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Abstract

Purpose The COVID-19 pandemic has
increased job vacancies in Canadian intensive care units
(ICUs). We aimed to identify, explore, and describe factors

resulted in
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contributing to the decisions of health care workers to
leave, or strongly consider leaving their ICU positions
during the peri-COVID-19 pandemic era.

Methods We undertook a qualitative descriptive study
between June and August 2022. We conducted
semistructured interviews with 19 registered nurses and
one respiratory therapist from a single ICU in Alberta,
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Canada who had left, or had strongly considered leaving
their ICU position since the beginning of the pandemic. We
used Braun and Clarke’s thematic analysis to generate
themes from these interviews.

Results We identified five themes to describe the factors
that contributed to participants’ decisions to leave, or
strongly consider leaving, their ICU positions. These were:
1) toxic workplace, 2) inadequate staffing, 3) distress from
providing nonbeneficial care, 4) caring for patients with
COVID-19 and their families, and 5) paradoxical
responses to COVID-19 outside of the ICU. Some of
these factors existed before the pandemic and were
exacerbated by it, while others were novel to COVID-19.

Conclusions Participants described as key factors in their
decision or desire to leave their ICU positions the impacts
of the COVID-19 pandemic on workplace culture, staffing,
and patient interactions, as well as the discourse
surrounding COVID-19 outside of work. Strategies that
target workplace culture and ensure adequate staffing
should be prioritized to promote staff retention following
the pandemic.

Résumé

Objectif La pandemie de COVID-19 a entraine une
augmentation du nombre de postes vacants dans les
unites de soins intensifs (USI) canadiennes. Notre objectif
etait d’identifier, d’explorer et de decrire les facteurs qui
ont contribué d la decision des travailleuses et travailleurs
de la sante de quitter ou d’envisager fortement de quitter
leur poste aux soins intensifs pendant la periode pevri-
pandemie de COVID-19.

Méthode Nous avons realise€ une etude descriptive
qualitative entre juin et aout 2022. Nous avons menée des
entrevues semi-structurees aupres de 19 membres du
personnel infirmier autorise et d’un-e inhalotherapeute
d’une seule unite de soins intensifs en Alberta, au Canada,
qui avaient quitte’ ou fortement envisage de quitter leur
poste aux soins intensifs depuis le debut de la pandemie.
Nous avons utilise’l’analyse thematique de Braun et Clarke
pour generer des themes d partir de ces entretiens.
Résultats Nous avons cerné cing themes pour decrire les
facteurs qui ont contribue’ d la decision des participant-es
de quitter ou d’envisager fortement de quitter leur poste
aux soins intensifs : 1) un lieu de travail toxique, 2) un
personnel inadequat, 3) la detresse liee d la fourniture de
soins non benefiques, 4) la prise en charge des personnes
atteintes de COVID-19 et de leurs familles, et 5) les
reponses paradoxales d la COVID-19 en dehors de I'unite’
de soins intensifs. Certains de ces facteurs existaient avant
la pandemie et ont ete” exacerbes par celle-ci, tandis que
d’autres etaient nouveaux et lies d la COVID-19.
Conclusion Les participant-es ont decrit comme des
facteurs cles dans leur decision ou leur desir de quitter
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leur poste aux soins intensifs les repercussions de la
pandemie de COVID-19 sur la culture du lieu de travail, la
dotation et les interactions avec la patientele, ainsi que le
discours entourant la COVID-19 en dehors du travail. Les
strategies qui ciblent la culture du milieu de travail et
assurent une dotation adequate devraient étre priorisees
afin de favoriser le maintien en poste du personnel apres la
pandemie.

Keywords burnout - ICU staff retention -
ICU staff turnover - qualitative research

There is growing concern that health system strain from the
COVID-19 pandemic has led to increased job vacancies in
Canadian intensive care units (ICUs).1 Increased turnover
of ICU clinicians may have negative impacts on patient
care, including disrupted continuity of care, decreased
quality and safety of care, increased rates of medication
errors, and increased costs from training new staff to fill
vacant positions.2 Therefore, it is vital to understand the
factors leading clinicians to resign or consider resigning
their ICU jobs in the peri-COVID-19 era. Such information
can help ensure that future workplace models are designed
to support staff and provide safe, effective, and
compassionate care, even under conditions of immense
stress.

Although many studies have documented the negative
effects of the pandemic on clinician wellbeing, few have
focused specifically on identifying the factors most
responsible for decisions to resign from ICU work. For
instance, in a recent survey of Canadian ICU nurses, an
overwhelming number reported symptoms consistent with
depression, posttraumatic stress disorder, anxiety, and
burnout due to work-related stress from the COVID-19
pandemic.> Many also reported feeling underappreciated
and unsupported by political, health authority, and hospital
leadership.’ In another Canadian study of ICU clinicians,
many reported anxiety over exposure to SARS-CoV-2 at
work, including the risk of passing on the virus to loved
ones and coworkers.* Staff redeployments, high volumes of
COVID-19 patients, challenging end-of-life situations, and
abuse from patients and their families have also been
identified by clinicians as factors that negatively impacted
their mental health during the COVID-19 pandemic.’

Nevertheless, a gap remains in our understanding of how
these factors impacted decisions to resign, or whether
clinicians who resigned their ICU jobs were driven by
other factors not captured in existing studies. Canadian and
international ~ studies have suggested that poor
communication with management, increased workload,
feelings of being undervalued and unsupported both within
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and outside of their health care organizations, and
increased safety concerns surrounding patient and staff
safety have driven turnover among ICU staff during the
COVID-19 pandemic.”™ Importantly, most of these studies
collected their data using surveys rather than in-depth
interviews, limiting more in-depth understanding of the
nature of these reasons and the interplay among them.
Therefore, the aim of this qualitative descriptive
interview study was to better understand the reasons why
ICU frontline clinicians at a single centre in Alberta,
Canada chose to leave their jobs during the COVID-19
pandemic. This study is part of a larger project dedicated to
the reasons for staff turnover across numerous sites across
Alberta and Canada, “Examining internal and external
influences leading to health care worker turnover in ICUs
(EXIT-ICU).” Our hope is that this work will help focus
future efforts to retain and support frontline ICU staff.

Methods
Methodological framework

We chose qualitative description as our methodological
framework. Qualitative description aims to present a
study’s results with minimal interpretation by the
researchers, rather than other methodologies such as
phenomenology, which aim for substantial theoretical
interpretation and presentation.”'?

Sampling and recruitment

Using a mix of purposive and convenience sampling, we
recruited health care workers of any discipline who had
either left, or had strongly considered leaving, their ICU
position since the COVID-19 pandemic began (January
2020 to August 2022) from a single ICU in Alberta,
Canada. To be considered as having “strongly considered
leaving,” participants were required to have taken an
action to facilitate leaving their position, such as searching
for or applying to a new position. Our study was advertised
to potential participants via the ICU’s internal e-mails, and
to known contact e-mails for all staff who had left the ICU
from June 2020 onwards, and by posters located at the site.
Eligible staff who responded to the study team indicating
interest were offered an interview.

Data generation and analysis

We conducted semistructured interviews (data generation)
between June and August 2022. All interviews were
conducted remotely over Zoom (Zoom = Video
Communications, Inc., San Jose, CA, USA) by a single

interviewer (J. M.) and were video and/or audio recorded.
No other parties were present on the Zoom call other than
J. M. and the participant. Interviews generally ranged from
20 to 45 min. The approximate number of interviews to be
conducted was predetermined prior to data analysis by
examining other qualitative descriptive studies with similar
methods.” Nevertheless, informational redundancy was

noted after approximately ten interviews, with the
remaining interviews reinforcing these emerging
themes.'' We drafted the interview guide (Electronic

Supplementary Material [ESM] eAppendix) prior to data
generation, and we used the same guide for all interviews.
During the interviews, J. M. asked participants to further
elaborate on key answers stemming from the initial
interview guide questions. We did not conduct repeat
interviews or return transcripts or results to the participants
for review, but participants were offered the option to
email additional comments and thoughts after the
interviews.

We used Braun and Clarke’s method of inductive
thematic analysis to generate themes.'> Using NVivo
software (QSR International, Burlington, MA, USA), two
coders (J. M. and S. A.), worked independently to code the
data by assigning codes that described the concepts raised
in a segment of data. As more data were analyzed, we
either assigned the same codes, modified existing codes, or
created new codes and assigned them to new segments. The
two independent coders separately consolidated similar
codes to create categories, and then further combined them
to create themes. We named these themes to illustrate the
descriptions, perspectives, and experiences raised by
participants. Both coders met to discuss similarities and
differences between the themes each researcher generated,
and through this discussion generated the final themes
presented in this manuscript, which were reviewed
extensively with other coauthors (S. D., V. L.), to reach
consensus.

Reflexivity

The research team continually reflected on the impact of
their experiences and training on the generation and
interpretation of data. We selected J. M., a medical
student with master’s level qualitative research training,
to conduct the interviews, as we believed that an
interviewer not working in the ICU setting would allow
volunteers to be more open and forthcoming with their
responses. S. D. is a PhD-trained qualitative researcher
with a nursing background, while S. A. is an early career
intensivist and postdoctoral researcher with master’s level
qualitative research training. While J. M. and S. A. led data
analysis, S. D. oversaw the study to ensure data were
interpreted and reported in accordance with established
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qualitative research standards. The remaining authors, who
provided feedback on thematic analysis and the
manuscript, are experienced intensivists and health
services researchers. Participants were aware of the goals
of the study, and the aim to publish in a peer-reviewed
journal. Our study was approved by the University of
Alberta Research Ethics Board (Edmonton, AB, Canada),
project ID Pro00120553. Participants provided informed
consent both verbally and through writing before
participation.

Results

We conducted 20 interviews; 19 (95%) participants were
registered nurses and one was a respiratory therapist.
Eighteen participants (90%) identified as female. Detailed
demographic information is available in Table 1.

We identified five themes to describe the pressures in the
peripandemic time that led participants to leave, or strongly
consider leaving, their ICU jobs. Exemplar quotes for these
themes are provided in Table 2. We also listed possible
solutions to ICU staff turnover that were proposed by
participants (Table 3). As these solutions did not constitute
a cohesive theme, they are not presented in depth in this
section. The first three themes highlight factors that existed
on the unit before the pandemic and were exacerbated by it.
The last two themes highlight factors that were novel to the
COVID-19 pandemic.

Toxic workplace

Participants described their workplace as “toxic,” noting a
lack of general team cohesion and collegiality, a
prevalence of social cliques and “bullying” among staff,
and an unsupportive and disengaged management group.
Participants felt that the collegiality of the unit had
significantly decreased since the pandemic began, though
they noted that this decline had started even prior to the
pandemic. Participants felt isolated at work, and they noted
increased workload and stressors of the pandemic, leading
to less staff interaction, less assistance, or staff not looking
out for each other.

Participants felt that many coworkers, including senior
staff, had formed cliques, leading to social exclusion and
gossip. Participants noted that many of their coworkers
could be aggressive or short tempered, which they
attributed to burnout. They also perceived that senior
staff would assign junior colleagues less desirable or unsafe
assignments for interpersonal reasons. Participants further
described being berated or patronized for asking questions
about patient care, or when other staff perceived their skills
to be lacking.

@ Springer

Participants believed that the management team was
aware of this bullying, but did little to stop it, especially
since many of those involved were senior staff who could
not be easily replaced. Participants also described
management to be unresponsive to staff concerns in other
domains such as staffing, lack of time off, and patient and
staff safety.

Participants were particularly frustrated by the perceived
lack of management response to abuse from patients and staff,
which they felt had increased in frequency and magnitude
during the pandemic. They further felt that management did
not prioritize equitable training and skill advancement
opportunities. Training opportunities were felt to be
insufficient, and participants perceived favouritism in how
staff were selected for career advancement. Participants
further noted an overall lack of communication between
front-line staff and unit leadership, which contributed to stress
and uncertainty. Participants also felt criticized by
management for their performance amid increasingly
difficult working conditions, including feeling judged when
calling in sick. They further noted that these actions by
management led them to feel undervalued in the workplace.

Inadequate staffing

Participants felt that, while staffing issues were present on
the unit before the pandemic, these issues reached a critical
level as staff resigned amid increasing COVID-19 patient
numbers. As these staffing shortages worsened, the unit
increasingly resorted to novel and responsive care models,
in which participants described being assigned two or more
ICU patients, with redeployed staff from other non-ICU
units to help. For ICU staff, these care models increased
their responsibilities and workloads. Moreover, while
participants expressed their gratitude and appreciation for
these redeployed staff, they noted increased stress, and felt
that patient care was compromised by the interplay of
decreased dedicated ICU staff and new redeployed staff.

Participants felt that shortages of ICU-trained staff also
led to critical near miss patient safety events. Participants
believed that working within decreased standards of care
challenged their identities as nurses and the purpose of
their work.

Furthermore, participants also described how when
more experienced staff resigned, the remaining staff with
advanced skillsets were expected to take on additional
responsibilities. These compounding responsibilities, such
as carrying the code pager or caring for the highest acuity
patients, further exacerbated burnout. Amid the existing
challenges of shift work, participants noted that staffing
shortages further increased the difficulty of booking time
off for vacation or personal obligations. They felt that
management was inflexible and unsupportive of scheduling



A qualitative study of ICU staff turnover

Table 1 Participant demographics

Variable Data
ni/total N (%)

Profession

Registered nurse 19/20 (95%)

Respiratory therapist 1720 (5%)
Gender

Female 18/20 (90%)

Male 2/20 (10%)
Age (yr)

20-29 2/20 (10%)

30-39 8/20 (40%)

40-49 2/20 (10%)

50-59 1/20 (5%)

Data not available”

7120 (35%)
Number of years worked at participating

ICU before leaving, or strongly considering

leaving, their position

0-4 3/20 (15%)
5-9 4/20 (20%)
10-14 3/20 (15%)

15-19

Data not available”

3/20 (15%)
7/20 (35%)

Time participant left, or strongly considered
leaving, their position at participating ICU

2020 3/20 (15%)
2021 520 (25%)
2022 3/20 (15%)

Data not available” 9/20 (45%)

“Instances of data not being available reflect participants declining to
fill out a demographic form

ICU = intensive care unit

requests, driving staff away from the unit. Many viewed
increasing schedule flexibility could be a mechanism to
increase staff retention.

Distress from providing nonbeneficial care

Many participants described a sense of moral distress and
burnout arising from providing nonbeneficial or overly
aggressive care at the end of life that was incongruent with
the clinicians’ values and beliefs. Participants noted
distress surrounding how ICU technology could keep
patients alive, even when there was little hope of a
positive prognosis. They felt that families too often tried to
extend the patient’s lifespan at the expense of comfort,
preventing patients from experiencing a “good death.”
Participants felt that by participating in this care they were
“torturing” patients and insufficiently preparing families

for the patient’s upcoming death by providing hope that the
patient may improve.

We found that the above themes related to longstanding
workplace concerns that were further exacerbated by the
COVID-19 pandemic. In contrast, the following two themes
were found to be created exclusively by the pandemic.

Caring for patients with COVID-19 and their families

Participants described unique challenges related to caring
for patients with COVID-19 and their families. They noted
patient death rates were unlike anything they had
experienced previously in their careers, especially in the
later waves of the pandemic. Participants felt that they
were not given sufficient time to grieve and were not given
adequate opportunities to debrief with other staff and
management to cope with their distress.

Participants often described experiences of extreme
stress and anxiety due to these situations. They further
described how difficult it was to care for dying patients and
their families under strict hospital visitation protocols that
limited the number of family members able to be present
when a patient died. Participants felt these rules prevented
them from providing quality end-of-life care.

Some participants struggled with providing care to critically
ill patients with COVID-19 who had refused to be vaccinated,
describing a loss of empathy and anger towards these patients.
They noted that some patients and families continued to deny
that they were sick with COVID-19, instead accusing nursing
staff of lying about the cause of their illness.

Paradoxical responses to COVID-19 outside
of the intensive care unit

Participants struggled with the cognitive dissonance of
their experiences in the ICU and the rhetoric outside of
work surrounding COVID-19. They found it distressing to
hear both members of their personal sphere and public
political figures voice resistance to public health measures,
and outright COVID-19 denialism, while they worked
under extreme conditions exacerbated by the pandemic.
Participants noted how their distress was augmented by
opinions displayed on social media platforms that they
would otherwise use for entertainment or to connect with
friends.

Discussion
The results of the present qualitative interview study
provide insight into the factors that caused frontline staff

within Alberta to leave, or strongly consider leaving, their
ICU positions in the time surrounding the COVID-19

@ Springer



J. Mellett et al.

81 juedonied— 198 [[I}S JOIUAS JO 1O © JSO[ A\ ‘JIUN Ay} 10§ ssof aSny & sem yoym ‘Suraed] dn popud Aoy puy -eIowkue papadu Aoyj jeym

Suma3 dn puo 3, upIp Loy ‘YeaA 0§ ,"YI[eay AW JOJ AS[d AIYMIWOS 0F 0} PAAU | UAY) ‘SIY) AJBPOWWOIIE }, ULd A3} JI puy "SUO[ OS J0J JI FUIOP U JA ] "QIOWAUR SIY} Y]

wmn [[nJ SuryIom 9q 3,Ued  ‘Mouy noK ‘ssA] JI0Mm 0} pasul [, ‘oI pres pey A3y} ‘Way) Jo awos 0} Sunye) puy “1os [[ByS paziferdads jey) Yim Jjers Jotuas Jo roaoun) ysiy

AIOA & pEY 9M ‘S J1 YUIY) | ‘0M) 9ABM UT PIOTIOU | PUY "AeM Jey) $19s [[1Ys SuIso] a1om A2y} 0S "SuIy)AI0A2 pIp SISATRIP PIP ‘WIL3) 9POJ ‘WIkd) IO AU} UO SEM Jey) QUOIUIOS

Surso] dn papud Loy) puy uonisod swn jred e ‘mouy nok a3 pue A1 0) JySnoj pue JYSnoj AYs puy dIOWAUE dWI) [[NJ JIOM 0) J[qE J,USeM OUS UAY) PUB ‘UAIP[IYD pey
QUs uay) puy "t D] Y U PIoM pey Jey) SPUSL dWOS Pey pey | puy ‘Surpuelsiopun Aul 0) Udq 2AeY p[noys A3y se Appomb se suonisod Sunsod ) uarem Aay) yuy [,

G Juedronred—

.o noA djay 03 ordoad ySnoua jou s,910y) pue sjuened IOY)0 INOA UO YYD 0} JUOAWOS YSB PUB AeM[[eY Y} UI In0 Yoo 0} JuIA1) os[e 1,nok uay) pue ‘ojdoad 1910

10 saATesway) Sununy woiy auodwos doys 0) Surkn a1,nok mou puy -anssaid pooyq 1oy Suntoddns sem jey) jjo Surdeaq uoneoIPaW © S, 19Y) PUL ‘UOTIB[OST S, I MOUY NOK

Jng ‘Wool JYJo AY) Ul J[qeIs Ing OIS ST OYMm dUOAWOs Furyojem 9q 0) pasoddns a1,nok 9[Iym wool Jey) ut 21,noK os ‘uorsiazadns Jueisuod padu Ay ‘oposido onoyoAsd

e Suraey 21,491 Jnq OIS AIoA jou 9jonbun ojonb st oym ouodwos J03 9A oA uaym mouy nok og “Ir ysiidwoooe nok moy s,Jey) sjuened 10w ‘SIsINU SSO SA[QNOP

Q10w )ea1d Isnf 0 s1 93reyo ur JeSeurw Yy Jo ‘dsinu aIeyd Y Jo QI Y sdoIp [9A] Suyjels oK uSyMm wn Jwes ) e Inq ‘A[qnop e eyl [[ed am ‘sjudned om)
I0)Je Joo[ Aew nok pue ‘prem oy} 0} 03 03 Apear a1,Aay) pue paroidwr oaey sjuaried mouy noAk A1oyMm suorenyIs s,010Y ], ‘uondo auo 0} duo e A[[eIoudd s I1 ‘D] oY) Ul 0s,,

71 uedonieg—  oYI[ U9dq dARY

PINOYS J1 MOY MOUY | SNBIQ ASINU B SB PI[Te] [ 9YI[ [99] oWl dpeul I1 ‘0s[y "AI[INT 11q © [99) AW pew I Ing ‘Sn J0J IIsed sTUIY) e Jey) ‘9SIN0J JO *** 2Ied JO SPIEpUL)s
QATJEUIR)[E OpBW dAEY JuoweSeurw oy], "ASnq os sem ] asnedeq sjuaned o) a1ed Jo sprepuels JenSar apraoid 3,up[nod | jey) joej oY) Jo payensniy Afjear Sumes sem [,

6 Juedonieg— . “sedouanbasuod ay) 1opyns

0) Su103 are sjuaned asoy Jey) Surop Jou Aq JBy) MOUY [ **° SINOY 0M) AIOAQ JIBD [Inouw op jou 0) AeYO S 1 Jey) SuIAes JUSWNOOP © 2)BAId 0} pey uay) Aoy ‘oS juaned

PAlEQMIUI UB UO 2JED YINOW OpP 0} MOY MOUY 0) AIess0au douaLIadxe oY) 9AeY J,U0p Aoy} Jnq ‘NJIOPUOM dIe sasInu [ed13ins pue ‘djduwrexa Joj ‘sn Surdjoy sesinu [eo1Sins
QIoM 213U} UAY) PUY “* AIBI JO [IAQ] JeY) 9pIaoId 1 ,UpPINOd om ‘WAY) I0J 21D 0) sASINU D] YSnouo AABY ) UPIP M pue (D] Y} SUnepunul 2I9M SY[0J 3sAY) [[& USYM,,

L1 wedonied—, un mok

uo noA 103 Ayuoud e st Koueyodwod Aw ‘uoneonpa Aw ‘s[nys AN “Ayuiord e we | “Ajuond e ore Aoy) oY1 [99F Aoy, (IS Inoqe pared s[99) Jjels 1ok uay], "Ayuond e 1

DBIA oM 11 e Ing Mouy 1,uop | [Jyers 1oyo Suturen] dooy 0) pasoddns A3y a1e moy 0§ opispaq 2y 0] pa[nd a1om $10J2oNP3 INO JO [ [Jey] 18 J0Oo[ noA uay) puy

+++ douaradxa Ay dAey ), uop Aay) ‘mouy nok yey) ojdoad are 219y Ing 31 y3noxyy pear udy) pue sroded oy Ino [[nd [[,] ‘AB0 ‘OYIT "Jeak B 9qABW UI UIS J, UdARY ] JeY)
08 sAem[e 3, uop om ey - Juaned [xo[dwod] siyy Jo 2185 9ye) 0) Pa3oadxa W J ‘08 puy “SIEaA 0Mm] IOA0 10J [D] SIY} Je SUTUIer) UONEOYIIad] SUOp ), UdARY AJY) ‘MOUY NOL ,,

 Juedonied— .. " 19y)0 yoea pad[oy op\ "Wed) & a1om om ‘Iouid sIBak 9AY JoqUISWIAI
I PUB JUOWIUOIIAUD JBAIS © ) USeM J] "JOUIO Yord Je SULILomS JYSLINO UAD SOWIIOWOS PUB ‘UBdW PUB dAISSAI3Te Isnl a1om 9[doad Inq yno pauing sem QUOAIIAD puejsiopun |,

¢ Juedronred— . ‘uonen)is e ur 1omod 9AeY JO pury 0) Aem B Se S[[IYs JO [eonud A1oa Jureq oidoad o1y -+ Supyorditu ysnf a1,no g “s3ury [euriou

QIe 9say) AYI[ ‘SIYY YIM Y1 op 03 Suryiou s Jeyy ay1] ‘uosied oy 1noqe sjurerdwod 1Y) [[e JJo ISy Isnf pinom £ay) pue 10§oq JIYs 3y} SUDMOM ST 0S PUE 0S ‘YO, ‘O
9q p. Ay} ouoawos woly 1odar Sumas aq p,nok oI pue ‘SIS JIoY) 0} ssa[yInt A[In[osqe 3q Isnl pnom 9[doad dwos ‘aroymawos woij Jurod Jyers Mau e sem Y J1,,

7 uedonred—, JUSWUOIIAUD

91X0} Ay} ‘aIm)nd YIoM 2y st Suryy S1q & sem Jey) 0S INIQ [[NS INO JuIng [[IS "9IAY) [[1IS I ‘WOIJ JWOJ[OM JOU J[3f dARY J[osAW | Jey) pue ‘sanSes[[od mo[[e} Aw Jo

QWIOS PAI[[NQ ABY JeY) 2I2Y) 0L JBY) JJBIS JOIUDS ) JO AWOS pue ‘pIey os isnl s I *** paziugooar jou s indur oAk ‘Suojaq 1,uop isnf nok voeyd urerrod jeyy ur douatradxo jo

JUNOWE [UTBLIAD B] 9ARY 1,UOP NOA JI ‘SUO] SB 19y} U23q 1, USARY NOA JI °S JI 2I9YM IM)ND JO J0] © ‘sanbi[d Jo J0] & OS[e Ik 919y} INQ ‘OWIOS e 2IAY) ‘A[9AO] PUE [NJIOPUOM
jou 21e 219) 9[doad 2y) Jey) Aes 0] 10U pue “** UO JABY I, UPIP [ I J[3J ISn[ | pue ‘A[Iwe] Y10M € [9ARY NOA] dIoyM ‘AjUnuiwiod au) yI] st juentodwr A[[ear s Jeym W Io,,

¢ wuedonred— ,‘uoy os 10y 1oy Pim dn nd Kjuo ueds ojdoad ueow | pue ‘pazijeLigjew A[arel 0s Isnl 1] "Wy} 0] PAIdNIBUWL SAWNAWOS ‘UIAD ‘YI[eay [eo1sAyd 1no ‘ayi| pue

SOAI[ INO Jey) sn moys A[[eal pue dn sn yoeq 03 anjonns diysIopes] Ino papaau om uaym Jey) uaddey pinom J1 udjo o “** 2aoys 0) dwed ysnd uoym pue Jey) 0} JSLIAISE ue
JEOARD B UONBIIWI] B SABM[E SBM QI ], )1 0) INQ B SAeM[ SBM 2I9() pue Ing Jueiiodwr s1 £19Jes Ioy10M ‘01ed Iax10m ‘A)ages juaned ‘oreds juoned ‘mouy nok ‘saf ‘pres A3y,

¢1 Juedonregd—, yiom

0] QWOd BUURM },UOp NOK 1] [31] soyew )1 pue ‘I S[99) QUOAIIAD pue ‘Jmis pue syoeq s.o[doad 1oyjo puryeq unyrel oy Isnl pue Jurk[[ng-oorw ay) op jeyy senbrfo
oY) mouy| s1oeurw Ay Jo awos aIns £)axd W, T “YIIm J[eap Jou S 1 pue ‘SUIABI 9q P[nom | AYm UOSLaI UTeU B OS[e Ik Jey) sanssI [euostadiojur pue ‘Surk[[nq jo 10] € S 919y L,,

Suygels oenbapeuy

Qoe[dyrom orxog,

sojonb rejdwoxyg

pringer

Qway L,

smoararul Juedronred woiy sojonb rejdwoxyg g dqel,

A's



A qualitative study of ICU staff turnover

puerado snpow = QA IUN AILd JAISUNUI = D]

¢ juedronied—,, 'woy) payoo[q Isnl T ‘way) yIm oSeSud UoAd 3. UpIp [ s pue sorodyy Koerrdsuod
noqe Suryre) parre)s Koy J1 o ajdoad Sumno snl Inoqe ssI[YINT A19A 105 | pue ‘Y)Im SPUSL) 9q 0) pasn [ jey) ojdoad w01y BIPAW [BIO0S UO JJMIs JO 10] B SeM 1Y) oYI],,

6 Juedionied—  'pauem Aoy IoAd)eYM PIP Pue ‘puIm ) OJUI SUOHEPUIWIODAI 1Y) Passo) Isn Ay uay) ‘os pIp Sulop a1om
Koyy Aym Surpue)siopun jou ‘ojdoad puy “woyy Surso[o pue suonousal yireay drjqnd Suruado usemieq Sune[roea ‘yiioy pue yoeq oY) puy uondooied orjqnd oyy SurSeuew
Jo qol 9]qLi1) & pIp A3y, *o8ny sem Jey], " " 9s10m drwapued ay) opew [11] ‘9A109)J9 1, usem I1 pue ‘nyd[ay 1,usem JI JU)SISUOD ) USEM JUSWUIIA0ST oY) woly Surdessow oy,

 Juedronred—,.j S as1oatun [drered sy isnf s 1 - 11 Isnl a1,noA pue sysew
Iedm 0} JUBM ],UOP OUM IO ‘SUOTIOLIISAI [9ABI) S 19U} YSnOoy) UoAd ‘Sulf[oAeI) aIe Jey) IO ‘UONBUIDORA Y} Ul AJI[Aq . uop Jeys ajdoad asoy) yiim pojernjes isnf s1 smau
ay) pue Jooqaoe] MoK pue weIdejsuf oA Ing ‘weISeisuy e JOO[ Pu. ‘BIPAW [e190s Y3noiy) diyy pue woy W0 pue )LIJOSSIP 0) JueM Isn[ pue JIom AL 0) ASed 0S S J[,,

81 juedonred—.. AIAQD Jo Auear ay) Auap 03 Sumunuod [[is ay1] a[doad jo o[ © isnl ‘Yeax ;ouwr y)im Suoim A[[EnIoe s Jeym Ul [[3) I 'smau ay} ur dn sroqunu
oy dooy 0 Jeypy Surkes snf are sAnS nox ‘qQIAOD 2AeY A[enioe 3, uop | ‘Aey], (mouy nok ‘ouwr 0) pres pey jey) syuaned jo [njpuey poos e pey [ ¢ dn siyy Sunyew ore sAn3
NOX (WY} 398 ] 1,ued KYAN (WYl 03 Sutop nok are 1eyp "AIAQD 2ABY A[[ea11,U0p A3y ‘YO, I Sem I 2IdYM SII[IWE] 10J sSuIy) Jo 10] B Isnf sem 210y} ‘1Y  JABM USYM,,

1 Juedonred— "Aem Aue ur djoy o) way) uo snuo Aue Io ‘a1t Apiqisuodsar

Teuosiad e s, 210y) Jey) [99F 3,uop Aoy} Inq ‘SuIyIAI0Ad A[9In[osqe op 0) nok juem Aay) uoym drdoad 1oy Ayjedwd Jo jno uni Y[ Isnf nok Juswow Jey) e Jng ‘SUOSEAI

119y a1e suosear s,ojdoad ueaw | puy ,"Sury) QU0 ) Op 0 J0U ISOYI NOA *** JUI IS 0) 1Y dUIOD JOU 0] OP 0} PAPAAU NOK JeY) FUIY) SUO dY) Op 1, UpIp nok Inq ‘qof Aw

S Jey) 9sneddq ‘ued | SuryIKI9A9 op [[IM | pue ued | SulylKI9Ad op ued [, ‘OyI[ 21,noK pue  ‘ued noA JuryiA1oAd op ased[d ‘Osedd, ‘oI 21,49y pue nok Je ool isnl Aoy} puy

' PAJRUIOOBAUN 9q 0} ASOYD AJY} ‘pajeurdoeaun 3urdq ‘mouy| nok ‘wayy pue juaned e 03 ey 0) ur Suros A[reoyroads sem ‘o1owkue Ae)o joU W], Juom [ Jey) SIUSWOUr
Se puru Aw ur yons Jey) sSury) oY) puy “ul awed Jey) sjuened pojeurddBAUN JY) JO dABM ) [UAYM] sem ey asnedaq InoyJIp A[[ear ‘A[[ear [sem] aaem eI oY) NI,

L1 uedonred— . -ouore ajdoad aae9|
1,UOP 9A\ "OP M JeUM JOU S Jey], “uewny jou s )] “Suryouaim 11eay st SIyJ, ;SIy) op 0} Aem & 210y} 3,US] ¢ A[oyes “oyI[ ‘Ul way) 391 Isnf om J ue)) ;ur way) 397 isnf om j.ue),,

y yuedonredq—.."* Apoq 1oyjoue dn yord owod 0 A11Inods [[ed nok uoym wayy uo ol e urkerd a1,nok yeyy syuIy) A)noss pue ‘seq Apoq
ur syuoned xi1s Ind 9A NOA 2I9YM JJTYS QUO JABY NOA UAYM SBAIYA, "pauaddey pey jeym 9AoLI3 pue $s9001d pue 19A0021 0) SUWIN} JWOS Pey NOA 0s ‘SYAIM Jo 9[dnod K194
2ouo pauaddey Koy, "Aep A10A9 ‘o) 2y} JO [[ ‘SUOIENIIS ONBWINEI) 9SOY) JOUINW S dARY J,UPIP NOA ULy} | “PIp [ 18yl D] Y3 JO SIedA [Auew dy)] pOAIAINS | MOY JuIy) [,,

1 Juedonred—
. Aeme Y311 A1p BUUOT 21,4311 JBY) MOUY M ‘JJO SUIYIAIOAD PAUIN) QA dM SB UOOS SB ‘Yed X (1Y) I ‘MOUY NOX /Wy) Sulnio) om e Aym oS -aIp 0} Jurod
1,491} Jey) mouy noKk pue ‘[[om op o3 Suros jou s Juened oy} Jey) mouy noA puy "03 euuod S )1 MOY MOUY NOA 0 "UreSe JOAO PuE JOAO SUIy) dWES 9Y) 39S NOA SOWNWOS,,

0¢ Juedonied—  'ysSnoj sem jey) Sumypowios s Jey], ‘Jeyl NI dIed MEIPYIM JoU P[NOM SIdquIow A[Iue) I1ay) Ing AIp 03 juem Ady) Jey) e} pinod Loy Ji ‘Kep o[3urs
KIoA9 ‘Aes p[nom pres jey) sjuaned UdAd JO ‘FUISSamsIp A[ITe) SI jey) puy ‘03 19 1,UP[NOJ A[IWIE] 9Y) 9SNBIIq A[UO ‘QWII} B JB SYI9M SIWIAWOS ‘MOouy NOA ‘I0J SULIdJyns
Q1,Aa ‘sny], "SOAT] s,9[doad puoIxd pinom o0s I YIm SULId) 0 SWOD J UP[NOD AJY) ‘DIed JO [EMBIPYIIM IO 9[qIsuodsal 9q P[nOM SIOqUISW A[IWE] 9} ‘SOWINU)JO ISneddy,,

¢ Juedronred— . J0[ € oW U0 payStom A[[eal Jey) pue ‘yiedp poos e A[[eal j usem J1 oI [99] [ pue ND] ul Keme
Surssed woy) sem 1[NsAI [euy AL, "SUONLIdAAXd ONSI[BAIUN AIOA SAI[TWE] SUIAIS d10M M NI] 1] | puB IRy oY1 JJnis pue Jsal pue 2dead joour Jurod awos je prnoys ajdoad
Jey) QADI[2q OP [ *** SAWISWOS '9SIOY Pedp & SUIEaq JO PUD UM dM ‘SAWNAWOS J[9) | “Ued nok se a1ed yonw se 9[doad 19jj0 sKem[e 0] 9ALY NOA 1D YI[BAY PIM
SQUITIOWOS J[9f [ PUY "9SUAS 9AT)EAU 910U © UT U9)jo pue ‘pagueyd A[qeredarrr aq 03 Sutog are soAl] 1oy ‘snl a1,£ay) N DT oY) 9ALI[ op Koy} J1 udA9 ‘oydoad jo jor ® pue [*°]

i

DI 24 SpIsino
61-AIAOD 0} sasuodsar [edrxopered

SoI[Iuuey 1101
pue 61-AIAQD Wia sjuaned 1oy Sutre)

a1eo Teroyauaquou Jurpraoxd woiy ssansiq

sajonb rejdwoxyg

QwayJ,

peanunuod 7 Iqe],

pringer

A



J. Mellett et al.

Table 3 Possible solutions to intensive care unit turnover proposed by participants

Possible solution

Participant proposals

Increased “buddy” shifts to support new
hires

Formal mentorship opportunities

More flexible scheduling

“But I think it would be phenomenal if you had six months of buddy shifts, and were able to see not
just respiratory failure and sepsis in your ten buddy shifts and some traumas. If you were able to sit
down and have deeper conversations about the pathophysiology of sepsis, or inotropes or have, you
know, just all the things we see.”—Participant 9

“That would have been nice when I started in the ICU, that I had a mentor, that I had someone that I
could bounce questions, or bounce any ideas off of, like, “Well I'm thinking of this, but like I'm not
sure if this is right. Or like, this encounter occurred with this staff member. I'm not really sure how
to navigate that.” ... Maybe having a mentorship program might encourage some staff to think ‘Oh,
I have some longevity here, I could really grow here,” and also ‘I'm welcome to learn.””
—Participant 2

“You should be able to use the vacation that is a perk of your job so that you don’t burn out.”
—Participant 9

“Ensuring that are trying to facilitate somehow, if management could to give regular staff their
vacation times ... [so] that they can have some sort of job satisfaction.”—Participant 20

“I think that was the first thing that came to mind is, if you want to retain staff, make it a little bit more
desirable. So offer a couple more part-time [lines].”—Participant 2

“I’ve noticed a lot of younger staff even though they’ve only been working in the hospital setting for

like a couple of years, they all wanna work part time. So maybe having more part-time lines might
work as well, cause I know for a fact [that] they have a lot of full time lines, but not that many part-
time lines. So whenever there’s a part-time line everybody wants to get it, everybody wants that part
time line. So maybe if they have many, many part-time lines compared to just having full-time

lines, people might apply more and see like ‘Well, maybe I like it, I can stay here.”—Participant 6

“To have more part-time lines, you know, for people’s quality of life. Because I think right now like to
get a part-time line you basically have to have worked for quite a while before you will have enough
seniority to get a part-time line.” —Participant 1

Regular debriefing

“I like to talk about things. I really like debriefing. I only was part of one and I'm glad they did it for

that one case ... I think more frequent debriefing, just Fridays, 45 minutes.”—Participant 10

Increased psychological support for
patients and families

“Maybe even offering like some sort of psychological care to patients’ families, because they often we
end up being their, you know, psychiatric health during these tough times and we’re really not

trained properly. And then oftentimes, there’s a lot of emotions taken out on staff that have nothing
to do with us.”—Participant 20

Increased access to a clinical ethics
service

“I think maybe have an, you know, a team, an ethics board that comes around, you know, weekly even
to talk to staff and talk to the physicians about if they have any concerns that they can bring forward

that’s going on with a patient or a family.”—Participant 20

ICU = intensive care unit

pandemic. We found that most factors were related to pre-
existing workplace stressors that were exacerbated by the
pandemic, such as inadequate staffing. A smaller number
were novel and created by the pandemic itself, such as
distress stemming from high COVID-19 death rates. Our
results align with previous Canadian work that identified
ineffective communication between management and
frontline workers, restrictive family visitation policies,
inadequate staffing, poor patient care, and a lack of peer
support and collegiality as key pandemic stressors and
reasons for turnover among ICU staff.>~*'*!* In contrast to
most of these studies, which were surveys or
questionnaires, our qualitative interviews provide a
deeper understanding of the nuances of these stressors, as
well as their impact on staff attrition. We have also
described more novel perspectives on causes of staff
attrition, such as the role of rhetoric displayed on social

@ Springer

media, moral distress from care that was perceived to be
futile, and emotional conflict from struggling to provide
care to those who chose not to be vaccinated.

Our participants alluded to mental health concerns
stemming from pandemic-related stressors as major
contributors to their decisions to leave the ICU. These
results resonate with existing Canadian and international
literature that reported that ICU workers experienced
depressive, anxiety, and traumatic stress symptoms, as
well as high levels of burnout during the COVID-19
pandemic.®'*'> Despite a substantive body of evidence
describing the mental health impacts of the pandemic, there
remains little consensus on how to prevent and manage
pandemic-related psychological distress. Individual-level
interventions such as psychotherapy, mindfulness, and
physical exercise, show mixed evidence regarding their
effectiveness on staff wellbeing.'> Our study also found
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that systemic factors, such as increased workload, played a
prominent role in the development of psychological
distress during the pandemic. We currently still lack
evidence regarding the benefits of systemic interventions,
as the few studies that have been performed report
conflicting results.'®

Interventions targeting moral distress may provide an
avenue for partially addressing the mental health concerns
of staff. Our participants described how, at times, they
disagreed with the direction of care in cases where they felt
there was little hope of improvement, as well as noting
communication breakdowns between intensivists and
patients’ families regarding a patient’s prognosis.
Interventions such as multidisciplinary rounds, in which
nursing, medical, and clinical ethics staff discuss
challenging cases, have been shown to decrease staff
emotional exhaustion, improve staff perceptions of quality
of communication, and decrease moral distress.'”"'®

Many participants highlighted the impact of inadequate
staffing on the quality of patient care during the pandemic.
Further research is needed to quantify the impact of
inadequate staffing on patient outcomes and staff attrition
within the Canadian context, especially during the
COVID-19 pandemic. Our participants did suggest
increased scheduling flexibility, in the form of easier
access to approved time off and more part-time ICU
positions, as an option to improve staff retention. More
flexible staffing options have been shown to improve the
emotional wellbeing of ICU staff in other contexts.'”

Our results further the evidence that bullying and lack of
collegiality among nursing staff remain a substantial
concern in ICUs both in Canada and abroad.*® Numerous
interventions, such as cognitive rehearsal training and team
building training have shown to prevent workplace
bullying.? Our participants additionally advocated for the
creation of mentorship programs to combat workplace
toxicity. Little evidence is available regarding such an
approach in the ICU setting and may provide an area for
further research in bullying prevention.

The strengths of our study include our rigorous analytic
process and our focus on staff who left or strongly
considered leaving their ICU jobs. The use of two coders
and robust group discussion to generate themes allowed us
to generate a description of our data that most richly
reflected the lived experiences of our participants.

The main limitation of our study is that we only
included participants from a single ICU in one Canadian
province. As such, our results may not be transferrable to
the experiences of staff at other Canadian ICUs.
Additionally, most of our cohort were registered nurses,
despite our attempts to recruit from other health

disciplines. Experiences unique to other ICU professions
may not have been represented in this study. Nevertheless,
themes that emerged from our respiratory therapist
interview aligned with those from our nursing
participants. Future researchers in this area may wish to
consider the possible reasons for our difficulty in recruiting
a more multidisciplinary participant group, including the
possibility that more registered nurses resigned their
position compared with other professions. Lastly, the
experiences of clinicians who chose to participate in this
study may differ in important ways from those who left
their positions and did not participate, as well as those who
continued to work in the ICU despite feelings of burnout
and poor workplace satisfaction. Nonetheless, we believe
these results provide important insight into reasons for staff
attrition from the ICU and highlight different avenues for
future research and interventions.

Conclusion

Canadian ICU staff described the impacts of the
COVID-19 pandemic on workplace culture, staffing, and
patient interactions, as well as the discourse surrounding
COVID-19 outside of work, as influencing their decision to
leave, or strongly consider leaving, their ICU employment.
Strategies that improve the workplace experience and
culture, along with those that ensure adequate staffing
should be prioritized to promote staff retention following
the pandemic.
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