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Introduction
When COVID-19 emerged as a new patho-
gen, the pictures and stories of the devasta-
tion it was bringing focused attention on 
the mental health of acute care workers, 
and, in the media, on ICU teams in particu-
lar (Du et al. 2020; Lai et al. 2019; Preti 
et al. 2020; Rossi et al. 2020). The focus 
highlighted the understanding of the key 
role these teams would have to play in 
the global response to save as many lives 
as possible -- in the face of increasingly 
exhausted resources and what appeared to 
be increasingly incredible odds.  The media 
attention to the issues of mental health, 
burnout and resilience in the ICU, opened 
the door to discussions of the psychologi-
cal and emotional impacts of struggling 
to  deal with fear, struggling to save the 
lives of so many while being powerless 
to save the lives of so many others, and 
bearing witness to tremendous loss and 
grief. In the face of an emerging pathogen, 
healthcare workers experienced normal 
human reactions - dread in anticipation of 
what was to come, anxiety, distress, fear of 
becoming ill, even possibly dying or even 
worse bringing the virus home to their 
families (Du et al. 2020; Lai et al. 2019; 
Preti et al. 2020; Rossi et al. 2020). The 
first wave of COVID-19 saw outpourings 
of public support for the “heroes” on the 

frontlines which, while intended to show 
appreciation for healthcare workers, for 
many, added to their own psychological 
distress especially in the face of such a 
large number of patient deaths (Nielsen 
2020). That was then, in March 2020. 
Where are we now one year later? What 
have we learned and what can we do to 
cope going forward?

After a year of this pandemic, this article 
will explore what we currently understand 
about the psychological impacts experi-
enced by ICU teams and provide practical 
guidance to help build personal and team 
resilience as the journey with COVID-19 
continues with no end in sight. 

Mental Health Impacts of the 
Pandemic on ICU Teams: What 
Do We Know?
For ICU professionals around the world, the 
pandemic has caused significant psychologi-
cal distress. Rates of anxiety range between 
46-67%, depression 30-57%, symptoms 
of post-traumatic stress disorder 32-54% 
and burnout 51% (Azoulay et al. 2020a; 
Azoulay et al. 2020b; Crowe et al. 2020). 
One study reported 6.3% rates of severe 
depression, 39.5%  PTSD, 11.3% severe 
anxiety and 7.2% problem drinking with 
13.4% of respondents reporting frequent 
thoughts of self-harm or suicide in the past 

two weeks (Greenberg et al. 2020)). These 
levels of distress are similar to those seen in 
previous outbreak situations such as SARS 
and MERS (Khalid et al. 2016; Styra et al. 
2003). As also seen across non-ICU studies, 
female gender and nurse-professional status 
were consistently associated with higher 
levels of psychological distress (Azoulay 
et al 2020a; Azoulay et al. 2020b; Crowe 
et al. 2020).  

Currently, identified causes of psycho-
logical distress include: fears of being 
infected, anxiety related to rapidly chang-
ing policies and information, the need to 
balance patient care and personal safety, 
managing commitments to self and family, 
inability to rest, struggling with difficult 
emotions, difficulty in communicating and 
providing support to families due to the 
impact of restrictions in visitation policies, 
and finally failing to provide adequate 
support at the end of life and witnessing 
hasty end-of-life decisions (Azoulay et al. 
2020a; Crowe et al. 2020).   

Interestingly, increased symptoms of 
depression and burnout have been reported 
based on clinicians’ ratings of the ethical 
climate in which they are working where 
ethical climate was defined as “individual 
perceptions of the organisation that influ-
ences attitudes and behaviour and serves 
as a reference for employee behaviour" 
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(Azoulay et al. 2020b). Research prior to  
the pandemic revealed associations between 
perceptions of staffing and fair treatment 
in the workplace and physician and nurse 
burnout and identified the need for these 
factors to be systematically addressed 
(Rubin et al. 2021). Unfortunately, the 
very nature of a pandemic will tax staff-
ing to its limits and likely exacerbate pre-
existing perceptions of unfair treatment.  
Others have described the importance of 
healthcare organisations taking steps to 
hear, protect, prepare, support and care 
for their healthcare teams to decrease staff 
anxiety and their ability to cope (Shanafelt 
et al. 2020). Such efforts include access to 
PPE, prevention of infection and exposing 
their families to risk, access to rapid testing, 
care for themselves or their families should 
they become infected, access to childcare 
and support for basic personal needs (e.g., 
food, hydration, lodging, transportation) 
that reflects increased work hours, school 
closures, and voluntary redeployment, educa-

tional support if re-deployed and access to 
up to date information and communication 
(Shanafelt et al. 2020).
 
An Issue of Needs
Abraham Maslow’s foundational work in 
human psychology proposed that humans 
are motivated by five categories of value-
based needs: physiological, safety, love and 
belonging, esteem and self-actualisation 
(Maslow 1954). These needs are described 
as a hierarchy with more basic needs, the 
ones that are most crucial for any individual 
to have met, located in the bottom tier and 
higher-level needs at the top. Maslow’s 
theory proposes that higher level needs, 
those that make us feel fulfilled as individu-
als or, in the workplace, as professionals, 
cannot be achieved unless our more basic 
needs are met. His theory suggests that 
psychological harms can, or will, ensue 
if basic needs - physiological, safety, love 
and belonging, esteem - are not met. Self-
actualisation needs are linked to perceived 

degree of happiness (Maslow 1954; Lester 
et al. 1983); however if unmet, they  will 
not lead to psychological harm. Maslow’s  
needs are commonly represented as a 
pyramid (Figure 1).   

Maslow’s Needs and the ICU Profes-
sional: Where Do We Go From Here?
In Maslow’s framing of needs, it becomes 
apparent that much of the research in the 
ICU on how to mitigate the psychological 
impact of the pandemic engage the bottom 
tier of needs in this pyramid and engage 
hospitals, ICU management and ICU profes-
sionals (Table 1).

Physiological needs for the ICU healthcare 
professional require a daily organised plan-
ning of patient care workflow (as much as 
possible) with patient assignments planned 
to allow time for personal basic self-care.   
ICU healthcare professionals (RNs, allied 
health and physicians) should consider 
creating small intra-ICU team groupings 
- Equitable Activity ICU (EA ICU) teams- 
to assist one another with workloads. 
Workload management principles should 
be applied to ensure that there is a process 
of efficiently distributing and manag-
ing work across ICU teams. The need for 
self-respite only increases in a pandemic 
situation and creative approaches (time 
and/or workflow based) are required to 
provide brief periods for people to regroup 
during their working hours. ICU nurses 
are farther ahead than most ICU physician 
groups in recognising the importance of 
such workflow structures and physicians 
should explore ways of changing their 
workflow similarly.  

Quality ICU management means meeting 
a responsibility to promote time for self-
care and respite as part of a healthy work 
environment and to provide sufficient, safe, 
comfortable respite places (Gordon et al. 
2020). These places would  ideally be less 
clinical in nature, allow ICU professionals 
to have a change in headspace/change of 
scene, to eat meals, hydrate and even sleep. 
The importance of the provision of such 

Esteem
accomplishments /valued as a person

Self- ful�llment/ Self-actualisation
achievement of one's potential

Love and Belonging
relationships with partners, 

families, friends

Safety
security of person and environment

Physiological
basic self-care, food/hydration/sleep; 

rest/relaxation 

Figure 1.  Maslow’s Hierarchy of Needs
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places when working long hours in PPE 
cannot be overstated. ICU leadership needs 
to acknowledge and meet responsibilities to 
ensure call and work schedules are equally 
distributed to promote rest and sleep and to 
provide on call spaces for staff who need to 
stay overnight, if these do not already exist.  
Within the ICU team some professionals, 
due to their roles and responsibilities, are 
asked to shoulder more work than others 
and this should be recognised and atten-
tion paid to ways to assist them in order 
not to overwhelm any individual profes-
sional. Finally hospital/ICU management 
need to define clear boundaries as to what 
constitutes an urgent issue to decrease 
workloads during off hours and ensure 

rest and respite e.g.. non-urgent issues 
and emails should be dealt with during 
weekday work hours only. 

In many ICUs as the pandemic continues, 
the struggle with staff retention is becoming 
an increasing challenge, placing a growing 
burden on those remaining and increasing 
requests on behalf of ICU management 
and hospitals to work more overtime and/
or re-deployed. There is a need for ICU 
management teams to monitor and develop 
strategies to decrease overtime shifts for staff 
and avoid the application of  pressure, with 
or without financial incentives, to ask  any 
professional to  do more than they can (i.e. 
accept that no means no - without shame). 
While re-deployed nurses and physicians 

can help offset workloads, the use of rede-
ployed staff may lead  to anxiety and stress 
if the ICU team has no understanding of 
their knowledge and skill level: rather then 
knowing how to work with them, the ICU 
teams must first figure out responsibilities 
with which they may be entrusted. The pres-
ence of EA groups would provide greater 
support not only to the deployed staff but 
also help ensure that adequate support is 
available to them no matter how busy their 
own team might be. The development of 
a quick task-based-training resource for 
re-deployed colleagues would at least 
provide the ICU team with confidence 
in the existence of a common baseline of 
those they are now supervising. 

Needs Professional Organisation

Physiological -Time management to meet basic 
self-care needs
-Promotion of “small team within 
ICU team” (EA ICU) concept to 
improve workflow
-Attention to personalised respite 
time/downtime
-Development of  personalised stress 
management strategies

-Promotion of effective workflow strategies:
•	 “small team within ICU team concept”, with formation of EA groups to 
manage work loads
•	 patient assignments
-Non-clinical spaces for respite/sleep
-Equal distribution within work schedules
-Strategies to decrease overtime requests
-Avoidance of pressuring staff to do more
-Redistribute administrative duties 
-Respect worklife boundaries

Safety -PPE use and policies
-Rapid Testing
-Rapid access to guidance re work-
related exposures

-PPE supply chains
-Transparency for rationale and implications for changes in PPE policies
-Promotion of staff safety in work related exposures and outbreaks
-Policies for a clean safe work environment
-Timely provision of information and guidance in event of exposure
-Quick practical education for staff re-deployed to the ICU
-Vaccinations

Love and 
Belonging

-Listen and Acknowledge emotions/ 
psychological impact of pandemic
-Acceptance/nonjudgmental
-Mutual support and respect

- Information on support services both internal and external to the organisation

Esteem -Inclusion in decision making valuing 
each staff member’s input

-Appreciation by leadership – based on staff expectations and input – “mean-
ingful” to the staff

Table 1.  Maslow’s Basic Needs in the ICU Context
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From a safety needs perspective, now 
that we are over a year into the pandemic, 
most ICUs in high income countries have 
addressed issues of workspaces and appro-
priate PPE to keep team members safe. 
Stable supplies are generally available, 
though concern still exists that should the 
pandemic worsen, issues of supply may 
once again become problematic. A need for 
transparency remains on the part of ICU and 
hospital management regarding decision-
making and policies around changes in PPE 
to maintain trust and a sense of security 
in the workplace. Now, rapid testing for 
ICU teams members and their families is 
generally readily available as is access to 
appropriate information and care in the 
event of infection. With the vaccine roll out, 

most countries have already, or have made 
significant inroads, into vaccinating ICU 
professionals. In low and middle income 
countries (LMICs) though, supply chains 
of PPE are vulnerable at the best of times 
and face ongoing challenges placing safety 
needs of all healthcare workers at risk.  

Moving forward,  as variants cause recur-
rent waves, hospital and/or ICU exposures 
are new and ongoing sources of psychologi-
cal distress that have not yet been discussed 
in existing literature. When an exposure is 
identified, Infection Prevention and Control 
(IPAC) team members typically place the 
patient on isolation. Yet information on  
implications for staff and precautions, if 
any, they need to take are not consistently 
nor clearly communicated. Both ICU and 
hospital management need to recognise that 
such a lack of transparency and difference 
in treatment of patients and staff may lead 
to ICU staff psychological distress, and 
perceptions of staff feeling less valued and 
less protected at times when they may actu-
ally be at higher risk. Moreover, depending 
on the source of exposure, recognition is 
needed that the ICU team can play an invalu-
able role in identifying both other staff at 
risk and specific environments that need 
decontamination. Such an approach will 
prevent outbreaks by ensuring everyone is 
diligent about wearing their PPE and clean-
ing their work environment. Understanding 
the level  of personal risk helps reduce fear 
and anxiety and possible post-traumatic 
stress symptoms. Misguided attempts, in 
the name of privacy,  to not be forthcoming 
with timely instructions to staff, results in 
mistrust. The psychological impacts may 
then compromise staff retention. Both 
privacy and confidentiality standards can 
be met while providing key information 
to meet the safety needs of the ICU team.  

A sense of community and belonging 
can be achieved if a tightly knit team is 
created where everyone is valued, fostered 
and respected. As research has revealed, 
the mental health impacts of a pandemic 
are different for different team members. 

Moreover professionals may experience 
the impacts of the pandemic differently at 
different moments in time. They may be 
able to cope better some days as compared 
to others.  These differences are normal. The 
focus on mental health in the pandemic 
ICU should be that it is acceptable to 
have more open discussions of how we 
are feeling as ICU professionals, to share 
what we do to cope and what helped us 
get through the bad times. Critical care 
has traditionally been a field in which the 
emotional and psychological impacts of 
what is seen when caring for people with 
life-threatening illnesses are compartmen-
talised at work and processed in private, 
if they are processed at all. This risks open 
discussions of psychological/emotional 
impact being perceived as weakness or 
an inability to cope with the work. In a 
pandemic, private time for processing may 
not exist and breaking down thoughts and 
emotions may be so delayed that it risks 
the ability to perform professional roles. 
We need to listen to and acknowledge how 
we and our colleagues are feeling without 
rushing in trying to fix them which can 
be misperceived as diminishing their 
experiences or shutting down discussions. 
As a field, we are very skilled at providing 
support to families; its more than time we 
do the same for each other.  There should 
never be any hesitancy in asking for help. 
ICU management and hospitals should 
provide clear information on where to turn 
for help whether internally or externally 
for those not comfortable seeking help 
from their place of work. 

Esteem needs can be met quite simply 
by ICU and hospital management recognis-
ing the hard work, sacrifices and efforts 
made by each ICU professional during 
this pandemic in a meaningful way i.e. 
recognising the person in the professional 
and saying thank you. Particular attention 
to recognising staff efforts during more 
challenging times may help reduce stress 
and burnout. It is important to pay attention 
to the fact that pandemics can often result 

Braced – by Laura Hawryluck 

I hear the phone’s rings 
Braced for the fear it brings 
I call from the ICU 
Braced for the news I have to share with you. 

I really wish I didn’t need to phone 
I really wish I could tell you he is coming home 
Now ….your voice is on the line
Right away you know nothing is fine. 
Sheer, horrifying dread, 
Doctor…. Is he dead? 

I try to keep my voice from breaking 
Though my heart is shredded and aching 
As you cry, 
Know my own eyes are far from dry. 
Clutching the phone, white knuckled, 
Knees buckled, 
Someone brings me a chair, 
So I don’t fall into thin air. 

Comfort I try to bring, 
As the ICU phones continue their infernal ring. 
There are others on their way. 
Somehow… I need to get through the rest of my day. 
No words. 
Grief deferred.



ICU Management & Practice 2 - 2021

82
COVER STORY: WELLBEING IN THE ICU

in new hierarchical structures which can 
promote siloing and discontent, rather than 
collaboration. Changes in organisational 
structure at this time should be undertaken 
cautiously in order not to alienate already 
pre-existing working teams. 

Finally, self-actualisation needs can best 
be met by acknowledging and valuing the 
creativity ICU professionals can bring to criti-
cal care during such times and maximising 
its effectiveness in achieving our common 
goal of saving as many lives as we can. 

Recognition of the Person in the 
Professional
The most obvious problem with Maslow’s 
needs and our discussion of how these can 
be met in the professional context is that 
members of the ICU team are not only 
professionals, they are people. It is the 
person and not only the professional who 
experiences these mental health impacts. It 
is the whole person, not only the profes-
sional whose needs must be met in order 
for them both to survive this pandemic as 
intact from a mental health perspective as 
possible. Meeting the basic needs in the 
professional context will help decrease the 
very human fears of bringing infection home 
to those we love. Yet it is not only bringing 
infection home that needs to be feared, it is 

bringing home the mental health impacts of 
living through the pandemic ICU, of having 
the most important people in our own lives 
see the psychological and emotional costs of 
the terrible moments lived, and our anxiety, 
depression and distress over those yet to come. 
In other words, it is our need for love and 
belonging as a person that is most at risk. 
Watching the professional re-become the 
whole person, watching them unpack all that 
has been compartmentalised, being unsure, 
or not knowing how to help, and witnessing 
the rebuild into the professional once more 
before the return to work is traumatising to 
those we love and who love us (Busa 2021). 
Yet where and how do you find the balance 
between love, belonging and sharing, all of 
which are vital in any relationship and inad-
vertently asking your loved ones to assume 
the role of counsellor? No research exists 
exploring what people in our lives would 
find helpful from us not to feel excluded 
from a significant part of who we are. Nor 
is there research to help us understand how 
to communicate when we are okay, when we 
are not and what would help us cope along 
our shared journey. Now is the time for it to 
start. It is hard enough to manage this critical 
aspect of our lives in normal times and the 
challenge has now grown exponentially for 
so many of us. The loss of personal love and 

belonging is an extraordinarily high price 
to pay and frankly professional belong-
ing, esteem and self-fulfillment needs, if 
achieved, are rarely enough to compensate. 
In view of the known psychological effects 
on professionals, loss of love and belonging 
on a personal level, would be expected to 
result in an exponential rise in distress and 
burnout. More research is needed and yet 
any psychological support provided by ICU 
and hospital management, to be successful, 
needs to focus on the personal and not only 
the professional.

Conclusion
The psychological impact of what we have 
lived through in the past year in the ICU can’t 
be managed in the same way as that of the 
past; the experiences are too overwhelming. 
Attention to the mental health of ICU team 
members as professionals and individuals, 
having resources, open dialogues about 
meeting basic needs, how we are feeling, 
what we are doing to cope are both needed 
and welcome. By meeting the fundamental 
needs of the person in the professional, we 
can reduce the psychological impact of this 
and future pandemics.
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