or four, and I just want to know what I’m sup-
posed to do, or who I’m supposed to listen to" (Participant 6).

Many participants expressed feeling overwhelmed by the sheer
volume of policy and procedure changes and felt they were unable
to keep up-to-date with the most current iterations. One partici-
pant described this as,

‘‘I guess change is just hard. There’s definitely been a lot of
change and I guess it just gets hard to be constantly adapting
and doing things different”

(Participant 8). Despite the volume of information to sort through,
policies were often deemed irrelevant or unhelpful to the nurses, as
one participant commented

‘‘There was too much information coming out, but not the right
information that we needed or wanted”

(Participant 2). Participants indicated that responding to the con-
stantly changing and conflicting policies were particularly stressful
and frustrating because it left them unsure of what practices and
procedures to follow to reduce the risk of COVID-19 infection for
themselves and their patients but also continue to meet patient
and family physical and emotional needs.

Overwhelming and unclear communication
The participants commonly described a variety of sources of

frustrations related to communication. Notably, they reported that
the sheer volume of communication they were receiving was over-
whelming. Many reported receiving multiple emails each day from
a variety of sources, including their unit manager, site directors,
and other specialties, such as infection control. This constant bar-
rage of information was compounded by the amount of informa-
tion also coming through provincial and federal government and
health officials as well as news outlets. The participants feared that
their inability to stay abreast of the latest practice changes resulted
in sub-optimal patient care wherein they were also putting them-
selves and their colleagues at risk. One participant expressed frus-
tration with communication and her fear of going into the patient
room in the event she missed an important update:

"I would also like to see clearer communication, there were so
many different people trying to tell us what to do that it was very
frustrating. You never knew who had the actual truth and who
didn’t. It would be nice to have a set day or time for new commu-
nication to come out too, so you wouldn’t be worried that as you’re
caring for a patient with COVID that there’s a new email waiting
with some important piece of information that you have no time
to read or even know that it’s there" (Participant 7).

The participants also reported attempting to make sense of
inconsistent and at times, conflicting messages from numerous
departments (e.g. infection control, critical care), personnel (e.g.
clinical nurse educators, managers, directors, physicians), and var-
ious levels of management / government (e.g. unit, hospital, health
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authority, provincial and federal). This led to the participants’ gen-
eral sense of frustration and lack of trust in knowing which infor-
mation to follow, and what was best practice. This was highlighted
by several participants:

‘‘I feel like everyone is trying to tell us what to do and I just
want one person who I can trust”

(Participant 6) ‘‘My biggest frustration has been the mixed messages”
(Participant 13)

‘‘The amount [of information] coming out at us. And I think try-
ing to figure out what was the truth. . . What was the current
information that was, what the pertinent information and what
was current”

(Participant 15).

Meeting patient care needs in new ways while staying safe

The participants described their fears of the pandemic escalat-
ing to levels they had heard of elsewhere, such as New York and
Italy, and questioned the capacity of the Canadian health care sys-
tem to meet demands and their own ability to cope with the pan-
demic long term. The participants described unprecedented
changes in their day-to-day work routines as they tried to meet
the needs of their patients while remaining safe. They were
required to arrive early and leave late from work to change their
clothing and minimize the risk of COVID-19 transmission to
5

patients, staff as well as their own families. They also described
multiple changes in their nursing practices as they began cluster-
ing care (grouping nursing care and tasks together) to minimize
time spent in the patient rooms. Unnerving and disconcerting were
changes to normal nursing practices, such as no longer listening to
breath or abdominal sounds, that were taken up to minimize con-
tact with the patients to prevent potential or personal exposure or
contamination.

The availability of PPE to ensure staff were safe was a constant
concern brought forth by participants. One participant described
the anxiety surrounding PPE stating: ‘‘I have had moments of anx-
iousness when caring for patients because of the unknown and I’ve
had to talk myself down, telling myself I’m using PPE. I’ve had many
panicked moments of, am I protected enough with the PPE I’m using?”
(Participant 7). They reported the focus on a possible PPE shortage,
and needing to use different PPE. There was significant angst asso-
ciated with changing to products that were unfamiliar, and a con-
stant worry that there would not be enough. The discomfort
associated with the PPE was also particularly stressful and com-
pounded as days went on. One participant stated they wanted
senior leadership to know: ‘‘. . . how difficult wearing masks and gog-
gles throughout the shift is. . .. I am not able to drink enough water
because it would require removing my PPE and there is no time. I feel
worried . . . about how much PPE we have left” (Participant 4)
another participant expressed:

"One of the most frustrating things was the donning and doffing of
our PPE. It changed how we organized our day by trying to do more
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cluster care. But there was some stress and anxiety around making
sure everything was on correctly and taking off correctly. And the
half mask respirators we used while making us feel secure were
very uncomfortable to wear, especially for long periods of time"
(Participant 12).

The nurses further described their challenges in providing
patient- and family-centered care, an approach to care at the core
of their nursing practice in this critical care context. A provincial
mandate banning all nonessential visitors was put in place, and
visitation was severely restricted to only those at the immediate
end-of-life, and even then, only a select number of visitors were
allowed. Staff were accustomed to providing patient – family cen-
tred care and were now unable to allow visitors despite the dire
acuity of the patients. This was described by one participant ‘‘It’s
been really emotional communicating to family members who cannot
be present with their loved ones"(Participant 3) and another stated
‘‘It has been emotionally draining to see the critical level of illness that
some individuals have experienced, as well as the emotional roller
coaster of the patients and families. It has been very troubling to
observe patients go through this experience without the physical pres-
ence and emotional presence of their loved ones” (Participant 9). This
produced heightened angst amongst the teams as they struggled to
meet the physical, emotional and relational needs of their patients.
Staff attempted to provide family updates via telephone and video
chat; however, they considered this a poor substitution. Only
allowing visitation at the end-of-life for some patients created
much torment for nurses. The nurses witnessed the pain and suf-
fering this caused patients and family. One participant described:

"Even the tight restrictions on visiting with non COVID patients has
been hard, sometimes an elderly delirious patient would benefit
from a familiar voice, but instead they’re stuck trying to talk to
me behind a mask, when really they’re just scared and want some-
one familiar, or want someone who has the time to sit and hold
their hand for hours. A few others though have had patients with
COVID die and it sucks that we can get special permission for a cou-
ple of family members to come in right before they die, but some-
times they haven’t seen them in weeks and when they see them all
swollen with lines and tubes for the first and last time it’s awful"
(Participant 12).

The interviews also highlighted the changes in the composition
of their clinical teams that occurred rapidly. For example, HAU staff
received rapid online training to enhance their knowledge to allow
for blending with the ICU and to enable their staff to care for ven-
tilated patients. While some HAU staff were excited to receive the
additional training, others felt by blending the two teams, they lost
their identity. Staff from the emergency department, post-
anesthetic recovery unit and cardiac units were also redeployed
to assist the critical care teams. Similarly, those ICU nurses who
were redeployed to elsewhere in the hospital experienced tremen-
dous distress, as exemplified by one participant’s experience as:

"Isolating and alone. I’ve definitely been having feelings of depres-
sion and lots of anxiety. I feel very grouchy and overreacting to
things . . . I feeling lack of control and in limbo. . . I’m being thrown
into a different areas, redeployment, and not knowing the people or
where stuff is that is stressful too" (Participant 11).

Some nurse participants described working with unfamiliar
people as stressful because they did not always feel the same sup-
port and collegiality working with strangers. They reported the loss
of ability to trust that your team ‘‘had your back” when they were
not familiar with their coworkers. Moreover, the nurses described
the collective team experience of heightened fear and anxiety that
felt pervasive and unrelenting for some, as one participant stated ‘‘I
6

feel like most of my energy is spent on fear and on adapting to changes.
I can feel the stress of my coworkers and it makes me feel stressed and
tired too (Participant 4).

Despite the distress related to changes in their clinical teams,
the participants also emphasized the positive aspects of their
teams. Many participants commented on the sense of belonging
and support they felt within their team, despite the new composi-
tions, and praised their colleagues for the encouragement they felt
from one another. Many felt a sense of pride and dedication to the
team, and considered their team a source of strength that fuelled
their ability to continue to keep going despite their exhaustion.
One participant stated:

"I think we have an awesome team as it is. I mean critical care is
normally a more cohesive team than most units, but now there’s,
I don’t want to say sense of obligation, because that sounds bad,
but I feel obligated to make sure my team is supported, so if that
means I’m tired, I’ll still come in if I can, cause I don’t want the
team to be short" (Participant 7).
Managing home and personal commitments to self and Family: Life
turned upside down

Most of the participants reported worry over becoming ill
themselves or bringing the virus home to their families. One partic-
ipant remarked: ‘‘My first emotion was fear. I feared for my family. I
was afraid working on the frontline would put my family at risk. I
really didn’t want to come to work” (Participant 1). Another partic-
ipant similarly commented that, ‘‘I worry about getting sick from
COVID or worse-spreading it to a loved one or to a vulnerable person
and feeling guilty about this” (Participant 4). Furthermore, several
participants reported additional pandemic-related stresses stem-
ming from outside of work that compounded their work-related
distress. They described the change to home schooling children,
social distancing protocols, grocery shopping and their ability to
socialise / connect with family as stressful, as exemplified by one
participant:

"My child is unable to attend school. I now have to homeschool her
on top of caring for a toddler. My husband had to close his business.
He is still working part time as he runs his family business but is
not making an income. I am seeing the effects of the social distanc-
ing and the break in routine on my daughter. She has been more
emotional. I am trying to stay strong for my kids but it is really
hard. And like I said, I’ve been snappy at home and I’m not nor-
mally like that, so I get frustrated with myself when that happens.
Everything has been turned upside down it seems and its really dis-
heartening" (Participant 1).

Some even reported feeling stigmatized by friends and family
for working in the COVID unit. They reported feeling isolated and
shunned by family and community members who feared that the
nurses would infect them with COVID-19. One participant stated
‘‘We’ve had people yelling at us for being too close and uh, cause we’re
out walking the dog, right.” (Participant 5). Others reported that
they were not living with family during the pandemic, or had
stopped sharing bedrooms with their spouse due to the family’s
fear of them ‘‘bringing COVID home”.

The participants described a variety of coping and self-care
strategies that they considered necessary for their mental and
physical well-being. Some participants reported trying to stay con-
nected with family and friends via telephone and video chats.
Others described exercising more, re-engaging in previous hobbies
and even taking the opportunity to learn new hobbies. Many
reported finding comfort in gardening and spending time out-
doors; while others described unhealthy coping mechanisms such
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as indulging in poor eating choices and drinking more alcohol than
usual.
Discussion

The initial phase of the COVID-19 pandemic evolved rapidly
affecting healthcare providers worldwide. Earlier research from
previous pandemics and emerging evidence from this pandemic
has demonstrated there is a significant impact on the wellbeing
of healthcare providers (Alharbi & Jackson, 2020; Brooks et al.,
2018; Ives et al., 2009; Lai et al., 2020; Liu et al., 2020; Maben &
Bridges, 2020; Matsuishi et al., 2012; McMahon et al., 2016; Mo
et al., 2020; Pan American Health Organization, 2009). This study,
supported by previous literature, has demonstrated a compelling
impact on Canadian CCRNs during the current pandemic, with
the overarching theme reflecting psychological distress. Within
this overarching theme, anxiety and fear were woven throughout
subthemes of rapidly changing policy and information, over-
whelming and unclear communication, meeting patient care needs
in new ways while staying safe, and managing home and personal
commitments to self and family.

The survey responses of participants in our study suggested
poor mental health specific to symptoms of PTSD, depression, anx-
iety and stress. Prior to COVID-19, reported PTSD rates among
nurses ranged from 8.5% to 20.8% (Schuster & Dwyer, 2020). A
review of PTSD symptoms in healthcare providers during three
recent coronavirus outbreaks, including the current COVID-19 pan-
demic, suggests a high mental health burden, with mild to severe
PTSD symptoms reported in up to 71.5% of staff (Carmassi et al,
2020;). The findings of our study, wherein 73.3% of nurses reported
mild to severe symptoms of PTSD, are consistent with this emerg-
ing research. Similarly, a review of healthcare worker mental
health during the current COVID-19 pandemic reported the per-
centage with anxiety in 22 studies ranged from 9% to 90% with a
median of 24%; depression in 19 studies ranged from 5% to 51%
with a median of 21%. Literature on previous viral outbreaks is sim-
ilar. One meta-analysis of healthcare providers during SARS
reported a 46% prevalence of anxiety, 37% depression, and 41% dis-
tress (Salazar de Pablo et al., 2020). A second meta-analysis com-
bining studies of coronavirus and influenza epidemics reported
45% anxiety, 38% depression, and 31% distress/stress (Cabello
et al., 2020). The rates were somewhat higher in our study wherein
67% reported anxiety (25.7% mild, 41.3% moderate or greater);
56.9% depression (14.7% mild, 42.2% moderate or greater); 54.1
stress (16.5% mild, 37.6% moderate or greater). Possible explana-
tions these higher rates could be the inclusion of only nurses in
critical care, the focus on the early phase of the pandemic and
the larger societal context that was not necessarily experienced
to such a great extend in past epidemic/pandemics.

The qualitative findings from our study complement and pro-
vide insight into the high mental health burden reported by partic-
ipants in the surveys. This study found anxiety and fear to be a
consistent theme identified by interview participants. Participants
described their anxiety and fear as the pandemic evolved. Partici-
pants remarked from the rapid spread of COVID-19, the anticipa-
tion of the impact of the disease, the concern over PPE shortages,
and the fear for their personal safety and that of their loved ones
to be paramount. These findings were consistent with other studies
that produced similar results (Brooks, et al., 2018; Khalid et al.,
2016; Lai et al., 2020; Liu et al., 2020; Maben & Bridges, 2020;
McMahon et al., 2016). These findings suggest the distress experi-
enced by CCRNs to be significant.

Other key findings identified were the rapidly changing policy
and information, and overwhelming and unclear communication.
Brooks et al. (2018) identified less stress and an improved experi-
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ence in healthcare providers that had specialized training and pre-
vious experience in similar crises. This novel virus challenged
healthcare teams, as seen in our study participants, as the evidence
was rapidly growing and practices were changing quickly in order
to keep up with the latest evidence. The added stress of the rapid
change could also be seen in the survey results.

The ability to meet patient care needs while staying safe and
also managing home and personal commitments to self and family
also proved to be challenging to CCRNs during this pandemic. Sim-
ilar findings were reported by McMahon et al. (2016) in their
research surrounding care providers in the Ebola outbreak, and
by Lai et al. (2020) and Mo et al. (2020) in their research describing
the initial impact of COVID-19 on healthcare works in China. The
need for social distancing, change to how care was provided to
patients and their families, and how participants were able to cope
in their personal time was identified as a large change from the
normative, and produced significant distress. This was further sup-
ported by the work of Brooks et al. (2018) examining the impact of
the SARS pandemic.

Although there were some positive aspects identified by the
participants, including the support of their teams, and the ability
to receive enhanced training, the overall findings produce a worri-
some impact on our CCRNs. The findings portray a large burden of
psychological distress experienced by CCRNs, and therefore a need
to provide support to build resilience in order to mitigate other
negative sequelae from this ongoing pandemic context including
burnout and intent to leave not only critical care but the profession
entirely.
Suggestions and recommendations

The recent review of symptoms of PTSD among healthcare pro-
viders during coronavirus outbreaks identified support, training,
prompt work organisation and good coping strategies as factors
that bolster resilience (Carmassi et al., 2020). Previous literature
has recommended supports be implemented to facilitate resilience
and psychological wellness for healthcare teams (Alharbi &
Jackson, 2020; Brooks et al., 2018; Maben & Bridges, 2020;
McMahon et al., 2016; Pan American Health Organization, 2009;
United Nations, 2020). This study confirms the need for support
for CCRNs. As a result of this study several different supports were
implemented for staff at the site. This included several critical inci-
dent stress management sessions and regular psychological first-
aid check-ins by a hospital psychiatrist. Staff have also been
reminded of other supports available to them through their
extended health benefits.
Strengths and limitations

Strengths of this study lie in the high response rate (45%) for
completion of the surveys and the convergent parallel mixed-
methods design which enabled us to gather complementary quan-
titative and qualitative data to achieve a more comprehensive
understanding of the mental health challenges experienced by
CCRNs. While our parallel mixed-methods approach was feasible
and quicker to conduct, a sequential design (surveys and then
interviews) would have enabled us to purposefully sample individ-
uals with different levels of PTSD symptoms, anxiety, depression
and stress to more fully examine variation in mental health and
factors contributing that were perhaps bolstering resilience. Limi-
tations of this study include the sample was from only one site,
and it was a single moment in time. Although the results, both
quantitative and qualitative, portray the immediate experiences
of CCRNs during the COVID-19 pandemic, follow up research to
examine the long term health effects would be beneficial.
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Conclusion

Based on the findings from this study, and supported by the
related literature, we have concluded that CCRNs have experienced
significant psychological distress related to the current COVID-19
pandemic. The participants experienced distress both from their
work environment and also from their personal lives. This study
has highlighted the need to ensure additional supports are received
by staff working in critical care during the pandemic.
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