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ABSTRACT

PREDICTORS OF BURNOUT FOR FRONTLINE NURSES IN THE COVID-19
PANDEMIC: WELL-BEING, SATISFACTION WITH LIFE, SOCIAL SUPPORT,
FEAR, WORK SETTING FACTORS, PSYCHOLOGICAL IMPACTS,
AND SELF-EFFICACY FOR NURSING TASKS

Sasha Harry

The online convenience sample of 249 nurses all treated COVID-19 patients in
the past year—with 45.0% in the emergency department and 36.9% in intensive care.
Nurses were 68.7% female with a mean age of 32.17 years, as well as mostly white
(69.1%). Some 28.5% had COVID-19, with 16.1% testing positive more than once in the
past year.
Using paired t-tests comparing scores for before versus during the pandemic, their
physical health status and mental/emotional status were each significantly worse during
the pandemic, their level of self-efficacy for performing nursing tasks was significantly
worse during the pandemic, and their fear level was significantly higher during the
pandemic. Nurses negotiated the pandemic with just moderate social support, while
having moderate work setting concerns (e.g., safety), and rating the work climate as “to
some extent” less favorable than before the pandemic.

Nurses suffered moderate burnout using the Oldenburg Burnout Inventory—while
females suffered higher burnout than males (p = .000) and non-whites higher burnout
than whites. Past month mean Perceived Stress Scale scores were moderate. Nurses used
alcohol/drugs closest to 30% of the time to cope with stress, while 35.7% increased use
during the pandemic. They reported moderate mental distress over the past year, while
61.0% reported insomnia, 57.4% anxiety, 39.0% depression, 35.7% trauma, and 27.3%
received counseling. Nurses reported moderate well-being over the past two weeks, and
moderately high satisfaction with life.
Backward stepwise regression found higher burnout significantly predicted by:
fewer years working in nursing; higher Body Mass Index; more concerns at work (e.g.,
safety); higher past month perceived stress; higher past year mental distress; and, lower
past two weeks’ well-being—with 52.2% of the variance predicted.
Qualitative data reinforce important recommendations.
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Chapter I
INTRODUCTION

The coronavirus pandemic has been described as “undoubtedly the most
important problem all around the world” (Satici et al., 2020, p. 15). The current
COVID-19 pandemic has been acknowledged as being an “unprecedented healthcare
crisis” (Azoulay et al., 2020, p. 1). The World Health Organization expressed alarm over
the “levels of spread and severity” and a lack of sufficient action, while declaring on
March 11, 2020 that the novel coronavirus—COVID-19—was responsible for a global
pandemic (Cucinotta & Vanelli, 2020, p. 157).
Since declaration of the COVID-19 “outbreak as a public health emergency,”
there has been a drastic increase world-wide in admissions to hospitals and intensive care
units (ICU) (Khan et al., 2020, p. 1). Khan et al. indicated that key factors in the
pandemic were: the highly contagious nature of COVID-19; the rapid rise in the number
of positive cases; the challenge of limited diagnostic facilities; and, the shortage of
ventilators for the severely ill—with these collective factors portending a “substantial
burden on the health-care system” (p. 1). As a result of this burden, “there are
considerable numbers” of healthcare professionals who have “opted to quit medicine as
they feel betrayed by their employers and governments for expecting them to handle this
pandemic without sufficient resources” (p. 2).
The result is that we “are living in unprecedented times and nurses are being
lauded globally for putting themselves in the front line against the Covid-19 pandemic”
(McKenna, 2020, p. 1).
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The pandemic has led to increasing “work demands on healthcare professionals,”
causing psychological distress (Azoulay et al., 2020, p. 1). Examining healthcare
professionals from 85 countries who were intensive care unit specialists (and members of
the European Society of Intensive Care Specialists), findings showed that 46.5% reported
symptoms of anxiety, 30.2% reported symptoms of depression, and 51% reported severe
burnout. Of the physicians reporting any of these symptoms, they “provided significantly
lower scores to the ethical climate or the quality of the decision-making ratings” in their
work settings (p. 5).
Research from prior pandemics (i.e. Middle East respiratory syndrome
coronavirus, or MERS-CoV) had made it clear that nurses were vulnerable to burnout at
rates as high as 92.8% (N = 240), given findings with emergency department nurses
across eight hospitals in Korea (Kim & Choi, 2016, p. 298). Findings showed that
emergency department (ED) nurses suffered from “persistent stress after experiencing the
traumatic event of exposure” to MERS (p. 295). Such stress “can subsequently lead to
burnout” (p. 295). Of note, emergency department (ED) nurses “do not have enough time
for recovery, putting them under persistent stress” resulting in a “much higher burnout
than nurses in other hospital departments” (p. 295). Nurses needed to be “aware that
burnout is higher for nurses in their divisions than nurses in other hospital departments;”
and, nurses also needed to recognize that “job stress is the biggest influential factor of
burnout” (p. 299).
Similarly, in the prior SARS (Severe Acute Respiratory Syndrome) public health
crisis with a rapidly spreading infectious disease, among those healthcare professionals
providing direct patient care, nurses were found to be at greatest risk (Brooks et al.,
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2018). Nurses who were “more likely to show symptoms of posttraumatic stress than any
other hospital employees” (p. 249). Those who “perceived their training as inadequate
were more likely to experience burnout, posttraumatic stress symptoms, and longer
continuing perceived risk even after the crisis was over” (p. 249). Notably, the experience
of being quarantines was “also associated with greater posttraumatic stress symptoms and
higher alcohol intake” (p. 253).
In the prior MERS-CoV health crisis, those healthcare professionals at greatest
risk “worked in isolation areas, ICUs, and emergency rooms” in comparison to those
“who worked in areas” that were “less likely to admit and have MERS-CoV suspected or
positive cases” (Bukhari et al., 2016, p. 845). Also, females were at greater risk. Females
were found to be “significantly more worried and fearful of contracting the virus
compared to males” (p. 845). Nurses were also found to have “experienced ethical
problems tied to a mind-set of avoiding patients,” preferring to treat non-MERS patients
if given the option (Choi & Kim, 2018, p. 338).
In the current COVID-19 pandemic, Hu et al. (2020) documented how nearly half
of the nurses working on the frontlines—from January 13, 2020 to February 13, 2020 in
two hospitals in Wuhan, China during the COVID-19 pandemic—reported moderate to
high levels of work burnout. A majority (91.2%) reported moderate to high levels of
anxiety, depression and fear. In addition, nurses with “better self-efficacy and resilience”
had “less mental health problems” (p. 9). Also, the more social support nurses had, then
the lower their depression, anxiety, depression and fear (Hu et al., 2020).
Trumello et al. (2020) found in Italy for healthcare professionals working with
COVID-19 patients that they had significantly higher levels of “stress, burnout,
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secondary trauma, anxiety, and depression” compared to those not working with this
population (p. 5). Those working with COVID-19 patients acknowledged a need to
request psychological support; findings showed “the percentage of professionals who
thought to ask for psychological support was double that of the group that did not work
with COVID-19 patients” (p. 7).
In the United States, by June 2020, nationally, 20.7% of responding nursing
homes (over 15,000) reported a severe shortage of PPE—specifying having just one
week, or less than one week of supply (McGarry et al., 2020). Nearly as many nursing
homes (20.8%) reported staff shortages—with 15.1% having a shortage of nurses, 17.2%
a shortage of nurse aides, with 9.2% having other staff shortages. Further 13.4% reported
N95 respirator shortages, as well as a shortage of gowns. By July of 2020 these shortages
remained largely unchanged—with the exception of gown availability; and the shortages
fell by July 2020 for nurses (to 16%), nurse aides (18.5%), and other staff (9.3%). Where
more staff had COVID-19, and more patients likely had COVID-19, PPE was likely used
at higher rates, helping to explain shortages. The findings were deemed to reflect the
nature of the challenges faced by nursing homes at what was then the height of the
pandemic in many parts of the United States (McGarry et al., 2020).
Fear among healthcare professionals is warranted, given how front-line care
providers around the world have become infected with COVID-19 and had to quarantine,
while many have been hospitalized for COVID-19 (Braquehais et al., 2020). Further,
globally, healthcare professionals who have close contact with COVID-19 patients have
also died around the world (Sant’Ana et al., 2020). There are also cases of healthcare
professionals working in the pandemic becoming suicidal (Raudenská et al., 2020).

5
Moral Dilemmas for Nurses During the Pandemic

Greenberg (2020) also focused on the manner in which healthcare professionals
have faced moral dilemmas during the COVID-19 pandemic. These moral dilemmas
were related to the challenges they experienced “in the delivery of high-quality care,
possibly due to a lack of experience or equipment, or as a result of low staffing levels”
(p. 425). Healthcare professionals have likely “been exposed to morally distressing
circumstances” (p. 426).
Turale et al. (2020) discussed how nurses working in the COVID-19 pandemic
are experiencing “moral distress, and unexpected challenges to the ethical values of
nurses and health professionals including complex human rights issues” (p. 166). Nurses
are coping with fear of becoming infected and having to work, for example, 60 hours a
week, along with all the following: bruises from respirator masks, seeing doctors cry
during difficult decision-making, a lack of ventilators, shortages of personal protective
equipment (PPE), seeing extensive disinfectant protocols being followed by
environmental staff, stressful phone calls with terrified family, and patients being found
dead—without the nurse having been able to make the promised call to family before the
patient passed. With such massive stress and pressure, nurses are being forced to
“balance their professional duties and their competence with urgent ethical choices and
decisions made in practice” (p. 166). Further complicating the situation, due to the
intense work pressure, nurses only have limited access to “team meetings for ethical
decision-making,” since they are either “time-limited or non-existent” (p. 166). Nurses
who have chosen to be whistle-blowers, reporting insufficient supplies of PPE, have
“been silenced or suspended” (p. 166). The pandemic necessitates that any relevant
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“ethical frameworks” be revised or newly developed, as well as widely adopted in
nursing practice “with support and input from national nursing organizations, educators
and leaders in nursing” (p. 167).
Working on the front-lines of the COVID-19 pandemic, nurses face many ethical
issues, given “the principles of ‘nonmaleficence,’ the nurses’ duty to do no harm and
‘beneficence’, the duty to do good for patients” (McKenna, 2020, p. 1). There is also “the
duty of care,” as well as the obligation to “alleviate suffering, restore health and respect
the rights and dignity of every patient” (p. 1). Shortages of personal protective equipment
(PPE), and limited testing have created “front-line nurses with another ethical
dilemma”—with nurses having to choose between putting going to work and putting the
health of themselves and family members at risk (p. 1). Yet, current risks during the
pandemic have placed an “unfair and disproportionate” risk upon nurses, as they continue
to work and “uphold their duty to care” (p. 1). The result can be tremendous conflict that
can “cause serious moral and ethical distress” (p. 1). Not surprisingly, there are nurses
who have committed suicide, as has occurred in a documented case of a medical doctor
who had worked in an emergency room (p. 1).
It is important that healthcare managers are “properly preparing staff for the job
and the associated challenges” in order to reduce “the risk of mental health problems”
(Greenberg et al., 2020, p. 1). Further, a group forum for healthcare professionals to
“safely discuss the emotional and social challenges of caring for patients” can aid in
protecting workers mental health (p. 2). Greenberg et al. discussed some measures that
“healthcare managers need to put in place to protect the mental health of healthcare staff
having to make morally challenging decisions” includes, preparing workers for the
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“moral dilemmas they are going to face during the covid-19 pandemic (p. 2).
Additionally, not giving “false reassurance but a full and frank assessment of what they
will face, delivered without euphemisms and in plain English” to avoid any confusion or
misunderstanding (p. 1).

Psychological Impacts on Healthcare Professionals

During the COVID-19 pandemic, perhaps the greatest fear experienced has been
on the part of healthcare professionals, while together with their anxiety and depression,
this has resulted in psychological distress (Braquehais et al., 2020). The research
conducted aimed to analyze the current evidence base of information about the impact of
the COVID-19 pandemic on the mental health of healthcare professionals. Of note,
previous research on other infectious diseases (i.e., SARS, MERS, Ebola virus)
consistently showed that many healthcare professionals (HPs) reported symptoms of
anxiety and depression, both during and after the outbreak, causing a severe impact on
their coping abilities; and, in some cases with long-lasting effects (p. 2). The body of
available research accessed showed that 30% to 70% of healthcare professionals
presented anxiety and 20% to 40% presented depression; these symptoms were viewed as
associated with their fear of contracting the disease, or their colleagues and family
contracting it. The healthcare professionals were also suffering from “insomnia, burnout,
emotional exhaustion or somatic symptoms” (p. 2). Symptoms of trauma and
psychological distress were also found; and the more they were “exposed to unexpected
life-threatening situations or uncertainty, the more mental distress they were likely to
experience” (p. 3).
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Khalid et al. (2016) investigated perceived stressors and coping strategies during a
MERS-CoV outbreak in Saudi Arabia. It was found that personal safety was nurses’
paramount concern. This concern about safety resulted in extreme stress, as nurses saw
their patients dying and were fearful “they could transmit the disease to their families and
friends” (p. 12).
The COVID-19 pandemic has forced many healthcare professionals to work
extremely long hours in high-pressured environments, with likely exposure to trauma
(Greenberg, 2020). Additionally, the “vast scientific literature on the psychological
consequences of exposure to trauma shows that the two risk factors most strongly
predictive of long-term mental health status are lack of post-trauma social support and
exposure to stressors during recovery from trauma” (p. 425).
It has been anticipated that with the ongoing pandemic, healthcare workers would
“be under greater pressure and experience greater distress” (Que et al., 2020, p. 1).
Healthcare professionals’ distress is related to their coping with “inadequate protection,
loss of control, lack of experience in managing the disease, overwork, negative feedback
from patients, perceived stigma, significant lifestyle changes, quarantine and less family
support” (p. 2). As a result, “the incidence of psychological problems among healthcare
workers, such as fear, anxiety, depression and insomnia” have increased, negatively
impacting work efficiency and long-term well-being (p. 2).
Because of the stress on healthcare professionals, it is critical for leaders in
medical care management and hospital administration, for example, to understand
healthcare professionals’ concerns and to take appropriate actions to address them
(Shanafelt et al., 2020, p. 2133).This includes understanding healthcare professionals’
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specific sources of anxiety and fear before creating effective approaches to support these
professionals. Given this daunting reality, the researchers hosted listening sessions with
(N = 69) physicians, nurses, advanced practice clinicians, residents and fellows early in
the COVID-19 pandemic. A key finding was how these healthcare professionals sought
“tangible sources of support,” including “unambiguous assurance that their organization
will support them and their family” (p. 2133). More specifically, they wanted leaders to
assure them “that if they do become infected, the organization will support and care for
them and their family on all fronts, both medically and socially” (p. 2133). Professionals
need to feel heard, protected and supported. Recommendations included leaders being
visible on hospital units caring for COVID-19 patients, providing encouragement to team
members, assuring team members that they are not alone in making difficult or critical
decisions, and providing general expressions of gratitude (p. 2134).

Focus on Healthcare Providers’ Well-Being

Amin (2020) explored the fear that grips so many, while using the term coronaphobia, and conducting research with doctors, nurses, and paramedical staff. Noteworthy
findings included how the experience of quarantine had a negative impact on mental
health, while a substantial proportion of participants were distressed and suffered a
negative impact to their psychological index of well-being. The “length of time spent by
healthcare professionals in quarantine was associated with increased symptoms of the
psychological index of well-being” (p. 6). This suggested that “quarantine itself,
independent of acquaintance with or exposure to someone with COVID-19, may be
perceived as a personalized trauma” (p. 6).
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Greenberg et al. (2020) acknowledged the threats to the well-being of healthcare
professionals. Leaders of hospitals and medical centers were urged to “proactively take
steps to protect the mental wellbeing of staff,” and to ensure workers are adequately
supported during the crisis of the COVID-19 pandemic (p. 2).

Focus on Satisfaction with Life

Satici et al. (2020) acknowledged the risks to general mental health, globally and
locally, as with Turkey’s sudden implementation of policies to close schools, bars, malls,
gyms, movie theatres, and sporting venues—as steps to protect the elderly and those with
underlying chronic diseases. In research in Turkey using an adaptation of the Fear of
COVID-19 scale, and the Satisfaction with Life Scale originally developed by Diener
et al. (1985), Satici et al. (2020) found key links. More specifically, the fear of COVID19 was associated with both psychological distress and life satisfaction. Fear was
negatively correlated with life satisfaction. Also found were significant “positive
correlations between the fear of COVID-19, depression, anxiety, and stress” (p. 7).
Depression, anxiety, and stress “mediated the relationship of fear of COVID-19 on life
satisfaction” (p. 5).

Focus on Burnout

Raudenská et al. (2020) reviewed the contemporary risks that healthcare
professionals face in the COVID-19 pandemic, noting burnout, in particular; and,
concerns about the potential impact of COVID-19 on healthcare professionals—including
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a risk of suicidality. Heinemann and Heinemann (2017) cited the origin of burnout in the
work of Freudenberger (1974), while this was followed by “several hundred scientific
studies on this mental condition” (p. 1). In this manner, Freudenberger (1974) advanced
work on burnout, including globally (Freudenberger, 1986, 1989; Freudenberger &
North, 1985).
Raudenská et al. (2020) identified the Oldenburg Burnout Inventory as being
among the tools recommended for use in research during the COVID-19 pandemic with
healthcare professionals; also recommended was measuring Posttraumatic Stress
Disorder (PTSD). Acknowledged was how burnout “includes anxiety, depression, lower
satisfaction, and care quality, as well as PTSD and increased suicide rate” (p. 4). Both
social and peer support were identified as potential protective factors against the impact
of trauma and for “overall mental wellbeing” (p. 6).
Finally, the present study is grounded in a theoretical framework that combines
the following: Freudenberger’s (1974, 1986) original burnout syndrome; Bandura’s
(1977, 1982) self-efficacy; and, the stress and coping theory advanced by Lazarus (1966)
and Lazarus and Folkman (1984, 1987).

Statement of the Problem

The problem that this study addresses is the need to acknowledge the current and
future needs of front-line nurses working closely with COVID-19 patients in the
pandemic within the United States. In documenting the needs of nurses, this study
investigates their experiences on the front-line during the COVID-19 pandemic, in order
to arrive at recommendations for meeting their needs. Findings may provide insight into
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nurses’ unique experiences of severe occupational stress that puts them at risk for burnout
with psychological impacts, including to their well-being. There may be implications for
what hospitals, medical centers, and nursing homes need to provide to nurses during and
after the COVID-19 pandemic.

Purpose of the Study

The purpose of the present study is to identify significant predictors of the study
outcome variable/dependent variable of burnout for front-line nurses working
during the COVID-19 pandemic in the United States. It will be from the following
independent variables that potential predictors will be selected for predicting the study
outcome/dependent variable of level of burnout reported by nurses:


Demographics [gender, partner (yes/no), race/ethnicity (white/non-white), U.S.
born (yes/no), annual household income, level of education, employment status
(full time, part time, per diem, unemployed, retired), type of work setting
(hospital or medical center; skilled nursing facility, nursing homes),
areas/situations worked in during pandemic (emergency department, intensive
care unit, isolation area, special field hospital, travelled out of state), years
working in nursing (1 year or less to more than 30 years)].



Personal health background (COVID-19 diagnosis (yes/no), long-COVID-19
(yes/no), any underlying comorbid conditions for COVID-19 (yes/no), ratings of
physical health (before versus after COVID-19 pandemic), ratings of
mental/emotional health (before versus during the COVID-19 pandemic), Body
Mass Index (BMI), self-rating of weight (underweight to obese), any past year
weight changes during pandemic (stayed same, gained weight, lost weight).



Perceived self-efficacy to perform nursing tasks with adequate patient care,
safety, and infection control (0% to 100% confident) for before versus during the
pandemic.



Level of fear when performing nursing tasks with patients (0=no fear to
10=maximum/extreme fear) for before versus during the pandemic



Socially desirable responses, or extent of tendency to provide them (0 to 10)
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Perceived social support (no one to 6 or more people)




Level of concerns at work (8=lowest to 40=highest concerns)
Ratings for concerns about work climate for where they work (no=not at all to
5=to a very great extent)



Level of burnout (disengagement sub-total, exhaustion sub-total, and full-scale
score)



Perceived stress (past month)



Percentage of time alcohol and/or drugs are used to cope with stress—and if
unchanged, increased or decreased during pandemic.



Insomnia, anxiety, depression, or trauma in past year—and if received
counseling (yes/no)



Level of wellbeing



Level of satisfaction with life

Research Questions, Survey Parts, and Data Analysis Plan

Given a sample of nurses (N = 249) who worked on the front-lines in the United
States during the COVID-19 pandemic and responded to a social media campaign (i.e.,
“CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to COVID-19
Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift cards”), the
study answered the following research questions:

Quantitative Research Questions
1-What were their demographic and background characteristics [i.e., gender, partner
(yes/no), race/ethnicity (white/non-white), U.S. born (yes/no), annual household income,
level of education, employment status (full time, part time, per diem, unemployed,
retired), type of work setting (hospital or medical center; skilled nursing facility, nursing
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home), areas/situations worked in during pandemic (emergency department, intensive
care unit, isolation area, special field hospital, travelled out of state), years working in
nursing (1 year or less to more than 30 years)]?
Part I: Basic Demographics (BD-13)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
2-What did they report as their personal health background [i.e., COVID-19 diagnosis
(yes/no), long-COVID-19 (yes/no), any underlying comorbid conditions for COVID-19
(yes/no), ratings of physical health (before versus after COVID-19 pandemic), ratings of
mental/emotional health (before versus during the COVID-19 pandemic), Body Mass
Index (BMI), self-rating of weight (underweight to obese), any past year weight changes
during pandemic (stayed same, gained weight, lost weight)]?
Part II: Personal Health Background—Current and Before Pandemic (PHBCABP-11)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages; and, inferential statistics using paired t-tests.
3-What was their perceived self-efficacy to perform nursing tasks with adequate patient
care, safety, and infection control for before versus during the pandemic; and, what was
their level of fear when performing nursing tasks with patients for before versus during
the pandemic?
Part III: Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before
and During the COVID-19 Pandemic (PSENT-FR-BDCP-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages; and, inferential statistics using paired t-tests.
4-To what extent did they have a tendency to provide socially desirable responses?
Part IV: Single Item Rating of Risk of Providing Socially Desirable
Responses (SIR-RPSDR-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
Note: This variable is controlled for in the regression.
5-What was their perceived level of social support?
Part V: Perceived Social Support Scale (PSSS-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
6-What were their perceptions of their work setting?
Part VI: Perceptions of Work Setting (PWS-8)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
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7-What were their ratings of their work climate?
Part VII: Rating the Work Climate (RWC -5)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
8-What was their level of burnout?
Part VIII: Oldenburg Burnout Inventory (OBI-16)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
Note: This is the study outcome/dependent variable.
9-What was their level of perceived stress in the past month?
Part IX: Perceived Stress Scale (PSS-4)
10-What percentage of the time did they use alcohol and/or drugs to cope with stress, and
during the pandemic did it remain unchanged, or increased, or decreased?
Part X: Alcohol and Drug Use for Stress Coping—Current and PrePandemic (ADU-SC-CAP-2)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
11-What did they report as their past year experience of any insomnia, anxiety,
depression, or trauma—and did they receive any counseling?
Part XI: Retrospective Insomnia, Depression, Anxiety, and Trauma Scale (RDATS-5)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
12-What was their level of well-being?
Part XII: WHO (Five) Well-Being Index (WF-WBI-5)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
13-What was their level of satisfaction with life?
Part XIII: The Abbreviated Version of the Satisfaction with Life Scale
(SWLS-3)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
14-Were there any significant relationships between the study outcome/dependent
variable of level of burnout and other selected independent variables?
Data Analysis Plan: Inferential statistics, including via Pearson’s correlations
and t-tests
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15-What were the significant predictors of the study outcome/dependent variable of level
of burnout, given selected independent variables—while controlling for social
desirability?
Data Analysis Plan: Backward stepwise regression

Qualitative Research Question
16-When giving the opportunity to freely share via three open ended questions, what did
they report as: (1) resources, assistance, or psychological supports is needed now and for
long-term recovery from working on the frontlines during the COVID-19 pandemic; (2)
any innovations in nursing that would be beneficial if implemented now, or beyond the
pandemic, or to improve nursing in general; and, (3) what worked best for them for
coping with the stress of providing direct care during the pandemic?
Part XIV: Open Ended Questions on COVID-19 Supports Needed for
Nurses, Innovations in Nursing, and Stress Coping Strategies (OEQ-CSNNASCS-3)
Data Analysis Plan: Identification of emergent themes and categories

Treatment of the Data

As per the requirements of Teachers College, Columbia University, the platform
Qualtrics was used for hosting the study survey, as it is deemed secure for data collection.
The data was then transferred from Qualtrics to the latest version of SPSS for data
analysis.

Anticipated Findings

Based on the paired t-tests, it was anticipated that significant differences would be
found when comparing scores for before the COVID-19 pandemic to during the
pandemic, as follows:


There will be a significant difference in self-ratings for personal health
background for before versus during the COVID-19 pandemic, with ratings
higher for before.
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There will be a significant difference in self-ratings for perceived self-efficacy to
perform nursing tasks with adequate patient care, safety, and infection control for
before versus during the pandemic, with ratings higher for before.



There will be a significant difference in self-ratings for level of fear when
performing nursing tasks with patients for before versus during the pandemic,
with ratings higher for during.

It was also anticipated that, using backward stepwise regression and controlling for
social desirability, significant predictors of the study outcome/dependent variable of
a high level of burnout would be:
1.
2.
3.
4.
5.
6.
7.
8.

female gender
has children (yes)
employed full-time
works in emergency department
works in intensive care unit
lower number of years working in nursing
had underlying co-morbid conditions for COVID-19 (yes)
lower self-efficacy to perform nursing tasks during pandemic (i.e., with
adequate patient care, safety, and infection control)
9. higher levels of fear when performing nursing tasks during pandemic
10. lower social support
11. higher level of concerns at work (e.g., Safety)
12. higher ratings for work climate being less favorable during pandemic
13. higher past month perceived stress
14. higher prevalence of insomnia, anxiety, depression, trauma, and seeking out
counseling
15. higher percentage of time for using alcohol and/or drugs to cope with stress
16. lower wellbeing in past two weeks
17. lower satisfaction with life

Delimitations

The present study is delimited to those nurses who indicated having worked in a
hospital, medical center, or nursing home facility while providing direct patient care to
COVID-19 patients during the pandemic in the United States. The nurses must have
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reported being at least 22 years of age, and feeling able to answer questions about their
experiences as a nurse during the COVID-19 Pandemic.

Limitations

As an online study conducted during what will likely be the height of the
COVID-19 pandemic in the United States (i.e., December of 2020) necessitated
acknowledging several study limitations: this is an online study; and, there was an
imperative to make the survey as brief as possible (10-12 minutes) for arguably the most
important part of the U.S. workforces during the height of the pandemic. Further, any
nurse able to volunteer to be a part of the convenience sample of respondent nurses, or
able to spare the time to complete the survey will likely have certain characteristics: i.e.,
in quarantine, or sick in isolation with COVID-19, etc.; or, likely to be extremely
motivated to volunteer and share their experiences—as noteworthy factors that may limit
the generalizability of the findings. The nurses with the most severe burnout would be
less likely to participate in the study, again, limiting the generalizability of the findings.

Conclusion

This chapter introduced the study’s focus for the dissertation, while also providing
the statement of the problem, purpose of the study, and research questions. In addition,
the study’s anticipated findings, delimitations, and limitations were discussed.
Chapter II will provide a review of literature relevant to the study, building further
on this introductory chapter. Chapter III will present the study methods and procedures
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followed in conducting the study. Results will be presented in Chapter IV. Finally,
Chapter V will present a summary of the study, discussion of findings, implications, and
recommendations—as well as a final conclusion.
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Chapter II
REVIEW OF LITERATURE

This chapter will provide a review of literature pertinent to the present study,
while building upon what was presented in the introductory chapter. This chapter will
cover the following topics: (1) overview of the COVID-19 public health crisis and
negative impacts; (2) COVID-19 pandemic, decision-making, and ethical and moral
dilemmas; (3) lessons from prior pandemics and potential long term impacts;
(4) anticipating healthcare professionals’ needs during and post-pandemic; and (5) the
theoretical framework for the research.

I. Overview of the COVID-19 Public Health Crisis and Negative Impacts

Que et al. (2020) viewed the spread of COVID-19 worldwide as a public health
crisis that has placed healthcare professionals “under tremendous pressure, which has
placed them at an increased risk of developing psychological problems” (p. 1). Indeed,
the novel coronavirus (COVID-19) pandemic “is likely to put healthcare professionals
across the world in an unprecedented situation, having to make impossible decisions and
work under extreme pressures” (Greenberg et al., 2020, p. 1).
Others have documented how nurses and physicians in the current COVID-19
pandemic are “among those at greatest risk” for psychological distress (Wu et al., 2020,
p. E459). Early findings from China indicated that “these providers (41.5% of
respondents) had significantly more depression, anxiety, insomnia and distress than
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providers who did not care directly for patients” (p. E459). Also experienced were
vicarious trauma, while quarantine or self-isolation were also stressful events. High levels
of anxiety and stress “adversely influenced sleep quality and self-efficacy,” while those
with more social support “had a lower degree of stress and anxiety, and a higher level of
self-efficacy” (p. E459). Factors impacting psychological distress included “uncertainty
about the duration of the crisis, lack of proven therapies or a vaccine, and potential
shortages of health care resources, including personal protective equipment”—as well as
fears of personal or family members’ illness from the disease (Wu et al., 2020, p. E459).
Badahdah et al. (2020) argued that “COVID-19 has created unprecedented
economic, social, and psychological devastation for both individuals and nations” (p. 1).
As a result of the COVID-19 pandemic, Amin (2020) discussed how it is “a frightening
time” with “cities and even entire countries shutting down” across the globe (p. 249). The
result is living in “confusing, stressful times for all of us” (p. 7).
The coronavirus (COVID-19) pandemic has become a central health care crisis,
affecting “people of all nations, continents, races, and socioeconomic groups” (Shanafelt
et al., 2020, p. 2133). Critical responses to the COVID-19 pandemic have resulted in
“quarantining of entire communities, closing of schools, social isolation, and shelter inplace orders,” which have abruptly changed daily life (p. 2133). The nature of the virus,
including its rapid spread and severity of symptoms has “taxed the limits of health care
systems” (p. 2133).
Based on a national survey that measured “symptoms of psychological distress
and loneliness among US adults in April 2020 compared to results in 2018,” findings
indicated how COVID-19 has “introduced stressors to mental health” for the general

22
population (McGinty et al., 2020, p. E1). Stressors include “loneliness stemming from
social isolation, fear of contracting the disease, economic strain, and uncertainty about
the future” (p. E1). In April 2020, 13.6% of US adults reported symptoms of serious
psychological distress, relative to 3.9% in 2018 (p. E2). Further, among the subgroups
examined, symptoms of psychological distress remained the highest for Hispanic adults,
individuals with household income less than $35,000 and females—when comparing the
prevalence estimates from 2020 to 2018 (p. E2). McGinty et al. (2020) warned that
findings of acute psychological distress during the COVID-19 pandemic may transfer to
longer-term psychiatric disorders (p. E2). No generalizations could be made to those who
are essential workers or frontline healthcare professionals during the COVID-19
pandemic (McGinty et al., 2020).
Lai et al. (2020) had a sample of mostly females (76.7%) and nurses (60.8%)
within a sample (N = 1257) of healthcare professionals engaged in the treatment of
COVID-19 patients in China. Findings showed that “50.4%, 44.6%, 34.0%, and 71.5% of
all participants reported symptoms of depression, anxiety, insomnia, and distress,
respectively” (p. 8). Women had more severe depression, anxiety and distress. Findings
showed that working on the “front line was an independent risk factor for worse mental
health outcomes in all dimensions of interest” (p. 8). This was consistent with the
perception that frontline nurses face the “highest risk of infection because of their close,
frequent contact with patients” (p. 10). Hence, with such high rates of psychological
distress being reported, attention must be paid to the “psychological well-being of
physicians and nurses involved in the acute COVID-19 outbreak” (p. 8).
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Shechter et al. (2020) investigated COVID-19 related distress among healthcare
professionals (i.e., nurses, physicians, advanced practice providers, residents/fellows,
house staff) in New York City (N = 657) when it was the epicenter of COVID-19
pandemic in the third week of April of 2020. Findings showed that 3 of 4 healthcare
professionals “were highly distressed by fears about transmitting COVID-19 to family or
friends, and most were highly distressed by having to maintain” social distance from their
family (p. 5). Also, 57% of healthcare professionals “screened positive for acute stress”
with symptoms of post-traumatic stress disorder, and “almost half screened positive for
depression, and one-third screened positive for anxiety” (p. 5). Nurses and advanced
practice providers were more likely than physicians to screen positive for acute stress and
depressive symptoms. Further, almost 75% of healthcare professionals “reported at least
moderate insomnia symptoms” (p. 5). Other sources of stress for a “perceived lack of
control/uncertainty, treating other healthcare workers for COVID-19, and uncertainty
about colleagues’ COVID-19 status” (p. 5). Sources of distress were “the national
unavailability of COVID-19 testing capabilities, limited PPE, and lack of national
treatment guidelines for patients” (p. 5).
According to Shechter et al. (2020), fortunately, 80% reported engaging in at least
one type of coping behavior to manage stress—whether physical activity/exercise (59%),
faith-based religious or spiritual coping (23%), yoga (25%), and meditation (23%). As it
relates to potential wellness resources, “access to an individual therapist garnered the
most interest, with online self-guided counseling with access to a therapist (33%) slightly
preferred over traditional individual counseling/therapy (28%)” (p. 4).
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Others have contributed to our understanding of negative impacts on the wellbeing of healthcare professionals during the COVID-19 pandemic (Badahdah et al.,
2020). A study with a sample of physicians (N = 194) in Oman who had been working
closely with COVID-19 patients were administered online the Perceived Stress Scale, the
Generalized Anxiety Disorders Scale, and the WHO Well-being Index (WHO-5) scale.
Findings suggested that physician mental health was negatively impacted—and, for
female and young physicians, especially, their reported stress and anxiety was found to
have the strongest negative effects on their overall well-being (p. 1).
Negative impacts include those on well-being. Pearman et al. (2020) used an
online survey tool between March 20 and May 14, 2020 to assess the well-being of
individuals living in the United States, given the mental health challenge facing
healthcare professionals during the COVID-19 pandemic (p. 1). The sample (N = 180)
included 90 HCPs and 90 age-matched controls from 35 states of the United States (p. 3).
The survey tool included measures associated with “anxiety and stress related to
COVID-19, depressive symptoms, current general anxiety, health questions, tiredness,
control beliefs, proactive coping, and past and future appraisals of COVID-related stress”
(p. 3). Findings showed that healthcare professionals were at increased risk for a number
of negative well-being outcomes, in comparison to age-matched controls, showing higher
levels of depressive symptoms, more severe stress appraisals of COVID-19, more
tiredness and concern for their health—along with lower levels of perceived control and
coping compared to age-matched controls. In addition, the healthcare professionals, on
average, “fell into the clinically depressed range” (p. 5). COVID-19 was seen as
functioning as “an occupational hazard” for healthcare professionals (p. 5). Strongly
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recommended were “efforts to intervene that can provide relief now and in the future,”
since “previous studies during other pandemics have shown lasting impacts of service
during this time, including reduced workforce participation and increased traumatic
symptomatology” (p. 5). Hence, the well-being of healthcare professionals “is a critical
issue to address” (p. 5).
Other measured negative impacts via the concept of Satisfaction of Life, while
using a large sample of adults in Italy during the COVID-19 pandemic. Gori et al. (2020)
administered the Satisfaction with Life Scale as well as the Perceived Stress Scale—both
in the Italian versions; and, a coping measure and a scale on the use of psychological
defenses. Most noteworthy was the finding of “the protective role of satisfaction with life
on perceived stress” (p. 6). Findings also “showed an indirect pathway in which
satisfaction with life was positively related to approach coping and positive attitude” and
to the use of “mature defense mechanisms” (p. 7). Also found were “both a positive
attitude and mature defenses played a significant role in containing perceived stress”
(p. 7). The study findings were considered “pilot data for psychological research,
prevention and intervention” for application with “the general population or healthcare
professionals” living and working through the COVID-19 pandemic (p. 12).
The concept of burnout may best capture negative impacts during the COVID-19
pandemic. Heinemann and Heinemann (2017) emphasized how the burnout syndrome
“has been one of the most widely discussed mental health problems in modern societies”
(p. 1). Also acknowledged is how in 1974 a scientific paper on burnout was also
published by Ginsburg (1974)—while it was Freudenberger (e.g., 1974, 1986) who
pursued further scholarship and research on burnout and “made the term popular” (p. 2).
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Thus, it is Freudenberger who is “widely considered the founding-father” of the concept
of burnout, even though he “did not invent the term” (p. 2). Burnout has drawn the
attention of both “the mass media and popular science,” while burnout is “still not
completely accepted as a mental disorder” (p. 1). Burnout in not without criticism, as
detailed by Heinemann and Heinemann (2017).
De Hert (2020) acknowledged both the introduction of the term burnout by
Freudenberger (e.g., 1974) in the early 1970s, and the subsequent work of Maslach who
introduced the Maslach Burnout Inventory; this included versions of the inventory for use
in the fields of human services, education, as well as for the general population and
students (Maslach & Jackson, 1981; Maslach et al., 1986).
Baugh et al. (2020) noted how Maslach “described burnout as a condition
resulting from organizational stress in multiple identifiable domains amenable to
organizational solutions” (p. 1044). For Baugh et al., it is those “organizations and
systems” that must be examined, in order to arrive at meaningful solutions to burnout
(p. 1045). The Maslach Burnout Inventory was heralded as the “most frequently used”
tool in burnout research, while other tools available for use include the Oldenburg
Burnout Inventory (De Hert, 2020, p. 178).
Hoseinabadi et al. (2020) used the Oldenburg Burnout Inventory and a job stress
questionnaire in a hospital in Iran to compare nurses (n = 245) working on the frontline
during the COVID-19 pandemic to those nurses working on non-COVID-19 wards.
Burnout provided the framework for the study. Not surprisingly, those nurses working on
the frontline with COVID-19 patients had significantly higher burnout and job stress in
comparison to those not working in that high risk setting. Univariate linear regression
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analysis showed that type of employment, degree of experience caring for COVID-19
patients, hospital resources, and job stress were “found to be significant risk factors” for
nurses’ burnout (p. 8). Multivariate regression analysis showed that job stress was the
only significant predictor of burnout. It was recommended that, in order to reduce nurses’
level of burnout, “nursing managers must make more efforts to reduce job stress and
burnout through finding stress sources and resolving them” (p. 10).

II. COVID-19 Pandemic, Decision-Making, and Ethical and Moral Dilemmas

All societal members are coping with the societal shifts and emotional stressors
faced by all individuals during the COVID-19 pandemic. However, healthcare
professionals “face greater risk of exposure, extreme workloads, moral dilemmas, and a
rapidly evolving practice environment that differs greatly from what they are familiar
with” (Shanafelt et al., 2020, p. 2133). Healthcare workers are at “increased risk of moral
injury and mental health problems when dealing with challenges of the covid-19
pandemic;” and, leaders need to “proactively take steps to protect the mental wellbeing of
staff” to ensure workers are adequately supported during this crisis (Greenberg et al.,
2020, p. 2).
Healthcare professionals who were not trained to make decisions, such as
regarding who is placed on the only remaining ventilator, may face potentially morally
injurious events (Borges et al., 2020). Persistent thoughts may plague them, such as
wondering whether they “made the wrong decision” (p. S138).
Greenberg et al. (2020) explained how moral injury is not a mental illness, while
defined as “the psychological distress that results from actions, or the lack of them”
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which one experiences when there has been a violation of their personal “moral or ethical
code” (p. 1). Shortland et al. (2020) defined moral injury by following the work of Litz
et al. (2009) explaining how moral injury constitutes “the lasting emotional,
psychological, social, behavioral, and spiritual impact of actions that violate a service
member’s core moral values and behavioral expectations of self or others”—revealing the
roots of the concept in the military (Shortland et al., 2020, p. S128).
Thus, a term that originated in the military of “moral injury” finds application to
the current COVID-19 pandemic, given the potentially morally injurious events that
abound within the pandemic, as per Borges et al. (2020), below:
Moral injury is characterized by difficulties in functioning that sometimes
emerge following exposure to potentially morally injurious events (PMIEs).
PMIEs occur in high-stakes environments and violate one’s moral code or values.
They may include one’s own actions (e.g., doing something you felt you should
not have done), inactions (e.g., failing to do something you felt you should have
done), or other people’s actions or inactions (e.g., feeling betrayed by other
people’s actions or inactions). In the context of COVID-19, a PMIE from one’s
own actions might include taking a patient off potentially life-saving treatment to
make it available or other patients. A PMIE from inaction could be failing to
properly screen a patient, resulting in other vulnerable patients’ being exposed to
COVID-19. (p. S138)
Shortland et al. (2020) elaborated on the role of a doctor’s decision-making in
potential morally injurious events. A strong link has been drawn between difficult
decision making (e.g., in high-uncertainty environment) and “the value systems” held by
the decision-maker (p. S129). Extremely difficult decisions “involve trade-offs against
values” considered sacred. Research has found links between decision-making that
violates sacred values and the risk of suffering a moral injury. As a significant “value
transgression” that may result in a morally injurious event, doctors’ decision-making
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during the COVID-19 pandemic may “require them to sacrifice” with regard to the sacred
value of “do no harm” (p. S129).
What has been recommended is “team decision-making,” since this collective
approach “may decrease perceptions of personal culpability for patients’ deaths” (Borges
et al., 2020). Meanwhile, because moral dilemmas will occur during the COVID-19
pandemic, what is also recommending is increasing healthcare professionals’ “access to
mental health providers and chaplains to increase resiliency and crisis management
skills” (p. S139).
Greenberg et al. (2020) elaborated on the moral risks healthcare professionals are
facing during the pandemic. It is appropriate to appreciate the risk of suffering a moral
injury for those healthcare professionals who have been working “across the world in an
unprecedented situation”—while “having to make impossible decisions and work under
extreme pressures” (p. 1). Greenberg et al. elaborated on how stressful decision-making
may impact healthcare professionals, below:
…These decisions may include how to allocate scant resources to equally needy
patients, how to balance their own physical and mental healthcare needs with
those of patients, how to align their desire and duty to patients with those to
family and friends, and how to provide care for all severely unwell patients with
constrained or inadequate resources. This may cause some to experience moral
injury or mental health problems. (p. 1)
As per Greenberg et al. (2020), one who has suffered a moral injury may have
self-deprecating or self-critical thoughts, along with “intense feelings of shame, guilt, or
disgust” (p. 1). Such thoughts are not inconsequential, as they may contribute to the
development of depression, suicidal ideation, and post-traumatic stress disorder, as
significant “mental health difficulties” (p. 1). Research has documented moral injury in
medical students, for example, given exposure to emergency care and trauma for which
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the students “felt unprepared” (p. 1). While it was anticipated that not all healthcare
professionals during the COVID-19 pandemic would suffer a moral injury, “no one is
invulnerable, and some healthcare workers will hurt, perhaps for a long time” (p. 1).
Further, any mental health difficulties associated with the “negative moral effects” of the
current pandemic may be mitigated by preparing healthcare professional for the “moral
dilemmas” they face during the pandemic (p. 1). This vital preparation may include
assisting healthcare professionals to “make sense of the moral dilemmas” and the
“morally challenging decisions” to be made within the pandemic (Greenberg et al., 2020,
p. 1).
Others urge consideration of what happens during the COVID-19 pandemic that
goes beyond “standard” clinical ethics (Dunham et al., 2020). Yet, the pandemic has
brought “challenges that can only be addressed by moving to a public health ethics
frame” (p. 5). The public health ethics approaches necessitates adopting a collectivist
approach (e.g., team decision-making). Situations in which hospital or medical center
administrators, or institutions fail to “meet their duty to provide clinicians with adequate
PPE,” or fail to meet their institutional responsibility, has a powerful impact (p. 5). Such
failure increases “the presence of terrible moral dilemmas faced” by individual healthcare
professionals. In short, “moral failure begets moral burden” (p. 5). Noteworthy are
potential contributory factors, such as failure at the level of the health system and
government, wherein an obligation has not been met: i.e., the need for transparency
“about the available resources,” and to avoid a “disorderly” or “ad hoc approach” (p. 5).
Unfortunately, what is possible is that healthcare professionals feel they have played a
part in “acts that transgress” personally held moral beliefs (p. 5).
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Dunham et al. (2020) articulated an important question: “Is it ethical to expect all
clinicians to serve the public during an emergency?” (p. 3). Dunham et al. provided the
following analysis on this question, below:
However, the duty to serve is not endless. Clinicians also have a responsibility
to practice safely, protecting their own health to ensure future patients are able to
receive care. Special obligations to protect family members are also relevant,
particularly when family members have a high risk of poor outcomes, should they
contract COVID-19. In a pandemic, this means a duty to provide care in safe
working conditions and being stewards of available PPE. Similarly, healthcare
organizations have a responsibility to provide their clinicians with appropriate
PPE. (pp. 3-4)

III. Lessons from Prior Pandemics and Potential Long-Term Impacts

Regarding the significance and potential long-term implications of findings of
healthcare professionals experiencing distress—such as fear, anxiety, depression and
anxiety—consider pertinent data. For example, one year after the SARS outbreak in
Hong Kong, Lee et al. (2007) found that healthcare professionals had higher levels of
“posttraumatic stress, depression and anxiety compared to” those who were not
healthcare professionals (p. 2). Even several years after the SARS epidemic, “10% of
healthcare workers still reported symptoms of post-traumatic stress” with individuals who
experienced quarantine or worked in wards for patients with infection, being “two to
three times more likely to have post-traumatic stress symptoms” (Que et al., 2020, p. 2).
Each of the past infectious disease outbreaks have “raised similar problems for
both health services and staff in terms of the psychological impact of increased workload,
the need for personal protection, and fears of possible infection” of staff and their
families (Kisely et al., 2020, p. 2). With novel viruses continuing to emerge, it remains
critical to understand the psychological effects on clinicians working to treat individuals
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and manage novel viral outbreaks—and, to understand successful measures to help
professionals manage stress and psychological distress (p. 1).
Kisely et al. (2020) conducted a rapid review and meta-analysis to examine the
psychological effects of clinicians working to manage novel viral outbreaks, as well as
identify successful measures that help healthcare providers manage stress and
psychological distress (p. 1). A sample of (N = 59) studies met the inclusion criteria, of
which 37 were of SARS, eight of COVID-19, seven of MERS, and three each of Ebola,
H1N1, and H7N9. Findings showed that, “compared with lower risk controls, staff in
contact with affected patients had greater levels of both acute and post-traumatic stress
and psychological distress” (p. 1).
Kisely et al. (2020) reported that risk factors for psychological distress included
being younger in age or a more junior staff member, having dependent children, having a
family member infected, being in quarantine a longer period of time, lacking practical
support, and reporting stigma and discrimination directed toward hospital workers.
Associated with reduced morbidity were helpful strategies of experiencing clear
communication, having access to adequate preparation and training, having sufficient
personal protection and rest, as well as access to both practical and psychological sourced
of support (Kisely et al., 2020).
Braquehais et al. (2020) explained that previous research on other infectious
diseases, including SARS, MERS and the Ebola virus disease, consistently showed that
many healthcare professionals (HPs) reported symptoms of anxiety and depression; this
was for both during and after the outbreak, causing a severe impact on their coping
abilities, in some cases with long-lasting effects (p. 2). Regarding lessons learned from
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prior health crises, the mental health problems presented by healthcare professionals
“during COVID-19 and previous international health crises such as SARS and MERS
include sleep disturbances, stress, anxiety, and fear of contagion” (Badahdah et al., 2020,
p. 1).
Lessons learned in the severe acute respiratory syndrome, or SARS crisis—which
first occurred in late 2002 in China, and spread to 29 countries—included the importance
of “encouraging team cohesion, peer support and pre-crisis training, emphasizing the
potential psychological impact of the role” (Brooks et al., 2018, p. 255). Also
recommended were the provision of regular adequate communication on safety
precautions, discussion of the potential impact of negative experiences, provision of
support to promote psychological wellbeing, educational interventions on crisis
management, and the provision of web-based support or discussion groups to ensure a
sense of team cohesion and help reduce feelings of social isolation (p. 255).
It was in May of 2015 that Korea had their first case of Middle East respiratory
syndrome coronavirus (MERS-CoV), which rapidly spread within a month. Nurses were
perceived as being at greatest risk, given their close contact with patients (Choi & Kim,
2018). Lessons learned focus on the importance of ensuring nurses confidently provide
care during an infectious disease outbreak or future health disaster. It is “most urgent to
promote appropriate public consciousness that encourages healthcare workers” (p. 344).
A focus on infection control was also deemed vitally important. It is imperative that
administrators define clear infection control protocols; and government and hospitals
need to provide adequate protective equipment and education so that nurses can care for
patients in safe environments (p. 344).
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The Middle East respiratory syndrome coronavirus, or MERS-CoV, was first
observed in Saudi Arabia in September 2012, with another outbreak from April to May of
2014 (Bukhari et al., 2016). For the MERS-CoV health crisis, emergent
recommendations covered “the need for greater personal and family support of
employees during outbreaks” (p. 849). In addition, exposure to an education campaign
found that healthcare professionals’ level of confidence “got higher” and they “were
more adherent to the infection control precautions” (p. 849).
Oh et al. (2017) reported on nurses during the 2015 MERS outbreak in South
Korea in public hospitals. Important emergent recommendations were to “avoid
involuntary placement of nursing staff” during an outbreak, in order “to maintain both the
quality of medical care and nurses’ own safety” (p. 236). Also recommended was that
nurse placements match their skill and expertise (p. 236).
Lessons learned in the prior SARS outbreak and relevant for the present
COVID-19 pandemic to mitigate the psychosocial impact on healthcare professionals,
were summarized by Wu et al. (2020). Recommended were the need for clear and “rapid
hospital communication” to address the “reactions of health care workers based on
uncertainty or fear,” and frequent “communication, without being overly reassuring”
(p. E459). Critical was the role of hospital leadership with regard to “infection prevention
and control services”—while needing to be “transparent and flexible, acknowledge
uncertainty and provide clear evidence-based plans that will bolster workers’ trust,
confidence and self-efficacy” (p. E459). Transparency was also needed with regard to
“hospital processes” and the “appropriate provision of supplies and equipment,
particularly in the face of potential shortages” (p. E459).
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Communications can also emphasize the altruism of healthcare professionals who
serve the greater good (Wu et al., 2020). Given suffering vicarious trauma, isolation and
quarantine, also deemed vital was the provision of psychiatric support; this was “offered
to health care workers during the SARS outbreak, at first informally and then through
confidential telephone lines and drop-in centres” (p. E459). In the current pandemic,
given the need for social distancing, this psychiatric support can occur using online
technology (Wu et al., 2020).
Emergent lessons also come from early in the COVID-19 pandemic. In order to
protect the psychological well-being of healthcare professionals, it was also
recommended that they received ongoing professional guidance via online and electronic
media broadcasting about how to avoid the possibility of viral transmission (Amin,
2020). In addition, a comprehensive psychological trauma management program should
be developed, including telephone psychiatric assistance from a mental health specialist
team to address healthcare professionals’ psychological issues (p. 255).
Others have perceived the “dire need to put aggressive maneuvers in place to
resolve all possible stressors” and assure good mental health among healthcare providers
(Khan et al., 2020, p. 1). The risk of healthcare professionals contemplating leaving the
profession must also be addressed. Healthcare professionals are further stressed by their
wanting to leave the profession. Indeed, “the choice to continue professional duties or
resign is not an easy decision and this has resulted in further deterioration of mental
health by inducing anxiety and insomnia” in healthcare professionals” (p. 2).
Blake et al. (2020) reported on the “rapid development and evaluation process for
an e-package to support the psychological wellbeing of healthcare workers” for use
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“during and after the COVID-19 pandemic” in the United Kingdom, given expert input
and what was learned from prior public health crises (p. 13). The educational package
outlined the following: steps team leaders can take to ensure staff have access to
psychologically safe spaces; guidance on communication strategies; reducing social
stigma; providing peer and family support; using psychological first aid; staff self-care
strategies of resting, taking breaking, ensuring sleep, coping with fatigue, and adopting
healthy lifestyle behaviors; and, managing emotions of guilt, grief, fear, anxiety,
burnout—and coping with moral injury anxiety and depression to prevent burnout and
psychological trauma. Findings show high rates of immediate adoption.
Recommendations suggested that the package be “distributed to all healthcare workers to
supplement strategic health and wellbeing provisions for employees during and after the
COVID-19 pandemic” (p. 13).

IV. Anticipating Healthcare Professionals’ Needs During and Post-Pandemic

Fernandez et al. (2020) emphasized the importance of closely monitoring and
supporting nurses’ needs—both during and post the pandemic or epidemic—as well as
being agile and responsive to nurses’ needs by offering meaningful support systems
(p. 4). Without such support, “nurses are likely to experience significant stress, anxiety,
and physical side-effects all of which can lead to burnout and loss of nurses from the
workforce” (p. 14).
It has been asserted that there are both “immediate and prolonged” impacts upon
healthcare professionals working during global infectious disease outbreaks (Badahdah
et al., 2020, p. 1). Indeed, the mental health impacts are indisputable. Hence, there is a
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need for the establishment of counseling services, while healthcare professionals “should
be cognizant of their own signs” and symptoms for any mental health symptoms—and
seek out such services (p. 1).
Others have recommended resilience training in anticipation of the next pandemic
(Aiello et al., 2020). This follows from how healthcare professionals face “high mortality,
high health care demands, rates of absenteeism raising up to 20-30% among healthcare
workers, rationing of health care, and extraordinary psychological stress” (p. 15).
Post COVID-19, as the crisis recedes, the need for healthcare managers to
actively monitor staff and situations will be critical in order to “ensure that time is made
to reflect on and learn from the extraordinarily difficult experiences” (Greenberg et al.,
2020, p. 2). It will also be vital to provide staff support where necessary, and access to
evidence-based treatments will be warranted (p. 2).
Greenberg (2020) suggested that, as the COVID-19 pandemic begins to recede,
all healthcare professionals should be appropriately thanked and acknowledged, in order
to better foster resilience. Also, ongoing mental health support systems and monitoring
should be put in place (p. 425). Further, staff who do not turn up to work should be
contacted in case their non-attendance is indicative of poor mental health. Those
returning to work should receive ‘return to normal work’ interviews (p. 425). Also, it is
recommended that managers “pay particular attention” healthcare providers who are
members of “high-risk groups”— such as those with an ethnic minority background, or
those at a junior level, or constitute the more “inexperienced staff who have been
working above their expected level of competence” (p. 425). The provision of such
support “should lower the risk of mental illness,” while also maximizing “the opportunity
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for staff to experience psychological growth from overcoming the challenges faced
during the pandemic” (p. 426). Also, underscoring, “the unwritten psychological contract
between” healthcare professionals, their supervisors, and members of the public has been
explained as follows: “staff members will give their all to save lives and in return the
nation does all it can to protect their mental health through the provision of proper
support” (p. 426).

V. Theoretical Framework for the Research

The present study is grounded in a theoretical framework that combines the
following: Freudenberger’s (1974, 1986) original burnout syndrome; Bandura’s (1977,
1982) self-efficacy; and, the stress and coping theory advanced by Lazarus (1966) and
Lazarus and Folkman (1984, 1987). These theories are briefly reviewed in this section,
illustrating how they provide a framework for the present research.

Freudenberger’s Original Burnout Syndrome
Burnout provides a key foundation for the present study, as per the pioneering
work of Freudenberger (1974, 1986, 1989) in introducing and widely disseminating the
concept of burnout. Freudenberger and North (1985) elaborated on the burnout
syndrome. In terms of the etiology of burnout, Freudenberger (1974) observed firsthand
how the combination of the kind of responsibilities one has at work, along with the
workplace atmosphere or climate, together, produce burnout. Burnout captures the
resultant state of exhaustion common to those in the helping professionals, especially
among the most dedicated and committed employees. Burnout can develop without the
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individual’s awareness. There are physical signs of burnout, as well as behavioral
indicators, along with cognitive and emotional factors. Fortunately, it is possible to
recover from burnout (Freudenberger, 1974).
Freudenberger (1986) further explained burnout as “a process” that comes about
“as a consequence of a depletion of energies, as well as feelings of being overwhelmed”
by the many issues confronting the individual at work (p. 247). Further, burnout results
from not only the individual’s “sense of dedication and commitment to a task or job,” but
also from “a need to prove oneself” (p. 247). Also advanced were Freudenberger’s 12
phases of burnout, which can occur in any order (Freudenberger & North, 1985). The
phases of burnout are: compulsion to prove one’s value at work; working harder and
taking on more and more work; neglecting one’s needs, given the inordinate amount of
time devoted to work; displacement of conflicts; revision of values; denial; social
withdrawal; behavioral changes; depersonalization; inner emptiness; depression; and, the
Burnout Syndrome.
Burnout also has an impact on an individual’s “attitudes, perceptions and
judgment,” while accompanied by a “loss of motivation” to perform their work function
(Freudenberger, 1986, p. 247). Physical signs of burnout can include “sleeplessness,
psychosomatic complaints, colds and coughs that linger, chronic fatigue, headaches,”
backaches and skin conditions—like acne, eczema, and hives—and possibly
gastrointestinal and/cardiovascular issues (p. 247). In addition, the behavioral signs of
burnout include a low frustration tolerance, or “a lack of patience and quickness to be
irritated as well as a loss of control on the job or at home,” such as during interpersonal
interactions with a work peer, partner, or child (p. 247).
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Bandura’s Self-Efficacy
Also framing the current study is the theory advanced by Bandura (1977) with
regard to self-efficacy, or confidence to perform specific behaviors in specific situations.
For Bandura, perceived self-efficacy has a “direct influence” on an individual’s “choice
of activities and settings” (p. 194). Self-efficacy can have an influence on performance
“through expectations of eventual success,” as it “can affect coping efforts once they are
initiated” (p. 194). Further, when perceived self-efficacy is stronger, then “the more
active the efforts” to persist” (p. 194). Meanwhile those who “cease coping efforts” or
give up “prematurely will retain debilitating expectations and fears for a long time”
(p. 194).
Self-efficacy judgments “are recorded privately, rather than stated publicly”
(Bandura, 1982, p. 195). These perceived self-efficacy judgments are predictive of
behavioral performance (Bandura, 1982). Indeed, self-efficacy theory has both
“explanatory and predictive utility,” given a supportive body of evidence (p. 198).

Lazarus and Folkman’s Transactional Theory of Stress and Coping
The present study is also rooted in the work of Lazarus (1966) and Lazarus and
Folkman (1984, 1987). Lazarus (1966) was pioneering in providing an approach to stress
rooted in acknowledgment of the relationship between the individual and their
environment; and the role of cognitive appraisals in determining if one’s resources for
coping have been taxed or exceeded, resulting in stress. Lazarus and Folkman (1984)
built upon this early work and articulated stress and coping theory. In describing their
Transactional Theory of Stress and Coping, Lazarus and Folkman (1987) emphasized
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how the relationship between the individual and the environment is mediated by the key
processes of cognitive appraisal and coping, which may be functional or dysfunctional
coping.

Conclusion

This chapter has provided a review of literature relevant to the present study.
Specifically, this chapter covered the following topics: (1) overview of the COVID-19
public health crisis and negative impacts; (2) COVID-19 pandemic, decision-making, and
ethical and moral dilemmas; (3) lessons from prior pandemics and potential long term
impacts; (4) anticipating healthcare professionals’ needs during and post-pandemic; and,
(5) theoretical framework for the research.
The next Chapter, III, Methods, will provide the study procedures and overall
methods followed.
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Chapter III
METHODS

This chapter will outline the methods and procedures utilized in this study. This
includes an overview of the study design and procedures, description of the study
participants, description of research instrumentation, the data treatment plan, and the data
analysis plan.

Overview of the Study Design and Procedures

The study conducted used a cross-sectional design via an online survey hosted on
the Qualtrics platform. The survey was administered to a convenience sample of nurses in
the United States (U.S) providing direct care to COVID-19 patients. This section
provides an overview of all study procedures.

IRB Approval
On December 30, 2020, this study received approval under the category exempt
from the Teachers College, Columbia University Institutional Review Board (IRB) as
Protocol # 21-126 (see Appendix A for IRB Approval Letter). Study data collection
began after receiving IRB approval.
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Recruitment of Study Participants
Recruitment for this study occurred primarily online via a social media campaign
that included the use of Facebook, Twitter, LinkedIn, as well as the extensive use of text
messaging and emails.
The social media campaign for this study consisted of sending out a core message
that invited nurses to volunteer for participation in the study, while also succinctly
describing the opportunity to win the prize of an Amazon gift care. The core message in
this social media campaign was, as follows:
“CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to
COVID-19 Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift
cards.”
The recruitment campaign permitted snowball sampling in this study, as the email
for the study invited nurses to share the study opportunity with others. More specifically,
emails were sent to known nursing contacts working in hospitals and to nursing home
administrators, while asking them to share the study link with nurses in their facilities and
across their networks. The survey was shared with several hospitals, nursing home
facilities, nursing and other healthcare organizations. For example, the invitation by email
was sent to the following hospitals and medical centers: NewYork-Presbyterian, Mount
Sinai, Northwell Health, Brookdale Hospital, Jamaica Hospital, and Citadel Care Centers
in New York and Florida. The invitation was also sent to the Florida Health Care
Association, 1199 SEIU, New York State Nurses Association, Philippine Nurses
Association of America and the New York State Health Facilities Association (i.e.
providing nursing home and hospice care services).
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Emails were also shared with colleges and universities, specifically targeting
academic healthcare leaders, while inviting them to disseminate the study invitation to
their respective nursing networks, students and alumni. This outreach included, but was
not limited to the following colleges and universities: the City University of New York
(CUNY), several Historically Black Colleges and Universities (HBCU), Penn State
University, and Case Western University.
Regarding other details, the survey link was posted on LinkedIn, Facebook,
Twitter and specifically shared in nursing groups on social media such as the following:
the American Nurses Association; Licensed Nursing Home Administrators of America;
From New to ICU Nurses; Critical Care Nursing; Trauma ICU/Critical Care Medicine,
COVID_19 Healthcare Workers Support Group; The RNNetwork.org; Nursing
Educator’s Network; Nursing Times.net; COVID 19 Support Group for Nurses, CNA’s,
and all health care workers; COVID-19 Healthcare Workers Support Group. In order to
post on many of the groups, requests were submitted to the group administrator(s) for
approval; once permission was granted, the invitation was posted so as to access their
groups’ members. In order to reach a larger audience within these social media groups,
hashtags such as #nursesrock #nurselife #nurses #ICUnurses #covidheroes #nursing,
were included in the posts.
Of note, several other groups denied entry and or posting to their social media
pages, including: Critical Care, Trauma and Emergency Medicine; Working Nurse;
Nursing Network. Typically, they responded by explaining that they do not allow
advertisements and/or non-nurses to join their group.
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Other Study Procedures
Participants who were interested in participating in the study were able to click an
electronic link to begin the survey on Qualtrics. Once directed to the study, participants
were asked to read the IRB approved informed consent (see Appendix D), which
included the participants’ rights. To indicate having done so, participants had to check a
box within the Qualtrics online survey.

Study Inclusion/Exclusion Criteria
After signing the informed consent, participants then completed a short screening
questionnaire (see Appendix F) in order to determine if they met the inclusion criteria for
the study, as follows:
1. Are you a nurse in the United States?
___Yes ___No
2. Have you had direct contact with COVID-19 patients during service delivery in a
healthcare setting within the past year (e.g. in a hospital, medical center, or
nursing home?
___Yes ___No
3. Are you at least 22 years of age?
___Yes ___No
4. Some nurses believe that COVID-19 is a hoax, or is not real, so they would NOT
be able to answer questions about COVID-19, as something that does not exist for
them. Do you feel able to answer questions about your experiences as a nurse
during the year 2020 COVID-19 Pandemic”?
___Yes ___No
5. Are you willing to spend approximately 10-12 minutes answering a survey for a
chance of winning 1 of 3 ($300, $200, or $100) Amazon gift cards?
___Yes ___No
Participants who answered all questions “yes” met the study’s inclusion criteria,
being permitted to proceed with access to the full study questionnaire (see Appendix G).
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Participants who did not meet these criteria were disqualified from the study and were
thanked for their interest in the study and told they did not qualify for study participation;
and, finally, they could share the link that allowed them to access the study opportunity
with others who might qualify for study participation.

Generating Prizes: The Study Incentive for Participation
Participants who completed the entire study survey were directed to a webpage
where they could enter their email address—thereby officially entering into the lottery for
a one in three chance to win either a $300, $200, or $100 Amazon.com gift card. Data
collection for the study began on January 27, 2021 and closed on February 6, 2021, as the
point at which the lottery drawing occurred. Upon closing the study, participants who
entered the lottery and won were notified by email of winning, and told how to redeem
the gift card. The prize lottery webpage was created by the Research Group on
Disparities in Health (RGDH) webmaster, Dr. Rupananda Misra, as the administrator
who operated the program for selecting the Amazon gift card winners, which kept all
participant’s email data encrypted. The principal investigator was not able to view any
identifying participant data (their email addresses) and associate them with the study
results. This allowed for participants’ privacy to be maintained.

Description of the Study Participants

Study participants (N = 249) were a convenience sample of nurse volunteers who
completed the study survey. Initially, there were 273 files in Qualtrics of nurses who had
taken the survey. However, from this initial 273, some 9 nurses were eliminated who did
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not meet all the inclusion criteria, such as lacking contact with patients during the
pandemic or not working in nursing, or for believing COVID-19 was a hoax. While a full
1/3 of the sample had duplicate computer IP addresses, none were excluded; this was
because as it was well-known that nurses had completed surveys while at their place of
work—thereby using a common computer, such as at a nursing station with a computer
accessed by more than one nurse at the same facility.
Hence, the potential study sample remaining was 264 nurses, however 15 nurses
did not complete the entire survey such that they lacked data for the primary outcome
variable (i.e. Burnout Inventory). The final number of completed surveys was 249.
A comparison was made of the study completers (N = 249) to the study noncompleters (N = 15). Findings showed that the only significant difference between study
completers and study non-completers (t = 2.416, df = 14.844, p = 0.029) was that those
who did not complete the survey (N = 15) had higher annual household incomes.
See Table 1.
Table 1. Comparing Survey Completers (N = 249) to Non-Completers (N = 15),
Independent T-Tests
t-tests
Has Primary
Outcome Variable?
Yes=Completer
No=Non-Completer
N

M

SD

Age

Yes
No

249
15

32.17
31.87

7.385
10.555

Household Income

Yes
No

249
15

3.12
4.20

1.193
1.699

T
df
P
-0.150
262 0.881

2.416 14.844 0.029*

0.480 10.262 0.641
Years in Nursing

Yes
No

249
11

2.94
3.36

1.579
2.908
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*p<.05, **p<.01, ***p<.001
Note: All p values above .05 are considered non-significant, and those below .05 are
considered statistically significant.

The final group of study participants (N = 249) were a convenience sample of
nurses volunteers who completed the study survey. Of note, the screening criteria for this
study were presented earlier in this chapter, and also appear in Appendix F.

Description of Research Instrumentation

This study used a survey developed by the Principal Investigator, Sasha Harry, in
conjunction with her dissertation sponsor, Professor of Health Education, Dr. Barbara
Wallace, Director of the Research Group on Disparities in Health (RGDH), Teachers
College, Columbia University. Additionally, sections of the study were adapted from
surveys previously used by fellows of the RGDH. In addition, the survey includes many
parts that are well-established and validated tools that have generated findings published
in the literature, as will become clear upon description of those survey parts. This section
will describe each of the parts of the survey in detail (see Appendix G for the full study
measure).

Part I: Basic Demographics (BD-13)
The Basic Demographics (BD-13) scale was developed by Professor Barbara
Wallace for use by the Research Group on Disparities in Health (RGDH) and was adapted
for this study’s Nursing population. The Basic Demographics scale has been used by
previous fellows in the RGDH, For example, Laryea (2019) used a Basic Demographics12 (BD-12) scale with a sample of nurses in a study assessing their knowledge, attitudes
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and skills for managing patients’ pressure ulcers. An item asking nurses to write in their
position title from Laryea’s (2019) scale was eliminated. The BD-13 scale created for this
study contains 13 questions, such as: gender, age, race/ethnicity, highest educational level,
marital status, annual household income, employment status, years working in nursing, and
type of work setting. Items at the end were taken from Laryea (2019) regarding where
nurses worked, while a new question on areas worked in during the pandemic was added,
as well as an item on number of children they have was also added, as follows:
4-How many children do you have? [Drop down menu 1-10]
12-Also, during the COVID-19 pandemic, I have worked in the following areas or
situations: (check all that apply)
__Emergency Department
__ICU (or area converted into an intensive care unit, ICU)
__Dedicated COVID-19 unit set up for pandemic
__Isolation area (i.e. created for COVID-19 positive patients)
__Special Field Hospital Established for Pandemic
__Travelled out of state to assist with COVID-19 patients
__Other (please explain_________)

Part II: Personal Health Background—Current and Before Pandemic
(PHB-CABP-11)
The Personal Health Background—Current and Before Pandemic
(PHB-CABP-11) scale was also created by Professor Barbara Wallace for use by the
RGHD and has been previously used by its fellows. This scale asks participants to
answer 11 questions related to their health, such as: reporting of their height and weight
for determining Body Mass Index (BMI). There is also a question about weight having
stayed about the same, or if they lost weight, or gained weight (or combinations of these)
during the pandemic. A question about any additional chronic health conditions listed
choices in light of the potential role of comorbidity in the COVID-19pandemic; and, also
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added were before the COVID-19 pandemic ratings of physical health status which could
be compared to their current ratings (i.e. standard in previous versions of this scale). This
permits a paired t-test to comparing their before COVID-19 pandemic and current
ratings. All rating questions used a Likert scale ranging from 1=very poor to
6=excellent, permitting obtaining mean, standard deviation, minimum, and maximum
scores for those rating questions.

Part III: Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before and
During the COVID-19 Pandemic (PSENT-FR-BDCP-4)
The Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before and
During the COVID-19 Pandemic (PSENT-FR-BDCP-4) is a new scale created by the
Principal Investigator, Sasha Harry and her Dissertation Sponsor, Dr. Barbara Wallace
for first time use in this study and for use by the Research Group on Disparities in Health
(RGDH). Participants were asked to rate their self-efficacy, or confidence in performing
nursing tasks before versus during the COVID-19 pandemic, on a Likert scale ranging
from 1= 0% confident to 6=100% confident; and, the before versus current ratings
permitted a paired t-test comparison. Similarly participants were asked to rate the level
of fear experienced in performing nursing tasks with patients before versus during
COVID-19, using an 11-point scale, rating from 0= I had NO fear to 10=I had
MAXIMUM, EXTREME fear; this permits obtaining mean, standard deviation, minimum,
and maximum.
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Part IV: Single Item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSDR-1)
The Single Item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSTANDARD DEVIATIONR-1) is an innovative short one-item scale created by
Dr. Barbara Wallace for use in studies in the year 2018 to reduce the burden of time upon
study participants. This short scale has been used in numerous studies since then that
have been conducted by the Research Group on Disparities in Health (RGDH). For
example, this tool was used by Laryea (2019). Laryea found that this new one item
measure of social desirability was one of two significant predictors of nurses’ higher
personal skill/ability rating for managing patients’ pressure ulcers. This was deemed
noteworthy since the well-known 13-item measure of social desirability (i.e., Crowne &
Marlowe, 1960) similarly was found to be the sole significant predictor of nurses’ ratings
of a higher personal skill/ability for managing patients’ pressure ulcers. Hence, with the
aim of reducing the burden of time on study participants, the present study has utilized
the one- item measure of social desirability, especially, given the stress of the pandemic.
The risk of providing socially desirable responses scale uses a Likert Scale that ranges
from 0=I am not like this at all, to 10=I am like this all the time, permitting obtaining
mean, standard deviation, minimum, and maximum scores.

Part V: Perceived Social Support Scale (PSSS-1)
The Perceived Social Support Scale (PSSS-1) is a common tool used by the
Research Group on Disparities in Health (RGDH), having been created by Professor
Barbara Wallace and Lian (2017)—being used for the first time in the Lian (2017) study.
For this study, to reduce the burden of time during the stress of the ongoing pandemic, a
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new one item version of the scale was created by combining the essence of 5 questions
into one description of what it mean to have social support. Participants then indicate the
number of people they have in their life who provide such social support, using the
following Likert scale with 5-optiona: none= 0 people; low=at least 1 person; mid=at
least 2 people; high=3-5 people; and very high=6 or more people. This permits obtaining
a mean, standard deviation, minimum, and maximum for this rating scale.

Part VI: Perception of Work Setting (PWS-8)
The Perception of Work Setting (PWS-8) tool is using selected items from a
Safety Attitudes: Frontline Perspectives from this Patient Care Area questionnaire (SAQ),
originally presented in Sexton et al. (2006). To reduce the burden of time on nurses
during a pandemic, only some of the original items were selected (i.e., # 1 was original
item #4; #3 was original item #7; #4 was original item # 20; #5 was original item #21; #7
was original item #23); and new items were added to better capture safety issues in the
current pandemic (i.e., #2, #6, #8 are new). In the PWS-8, questions 2, 4, 5, 6, 7 are
scored with 1=low and 5=high; questions 1, 3, 8 are reverse scored, so 1 is high (5 value).
Participants can score as high as 40, for highest level of safety concerns at work and as
low as 8 for the lowest level of safety concerns at work. The three new questions added
for this scale, follow, while using a Likert of 1=Strongly Disagree, 2=Disagree,
3=Neithter Agree or Disagree, 4=Agree, and 5=Strongly Agree:
2-There are staff shortages that negatively impact patient care.
4-When my workload becomes excessive, my performance is impaired.
8-All the necessary personal protective equipment (PPE) I need is available for
my use.
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This study determined the new PWS-8 t tool’s mean, standard deviation,
minimum and maximum scores—as well as the internal consistency of the scale using
Cronbach’s Alpha.

Part VII: Rating the Work Climate (RWC-5)
The Rating the Work Climate (RWC-5) survey part is a new tool created by the
Principal Investigator and Dr. Barbara Wallace for first time use in this study and for use
by the Research Group on Disparities in Health (RGDH). The tool was based on findings
reported by Azoulay et al. (2020), who found that physicians working during the
COVID-19 pandemic reported symptoms of mental distress had “provided significantly
lower scores” when rating “the ethical climate or the quality of the decision-making
ratings” in their work settings (p. 5). This work, along with other literature on healthcare
professionals’ experiences during the pandemic, inspired brainstorming that led to the
identification of pertinent variables of interest during the pandemic relevant for an
investigation with nurses in the present study. The result was a new tool that included
five variables, or questions—each of which were scored on 0 to 5 Likert rating scales
(i.e., 0 = Not at all; 1 = To a small extent; 2 = To some extent; 3 = To a moderate extent;
4 = To a great extent; 5 = To a very great extent), as follows:
Less Favorable Climate
1-To what extent have you perceived the ethical climate where you work with
COVID-19 patients as being less favorable than it was before the pandemic?
Decision-Making
2-To what extent have you perceived any suboptimal decision making where you
work with COVID-19 patients, or decision-making that is lower in quality than it
was before the pandemic?
Distress
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3-To what extent have you experienced any moral distress or moral dilemmas
from suboptimal decision making occurring where you work while treating
COVID-19 patients?
Perceived Inappropriate Care
4-To what extent have you perceived any inappropriate care as occurring where
you work during the treatment of COVID-19 patients?
Concerned About Decision-Making Without Patient/Family Involvement
5-To what extent have you been bothered by patients and family members’
inability to engage in decision-making about treatment—in the manner done
before the pandemic?
The result was a five-item scale based on the above five questions. The mean,
standard deviation, and minimum and maximum scores were determined for the five-item
scale. The internal consistency for this new five-item scale was determined using
Cronbach’s Alpha.

Part VIII: Oldenburg Burnout Inventory (OBI-16)
The Oldenburg Burnout Inventory (OBI-16) tool was presented in the work of
Demerouti and Nachreiner (1998) in German, and later in English in Demerouti et al.
(2001). The OBI-16 contains 16 statements to measure burnout, using a Likert scale
ranging from 1= Strongly Agree; 2=Agree; 3=Disagree; 4=Strongly Disagree. This
measure produces a Disengagement sub-scale, and an Exhaustion sub-scale. The
Disengagement items are questions 1, 3, 6, 7, 9, 11, 13, 15, and the Exhaustion items are
questions 2, 4, 5, 8, 10, 12, 14, 16—with questions 2, 3, 4, 6, 8, 9, 11, 12 reverse scored,
as follows: 4=strongly agree answers and 1=strongly disagree answers. The mean,
standard deviation, and minimum and maximum scores were determined for each of the
disengagement and exhaustion sub-scales, as well as for the entire scale. For this study,
the OBI-16, permits determining the mean, standard deviation, minimum and maximum
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scores for the two sub-scales, as well as for the total scale (Global mean). The study will
also determine the internal consistency for each of the sub-scales and for the total scale,
using Cronbach’s Alpha.

Part IX: Perceived Stress Scale (PSS-4)
The Part IX: Perceived Stress Scale (PSS-4) is a short version of the PSS-10
created by Cohen et al. (1983) and also discussed in Cohen (1994). The short 4-item
version of this scale (PSS-4), which was selected for use in this study, was taken from the
Macarthur Research Network on SES and Health (2008). In a study by Karam et al.
(2012) with pregnant women using the 4-item PSS, while examining stress, depression
and quality of life, a fairly good internal consistency was found (i.e., Cronbach’s alpha
coefficient = .79), as well as other findings that justified concluding the PSS-4 was a valid
and useful tool.
Questions in the PSS-4 ask participants how often they felt or thought a certain
way, using a 5-point Likert scale of 0 to 4 (i.e. 0=never; 1=almost never; 2=sometimes;
3=fairly often; 4=very often). The PSS-4 scores are obtained by reverse coding the
positive items, e.g., 0=4, 1=3, 2=2, etc. and then summing across all 4 items. Items 2 and
3 are the positively stated items. The present study will determine the PSS-4’s mean,
standard deviation, minimum and maximum scores—as well as internal consistency
using Cronbach’s Alpha.

Part X: Alcohol and Drug Use for Stress Coping—Current and Pre-Pandemic
(ADU-SC-CAP-2)
The Part X: Alcohol and Drug Use for Stress Coping—Current and Pre-Pandemic
(ADU-SC-CAP-2) is a common tool used by the Research Group on Disparities in Health
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(RGDH), having been modified for the present study regarding any changes in
alcohol/drug use since from pre-pandemic. The ADU-SC-CAP-2 asks participants what
percentage of the time they use any alcohol and/or drugs to cope with stress, using a
Likert scale of 0=0% (never) to 10=100% (all the time). Next, participants were asked
for their alcohol/drug use in comparison to before the pandemic, given the following
options: Not changed; Increased; or, Decreased. The study will determine the mean
percentage of time drugs and alcohol were used to cope with stress, along with the
standard deviation, minimum and maximum score.

Part XI: Retrospective Insomnia, Depression, Anxiety, and Trauma Scale
(R-DATS-5)
The Retrospective Insomnia, Depression, Anxiety, and Trauma Scale
(R-DATS-5) is a shorter version of a scale that follows the work of Tirhi (2019), as a
common tool used by the Research Group on Disparities in Health (RGDH. For this
study, subjects were only asked about any depression or anxiety in the past year, and not
in the past 3 months or 6 months as in Lian (2017). Also, added for the first time in this
study is a question about past year trauma. Finally, participants are asked if they sought
out any counseling in the past year from a mental health professional or other helper. The
R-DATS-5 defines the terms insomnia, depression, anxiety and trauma, before
participants answer “Yes” or “No”—with No scored 0 and Yes scored 1. This survey
part permits arriving at a global score for mental distress in the past year, as a variable
used in the regression analysis (i.e. past year mental distress was scored = 0 – 4).
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Part XII: WHO (Five) Well-Being Index (WF-WBI-5)
The WHO (Five) Well-Being Index (WF-WBI-5) is a tool provided by the
Psychiatric Research Unit of the WHO Collaborating Centre in Mental Health, being
called the WHO (Five) Well-Being Index (World Health Organization, 1998). With five
items, scale scores range from 0 to 25, while 0=worst possible and 25=best possible
quality of life.. Participants are asked to indicate for each of five statements which is
closest to how they have been feeling over the past two weeks, using the following Likert
scale, as illustrated with a sample question, below:
2-I have felt calm and relaxed
5__All the time 4__Most of the time 3__More than half of the time 2__Less than
half of the time 1__Some of the time 0__At no time
For this study, the WF-WBI-5 will permit determining mean, standard deviation,
minimum and maximum scores, as well as the internal consistency of the scale using
Cronbach’s Alpha.

Part XIII: The Abbreviated Version of the Satisfaction with Life Scale (SWLS-3)
The Abbreviated Version of the Satisfaction with Life Scale (SWLS-3) has been
described by Kjell and Diener (2020) as yielding a high Cronbach’s Alpha of .88 in one
study, and .94 in a second study—with both higher than with the original five-item scale
(Kjell & Diener, 2020). In the SWLS-3, participants are asked to indicate if they agree or
disagree with each satisfaction with life statement, using the following scale: 7=Strongly
agree; 6=Agree; 5=Slightly agree; 4=Neither agree nor disagree; 3=Slightly disagree;
2=Disagree; 1=Strongly disagree. For this study, the SWLS-3 will permit determining
mean, standard deviation, minimum and maximum scores, and the internal consistency of
the scale using Cronbach’s Alpha.
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The Data Treatment Plan

Given a sample of nurses (N = 249) who worked on the front-lines in the United
States during the COVID-19 pandemic and responded to a social media campaign (i.e.,
“CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to COVID-19
Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift cards”), the
study answered the following research questions—using the data analysis plans
indicated:

Quantitative Research Questions
1-What were their demographic and background characteristics [i.e., gender, partner
(yes/no), race/ethnicity (white/non-white), U.S. born (yes/no), annual household income,
level of education, employment status (full time, part time, per diem, unemployed,
retired), type of work setting (hospital or medical center; skilled nursing facility, nursing
home), areas/situations worked in during pandemic (emergency department, intensive
care unit, isolation area, special field hospital, travelled out of state), years working in
nursing (1 year or less to more than 30 years)]?
Part I: Basic Demographics (BD-13)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
2-What did they report as their personal health background [i.e., COVID-19 diagnosis
(yes/no), long-COVID-19 (yes/no), any underlying comorbid conditions for COVID-19
(yes/no), ratings of physical health (before versus after COVID-19 pandemic), ratings of
mental/emotional health (before versus during the COVID-19 pandemic), Body Mass
Index (BMI), self-rating of weight (underweight to obese), any past year weight changes
during pandemic (stayed same, gained weight, lost weight)]?
Part II: Personal Health Background—Current and Before Pandemic (PHBCABP-11)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages; and, inferential statistics using paired t-tests.
3-What was their perceived self-efficacy to perform nursing tasks with adequate patient
care, safety, and infection control for before versus during the pandemic; and, what was
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their level of fear when performing nursing tasks with patients for before versus during
the pandemic?
Part III: Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before and
During the COVID-19 Pandemic (PSENT-FR-BDCP-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages; and, inferential statistics using paired t-tests.

4-To what extent did they have a tendency to provide socially desirable responses?
Part IV: Single Item Rating of Risk of Providing Socially Desirable Responses
(SIR-RPSDR-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
[Note: This variable is controlled for in the regression.]
5-What was their perceived level of social support?
Part V: Perceived Social Support Scale (PSSS-1)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
6-What were their perceptions of their work setting?
Part VI: Perceptions of Work Setting (PWS-8)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
7-What were their ratings of their work climate?
Part VII: Rating the Work Climate (RWC -5)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
8-What was their level of burnout?
Part VIII: Oldenburg Burnout Inventory (OBI-16)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
[Note: This is the study outcome/dependent variable.]
9-What was their level of perceived stress in the past month?
Part IX: Perceived Stress Scale (PSS-4)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
10-What percentage of the time did they use alcohol and/or drugs to cope with stress, and
during the pandemic did it remain unchanged, or increased, or decreased?
Part X: Alcohol and Drug Use for Stress Coping—Current and Pre-Pandemic
(ADU-SC-CAP-2)
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Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
11-What did they report as their past year experience of any insomnia, anxiety,
depression, or trauma—and did they receive any counseling?
Part XI: Retrospective Insomnia, Depression, Anxiety, and Trauma Scale (RDATS-5)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
12-What was their level of well-being?
Part XII: WHO (Five) Well-Being Index (WF-WBI-5)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
13-What was their level of satisfaction with life?
Part XIII: The Abbreviated Version of the Satisfaction with Life Scale (SWLS-3)
Data Analysis Plan: Descriptive statistics, including means, standard deviations,
frequencies, and percentages
14-Were there any significant relationships between the study outcome/dependent
variable of level of burnout and other selected independent variables?
Data Analysis Plan: Inferential statistics, including via Pearson’s correlations
and t-tests
15-What were the significant predictors of the study outcome/dependent variable of level
of burnout, given selected independent variables—while controlling for social
desirability?
Data Analysis Plan: Backward stepwise regression

Qualitative Research Question
16-When giving the opportunity to freely share via three open ended questions, what did
they report as: (1) resources, assistance, or psychological supports is needed now and for
long-term recovery from working on the frontlines during the COVID-19 pandemic; (2)
any innovations in nursing that would be beneficial if implemented now, or beyond the
pandemic, or to improve nursing in general; and, (3) what worked best for them for
coping with the stress of providing direct care during the pandemic?
Part XIV: Open Ended Questions on COVID-19 Supports Needed for Nurses,
Innovations in Nursing, and Stress Coping Strategies (OEQ-CSNN-ASCS-3)
Data Analysis Plan: Identification of emergent themes and categories
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Details of Qualitative Data Analysis Plan
By way of an elaboration on the qualitative data analysis, this process followed
instructions provided by the Director of the Research Group on Disparities in Health
(RGDH)., Professor Barbara Wallace; these are standard instructions given to fellows of
the RGDH. Fellows were instructed to create a document with all participant responses,
highlight quotes constituting emergent themes among the first 20 quotes, create action
phrases to capture the emergent theme, and then list emergent themes. Fellows then were
directed to do the following: repeat the process for the next 21-40 quotes to capture and
expand upon emergent themes; create an expanded list of emergent themes; evaluate how
well the expanded themes accommodate the remaining quotes in the entire data base,
while determining the need to add any new emergent themes. The next step was to create
a new expanded final list of emergent themes and use the list to evaluate the remaining
data base of quotes. Once confident that all emergent themes were on the list, all data was
classified by the list of emergent themes. Next, a table listed emergent themes, while
organizing them by categories with such 3-5 themes within a category. Also sample
quotes were selected to illustrate emergent themes. Professor Wallace, Director of the
RGDH, also then reviewed the data base, making additions or modifications, based on
her analysis.

Data Management
Data were downloaded from www.Qualtrics.com. The data were transferred to
SPSS and analyzed using SPSS 26.0.
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Conclusion

This chapter described in detail the methods used in the present study. This
included an overview of the study design, study procedures, recruitment of participants,
and description of research instrumentation. The chapter concluded with how data was
managed and analyzed. The following chapter, IV, will provide the results of data
analysis.
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Chapter IV
RESULTS

This chapter provides a detailed presentation of the study results organized by
research question. Additionally, findings are presented in table format.

Data Analysis Results by Study Question

Results for Research Question #1
What were their demographic and background characteristics [i.e., gender,
partner (yes/no), race/ethnicity (white/non-white), U.S. born (yes/no), annual household
income, level of education, employment status (full time, part time, per diem,
unemployed, retired), type of work setting (hospital or medical center; skilled nursing
facility, nursing home), areas/situations worked in during pandemic (emergency
department, intensive care unit, isolation area, special field hospital, travelled out of
state), years working in nursing (1 year or less to more than 30 years)]? (BD-13)

Part I: Basic Demographics (BD-13). The study sample used for final data
analysis was comprised of 249 nurses over the age of 22 (N = 249). The prior Chapter,
III, described the manner in which this final sample emerged, including a comparison of
survey completers (N = 249) versus non-completers (N = 15).
The sample was 68.7% female (n = 171) and 31.3% male (n = 78). Reported age
ranged from 22-62 with a mean age of 32.17 (SD = 7.385, min = 22, max = 62). Among
the study’s sample, reported ethnicity was 69.1% White/Caucasian/European American
(n = 172), 11.2% Black/African American (n = 28), 9.2% Asian (n = 23), 8.8% Hispanic
or Latino (n = 22), and 6.0% American Indian/Alaska Native (n = 15). Some 85.9%
reported that they were born in the United States (n = 214).
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Some 50.2 % were single (n = 125) and 40.2% were married (n = 100), with
62.2% (n = 155) having no children—with the mean number of children being .695
(SD = 1.127, min = 0, max = 8). The majority of participants were employed full time
(88.4%, n = 220), and worked in a hospital or medical center (78.3%, n = 195) or a
skilled nursing facility (28.1%, n = 70). Further, all participants treated COVID-19
patients, while 45.0% (n = 112) worked in the emergency department and 36.9% (n = 92)
worked in an intensive care unit, or ICU.
The mean household yearly income was 3.12, which is category 3 for $100,000 to
$199,999 (SD = 1.193, min = 1, max = 8). For the number of years working in nursing,
the mean was 2.94, or category 2 for 2-4 years (SD = 1.579, min = 1, max = 9)—with
47% of the nurses in this category (n = 117). Also, some 26.5% (n = 66) were in nursing
for the 5-7 years category.
See Table 2.

Table 2. Nurses’ Basic Demographics (BD-13) (N = 249)
N
Gender (N = 249)
Female
Male

%

171 68.7
78 31.3

Age (N = 249)
22-25
30
12
26-30
97 38.8
31-35
66 26.4
36-40
25
10
41-45
14 5.6
46-50
8 3.2
51-55
4 1.6
56-60
4 1.6
61-65
1 0.4
[Mean age = 32.17; SD = 7.385;
Min = 22; Max = 62]

N

%

Race/Ethnicity (N = 249)*
White/Caucasian/European A.
Black/African American
Hispanic/Latino
Asian
American Indian/Alaska Native
Native Hawaiian/Pacific Islander
Arab American/Middle Eastern
Other

172 69.1
28 11.2
22 8.8
23 9.2
15
6
1 0.4
2 0.8
2 0.8

Born in the US (N = 249)
Yes
No

214 85.9
35 14.1
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Table 2 (continued)
N
Marital Status (N = 249)
Single
Married
Separated
Divorced
In Domestic Partnership
Living w/ Significant Other
Missing

%

125 50.2
100 40.2
4 1.6
5
2
3 1.2
11 4.4
1 0.4

Type of healthcare setting (N = 249)*
Hospital or medical center
195 78.3
Skilled nursing facility
70 28.1
Nursing home
25
10
Nursing rehabilitation center
22 8.8
Other
2 0.8
Household yearly income (N = 249)
1) $10,000 to $49,000
10
4
2) $50,000 to $99,999
58 23.3
3) $100,000 to $199,999
118 47.4
4) $200,000 to $299,000
38 15.3
5) $300,000 to $399,000
11 4.4
6) $400,000 to $499,000
8 3.2
7) $500,000 to $799,000
5
2
8) $800,000 or More
1 0.4
[Mean yearly income = category 3.12;
SD = 1.193; Min = 1; Max = 8]
Educational level/Degree (N = 249)
Certificate Program
11 4.4
A.A./A.S.
10
4
Nursing Diploma
85 34.1
B.S./B.A.
8 3.2
RN
14 5.6
BSN
71 28.5
MSN
34 13.7
MPH
10
4
M.A.
1 0.4
DNP
2 0.8
Other Graduate Education
3 1.2

Top 3 Non-US Born Countries
Philippines
Dominican Republic
Trinidad and Tobago

N

%

8
4
3

3.2
1.6
1.2

Children (N = 249)
0
155 62.2
1-2
80 32.2
3-4
11 4.4
5-6
2 0.8
7-8
1 0.4
[Mean children = .695; SD = 1.127;
Min = 0; Max = 8]
Employment Status (N = 249)
Full Time
Part Time
Per Diem

220 88.4
25
10
4 1.6

Years working in nursing (N = 249)
1) 1 year or less
14 5.6
2) 2-4 years
117
47
3) 5-7 years
66 26.5
4) 8-10 years
19 7.6
5) 11-15 years
11 4.4
6) 16-20 years
8 3.2
7) 21-25 years
8 3.2
8) 26-30 years
3 1.2
9) More than 30 years
3 1.2
[Mean Years in nursing = category 2.94;
SD = 1.579; Min = 1; Max = 9]
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Table 2 (continued)
N
%
During COVID-19 pandemic worked (N = 249) *
Emergency Department
ICU (or area converted into an intensive care unit, ICU)
Dedicated COVID-19 unit set up for pandemic
Isolation area (i.e. created for COVID-19 positive patients)
Special Field Hospital Established for Pandemic
Travelled out of state to assist with COVID-19 patients
Other
Note: * represents were participants were able to select multiple answer options

N

%

112
45
92 36.9
97
39
97
39
26 10.4
28 11.2
14 5.6

Results for Research Question #2
What did they report as their personal health background [i.e., COVID-19
diagnosis (yes/no), long-COVID-19 (yes/no), any underlying comorbid conditions for
COVID-19 (yes/no), ratings of physical health (before versus after COVID-19 pandemic),
ratings of mental/emotional health (before versus during the COVID-19 pandemic), Body
Mass Index (BMI), self-rating of weight (underweight to obese), any past year weight
changes during pandemic (stayed same, gained weight, lost weight)]? (PHB-CABP-11)
Part II: Personal Health Background – Current and Before Pandemic
(PHB CABP-11). Regarding responses on the Personal Health Background – Current
and Before Pandemic (PHB-CABP-11) scale, nurses’ self-reported weight status was
closest to category 2 for normal weight with a mean of 2.31 (SD = 0.732, min = 1,
max = 4), while 62.7% (n = 156) reported their weight as being normal, and 21.3%
(n = 53) selected overweight. The mean body mass index (BMI) was 21.919
(SD = 7.425, min = 6.42, max = 48.90) for a normal weight. Some 35.3% (n = 88)
indicated that they gained weight during the COVID-19 pandemic, while 21.3% (n = 53)
reported that they lost weight. During the past year, 28.5% (n = 71) reported they had
COVID-19, with 16.1% (n = 40) indicating that they tested positive for COVID-19 more
than once, or twice in the past year.
See Table 3.
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Table 3. Nurses’ Personal Health Background – Current and Before Pandemic
(PHB-CABP-11) (N = 249)
N

%

Health conditions (N = 249)*
Lung Disease
20
8
Heath Disease
26 10.4
Diabetes
9 3.6
Obesity
33 13.3
Cancer
7 2.8
HIV/AIDS
4 1.6
Not applicable/None apply
172 69.1

N
Self-reported weight (N = 249)
1-Underweight
2-Normal Weight
3-Overweight
4-Obese
[Mean weight = 2.31;
SD = 0.732;Min = 1; Max = 4]

During COVID-19, past year (N = 249)*
Weight stayed about the same
Gained weight
Lost Weight
Past year, had COVID-19 (N = 249)
Yes
No
Not Sure
Currently has COVID-19 (N = 249)
Yes
No
Not Sure

%

19 7.6
156 62.7
53 21.3
21 8.4

112
45
88 35.3
53 21.3

71 28.5
154 61.8
24 9.6
7 2.8
237 95.2
5
2

Had COVID-19 (tested positive) more than once,
or twice in past year (N = 249)
Yes
No
Not Sure
Currently have long-COVID-19 (N = 249)
Yes
No
Not Sure

40 16.1
204 81.9
5
2
12 4.8
224 90.8
13 5.2

Note: * represents where respondents were able to select multiple answer options

For overall physical health before the pandemic, the mean was 4.66 (SD = 0.945,
min = 2, max = 6), or between good and very good. However, for now/during the
pandemic, the mean was 4.02 (min = 1, max = 6, SD = 1.037), or closest to good. For
overall mental/motional health status before the pandemic, the mean was 4.68 (SD =
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0.964, min = 2, max = 6), or between good and very good. And, for now/during the
pandemic the mean was 3.66 (SD = 1.149, min = 1, max = 6), or between fair and good.
See Table 4.
Table 4. Nurses’ Health Status Before and During Pandemic (N = 249)
Before COVID-19 Pandemic - Overall Physical Health (N = 249)
1) Very Poor
2) Poor
3) Fair
4) Good
5) Very Good
6) Excellent
[Mean physical health before pandemic = 4.66; SD = 0.945; Min = 2; Max = 6]
Now/During COVID-19 Pandemic - Overall Physical Health
(N = 249)
1) Very Poor
2) Poor
3) Fair
4) Good
5) Very Good
6) Excellent
[Mean physical health during pandemic = 4.02; SD = 1.037; Min = 1; Max = 6]

N

%

0
3
23
80
92
51

0.0
1.2
9.2
32.1
36.9
20.5

1
19
49
104
57
19

0.4
7.6
19.7
41.8
22.9
7.6

Before COVID-19 Pandemic - Overall Mental/Emotional Health (N = 249)
1) Very Poor
0
0.0
2) Poor
6
2.4
3) Fair
17
6.8
4) Good
81
32.5
5) Very Good
92
36.9
6) Excellent
53
21.3
[Mean mental/emotional health before pandemic = 4.68; SD = 0.964; Min = 2; Max = 6]
Now/During COVID-19 Pandemic - Overall Physical Health (N = 249)
1) Very Poor
4
1.6
2) Poor
42
16.9
3) Fair
56
22.5
4) Good
93
37.3
5) Very Good
40
16.1
6) Excellent
14
5.6
[Mean mental/emotional health during pandemic = 3.66; SD = 1.149; Min = 1; Max = 6]
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Findings showed statistically significant differences (t=10.885, df = 248, p = .000)
in the paired sample t-tests comparing overall physical health status before the pandemic
(mean = 4.66, SD = 0.945) versus ratings for now/during the pandemic (mean = 4.02,
SD = 1.037), indicating better overall physical health before COVID-19. In addition,
when comparing overall mental/emotional health status, there was a significant difference
(t = 12.886, df = 248, p = .000) between those who rated their overall mental/emotional
health status before the pandemic (mean = 4.68, SD = 0.964) versus for now/during the
pandemic (mean = 3.66, SD = 1.149), indicating a diminished mental/emotional health
status for now/during the COVID-19 pandemic.
See Table 5.

Table 5. Comparison of Health Status Before and During Pandemic (N = 249)

Personal Health Background
Physical health
Pre-COVID-19
During COVID-19

Before Versus During
COVID-19 Pandemic
N
M
SD
249
249

4.66
4.02

t-tests
T
10.885

df
p
248 .000***

0.945
1.037

12.886
248 .000***
Mental / Emotional Health
249
4.68
0.964
Pre-COVID-19
249
3.66 1.149
During COVID-19
*p<.05, **p<.01, ***p<.001
Note: All p values above .05 are considered non-significant, and only those below .05 are
considered statistically significant.

Results for Research Question #3
What was their perceived self-efficacy to perform nursing tasks with adequate
patient care, safety, and infection control for before versus during the pandemic; and,
what was their level of fear when performing nursing tasks with patients for before versus
during the pandemic? (PSENT-FR-BDCP-4)
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Part III: Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before
and During the COVID-19 Pandemic (PSENT-FR-BDCP-4). Regarding nurses’
Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before and During the
COVID-19 Pandemic (PSENT-FR-BDCP-4), first, for performing nursing tasks before
the pandemic there was a self-efficacy mean of 5.00 (SD = 1.006, min = 2, max = 6) for
80% confident. Second, for performing nursing tasks during the pandemic there was a
self-efficacy mean of 4.71 (SD = 1.006, min = 2, max = 6) for between 60-80%
confident.
Third, for fear when performing nursing tasks before the pandemic there was a
mean of 3.41 (SD = 2.74, min = 0, max = 10) for low fear. Fourth, for fear when
performing nursing tasks during the pandemic there was a mean of 4.65 (SD = 2.742,
min = 0, max = 10) for moderate fear.
See Table 6.

Table 6. Nursing Tasks: Self-Efficacy and Fear Before and During the
Pandemic (N = 249)
N

%

0
6
16
41
94
92

0.0
2.4
6.4
16.5
37.8
36.9

Self-Efficacy to Perform Nursing Tasks
For BEFORE the COVID-19 pandemic:
1-I rate my confidence in my ability to perform nursing tasks with
adequate patient care, safety, and infection control, as per my nursing
training (N = 249)
1 = 0% Confident
2 = 20% Confident
3 = 40% Confident
4 = 60% Confident
5 = 80% Confident
6 = 100% Confident
[Mean self-efficacy before pandemic = 5.000; SD = 1.006; min = 2; max = 6]
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Table 6 (continued)

For NOW, DURING the COVID-19 pandemic:
2-I rate my confidence in my ability to perform nursing tasks with
adequate patient care, safety, and infection control procedures
being followed, as per my nursing training (N = 249)
1 = 0% Confident
2 = 20% Confident
3 = 40% Confident
4 = 60% Confident
5 = 80% Confident
6 = 100% Confident
[Mean self-efficacy during pandemic = 4.71; SD = 1.006; min = 2; max = 6]

N

%

0
6
24
64
97
58

0.0
2.4
9.6
25.7
39.0
23.3

42
29
52
21
12
32
23
16
9
8
5

16.9
11.6
20.9
8.4
4.8
12.9
9.2
6.4
3.6
3.2
2.0

Fear When Performing Nursing Tasks

For BEFORE the COVID-19 pandemic:
3-I rate the level of fear I experience when I am performing
nursing tasks with patients as (N = 249)
0 = I had NO fear
1
2
3
4
5
6
7
8
9
10 = I had MAXIMUM, EXTREME fear
[Mean fear before pandemic = 3.41; SD = 2.743; min = 0; max = 10]
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Table 6 (continued)
N

%

19
21
28
22
15
45
31
28
22
7
11

7.6
8.4
11.2
8.8
6.0
18.1
12.4
11.2
8.8
2.8
4.4

For NOW, DURING the COVID-19 pandemic:
4-I rate the level of fear I experience when I am performing
nursing tasks with patients as (N = 249)
0 = I had NO fear
1
2
3
4
5
6
7
8
9
10 = I had MAXIMUM, EXTREME fear
[Mean fear during pandemic = 4.65; SD = 2.742; min = 0; max = 10]

Findings showed statistically significant differences (t = 4.829, df = 248, p = .000)
using paired sample t-tests comparing self-efficacy to perform nursing tasks before the
pandemic (mean = 5.00, SD = 1.006) versus during the pandemic (mean = 4.71,
SD = 1.006), indicating higher self-efficacy before COVID-19.
When comparing level of fear when performing nursing tasks, there was a
significant difference (t = -7.339, df = 248, p = .000) between level of fear before the
pandemic (mean = 3.41, SD = 2.743) versus during the pandemic (mean = 4.65, SD =
2.742), indicating a higher level of fear performing nursing tasks during the COVID-19
pandemic.
See Table 7.
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Table 7. Nurses’ Self-Efficacy and Fear Before Versus During the Pandemic.
(N = 249)
Before Versus During
COVID-19 Pandemic
N
M
Confidence in ability to perform nursing tasks
Before COVID -19
249
5.00
During COVID - 19
249
4.71

SD

t-tests

T
df
4.829 248

p
.000***

1.006
1.006

-7.339 248 .000***
Fear experience when performing nursing tasks
Before COVID -19
249
3.41
2.743
During COVID- 19
249
4.65
2.742
*p<.05, **p<.01, ***p<.001 Note: All p values above .05 are considered non-significant, and
only those below .05 are considered statistically significant.

Results for Research Question #4
To what extent did they have a tendency to provide socially desirable responses?
(SIR-RPSDR-1)
Part IV: Single Item Rating of Risk of Providing Socially Desirable
Responses (SIR-RPSDR-1). The mean risk of providing socially desirable responses
was 4.41 (SD = 0.600, min = 0, max = 10) for a low-moderate level of social desirability.
See Table 8.
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Table 8. Risk of Providing Socially Desirable Responses (N = 249)
N

%

I sometimes say things that I think will please people, or what I think
they want to hear—versus the honest truth, which might be difficult
or painful for other people to hear and accept, or might lead them to
judge me harshly… (N = 249)
0 - I am not like this at all
26
10.4
1
16
6.4
2
25
10.0
3
23
9.2
4
22
8.8
5
43
17.3
6
39
15.7
7
31
12.4
8
12
4.8
9
6
2.4
10 - I am like this all the time
6
2.4
[Mean risk of providing socially desirable responses = 4.41; SD = 0.600; min = 0; max = 10]

Results for Research Question #5
What was their perceived level of social support? (PSSS-1)
Part V: Perceived Social Support Scale (PSSS-1). On the Perceived Social
Support Scale (PSSS-1) the mean was 2.45 (SD = 1.132, min = 0, max = 4) for nurses
having between a mid- to high-level of social support. For example, for having at least 2
people providing social support, 29.7% (n = 74) of nurses indicated such mid-level social
support.
See Table 9.
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Table 9. Nurses’ Perceived Social Support (N = 249)
N

%

5
54
74
57
59

2.0
21.7
29.7
22.9
23.7

Having SOCIAL SUPPORT means having people in your life who
provide the following kinds of support and assistance: you can ask
them for advice, or receive words of encouragement; get money or
get food in an emergency; or have a place to temporarily wait for
help, or stay or live in an emergency. (N = 249)
0 = None (I have no one like this in my life right now)
1 = Low (I have at least 1 one person like this in my life right now)
2 = Mid (I have at least 2 people like this in my life right now)
3 = High (I have 3-5 people like this in my life right now)
4 = Very High (I have 6 or more people like this in my life right now)
[Mean social support = 2.45; SD = 1.132; min = 0; max = 4]

Results for Research Question #6
What were their perceptions of their work setting? (PWS-8)
Part VI: Perceptions of Work Setting (PWS-8). The Perceptions of Work
Setting (PWS-8) scale had a Cronbach’s Alpha of .764 for fairly good internal
consistency. For perceptions of their work setting for issues such as safety and concerns
at work, the reported mean was 3.503 (SD = 0.736, min = 1.33, max = 5.00) for a
moderate level of concern. For example, 53.4% (n = 133) endorsed “agree” to the item “I
have the support I need from other personnel to care for patients.”

See Table 10.
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Table 10. Nurses’ Perceptions of Work Setting—Safety and Concerns (N = 249)
N

%

Perceptions of Work Setting Cronbach’s Alpha (6 items) = .764
[Mean Perception of Work Setting = 3.503; SD = 0.736; min = 1.33; max = 5.00]
1-I have the support I need from other personnel to care for patients. (N = 249)* ~
8
5 = Strongly Disagree
30
4 = Disagree
3 = Neither Agree or Disagree
41
2 = Agree
133
1 = Strongly Agree
37
2-There are staff shortages that negatively impact patient care. (N = 249)
1 = Strongly Disagree
4
2 = Disagree
22
3 = Neither Agree or Disagree
24
4 = Agree
102
5 = Strongly Agree
97
3-I would feel safe being treated here as a patient. (N = 249)*
5 = Strongly Disagree
12
4 = Disagree
28
3 = Neither Agree or Disagree
46
2 = Agree
117
1 = Strongly Agree
46
4-When my workload becomes excessive, my performance is
impaired. (N = 249)
1 = Strongly Disagree
7
2 = Disagree
49
3 = Neither Agree or Disagree
34
4 = Agree
98
5 = Strongly Agree
61

3.2
12.0
16.5
53.4
14.9
1.6
8.8
9.6
41.0
39.0
4.8
11.2
18.5
47.0
18.5

2.8
19.7
13.7
39.4
24.5

5-I am less effective at work when fatigued. (N = 249)
1 = Strongly Disagree
2 = Disagree
3 = Neither Agree or Disagree
4 = Agree
5 = Strongly Agree

3
42
17
126
61

1.2
16.9
6.8
50.6
24.5

1
52
34
76
86

0.4
20.9
13.7
30.5
34.5

6-I am less effective at work when short-staffed. (N = 249)
1 = Strongly Disagree
2 = Disagree
3 = Neither Agree or Disagree
4 = Agree
5 = Strongly Agree
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Table 10 (continued)
N

%

6
74
34
93
42

2.4
29.7
13.7
37.3
16.9

5 = Strongly Disagree
7
4 = Disagree
35
3 = Neither Agree or Disagree
19
2 = Agree
124
1 = Strongly Agree
64
Note: * indicates a reverse scored item;
~ indicates items # 1 and # 8 were eliminated in calculating Cronbach’s Alpha

2.8
14.1
7.6
49.8
25.7

7-Fatigue impairs my performance during emergency situations
(e.g. emergency resuscitation, seizure). (N = 249)
1 = Strongly Disagree
2 = Disagree
3 = Neither Agree or Disagree
4 = Agree
5 = Strongly Agree

8-All the necessary personal protective equipment (PPE) I need
is available for my use. (N = 249)* ~

Results for Research Question #7
What were their ratings of their work climate? (RWC -5)
Part VII: Rating the Work Climate (RWC-5). The Rating the Work Climate
(RWC-5) scale had a Cronbach’s Alpha of .870 for very good internal consistency. For
rating their work climate, using all five variables, there was a Global mean of 2.006
(SD = 1.233, min = .00, max = 5.00), suggesting that it was “to some extent” less
favorable than before the pandemic. Each of the 5 questions constituted a distinct variable
for which there was a mean score. For example, the highest mean of 2.23 (SD = 1.503,
min = 0, max = 5) was for the variable “Concerned About Decision-Making Without
Patient/Family Involvement,” suggesting this was “to some extent” less favorable than before

the pandemic; for example, 25.3% (n = 63) endorsed that as being “to some extent” less
favorable than before the pandemic.
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See Table 11.
Table 11. Nurses’ Ratings of Work Climate Being Less Favorable
During Pandemic (N = 249)
N

%

Ratings of Work Climate Cronbach’s Alpha (5 items) = .870
[Global Mean Rating of Work Climate = 2.006; SD = 1.233; min = 0.00; max = 5.00]
Ratings of Work Climate
Less Favorable Climate [Mean = 1.96; SD = 1.333; min = 0; max =5]
1-To what extent have you perceived the ethical climate where you work with COVID-19
patients as being less favorable than it was before the pandemic? (N = 249)
50
0 = Not at all
20.1
29
1 = To a small extent
11.6
2 = To some extent
87
34.9
3 = To a moderate extent
55
22.1
4 = To a great extent
19
7.6
5 = To a very great extent
9
3.6
Decision-Making [Mean = 1.92; SD = 1.285; min = 0; max = 5]
2-To what extent have you perceived any suboptimal decision making
where you work with COVID-19 patients, or decision-making that is
lower in quality than it was before the pandemic? (N = 249)
0 = Not at all
1 = To a small extent
2 = To some extent
3 = To a moderate extent
4 = To a great extent
5 = To a very great extent

44
42
85
53
17
8

17.7
16.9
34.1
21.3
6.8
3.2

43
45
61
61
24
15

17.3
18.1
24.5
24.5
9.6
6.0

Distress [Mean = 2.09; SD = 1.45; min = 0; max = 5]
3-To what extent have you experienced any moral distress or moral
dilemmas from suboptimal decision making occurring where you work
while treating COVID-19 patients? (N = 249)
0 = Not at all
1 = To a small extent
2 = To some extent
3 = To a moderate extent
4 = To a great extent
5 = To a very great extent
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Table 11 (continued)

Perceived Inappropriate Care [Mean = 1.82; SD = 1.36; min = 0; max = 5]
4-To what extent have you perceived any inappropriate care as
occurring where you work during the treatment of COVID-19
patients? (N = 249)
0 = Not at all
1 = To a small extent
2 = To some extent
3 = To a moderate extent
4 = To a great extent
5 = To a very great extent

N

%

54
49
69
52
15
10

21.7
19.7
27.7
20.9
6.0
4.0

Concerned About Decision-Making Without Patient/Family
Involvement [Mean = 2.23; SD = 1.503; min = 0; max = 5]
5-To what extent have you been bothered by patients and family members’
inability to engage in decision-making about treatment—in the manner
done before the pandemic? (N = 249)
0 = Not at all
46
18.5
1 = To a small extent
32
12.9
2 = To some extent
63
25.3
3 = To a moderate extent
48
19.3
4 = To a great extent
46
18.5
5 = To a very great extent
14
5.6
______________________________________________________________________________

Results for Research Question #8
What was their level of burnout? (OBI-16)
Part VIII: Oldenburg Burnout Inventory (OBI-16). The Oldenburg Burnout
Inventory (OBI-16) had a Cronbach’s Alpha of .810, indicating good internal
consistency—while the Disengagement Sub-Scale (items 1, 3, 5, 6, 8, 11, 13, 15) had a
Cronbach’s Alpha of .634 for poor internal consistency; and, the Exhaustion Sub-Scale
(items 2, 4, 5, 8, 10 12. 14. 16) had a Cronbach’s Alpha of .743 for acceptable internal
consistency. The OBI-16 had a Global mean of 2.500 (SD = 0.356, min = 1.63, max =
3.63) for moderate burnout. The Disengagement Sub-Scale mean was 2.406 (SD = 0.376,
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min = 1.25, max = 3.88) for moderate disengagement. The Exhaustion Sub-Scale mean
was 2.593 (SD = 0.412, min = 1.38, max = 3.75) for moderately high exhaustion. For
example, indicative of exhaustion, 53% (n = 133) endorsed agree and 26.9% endorsed
strongly agree to the item (#12) “After my work, I usually feel worn out and weary.”
See Table 12.

Table 12. Oldenburg Burnout Inventory (OBI-16) (N = 249)
N

%

Full Scale OBI-16/Burnout Cronbach’s Alpha (16 items) = .810
Full Scale OBI-16/Burnout Global Mean = 2.500; SD = 0.356; min = 1.63; max = 3.63]

Disengagement Sub-Scale (items 1, 3, 5, 6, 8, 11, 13, 15) Cronbach’s Alpha = .634;
Mean = 2.406; SD = 0.376, min = 1.25, max = 3.88
Exhaustion Sub-Scale (items 2, 4, 5, 8, 10 12. 14. 16) Cronbach’s Alpha = .743;
Mean = 2.593; SD = 0.412; min = 1.38; max = 3.75
The 16 Oldenburg Burnout Inventory Items
1-I always find new and interesting aspects in my work. (N = 249)
1 = Strongly Agree
2 = Agree
3 = Disagree
4 = Strongly Disagree
2-There are days when I feel tired before I arrive at work. (N = 249) *
4 = Strongly Agree
3 = Agree
2 = Disagree
1 = Strongly Disagree
3-It happens more and more often that I talk about my work in a
negative way. (N = 249) *
4 = Strongly Agree
3 = Agree
2 = Disagree
1 = Strongly Disagree

29
185
30
5

11.6
74.3
12.0
2.0

63
120
61
5

25.3
48.2
24.5
2.0

33
92
106
18

13.3
36.9
42.6
7.2
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Table 12 (continued)
N
4-After work, I tend to need more time than in the past in order to
relax and feel better. (N = 249) *
4 = Strongly Agree
72
3 = Agree
145
2 = Disagree
30
1 = Strongly Disagree
2
5-I can tolerate the pressure of my work very well. (N = 249)
1 = Strongly Agree
36
2 = Agree
172
3 = Disagree
40
4 = Strongly Disagree
1
6-Lately, I tend to think less at work and do my job almost
mechanically. (N = 249) *
4 = Strongly Agree
26
3 = Agree
109
2 = Disagree
100
1 = Strongly Disagree
14
7-I find my work to be a positive challenge. (N = 249)
1 = Strongly Agree
36
2 = Agree
146
3 = Disagree
64
4 = Strongly Disagree
3
8-During my work, I often feel emotionally drained. (N = 249) *
4 = Strongly Agree
48
3 = Agree
105
2 = Disagree
86
1 = Strongly Disagree
10
9-Over time, one can become disconnected from this type of work. (N = 249) *
4 = Strongly Agree
49
3 = Agree
115
2 = Disagree
80
1 = Strongly Disagree
5
10-After working, I have enough energy for my leisure activities. (N = 249) *
1 = Strongly Agree
7
2 = Agree
112
3 = Disagree
103
4 = Strongly Disagree
27

%

28.9
58.2
12.0
0.8
99.9
14.5
69.1
16.1
0.4

10.4
43.8
40.2
5.6
14.5
58.6
25.7
1.2
19.3
42.2
34.5
4.0
19.7
46.2
32.1
2.0
2.8
45.0
41.4
10.8
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Table 12 (continued)
N
11-Sometimes I feel sickened by my work tasks. (N = 249) *
4 = Strongly Agree
18
3 = Agree
125
2 = Disagree
93
1 = Strongly Disagree
13
12-After my work, I usually feel worn out and weary. (N = 249) *
4 = Strongly Agree
67
3 = Agree
133
2 = Disagree
46
1 = Strongly Disagree
3
13-This is the only type of work that I can imagine myself doing. (N = 249)
1 = Strongly Agree
31
2 = Agree
119
3 = Disagree
91
4 = Strongly Disagree
8
14-Usually, I can manage the amount of my work well. (N = 249)
1 = Strongly Agree
48
2 = Agree
178
3 = Disagree
22
4 = Strongly Disagree
1
15-I feel more and more engaged in my work. (N = 249)
1 = Strongly Agree
33
2 = Agree
143
3 = Disagree
68
4 = Strongly Disagree
5
16-When I work, I usually feel energized. (N = 249)
1 = Strongly Agree
33
2 = Agree
123
3 = Disagree
86
4 = Strongly Disagree
7
Note: * indicates a reverse scored item

%
7.2
50.2
37.3
5.2
26.9
53.4
18.5
1.2
12.4
47.8
36.5
3.2
19.3
71.5
8.8
0.4
13.3
57.4
27.3
2.0
13.3
49.4
34.5
2.8
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Results for Research Question #9
What was their level of perceived stress in the past month? (PSS-4)
Part IX: Perceived Stress Scale (PSS-4). The Perceived Stress Scale (PSS-4)
had a Cronbach’s Alpha was .633 for acceptable internal consistency, while the past
month perceived stress mean score was 1.874 (SD = 0.596, min = 0.00, max = 3.75) for
moderate level of stress. For example, regarding “In the last month, how often have you felt
that you were unable to control the important things in your life,” 23.7% (n = 59) endorsed

feeling that way “fairly often,” and 51.8% (n = 129) endorsed feeling that way
“sometimes.”
See Table 13.

Table 13. Nurses’ Past Month Perceived Stress (N = 249)
N

%

1-In the last month, how often have you felt that you were unable to control the
important things in your life? (N = 249)
0 = Never
8
1 = Almost Never
42
2 = Sometimes
129
3 = Fairly Often
59
4 = Very Often
11

3.2
16.9
51.8
23.7
4.4

2-In the last month, how often have you felt confident in your ability
to handle your personal problems? (N = 249) *
4 = Never
3 = Almost never
2 = Sometimes
1 = Fairly Often
0 = Very Often

2.0
12.0
46.2
30.5
9.2

Perceived Stress Scale Cronbach’s Alpha (4 items) = .633
[Mean = 1.874; SD = 0.596; min = 0.00; max = 3.75]
Past Month Perceived Stress Items

5
30
115
76
23
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Table 13 (continued)
N

%

3
38
119
73
16

1.2
15.3
47.8
29.3
6.4

12
57
116
53
11

4.8
22.9
46.6
21.3
4.4

3-In the last month, how often have you felt that things were going
your way? (N = 249)*
4 = Never
3 = Almost never
2 = Sometimes
1 = Fairly Often
0 = Very Often
4-In the last month, how often have you felt difficulties were piling up
so high that you could not overcome them? (N = 249)
0 = Never
1 = Almost Never
2 = Sometimes
3 = Fairly Often
4 = Very Often
Note: * indicates a reverse scored item

Results for Research Question #10
What percentage of the time did they use alcohol and/or drugs to cope with stress,
and during the pandemic did it remain unchanged, or increased, or decreased? (ADUSC-CAP-2)
Part X: Alcohol and Drug Use for Stress Coping—Current and PrePandemic (ADU-SC-CAP-2). For findings with the Alcohol and Drug Use for Stress
Coping—Current and Pre-Pandemic (ADU-SC-CAP-2), the mean was 2.84 (SD = 2.788,
min = 0, max = 10), indicating nurses used alcohol and/or drugs closest to 30% of the
time to cope with stress. Compared to before the pandemic, 56.6% (n = 141) indicated
no change in their use of alcohol and/or drugs during the pandemic—while 35.7%
(n = 89) indicated that their alcohol and/or drug use had increased during the pandemic.
See Table 14.
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Table 14. Nurses’ Alcohol and Drug Use for Stress Coping Before and During the
Pandemic (N = 249)
N
1-What percentage of the time do you use any alcohol and/or drugs
to cope with stress? (N = 249)
0 = 0% (never)
78
1 = 10%
30
2 = 20%
30
3 = 30%
19
4 = 40%
19
5 = 50%
13
6 = 60%
20
7 = 70%
28
8 = 80%
8
9 = 90%
1
10 = 100% (all the time)
3
2-Compared to before the COVID-19 pandemic, my use of alcohol
and/or drugs to cope with stress has… (N = 249)
Not changed
141
Increased
89
Decreased
19
[Mean alcohol and drug use for coping, before and during pandemic = 2.84;
SD = 2.788; min = 0; max = 10]

%

31.3
12.0
12.0
7.6
7.6
5.2
8.0
11.2
3.2
0.4
1.2

56.6
35.7
7.6

Results for Research Question #11
What did they report as their past year experience of any insomnia, anxiety,
depression, or trauma—and did they receive any counseling? (R-DATS-5)
Part XI: Retrospective Insomnia, Depression, Anxiety, and Trauma Scale
(R-DATS-5). For the Retrospective Insomnia, Depression, Anxiety, and Trauma Scale
(R-DATS-5), answers for four items (i.e. insomnia, depression, anxiety, trauma)
combined to create a mental distress variable—with a mean of 1.93 (SD = 1.502,
min = 0, max=4) for moderate mental distress. More specifically, for each of the
four separate items, nurses reported past year insomnia at 61.0% (n = 152), anxiety at
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57.4% (n = 143), depression at 39.0% (n = 97), and trauma at 35.7% (n = 89). Some
27.3% (n = 68) sought out some kind of counseling in the past year.
See Table 15.

Table 15. Nurses’ Past Year Mental Distress (i.e., Insomnia, Depression, Anxiety, and
Trauma Scale) (N = 249)
N

%

Symptoms Experienced in the Past Year
1-Do you think you experienced any insomnia in the past year or 12
months? (N = 249)
1 = Yes
0 = No

152
97

61.0
39.0

2-Do you think you experienced any depression in the past year or 12
months? (N = 249)
1 = Yes
0 = No

97
152

39.0
61.0

3-Do you think you experienced any anxiety in the past year or 12
months? (N = 249)
1 = Yes
0 = No

143
106

57.4
42.6

4-Do you think you experienced any trauma in the past year or 12
months? (N = 249)
1 = Yes
0 = No

89
160

35.7
64.3

68
145
36

27.3
58.2
14.5

Counseling Received
5-In the past year, did you seek out any kind of counseling or advice for
any insomnia, depression, anxiety, or trauma—such as from a mental
health professional or other helper? (N = 249)
1 = Yes
0 = No
Not Applicable/ No experience of depression/anxiety/trauma
[Mean experience of Insomnia, Depression, Anxiety and Trauma = 1.93;
SD = 1.502; min = 0; max = 4]
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Results for Research Question #12
What was their level of well-being? (WF-WBI-5)
Part XII: WHO (Five) Well-Being Index (WF-WBI-5). Cronbach’s Alpha for
the WHO (Five) Well-Being Index (WF-WBI-5) was .903 for high internal
consistency—and the mean was 2.780 (SD = 1.145, min = 0.00, max = 5.00) for a
moderate level of well-being experienced over the past two weeks. For example, 33.7%
(n = 84) endorsed “I have felt cheerful and in good spirits” over the past two weeks
“most of the time.”
See Table 16.

Table 16. WHO (Five) Well-Being Index (WF-WBI-5) (N = 249)
N

%

WHO (Five) Well-Being Index Cronbach’s Alpha (5 items) = .903
[Mean Well-Being = 2.780; SD = 1.145; min = 0 .00; max = 5.00]
Responses Endorsed For How They Felt Over the Past Two Weeks
1-I have felt cheerful and in good spirits (N = 249)
5 = All the time
4 = Most of the time
3 = More than half of the time
2 = Less than half of the time
1 = Some of the time
0 = At no time
2=I have felt calm and relaxed (N = 249)
5 = All the time
4 = Most of the time
3 = More than half of the time
2 = Less than half of the time
1 = Some of the time
0 = At no time

22
84
62
44
34
3

8.8
33.7
24.9
17.7
13.7
1.2

22
62
68
50
42
5

8.8
24.9
27.3
20.1
16.9
2.0
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Table 16 (continued)
N
3-I have felt active and vigorous (N = 249)
5 = All the time
4 = Most of the time
3 = More than half of the time
2 = Less than half of the time
1 = Some of the time
0 = At no time
4-I wake up feeling fresh and rested (N = 249)
5 = All the time
4 = Most of the time
3 = More than half of the time
2 = Less than half of the time
1 = Some of the time
0 = At no time
5-My daily life has been filled with things that interest me (N = 249)
5 = All the time
4 = Most of the time
3 = More than half of the time
2 = Less than half of the time
1 = Some of the time
0 = At no time

%
21
58
57
64
39
10

8.4
23.3
22.9
25.7
15.7
4.0

24
56
45
58
43
23

9.6
22.5
18.1
23.3
17.3
9.2

28
65
46
52
48
10

11.2
26.1
18.5
20.9
19.3
4.0

Results for Research Question #13
What was their level of satisfaction with life? (SWLS-3)
Part XIII: The Abbreviated Version of the Satisfaction with Life Scale
(SWLS-3). Cronbach’s Alpha for the Satisfaction with Life Scale (SWLS-3) was .868
for good internal consistency, while the mean was 4.695 (SD = 1.183, min = 1.33,
max = 7.00) for moderately high satisfaction with life. For example, 39% (n = 97)
endorsed “slightly agree” to the item “In most ways my life is close to my ideal.”
See Table 17.
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Table 17. Satisfaction with Life Scale (SWLS-3) (N = 249)
N

%

8
49
97
38
32
19
6

3.2
19.7
39.0
15.3
12.9
7.6
2.4

3
73
70
53
32
16
2

1.2
29.3
28.1
21.3
12.9
6.4
0.8

20
73
88
28
22
15
3

8.0
29.3
35.3
11.2
8.8
6.0
1.2

Satisfaction with Life Scale Cronbach’s Alpha (3 items) = .868
[Mean Satisfaction with Life = 4.695; SD = 1.183; min = 1.33; max = 7.00]
1-In most ways my life is close to my ideal. (N = 249)
7 = Strongly Agree
6 = Agree
5 = Slightly Agree
4 = Neither Agree nor Disagree
3 = Slightly Disagree
2 = Disagree
1 = Strongly Agree
2-The conditions of my life are excellent. (N = 249)
7 = Strongly Agree
6 = Agree
5 = Slightly Agree
4 = Neither Agree nor Disagree
3 = Slightly Disagree
2 = Disagree
1 = Strongly Agree
3-I am satisfied with my life. (N = 249)
7 = Strongly Agree
6 = Agree
5 = Slightly Agree
4 = Neither Agree nor Disagree
3 = Slightly Disagree
2 = Disagree
1 = Strongly Agree

Results for Research Question #14
Were there any significant relationships between the study outcome/dependent
variable of level of burnout and other selected independent variables?
The question was answered using independent t-tests and Pearson Correlations.
Results for each set of analyses are presented, below.
Independent t-tests Comparing Groups on the Outcome Variable of Higher
Burnout. In total, eight groups were compared on the outcome variable of a higher score
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for burnout on the Oldenburg Burnout Inventory (OBI-16). Thus, the Bonferroni
Adjustment Significance (.05/8, p = .006) level was p < .006. The following group
comparisons were significant:




When comparing survey respondents who were male (mean = 2.393,
SD = 0.242) to those who were female (mean = 2.548, SD = 0.389), there was
a significant difference (t = -3.834, df = 224.394, p = .000), where females
had significantly higher burnout (p < .006, Bonferroni Adjustment
Significance level).
When comparing survey respondents who indicated their race as white
(mean = 2.456, SD = 0.323) to those who were non-white (mean = 2.584, SD
= 0.402), non-whites had higher burnout – but this failed to
achieve significance (t = 2.536, df = 141.379, p = .012), (p <. 006, Bonferroni
Adjustment Significance level).

See Table 18.

Table 18. Independent T-Tests Comparing Groups on the Burnout Outcome Variable
Higher Burnout
N
M
SD
Gender
Male
Female
Partner
No
Yes
Children
No
Yes
Race (White)
No
Yes
US Born
No
Yes
Graduate Level Education
No
Yes

78
171

2.393
2.548

t
-3.834

t-tests
df
P
224.394 .000***

-0.565

246 .573

-.972

247 .332

0.242
0.389

134
114

2.487
2.513

0.349
0.366

155
94

2.483
2.528

0.374
0.324

85
164

2.584
2.456

0.402
0.323

2.536

35
214
199
50

2.609
2.482
2.487
2.551

141.379 .012*

1.968

247 .050

-1.145

247 .253

0.321
0.359
0.358
0.348
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Table 18 (continued)
Higher Burnout
N
M
SD
COVID-19 Diagnosis
No
Yes
Counseled Past Year
No/NA
Yes

170
79
181
68

2.477
2.548
2.473
2.571

t
-1.469

t-tests
df
p
247 .143

-1.837

108.864 .069

0.370
0.322
0.342
0.385

*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/8, p = .006)
Note: All p values above .006 are considered non-significant; and, only those below .006 are
considered statistically significant

Pearson’s Correlations Examining Associations with the Outcome Variable
of Higher Burnout: Correlations between 23 independent variables were examined with
the primary outcome variable of a higher score for burnout on the Oldenburg Burnout
Inventory (OBI-16). Thus, the Bonferroni Adjustment Significance (.05/23, p = .002) was
p < .002.
Significant correlations showed that the higher the level of burnout, then the:


Lower the rating for physical health status during COVID-19 (r = -0.250,
p = .000)



Lower the rating for mental/emotional health status during COVID-19 (r = -0.445,
p = .000)



Higher the Body Mass Index (BMI) (r =0.409, p = .000)



Higher the level of fear when performing nursing tasks (r = 0.286, p = .000)



Higher the level of concerns at work (e.g. safety) (r = 0.550, p = .000



Higher the past month perceived stress (r = 0.438, p = .000)



Higher the past year mental distress (i.e. symptoms of insomnia, depression,
anxiety, and trauma) (r = 0.555, p = .000)



Lower their well-being in the past two weeks (r = -0.554, p = .000)
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Lower their satisfaction with life (r = -0.437, p = .000)

-

Higher the Global rating of the pandemic work climate as less favorable (e.g.,
decision-making) compared to before the pandemic(r = 0.245, p = .000
o the higher the rating of the work climate variable as less favorable compared
to before the pandemic (r = 0.224, p = .000)
o the higher the rating of the distress variable as less favorable compared to
before the pandemic (r = 0.262, p = .000)
o the higher the rating of perceived inappropriate care variable as less favorable
compared to before the pandemic (r = 0.226, p = .000)
See Table 19.

Table 19. Correlations for Selected Independent Variables with Burnout
Higher Burnout
Pearson’s R
P
Selected Variables
Age
Annual Household Income
Years Worked in Nursing
Physical Health During COVID-19
Mental Health During COVID-19
BMI (Body Mass Index)
Self-Rating of Weight
Self-Efficacy for Nursing Tasks During Pandemic
Level of Fear Performing Nursing Tasks During Pandemic
Extent of Social Support
Level of Concerns at Work (e.g. Safety)
Past Month Perceived Stress (PSS-4)
Percent of Time Used Drugs/Alcohol to Cope with Stress
Past Year Mental Distress
Well-Being for Past Two Weeks
Satisfaction with Life
Risk of Providing Socially Desirable Responses
Global Rating of Pandemic Work Climate as Less Favorable

0.121
-0.010
0.113
-0.250
-0.445
0.409
0.146
-0.185
0.286
-0.003
0.550
0.438
0.172
0.555
-0.554
-0.437
-0.010
0.245

0.057
0.875
0.075
0.000***
0.000***
0.000***
0.021*
0.003**
0.000***
0.964
0.000***
0.000***
0.007**
0.000***
0.000***
0.000***
0.872
0.000***
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Table 19 (continued)
Higher Burnout
Pearson’s R
P
5 Variables Rating Pandemic Work Climate as Less Favorable
1- Less Favorable Climate Variable
0.224 0.000***
2- Decision-Making Variable
0.183 0.004**
3-Distress Variable
0.262 0.000***
4-Perceived Inappropriate Care Variable
0.226 0.000***
5-Concerned About Decision-Making Without
Patient/Family Involvement
0.107 0.092
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/23, p = .002)
Note: All p values above .002 are considered non-significant; and, only those below
.002 are considered statistically significant.

Results for Research Question #15
What were the significant predictors of the study outcome/dependent variable of
level of burnout, given selected independent variables—while controlling for social
desirability?
For the purposes of this study, the outcome variable of interest was higher
burnout, which was explored via backward stepwise regression analysis, while
controlling for socially desirable responses.
Independent variables: After reviewing descriptive statistics, including
dichotomizing some variable, where indicated (e.g., if has graduate level education or
not). the following 17 independent variables were selected for inclusion in the
backwards stepwise regression model: 1-age (continuous variable); 2-gender; 3-partner
(yes/no—dichotomous variable); 4-children (yes/no—dichotomous variable); 5-white
race (yes/no, non-white—dichotomous variable); 6-U.S. born (yes/no—dichotomous
variable); 7-if has graduate level education (yes/no—dichotomous variable); 8-if ever
had COVID-19 (yes/no—dichotomous variable); 9-annual household income
(continuous variable); 10-years working in nursing (continuous variable); 11-Body Mass
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Index (BMI—continuous variable); 12-physical health status during the pandemic
(continuous variable); 13-mental/emotional health status during the pandemic
(continuous variable); 14-self-efficacy for nursing tasks during the pandemic (continuous
variable); 15-level of fear performing nursing tasks during the pandemic (continuous
variable); 16-extent of social support (continuous variable); and 17-level of concerns at
work (e.g. safety—continuous variable).
This list was shortened from a potential 19, or 23 independent variables, as
follows. First, this list of independent variables was shortened by selecting Body Mass
Index and not selecting self-rating of weight for inclusion in the regression model, as
these variables were likely highly intercorrelated. Secondly, the list of independent
variables was shortened by selecting just one variable examining the work environment
for inclusion in the regression model, specifically, the variable for Level of Concerns at
Work (e.g. Safety) was selected; and this variable was likely highly intercorrelated with a
variable not selected—i.e. the Global Rating of Pandemic Work Climate as Less
Favorable (i.e. based on the 5 Variables Rating Pandemic Work Climate as Less
Favorable: 1-Less Favorable Climate Variable; 2-Decision-Making Variable; 3-Distress
Variable; 4-Perceived Inappropriate Care Variable; 5-Concerned About Decision-Making
Without Patient/Family Involvement). If the 5 separate variables had been selected this
would have increased the number of independent variables yet further to 23. Hence,
decisions were made to reduce the list of independent variables to the final 17 listed
above.
Backwards stepwise regression. The model began with the above (shortened)
list of 17 independent variables in one regression model, and then at each step the least
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significant variable was removed, and the model re-run. The backward stepwise program
eliminated the variable having the weakest association with the outcome variable (i.e.
burnout), repeating this process of elimination until only those variables that were
statistically significant (p < .05) remained in the model.
Controlling for social desirability. However, the exception to this process of
elimination was the variable for risk for providing socially desirable responses. Here, the
variable for “risk for providing socially desirable responses” was forced into the model as
a control variable, regardless of the significance level—permitting the regression to
effectively control for social desirability.
Pros and cons of backward stepwise selection. According to Mantel (1970),
backward selection is a preferred procedure when the predictor variables are far from
being statistically independent; and, this approach allows the model to take predictor
variable interactions into consideration. The result is the identification of those
statistically significant (i.e., p < 0.05) variables that are most predictive of the outcome
variable (Mantel, 1970).
The criterion p value of p < 0.05 has been considered liberal, while making it
more likely that those predictors that are “truly important predictors will be retained in
the model” (Babyak, 2004, p. 416). Babyak’s analysis concludes that, while there is the
potential problem of having unimportant variables being in the final model, on the other
hand, “the inclusion of true predictors via the liberal entry criterion outweighs the
problem of including unimportant variables” (p. 416).
Of note, “Occam’s Razor, or the principle of parsimony, calls for using models
and procedures that contain all that is necessary for the modeling, but nothing more” as in
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the following case: “if a regression model with 2 predictors is enough to explain y, then
no more than these two predictors should be used” (Hawkins, 2004, p. 1). The
consequences of using “models or procedures that violate parsimony”—thereby including
“more terms than are necessary” may mean the model being used “violates parsimony
and involves overfitting” (p. 1). There may be the risk of adding “predictors that perform
no useful function,” while also expanding “the possibilities for undetected errors in
databases” potentially leading “to prediction mistakes” (p. 2).
Babyak (2004) discussed overfitting and the risk of findings emerging in an
overfitted model that may not exist in the population, and cannot be replicated. For this
reason, Babyak cautioned against the use of the backward stepwise selection method.
Yet, on the other hand, Babyak also acknowledged the work of others who pointed out
how backward stepwise selection with a liberal p value (e.g., p < .05) is the “least
harmful” of stepwise algorithms, since “the liberal criterion p value compensates by
making it more likely that truly important predictors will be retained in the model”
(p. 416). Hence, “the inclusion of true predictors via the liberal entry criterion outweighs
the problem of including unimportant variables” (p. 416).
Hence, there are pros and cons of using the backward stepwise approach. The
important criticisms of backwards stepwise regression, and potential limitations of this
method must be kept in mind when reviewing this study’s findings. Meanwhile,
controlling for the risk of participants potentially providing socially desirable responses
might be viewed as a strength of this study’s approach, despite potential problems of
over-fitting the model.
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Backward stepwise regression results. The results of the backwards stepwise
regression for this study yielded the following, while controlling for social desirability,
finding higher burnout was significantly predicted by:


Lower Number of Years Working in Nursing (B = -0.032, p = .007)



Higher Body Mass Index (BMI) (B = 0.009, p = .001)



Higher Level of Concerns at Work (e.g. Safety) (B = 0.143, p = .000)



Higher Past Month Perceived Stress (B = 0.173, p = .000)



Higher Past Year Mental Distress (i.e. Depression, Anxiety, Insomnia and
Trauma) (B = 0.048, p = .001)



Lower Well-Being in Past Two Weeks (B = -0.041, p = .030)

It was found that, according to this model, 52.2% of the variance was predicted
(R2 = 0.536, Adjusted R2 = 0.522) by the factors above.
See Table 20.

Table 20. Backwards Stepwise Regression Predicting Higher Levels of Burnout
B
SE of B
Variables
-0.032
0.012
Lower Number of Years Working in Nursing
Higher Body Mass Index (BMI)
0.009
0.003
Higher Level of Concerns at
0.143
0.027
Work (e.g. Safety)
Higher Past Month Perceived Stress
0.173
0.029
Higher Past Year Mental Distress
(i.e. symptoms of Depression,
0.048
0.015
Anxiety, Insomnia, Trauma)
Lower Well-Being Past Two
-0.041
0.019
Weeks
*p<.05, **p<.01, ***p<.001; R2 (0.536); Adjusted R2 (0.522) – meaning 52.2% of
variance was explained by this model
F = 39.562, p =.000

P
.007**
.001**
.000***
.000***
.001**
.030*
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Results for Research Questions #16a, 16b, and 16c
When giving the opportunity to freely share via three open ended questions, what
did they report as: (1) resources, assistance, or psychological supports is needed now
and for long-term recovery from working on the frontlines during the COVID-19
pandemic; (2) any innovations in nursing that would be beneficial if implemented now, or
beyond the pandemic, or to improve nursing in general; and, (3) what worked best for
them for coping with the stress of providing direct care during the pandemic?
Part XIV: Open Ended Questions on COVID-19 Supports Needed for
Nurses, Innovations in Nursing, and Stress Coping Strategies (OEQ-CSNN- ASCS3). Three open-ended questions were presented to participants (N = 249). The emergent
themes and direct quotes from each of the questions are presented below.

Research Question #16a
What kind of resources, assistance, or psychological supports do hospitals/
medical centers/nursing homes (etc.) need to provide to nurses NOW—AND FOR
NURSES’ LONG-TERM RECOVERY from the stress and trauma of working on the frontlines providing direct care to COVID-19 patients during the pandemic?
In response to this first question, the analysis of the nurses’ qualitative data
revealed 16 emergent themes that were grouped within six categories. The following six
categories encompassed the 16 emergent themes, as follows—with sample quotes
provided.
Category I: Need for Affordable, Confidential Mental/Emotional Support and
Counseling, encompassing three emergent themes—with sample quotes:


requesting access to mental and emotional health professionals
“...mental health counseling...”
“…I would like to have dedicated psychiatrists, I think my colleagues and I will
need their help.”
“…we hurt; and so instead of the debriefing session or coping/grieving resources
that I wish would be implemented, the nurses cry alone in the bathroom or comfort
each other quietly in the break room.”
“…provide mental health services for frontline staff.”
“On site counseling to talk immediately after a patient death or traumatic experience
in the ICU setting.”
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“Support services such as work groups, mental health groups, and counseling for
nurses who have experienced disturbing situations.”


requesting free, affordable, accessible support and counseling from person of
their choosing
“Free, ... mental health counseling and/or support groups.”
“…I am unionized and still can’t get a therapist covered. I will have to pay out of
pocket if I get long term help.”
“Free counseling, support groups…”
“Safe spaces for nurses to honestly discuss all that they are experiencing (anxiety,
depression, fear, isolation) and now PTSD would have been helpful.”
“Free therapy with person of our choosing.”



seeking confidential, trustworthy, un-biased sources for counseling—and onunit or post-shift emergency counseling
“…my hospital offers Mental Health resources. However, I do not know of one
employee who has utilized this resource due to lack of trust in the hospital…”
“...non-punitive, and anonymous mental health counseling and/or support groups.”
“…nurses need to be able to have a non-bias counselor while on the job to vent
or even to vent to a therapist after the shift is over, because a lot happens during
any given shift and sometimes we do not want to burden our families with the
many sad endings that have happened for many patients and families during this
pandemic.”

Category II – Need for Protective Equipment (PPE) and Medical
Supplies/Resources, encompassing two emergent themes—with sample quotes:


needing masks, gowns, personal protective equipment (PPE)
“Supplies not only limited to PPE, but patient care supplies in general.”
“A lot of protective equipment is needed.”
“…protective materials, protective equipment and protective articles.”
“Urgent need for masks.”
“Masks and protective clothing.”
“Now a lot of masks and protective clothing are needed.”
“Need masks, protective clothing, [and] medical supplies.”
“Need better personal protective equipment.”
“A lot of protective tools are needed.”



needing medical supplies and other resources
“…need masks and medical equipment.”
“Adequate medical supplies.”
“More protective clothing, surgical masks, disinfectant alcohol.”
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Category III – Need for Staffing Resources, encompassing two emergent themes—
with sample quotes:


needing more nurses during surges
“…increased staff during surges…”
“…proper staffing and resources to provide the patient care that we became
nurses to do in the first place, being able to provide optimal care alone may
decrease long term psychiatric trauma to frontline workers…”
“More nurses.”



needing additional ancillary staff to help ease nurses’ workload
“Better staffing (hiring more nurses and improving nurses to patient ratios, no
more bare minimum staffing), improvement of availability of ancillary staff
to aid in patient care (NA’s techs, UA’s, phlebotomists)…”
“More resources such as techs on the units, and resource nurses for the busy
shifts.”

Category IV – Need for More Time-Off and Rewards, encompassing three emergent
themes—with sample quotes:


requesting additional time off
“… increased time off after pandemic.”
“… more paid time off for mental/emotional recharging, less restrictions on sick
time usage (not requiring sick notes) and allowances for mental health sick days
without repercussions
“Time off to recover that is not taken from their own benefit time”
“...need to improve our pto time also or maybe separate vacation and sick leave
so we don’t have to save pto.”
“Paid time off.”
“More personal days for when we are overwhelmed or at a breaking point…”



suggesting student debt/loan forgiveness
“...All first line responders should get their student loans forgiven and a stimulus
payment…”
“…student debt forgiveness.”



needing a place to decompress, break rooms
“Break rooms that allow for a mental break and a pause in a busy, physically
and emotionally draining day. Somewhere to go and just sit in silence and
take a 5-30 minute [s] break to just set your mind back.”
“Offer a safe place(not break room) where nurses get to decompress/step away
from their work when needed...”
“...space with lounge chairs to sit while on break.”
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Category V – Need for More Pay and Flexibility for Childcare, encompassing three
emergent themes—with sample quotes:


requesting hazard pay/bonus pay, overtime pay
“…hazard pay/bonuses…”
“Better pay and better child care flexibility.”
“Bonuses and overtime pay.”
“Excess bonus and overtime pay.”
“Hazard pay, extended PTO…”
“Increase pay or give bonus for us during these times.”



requesting better flexibility for childcare
“Better pay and better child care flexibility.”



recommending disability pay for long-haulers
“COVID disability pay for long-haulers.”

Category VI – Need for Additional Education and Training, encompassing three
emergent themes—with sample quotes:


requesting advance preparation for dealing with pandemics and excess
deaths though education, counseling, and psychological training
“Coping Education.”
“Provide me with pre job psychological training.”
“Counseling, assurance that my workplace will be prepared if something like this
we’re [were] to happen again…”
“Training on dealing with a pandemic and how to emotionally cope with the
countless deaths.”



recommending online training in advance of a pandemic on use of protective
measures for safety
“…online multi-channel training related knowledge, strengthen the protection
awareness of medical staff.”



requesting training to increase capacity to cope and tolerance for high
pressure work conditions
“We should carry out some skills training, such as guiding nurses to reduce …
lighten psychological tension, actively coping with various kinds of pressure,
improving their awareness of …protection, strengthening psychological training
and training, and learning the necessary skills to deal with pressure, so as to
improve their psychological tolerance.”

See Table 21.
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Table 21. Perceived Needs for Resources, Assistance or Psychological Supports (N =
249)
________________________________________________________________________
Six Categories for the 16 Emergent Themes
Category I – Need for Affordable, Confidential Mental/Emotional Support and
Counseling, encompassing three emergent themes.
 requesting access to mental and emotional health professionals
 requesting free, affordable, accessible support and counseling from person
of their choosing
 seeking confidential, trustworthy, un-biased sources for counseling—and
on-unit or post-shift emergency counseling
Category II – Need for Protective Equipment (PPE) and Medical
Supplies/Resources, encompassing two emergent themes.
 needing masks, gowns, personal protective equipment (PPE)
 needing medical supplies and other resources
Category III – Need for Staffing Resources, encompassing two emergent themes
 needing more nurses during surges
 needing additional ancillary staff to help ease nurses’ workload
Category IV – Need for More Time-Off and Rewards, encompassing three emergent
themes
 requesting additional time off
 suggesting student debt/loan forgiveness,
 needing a place to decompress, break rooms
Category V – Need for More Pay and Flexibility for Childcare, encompassing three
emergent themes
 requesting hazard pay/bonus pay, overtime pay
 requesting better flexibility for childcare
 recommending disability pay for long-haulers
Category VI – Need for Additional Education and Training, encompassing three
emergent themes
 requesting advance preparation for dealing with pandemics and excess
deaths though education, counseling, and psychological training
 recommending online training in advance of a pandemic on use of
protective measures for safety
 requesting training to increase capacity to cope and tolerance for high
pressure work conditions
________________________________________________________________________
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Research Question #16b
The COVID-19 pandemic has permitted innovations being rapidly implemented
(e.g. wide use of telemedicine). Are there any innovations in nursing that you have
witnessed or that you recommend which would be beneficial if implemented not only now,
but beyond the pandemic, or for future pandemics, or to improve nursing in general?
In response to this second question, the analysis of the nurses’ qualitative data
revealed 13 emergent themes that were grouped within five categories. The following
five categories encompassed the 13 emergent themes, as follows—with sample quotes
provided.
Category I – Virtual Communication Technology, encompassing two emergent
themes
 Recommending more telehealth/telemedicine
“More Telehealth apt preferences by consulting providers (because they do not
want to come into rooms to avoid covid exposure) in some cases reduces
hospital LOS.”
“Telemedicine could make it easier and safer to do some treatments in the
future”
“Telehealth for mental health issues.”
“Telehealth digital applications wearables.”
“Telemedicine absolutely helped me during this year…”


Recommending use of technology for safer patient-family and patient-staff
communications—and to reduce use of PPE (zoom, iPads, phone, FaceTime,
intercoms, video chat)
“…better use of communication technology for families”
“… use of Face Time and virtual health has been a tremendous help”
“Intercoms or video chat capabilities in patient hospital rooms that link to RN
work phone or nursing station in order to reduce staff exposures and reduce
wasted PPE for simple patient questions/ communications (with an interpreter
service connected).”
“iPads for every patient on isolation, Face Time used as a resource for patients to
talk with family and friends.”
“…tablets for patients to call the front desk with their requests instead of
using a call bell.”
“iPads to allow contestant communication between patients and loved ones.”
“Zoom family meetings…”
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Category II – Need for New Focused Education and Training
 Using strategies to prevent injuries to patients and nurses
“Focus on prevention of deep tissue injuries when proning vented patients and
new ways to position patients that cause less injuries to nurses.”


Requesting further education and specialized training
“How to more effectively clean up the secretion of the respiratory tract, so that
the role of mechanical ventilation can play an effective role”
“…strengthen specialized nursing.”
“…we did a small cross-training for ICU skills such as certain drips and a-lines
to help us deal with the fact that everyone in our ED was IC level of care.”
“…needs to better educate nurses on infection control techniques that we can
apply to this pandemic and any future pandemics.”



Recommending more teleconferences and remote learning
“More teleconferences”
“...remote learning...”

Category III -- Need for New Ways to Improve Staffing and Perform Tasks
 Improving teamwork and collaboration, including creative staffing and
online meetings
“Better staffing, delineated tasks…”
“Collaboration of care across the spectrum of nurses for nurses…We must
become more flexible in our Nursing Practice and not become pleased practicing
in a Silo.”
“Creative staffing. E.g. team nursing”
“…used their medical students and residents as “Family Liaisons” …to interpret
the char and care for families. This made a noticeable difference for nursing,
our time was freed up to allow for better patient care and fulfill our
charting needs.”
“More teamwork.”
“…examine whether the nursing staff in all aspects of the nursing service process
reflect the patient-centered idea, and reflect the hospital’s purpose of serving
patients first and developing both morality and skills.”
“…council/committee meetings over zoom allow for increased attendance and
input, more manual proning”


Decreasing the burden of charting from pre-pandemic levels
“During the pandemic our charting requirements were truncated, which
made more sense… and even now as a lot of it is redundant.”
“Less Charting. We chart unnecessarily.”
“...continuation of only charting the important things...”
“ During the pandemic our charting requirements …were truncated, which
made more sense during that time and even now as a lot of it is redundant”
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Increasing autonomy and family role in patient monitoring
“Increased autonomy in patient care, specifically in the ER.”
“...the family should pay more attention…”
“Pts to be able to enter O2 sat numbers in order to monitor them.”

Category IV – Need for More Advanced Technology
 Implementing use of more advanced technology to improve clinical care
“... tablets for patients to call the front desk with their requests instead of using
a call bell”
“…would be nice to have a machine for rapid testing with less false readings
for the future.”
“Bluetooth, wireless EKG and diagnostic equipment could be more
technologically advanced.”
“…ability to cancel the patient call bell form outside the room (from the
nursing station or RN phone).”


Improving infection control with new procedures
“Can effectively avoid infection.”
“…anyone who is sick inside and outside of hospital should be encouraged to
wear a mask. Sanitizers should be at the entrances and exits of all buildings.”
“Protective covers for work phones being used in patient rooms to avoid
contamination.”



Improving wireless technology and ensuring compatibility of communication
systems, or standardizing systems
“…many hospitals have multiple EHR programs running in their facility which
do not communicate between the systems. It needs to become standard one system
per hospital for all in patient and out patient department, or else they need to create
communication programs (just like they have programs that convert Samsung to
iphone programs).”
“Wireless technology…bluetooth capable EKG, telemetry monitoring, or O2
saturation devices… more access to computers and internet is needed.”

Category V – Need to Implement Distancing Procedures for Better Infection
Control and to Reduce Use of PPE
 Placement of equipment outside of rooms to decrease risk of exposure to
infection and reduce use of PPE
“Having pumps outside of isolation rooms to save PPE.”
“Pumps outside of the rooms for isolation patients.”


Distanced food delivery to reduce risk of exposure to infection and reduce
use of PPE
“Window or drop box in wall or entryway of patient room in order to provide
patient/visitor with water/food or other basic necessities without entering room
and wasting PPE/risking exposure.”
See Table 22.
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Table 22. Innovations Witnessed During Pandemic or Recommended by Nurses (N =
249)
______________________________________________________________________
Five Categories for the 13 Emergent Themes
Category I – Virtual Communication Technology, encompassing two emergent
themes
 Recommending more telehealth/telemedicine
 Recommending use of technology for safer patient-family and patient-staff
communications—and to reduce use of PPE (zoom, iPads, phone, FaceTime,
intercoms, video chat)
Category II – Need for New Focused Education and Training, encompassing three
emergent themes
 Using strategies to prevent injuries to patients and nurses
 Requesting further education and specialized training
 Recommending more teleconferences and remote learning
Category III -- Need for New Ways to Improve Staffing and Perform Tasks,
encompassing three emergent themes
 Improving teamwork and collaboration, including creative staffing and online
meetings
 Decreasing the burden of charting from pre-pandemic levels
 Increasing autonomy and family role in patient monitoring
Category IV – Need for More Advanced Technology, encompassing three emergent
themes
 Implementing use of more advanced technology to improve clinical care
 Improving infection control with new procedures
 Improving wireless technology and ensuring compatibility of communication
systems, or standardizing systems
Category V – Need to Implement Distancing Procedures for Better Infection
Control and to Reduce Use of PPE, , encompassing two emergent themes
 Placement of equipment outside of rooms to decrease risk of exposure to infection
and reduce use of PPE
 Distanced food delivery to reduce risk of exposure to infection and reduce use of
PPE
______________________________________________________________________
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Research Question #16c
What has worked best for you, in terms of coping with the stress of providing
direct care to COVID-19 patients during the pandemic?
In response to this third question, the analysis of the nurses’ qualitative data
revealed 13 emergent themes that were grouped within five categories. The following
five categories encompassed the 13 emergent themes, as follows—with sample quotes
provided.
Category I – Use of Social Support
 Seeking support from family and friends—including virtually
“… talking to friends/coworkers about stressors. Having them to understand and
discuss what we’re all experiencing has been priceless”
“…Talking about the day with family and friends on the phone or texting…”
…my family has been amazing.”
“Living with my family at how has really helped me get through this time. If it wasn’t
for them and their continuous words of encouragement and support I wouldn’t have
been able to work as a nurse in the early stages of the pandemic.”
“Spending socially distanced or virtual time with family and friends in order to feel
some sense of normalcy.”



Receiving support from co-workers, including debriefing, laughing, crying,
and venting
“… my support group consists of other unit nurses and staff because I feel we can
understand each other’s COVID-19 experience.”
“Venting to my coworkers.”
“Debriefing with the team after a particularly challenging patient.”
“Going to work is actually the best part of my week because I get social contact.”
“Laughing and crying with my work friends…”
“Peer to peer vent sessions knowing we are all going thorough similar feelings the
best people to speak to are those who know feel think and are walking through the
same thing as you.”

Category II – Self-Care Activities
 Selecting activities for relaxation, pleasure, and satisfaction
“Doing the things I like (exercising, wine, socializing via phone calls/facetime)…”
“Doing activities that I enjoy on my days off”
“Having a hobby that has nothing to do with work.”
“…focus on music, read, watch movies and play video games…allowed me to relax
and take my mind away from work when I am home.”
“Journaling..”
“Listen to what you like and eat what you like.”
“…sleep, mindless TV/streaming/movies, reading and other distractive techniques.”
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…found gig jobs…let me feel like I’m doing something to actually help fix this crisis and
improve my community.”



Exercising and spending time in nature
“Exercise, ..…healthy eating”
“Exercise……”
“I go to the gym and exercise…get fresh air hiking…get my mask off as soon as
possible to avoid the headaches…”



Engaging in spiritual coping, prayer, meditation, and deep breathing
“Deep breathing”
“…meditating”
“Praying and reading the bible. Meditation. Being thankful for life…Attending
church virtually.”
“…reading devotional books”



Using distraction and distancing
“Distraction, diversions activities”
“Leaving it at work.”



Taking time off
“...cut back my hours and limited my time there because my hospital is a toxic work
environment…”
“Taking days off”

Category III – Received Mental Health Treatment or Other Counseling
 Participating in mental health treatment
“… attended counseling but now no therapist is available so I am on medication
for anxiety/depression. Lexapro and Ativan are the two drugs helping me cope
at the moment.”
“Therapy has really helped”
“Private out of pocket therapy.”
“Psychological counseling”
“Receiving psychological help…”
“Regular psychological counseling…”



Receiving pastoral counseling
“…incredibly supportive hospital Chaplin.”

Category IV – Sense of Duty, Responsibility, and Other Motivating Beliefs
 Feeling a sense of duty and responsibility
“It is my duty to take care of the patients. I have an obligation to take care of them.”
“It is our duty to treat all patients as well as possible”
“It is our responsibility to cure the patients as much as possible, so there is no
pressure.”



Holding motivating beliefs
“Patients believe in us.”
“Recognizing the hard work of healthcare providers has been awesome!”
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Category V – Use of Alcohol and/or Medication
 Using alcohol
“Alcohol-not to the point of overuse, but definitely to relax.”
“I drink after work and take a long hot bath”
“I initially drank more at the beginning of the pandemic, but have cut way
back in the past few months”



Using medication and/or alcohol
“Medication and trying to forget”
“Xanax and wine”
See Table 23.

Table 23. Coping Strategies Used by Nurses During the Pandemic (N = 249)
______________________________________________________________________
Five Categories for the 13 Emergent Themes
Category I – Use of Social Support, encompassing two emergent themes
 Seeking support from family and friends—including virtually
 Receiving support from co-workers, including debriefing, laughing, crying, and
venting
Category II – Self-Care Activities encompassing five emergent themes
 Selecting activities for relaxation, pleasure, and satisfaction
 Exercising and spending time in nature
 Engaging in spiritual coping, prayer, meditation, and deep breathing
 Using distraction and distancing
 Taking time off
Category III – Received Mental Health Treatment or Other Counseling,
encompassing two emergent themes
 Participating in mental health treatment
 Receiving pastoral counseling
Category IV – Sense of Duty, Responsibility, and Other Motivating Beliefs,
encompassing two emergent themes
 Feeling a sense of duty and responsibility
 Holding motivating beliefs
Category V – Use of Alcohol and/or Medication, encompassing two emergent themes
 Using alcohol
 Using medication and/or alcohol
____________________________________________________________________
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Conclusion

In this chapter, the results of the data analysis were presented by research
question. The quantitative results of the study were first presented and summarized—
including via tables. Next, the qualitative data results were presented with emergent
themes organized by Categories.
The next chapter, Chapter V, will present a summary of the study, including a
discussion of results, implications, and recommendations for future research.
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Chapter V
SUMMARY, DISCUSSION, IMPLICATIONS,
RECOMMENDATIONS, AND CONCLUSION

This chapter will provide a summary and a discussion of the dissertation research.
The chapter also presents the implications of the findings and recommendations for future
research. The chapter will also discuss the limitations of this research and present a final
conclusion.

Summary of the Literature Review
The coronavirus pandemic has been described as “undoubtedly the most
important problem all around the world” (Satici et al., 2020, p. 15). The current
COVID-19 pandemic has been acknowledged as being an “unprecedented healthcare
crisis” (Azoulay et al., 2020, p. 1). Since declaration of the COVID-19 “outbreak as a
public health emergency,” there has been a drastic increase world-wide in admissions to
hospitals and intensive care units (ICU) (Khan et al., 2020, p. 1). The result is that we
“are living in unprecedented times and nurses are being lauded globally for putting
themselves in the front line against the Covid-19 pandemic” (McKenna, 2020, p. 1).
Research from prior pandemics (i.e., Middle East respiratory syndrome
coronavirus, or MERS-CoV) had made it clear that nurses were vulnerable to burnout at
rates as high as 92.8% (N = 240), given findings with emergency department nurses
across eight hospitals in Korea (Kim & Choi, 2016, p. 298). Findings showed that
emergency department (ED) nurses suffered from “persistent stress after experiencing the
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traumatic event of exposure” to MERS (p. 295). Such stress “can subsequently lead to
burnout” (p. 295). Of note, emergency department (ED) nurses “do not have enough time
for recovery, putting them under persistent stress” resulting in a “much higher burnout
than nurses in other hospital departments” (p. 295). Nurses needed to be “aware that
burnout is higher for nurses in their divisions than nurses in other hospital departments;”
and, nurses also needed to recognize that “job stress is the biggest influential factor of
burnout” (p. 299).
In the current COVID-19 pandemic, Hu et al. (2020) documented how nearly half
of the nurses working on the frontlines—from January 13, 2020 to February 13, 2020 in
two hospitals in Wuhan, China during the COVID-19 pandemic—reported moderate to
high levels of work burnout. A majority (91.2%) reported moderate to high levels of
anxiety, depression and fear. In addition, nurses with “better self-efficacy and resilience”
had “less mental health problems” (p. 9). Also, the more social support nurses had, then
the lower their depression, anxiety, depression and fear (Hu et al., 2020).
Trumello et al. (2020) found in Italy for healthcare professionals working with
COVID-19 patients that they had significantly higher levels of “stress, burnout,
secondary trauma, anxiety, and depression” compared to those not working with this
population (p. 5). Those working with COVID-19 patients acknowledged a need to
request psychological support; findings showed “the percentage of professionals who
thought to ask for psychological support was double that of the group that did not work
with COVID-19 patients” (p. 7).
In the United States, by June 2020, nationally, 20.7% of responding nursing
homes (over 15,000) reported a severe shortage of PPE—specifying having just one
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week, or less than one week of supply (McGarry et al., 2020). Nearly as many nursing
homes (20.8%) reported staff shortages—with 15.1% having a shortage of nurses, 17.2%
a shortage of nurse aides, with 9.2% having other staff shortages. Further 13.4% reported
N95 respirator shortages, as well as a shortage of gowns. By July of 2020, these shortages
remained largely unchanged—with the exception of gown availability; and the shortages
fell by July 2020 for nurses (to 16%), nurse aides (18.5%), and other staff (9.3%). Where
more staff had COVID-19, and more patients likely had COVID-19, PPE was likely used
at higher rates, helping to explain shortages. The findings were deemed to reflect the
nature of the challenges faced by nursing homes at what was then the height of the
pandemic in many parts of the United States (McGarry et al., 2020).
Fear among healthcare professionals is warranted, given how front-line care
providers around the world have become infected with COVID-19 and had to quarantine,
while many have been hospitalized for COVID-19 (Braquehais et al., 2020). Further,
globally, healthcare professionals who have close contact with COVID-19 patients have
also died around the world (Sant’Ana et al., 2020). There are also cases of healthcare
professionals working in the pandemic becoming suicidal (Raudenská et al., 2020).
During the COVID-19 pandemic, perhaps the greatest fear experienced has been
on the part of healthcare professionals, while together with their anxiety and depression,
this has resulted in psychological distress (Braquehais et al., 2020). Greenberg (2020)
also focused on the manner in which healthcare professionals have faced moral dilemmas
during the COVID-19 pandemic. These moral dilemmas were related to the challenges
they experienced “in the delivery of high-quality care, possibly due to a lack of
experience or equipment, or as a result of low staffing levels” (p. 425). Turale et al.
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(2020) discussed how nurses working in the COVID-19 pandemic are experiencing
“moral distress, and unexpected challenges to the ethical values of nurses and health
professionals including complex human rights issues;” and nurses only have limited
access to “team meetings for ethical decision-making,” since they are either “time-limited
or non-existent” (p. 166).
Working on the front-lines of the COVID-19 pandemic, nurses face many ethical
issues, given “the principles of ‘nonmaleficence,’ the nurses’ duty to do no harm and
‘beneficence,’ the duty to do good for patients” (McKenna, 2020, p. 1). There is also “the
duty of care,” as well as the obligation to “alleviate suffering, restore health and respect
the rights and dignity of every patient” (p. 1). Shortages of personal protective equipment
(PPE), and limited testing have created “front-line nurses with another ethical
dilemma”—with nurses having to choose between putting going to work and putting the
health of themselves and family members at risk (p. 1). Yet, current risks during the
pandemic have placed an “unfair and disproportionate” risk upon nurses, as they continue
to work and “uphold their duty to care” (p 1). The result can be tremendous conflict that
can “cause serious moral and ethical distress” (p. 1).
Because of the stress on healthcare professionals, it is critical for leaders in
medical care management and hospital administration, for example, to understand
healthcare professionals’ concerns and to take appropriate actions to address them
(Shanafelt et al., 2020, p. 2133). Professionals need to feel heard, protected and
supported. Recommendations included leaders being visible on hospital units caring for
COVID-19 patients, providing encouragement to team members, assuring team members
that they are not alone in making difficult or critical decisions, and providing general
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expressions of gratitude (p. 2134). Also, there is a need for the establishment of
counseling services, while healthcare professionals “should be cognizant of their own
signs” and symptoms for any mental health symptoms—and seek out such services
(Badahdah et al., 2020, p. 1).
Raudenská et al. (2020) identified the Oldenburg Burnout Inventory as being
among the tools recommended for use in research during the COVID-19 pandemic with
healthcare professionals; also recommended was measuring Posttraumatic Stress
Disorder (PTSD). Acknowledged was how burnout “includes anxiety, depression, lower
satisfaction, and care quality, as well as PTSD and increased suicide rate” (p. 4). Both
social and peer support were identified as potential protective factors against the impact
of trauma and for “overall mental wellbeing” (p. 6).
Hence, Freudenberger’s (1974, 1986) original burnout syndrome provides a
framework for the present study. Also providing a framework for the research are other
theories, such as: Bandura’s (1977, 1982) self-efficacy; and the stress and coping theory
advanced by Lazarus (1966) and Lazarus and Folkman (1984, 1987).

Summary of the Statement of the Problem

The problem that this study addresses is the need to acknowledge the current and
future needs of front-line nurses working closely with COVID-19 patients in the
pandemic within the United States. In documenting the needs of nurses, this study
investigates their experiences on the front-line during the COVID-19 pandemic, in order
to arrive at recommendations for meeting their needs. Findings may provide insight into
nurses’ unique experiences of severe occupational stress that puts them at risk for burnout
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with psychological impacts, including to their well-being. There may be implications for
what hospitals, medical centers, and nursing homes need to provide to nurses during and
after the COVID-19 pandemic.

Summary of Purpose and Objectives

The purpose of the present study is to identify significant predictors of the study
outcome variable of burnout for front-line nurses working during the COVID-19
pandemic in the United States. Secondly, a qualitative portion of the study will allow
participants to fully express themselves, regarding: their perceived needs for resources,
assistance and psychological supports during the pandemic and post-pandemic for the
recovery of nurses; innovations they witnessed during the pandemic and related
recommendations for improving nursing; and, those coping strategies they utilized during
the pandemic.

Summary of the Research Questions

Given a sample of nurses (N = 249) who worked on the front-lines in the United
States during the COVID-19 pandemic and responded to a social media campaign [i.e.,
“CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to COVID-19
Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift cards”] this
mixed-methods study sough to determine the following:
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1-using descriptive statistics, the demographic and other background characteristics
of nurses working on the frontline during the COVID-19 pandemic in the United States,
including their health status and changes in health from before to during the pandemic.
2-using inferential statistics (i.e., Pearson correlation, independent t-tests), the
relationship of selected demographic variables (e.g., age, income, type of work setting)
and various other independent variables (i.e., derived from the survey Parts) with the
study outcome variable of burnout.
3-using backward stepwise regression, the significant predictors of the study
outcome variable of higher burnout.
4-emergent themes from an analysis of qualitative data (i.e., open ended question)
regarding what participants: perceived as needed resources, assistance and psychological
supports for nurses during the pandemic and post-pandemic for the recovery of nurses;
witnessed as innovations in nursing during the pandemic and related recommendations
for implementing these innovations post-pandemic to improve nursing; and, utilized as
coping strategies that enabled them to manage the inordinate stress attendant to front-line
nursing during the pandemic.

Summary of Anticipated Findings

Based on paired t-tests, it was anticipated that significant differences would be
found when comparing the following: nurses’ physical and mental/emotional health
status from before versus during the COVID-19 pandemic—with there being higher
ratings of health status before the pandemic; nurses’ perceived self-efficacy to perform
nursing tasks with adequate patient care, safety, and infection control before versus
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during the pandemic—with there being higher ratings before the pandemic; and nurses;
reported level of fear when performing nursing tasks with patients before versus during
the pandemic—with there being higher ratings during the pandemic.
Using backward stepwise regression, and controlling for social desirability, it was
anticipated that, significant predictors of higher burnout would be: female; employed
full-time; works in emergency department; works in intensive care unit; lower number of
years working in nursing; had underlying co-morbid conditions for COVID-19 (yes);
lower self-efficacy to perform nursing tasks with adequate patient care, safety, and
infection control during pandemic; higher levels of fear when performing nursing tasks
with patients during pandemic; lower social support; higher level of concerns in work
setting; higher ratings of concern for work climate; higher past month perceived stress;
higher prevalence of insomnia, anxiety, depression, trauma, and seeking out counseling;
higher percentage for time alcohol and/or drugs are used to cope with stress; lower
wellbeing; as well as lower satisfaction with life.

Summary of the Research Sample and Procedures

This online investigation used a convenience sample (N = 249) recruited using a
social marketing campaign. The social marketing campaign involved the use of social
media, including posts on LinkedIn, Twitter, Facebook, text messaging and emails. The
campaign included spreading the word about the study incentive, as shown below, via the
central message of the campaign: “CLICK ON: https://tinyurl.com/NURSEVOLUNTEERS-NEEDED TO TAKE SHORT SURVEY (10-12 min) if a U.S. Nurse
Providing Direct Care to COVID-19 Patients -- for a chance to win 1 of 3 ($300, $200,
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$100) Amazon gift cards.” The social marketing campaign also relied on snowballing,
which occurred as study participants informed others of the opportunity.

Summary of the Research Instrumentation

Data was collected using a survey (see Appendix G) developed by the Principal
Investigator, Sasha Harry, in conjunction with her dissertation sponsor, Professor of
Health Education, Dr. Barbara Wallace, Director of the Research Group on Disparities in
Health (RGDH), Teachers College, Columbia University. Sections of the study were
adapted from surveys previously used by fellows of the RGDH, while others were wellestablished and validated tools that have generated findings published in the literature, as
follows:


Part I: Basic Demographics (BD-13)



Part II: Personal Health Background—Current and Before Pandemic
(PHB-CABP-11)



Part III: Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before
and During the COVID-19 Pandemic (PSENT-FR-BDCP-4)



Part IV: Single Item Rating of Risk of Providing Socially Desirable
Responses (SIR-RPSDR-1)



Part V: Perceived Social Support Scale (PSSS-1)



Part VI: Perceptions of Work Setting (PWS-8)



Part VII: Rating the Work Climate (RWC -5)



Part VIII: Oldenburg Burnout Inventory (OBI-16)



Part IX: Perceived Stress Scale (PSS-4)
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Part X: Alcohol and Drug Use for Stress Coping—Current and
Pre-Pandemic (ADU-SC-CAP-2)



Part XI: Retrospective Insomnia, Depression, Anxiety, and Trauma Scale
(R-DATS-5)



Part XII: WHO (Five) Well-Being Index (WF-WBI-5)



Part XIII: The Abbreviated Version of the Satisfaction with Life Scale
(SWLS-3)



Part XIV: Open Ended Questions on COVID-19 Supports Needed for
Nurses, Innovations in Nursing, and Stress Coping Strategies (OEQ-CSNNASCS-3)

Summary of Data Management and Data Analysis

Data from the online surveys were transferred from Qualtrics to SPSS. Data were
analyzed using the latest available version of SPSS (i.e., SPSS 26.0). Data analysis
included: the use of descriptive statistics to characterize the sample; the use of inferential
statistics (i.e., Pearson correlation, independent t-tests) to ascertain relationships between
the study outcome variables and the selected independent variables derived from the
study survey Parts; and backward stepwise regression to determine significant predictors
of the study outcome variable of burnout.
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Summary of the Results of Data Analysis

Study participants (N = 249) were a convenience sample of nurse volunteers age
22 or above who completed the study survey. Initially, 273 nurses who took the survey,
while 9 nurses were eliminated for lacking contact with patients during the pandemic or
not working in nursing, or for believing COVID-19 was a hoax. Hence, the potential
study sample of 264 nurses was reduced by 15 nurses for not completing the entire
survey and lacking data for the primary outcome variable (i.e., Burnout Inventory).
Hence, the final number of completed surveys was 249. Of note, the only significant
difference between study completers (n = 249) and study non-completers (n = 15)—
(t = 2.416, df = 14.844, p = 0.029)—involved study non-completer having a higher
annual household incomes; perhaps they lacked interest in the study prizes of $300, $200,
or $100 Amazon gift cards for those who completed the entire survey and entered their
email address at the end to enter a raffle for these prizes (i.e., 3 in 250 chance of
winning).

Findings on Nurses’ Demographics
The online convenience sample (n = 249) of nurses was 68.7% female (n = 171),
31.3% male (n = 78), with a mean age of 32.17 years (SD = 7.385, min = 22, max = 62)
and 85.9% (n = 214) born in the U.S. Nurses were 69.1% white (n = 172), 11.2% Black
(n = 28), 9.2% Asian (n = 23), 8.8% Hispanic (n = 22), and 6.0% American
Indian/Alaska Native (n = 15). Some 50.2 % were single (n = 125), 40.2% were married
(n = 100), and 62.2% (n = 155) had no children. In the past year, all nurses had treated
COVID-19 patients, with 45.0% (n = 112) doing so in the emergency department and
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36.9% (n = 92) in an intensive care unit (ICU) while most were employed full time
(88.4%, n = 220) in a hospital/medical center (78.3%, n = 195) or skilled nursing facility
(28.1%, n = 70). The mean number of years working in nursing was 2 to 4 years
(category 2.94, SD = 1.579, min = 1, max = 9), while their current mean annual
household income was between $100,000 to $199,999 (for category 3, SD = 1.193,
min = 1, max = 8).
With regard to the sample’s responses on the survey parts that follow, it may be
kept in mind that the sample had a low-moderate risk of providing socially desirable
responses with a mean of 4.41 (SD = 0.600, min = 0, max = 10)—as a variable controlled
for in the final regression analysis.

Findings on Nurses’ Health, Self-Efficacy and Fear Working in the Pandemic
First, for health, responses on the Personal Health Background—Current and
Before Pandemic (PHB-CABP-11) scale, showed a mean body mass index (BMI) of
21.919 (SD = 7.425, min = 6.42, max = 48.90) for a normal weight. Over one third
(35.3%, n = 88) had gained weight during the pandemic, while 21.3% (n = 53) had lost
weight. COVID-19 had personally impacted them, as 28.5% (n = 71) reported having had
COVID-19, and 16.1% (n = 40) had tested positive for COVID-19 more than once in the
past year.
Their health had also suffered during the pandemic, becoming worse. Findings
showed a statistically significant difference (t = 10.885, df = 248, p = .000) using paired
sample t-tests comparing overall physical health status before the pandemic (mean =
4.66, SD = 0.945) versus during the pandemic (mean = 4.02, SD = 1.037), indicating
worse physical health during the COVID-19 pandemic. Similarly, for overall
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mental/emotional health status, there was a significant difference (t = 12.886, df = 248, p
= .000) between mental/emotional health status before the pandemic (mean = 4.68, SD =
0.964) versus during the pandemic (mean = 3.66, SD = 1.149), indicating a diminished
mental/emotional health status during the COVID-19 pandemic.
The experience of performing nursing tasks during the pandemic was also
characterized by a diminished level of self-efficacy and greater fear. Findings with the
Perceived Self-Efficacy for Nursing Tasks and Fear Ratings Before and During the
COVID-19 Pandemic (PSENT-FR-BDCP-4) scale were telling. There were statistically
significant differences (t = 4.829, df = 248, p = .000) using paired sample t-tests when
comparing self-efficacy to perform nursing tasks before the pandemic (mean = 5.00,
SD = 1.006) versus during the pandemic (mean = 4.71, SD = 1.006), indicating a lower
self-efficacy during COVID-19. Second, when comparing level of fear when performing
nursing tasks, there was a significant difference (t = -7.339, df = 248, p = .000) between
level of fear before the pandemic (mean = 3.41, SD = 2.743) versus during the pandemic
(mean = 4.65, SD = 2.742), indicating a higher level of fear performing nursing tasks
during the COVID-19 pandemic.

Findings on Nurses’ Social Support, Work Setting, and Work Climate
Nurses apparently negotiated the pandemic with just moderate social support. For
example, on the Perceived Social Support Scale (PSSS-1) the mean was 2.45
(SD = 1.132, min = 0, max = 4) for nurses having between a mid- to high-level of social
support. For example, for having at least 2 people providing social support, 29.7%
(n = 74) of nurses indicated such mid-level social support.
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Perhaps most importantly, with or without adequate social support in their lives,
nurses had to negotiate the work setting during the pandemic. In this regard, the
Perceptions of Work Setting (PWS-8) scale had a Cronbach’s Alpha of .764 for fairly
good internal consistency, while revealing nurses’ perceptions of their work setting for
issues such as safety and concerns at work; here, the reported mean was 3.5027 (SD =
0.736, min = 1.33, max = 5.00) for a moderate level of concern. For example, 53.4%
(n = 133) endorsed “agree” to the item “I have the support I need from other personnel to care
for patients.”

Providing an additional window into what was happening for nurses in the work
setting, the study used The Rating the Work Climate (RWC-5) scale with a Cronbach’s
Alpha of .870 for very good internal consistency. Findings showed a Global mean of
2.006 (SD = 1.233, min = .00, max = 5.00), suggesting the work climate was “to some
extent” less favorable than before the pandemic. For example, for the variable “Concerned
About Decision-Making Without Patient/Family Involvement,” 25.3% (n = 63) endorsed this

as being “to some extent” less favorable than before the pandemic.

Findings on Nurses’ Overall Mental Health, Well-Being, and Satisfaction with Life
The findings also provided a picture of there being substantial threats to the
nurses’ overall well-being and mental health. To measure burnout, the Oldenburg
Burnout Inventory (OBI-16) had a Cronbach’s Alpha of .810, indicating good internal
consistency. The OBI-16 had a Global mean of 2.500 (SD = 0.356, min = 1.63, max =
3.63), indicating the sample of nurses was suffering from moderate burnout. Another
dimension of nurses’ well-being was provided by examining their past month level of
perceived stress. Here, the Perceived Stress Scale (PSS-4) was used, having a Cronbach’s
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Alpha was .633 for acceptable internal consistency; the past month perceived stress mean
score was 1.873 (SD = 0.596, min = 0.00, max = 3.75), indicating a moderate level of
stress for the nurses in the past month.
Regarding the nurses’ mental health, the Alcohol and Drug Use for Stress
Coping—Current and Pre-Pandemic (ADU-SC-CAP-2) scale captured via a mean score
of 2.84 (SD = 2.788, min = 0, max = 10) how nurses used alcohol and/or drugs closest to
30% of the time to cope with stress. Of note, over one-third of the nurses (35.7%, n-89)
had increased their alcohol and/or drug use during the pandemic. Providing a composite
picture of the nurses’ experience of any mental distress, findings on the Retrospective
Insomnia, Depression, Anxiety, and Trauma Scale (R-DATS-5) used four items (i.e.,
insomnia, depression, anxiety, trauma) that were combined. The results was a mental
distress variable—with a mean of 1.93 (SD = 1.502, min = 0, max = 4) for moderate
mental distress. Of concern were how in the past year 61.0% (n = 152) of nurses
experienced insomnia, 57.4% (n = 143) experienced anxiety, 39.0% (n = 97) experienced
depression, and 35.7% (n = 89) experienced trauma, while less than a third (27.3%,
n = 68) sought out some kind of counseling in the past year.
Another snapshot of the nurses’ well-being was provided for what they had
experienced over the prior two weeks, using the WHO (Five) Well-Being Index, which
was found to have excellent internal consistency (i.e., Cronbach’s Alpha of .903). The
finding of a mean of 2.780 (SD = 1.145, min = 0.00, max = 5.00) suggested the nurses
had experienced a moderate level of well-being over the past two weeks. For example,
33.7% (n = 84) endorsed “I have felt cheerful and in good spirits” over the past two
weeks “most of the time.”
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This finding on well-being over the past two weeks might be indicative of
improvements in the pandemic, being experienced in February of 2021—relative to the
prior year of the pandemic, captured in prior questions. Hence, not surprisingly, nurses
reported a moderately high Satisfaction with life. Cronbach’s Alpha for the Satisfaction
with Life Scale (SWLS-3) was .868 for good internal consistency, while the mean was
4.695 (SD = 1.183, min = 1.33, max = 7.00) for moderately high satisfaction with life.

Findings on the Groups of Nurses Most Vulnerable to Higher Levels of Burnout
Associations were sought with the study outcome variable of a higher level of
burnout experienced on the part of nurses—revealing those groups of nurses most
vulnerable to higher levels of burnout. When comparing groups using independent t-tests,
findings showed that female nurses (mean = 2.548, SD = 0.389) suffered higher levels of
burnout compared to male nurses (mean = 2.393, SD = 0.242, t = -3.834, df = 224.394, p
= .000). And, while just approaching significance, it appeared that non-white nurses
(mean = 2.584, SD = 0.402) suffered higher levels of burnout compared to white nurses
(mean = 2.456, SD = 0.323, t = 2.536, df = 141.379, p = .012; Bonferroni Adjustment
Significance level of p <. 006, given a comparison of 8 groups).

Findings on Significant Relationships with Higher Levels of Burnout
Pearson correlations. First, relationships were explored using Pearson
correlations, in search of any significant associations with higher levels of burnout.
Findings showed the higher the level of burnout, then the: lower the rating for physical
health status during COVID-19 (r = -0.250, p = .000); lower the rating for
mental/emotional health status during COVID-19 (r = -0.445, p = .000); higher the Body
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Mass Index (BMI) (r =0.409, p = .000); higher the level of fear when performing nursing
tasks (r = 0.286, p = .000); higher the level of concerns at work (e.g. safety) (r = 0.550,
p = .000); higher the past month perceived stress (r = 0.438, p = .000); higher the past
year mental distress (i.e. symptoms of insomnia, depression, anxiety, and trauma)
(r = 0.555, p = .000); lower their well-being in the past two weeks (r = -0.554, p = .000);
lower their satisfaction with life (r = -0.437, p = .000); the higher the Global rating of the
pandemic work climate as less favorable (e.g. decision-making) compared to before the
pandemic(r = 0.245, p = .000); the higher the rating of the work climate variable as less
favorable compared to before the pandemic (r = 0.224,

p = .000); the higher the rating

of the distress variable as less favorable compared to before the pandemic (r = 0.262,
p = .000); and, the higher the rating of perceived inappropriate care variable as less
favorable compared to before the pandemic (r = 0.226, p = .000).
Backward stepwise regression results. In light of the results of the correlations,
not surprising were the results of the backwards stepwise regression that sought to
identify significant predictors of higher levels of burnout for nurses, while controlling for
social desirability and including 17 selected independent variables [i.e., 1-age
(continuous variable); 2-gender; 3-partner (yes/no—dichotomous variable); 4-children
(yes/no—dichotomous variable); 5-white race (yes/no, non-white—dichotomous
variable); 6-U.S. born (yes/no—dichotomous variable); 7-if has graduate level education
(yes/no—dichotomous variable); 8-if ever had COVID-19 (yes/no—dichotomous
variable); 9-annual household income (continuous variable); 10-years working in nursing
(continuous variable); 11-Body Mass Index (BMI—continuous variable); 12-physical
health status during the pandemic (continuous variable); 13-mental/emotional health
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status during the pandemic (continuous variable); 14-self-efficacy for nursing tasks
during the pandemic (continuous variable); 15-level of fear performing nursing tasks
during the pandemic (continuous variable); 16-extent of social support (continuous
variable); and 17-level of concerns at work (e.g. safety—continuous variable)].
The backward stepwise regression analysis found that higher burnout was
significantly predicted by: lower number of years working in nursing (B = -0.032,
p = .007); higher Body Mass Index (BMI) (B = 0.009, p = .001); higher level of concerns
at work (e.g. safety) (B = 0.143, p = .000); higher past month perceived stress (B = 0.173,
p = .000); higher past year mental distress (i.e. insomnia, anxiety, depression, trauma)
(B = 0.048, p = .001); and, lower well-being in the past two weeks (B = -0.041,
p = .030)—with 52.2% of the variance predicted by this model (R2 = 0.536, Adjusted
R2 = 0.522; F=39.562, p =.000).

Results of Qualitative Data Analysis
With regard to the body of qualitative data, findings were in response to three
questions, producing three bodies of findings, as shown below.
First, an analysis of qualitative data revealed nurses perceived needs for
resources, assistance or psychological supports, which captured 16 emergent themes
reduced into the following six categories with just one example theme, as follows:
Category I – Need for Affordable, Confidential Mental/Emotional Support and
Counseling, encompassing three emergent themes (e.g., seeking confidential,
trustworthy, un-biased sources for counseling—and on-unit or post-shift emergency
counseling); Category II – Need for Protective Equipment (PPE) and Medical
Supplies/Resources, encompassing two emergent themes (e.g., needing masks, gowns,
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personal protective equipment [PPE]); Category III – Need for Staffing Resources,
encompassing two emergent themes (e.g., needing additional ancillary staff to help ease
nurses’ workload); Category IV – Need for More Time-Off and Rewards,
encompassing three emergent themes (e.g., suggesting student debt/loan forgiveness);
Category V – Need for More Pay and Flexibility for Childcare, encompassing three
emergent themes (e.g., requesting hazard pay/bonus pay, overtime pay); and
Category VI – Need for Additional Education and Training, encompassing three
emergent themes (e.g., requesting advance preparation for dealing with pandemics and
excess deaths though education, counseling, and psychological training).
Second, an analysis of nurses’ qualitative data regarding those innovations they
witnessed during the pandemic or recommended for ongoing use and implementation led
to the identification of thirteen emergent themes that were reduced into five categories, as
follows with an example of a theme: Category I – Virtual Communication
Technology, encompassing two emergent themes (e.g., recommending use of
technology for safer patient-family and patient-staff communications—and to reduce use
of PPE (zoom, iPads, phone, FaceTime, intercoms, video chat); Category II – Need for
New Focused Education and Training, encompassing three emergent themes (e.g.,
recommending more teleconferences and remote learning); Category III -- Need for
New Ways to Improve Staffing and Perform Tasks, encompassing three emergent
themes (e.g., improving teamwork and collaboration, including creative staffing and
online meetings); Category IV – Need for More Advanced Technology, encompassing
three emergent themes (e.g., improving wireless technology and ensuring compatibility
of communication systems, or standardizing systems); and, Category V – Need to
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Implement Distancing Procedures for Better Infection Control and to Reduce Use of
PPE, encompassing two emergent themes (e.g., Placement of equipment outside of
rooms to decrease risk of exposure to infection and reduce use of PPE).
Third, of great interest were those strategies used by nurses to cope with the
inordinate stress of working during the COVID-19 pandemic, giving rise to 13 emergent
themes within 5 categories, with an example, as follows: Category I – Use of Social
Support, encompassing two emergent themes (e.g., receiving support from co-workers,
including debriefing, laughing, crying, and venting); Category II – Self-Care Activities
encompassing five emergent themes (e.g., selecting activities for relaxation, pleasure,
and satisfaction; Category III – Received Mental Health Treatment or Other
Counseling, encompassing two emergent themes (e.g., participating in mental health
treatment; Category IV – Sense of Duty, Responsibility, and Other Motivating
Beliefs, encompassing two emergent themes (e.g., feeling a sense of duty and
responsibility; and, Category V – Use of Alcohol and/or Medication, encompassing
two emergent themes (e.g., using medication and/or alcohol).
In this manner, the emergent themes were readily placed within summary
hierarchical categories.

Discussion of Results

Discussion of Findings on Nurses’ Demographic Characteristics
The online cross-sectional mixed methods research used email invitation and
social media recruitment strategy and an array of tools to investigate predictors of
burnout for frontline nurses treating COVID-19 patients during the COVID-19 pandemic.
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The online convenience sample (n = 249) of nurses all treated COVID-19 patients in the
past year—with 45.0% (n = 112) in the emergency department and 36.9% (n = 92) in
intensive care. Nurses were 68.7% female (n = 171) with a mean age of 32.17 years
(SD = 7.385, min = 22, max = 62), as well as mostly white (69.1%, n = 172). The
research of Stokes et al. (2017) on recruiting nurses for an online survey using Facebook
and LinkedIn reported how the advantages of online research included rapid recruitment,
cost-efficiency, and benefitting from snowballing effects. This was substantiated in the
present study where, as a result of a social media campaign and use of email, recruitment
to the study sample (n = 249) occurred rapidly in just 11 days—between January 27 and
February 6, 2021.
When comparing demographic characteristics to Stokes et al. (2017), that prior
study reported a mostly female sample (91%) with a mean age of 37. This is comparable
to the present study where the mean age was 32.17 years, being slightly younger, with
69.1% female. According to a 2017 National Nursing Workforce Survey, in general, the
nursing workforce is comprised of 90.9 % of females (Smiley et al., 2019).
The present sample’s demographics can be compared to other Pandemic era
studies. For example, with a large sample (n = 1257) of healthcare professionals engaged
in the treatment of COVID-19 patients in China, the majority were female (76.7%) and
nurses (60.8%) (Lai et al., 2020, p. 10). In another survey of healthcare workers during
the COVID-19 pandemic, “women comprised 70.9% of the sample,” and 46.8% were
between 25 to 34 years of age (Shechter et al., 2020, p. 3). The proportion of whites
(69.1%) in the present study is slightly higher than the 59.6% of whites in the Shechter
et al. (2020) study.
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The sample mean household income in the present study was $100,000 to
$199,999, which is higher than the mean annual household income range of $50,000 to
$99,999 reported by Laryea (2019) in an online study with a convenience sample of
nurses (n = 190) surveyed for adherence to guidelines on pressure ulcer prevention and
treatment. The present study’s higher annual household income may reflect the type of
nursing practice/specialization (i.e., where frontline nurses worked during the COVID-19
pandemic); of note, in the present study, 45% of nurses worked in the emergency
department, 36.9 % in the ICU (intensive care unit).
The ICU work setting reported in the present study by 36.9% of the nurses was
comparable to 39.9% working in the ICU in the Shechter et al. (2020) study (p. 3).
However, the prominence of working in the emergency department (45%) setting in this
study was much higher compared to the 11.2% in the Shechter et al. study—likely
reflecting the nature and requirements of the COVID-19 pandemic. Working primarily in
the emergency department or ICU may also explain the difference in mean number of
years working in nursing which was 2-4 years in this study, versus 8-10 years for nurses
working on various units within the Laryea (2019) study.
In this study, for type of healthcare setting nurses worked, 78.3% reported
“hospital or medical center,” which was slightly higher than the 71.1% who worked in
such a setting in the Laryea (2019) study. Also the secondary setting nurses worked in for
this study was a skilled nursing facility at 28.1% in the present study, which was higher
than the 15.3% reported for a skilled nursing facility in the Laryea study.
Regarding social desirability, Laryea (2019) found with her sample of nurses that
the risk of providing socially desirable responses was a mean of 6.61 (SD = 3.07, min =
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0, max = 10) for a moderately high level of social desirability. In contrast, using the exact
same measure as Laryea (2019), in the present study, the sample’s risk of providing
socially desirable responses was 4.41 (SD = 0.600, min = 0, max = 10) for a lowmoderate level of social desirability.
All these sample characteristics may be kept in mind when discussing the
additional study findings. Thus far, what emerges is how the study’s sample was
composed of mostly white females who worked in the emergency room or in the ICU,
within a medical center, while having a mean of 2-4 years in their profession—yet facing
the inordinate stress of working on the front-lines of the COVID-19 pandemic.

Discussion of Findings on Nurses’ Overall Health While Working in the Pandemic
Additional findings from the present provide a picture of how nurses experienced
their health during the pandemic, while clearly suffering a negative impact. Prior research
had substantiated how front-line care providers around the world have become infected
with COVID-19 and had to quarantine, while many have been hospitalized for
COVID-19 infection (Braquehais et al., 2020). Healthcare professionals around the world
who had close contact with COVID-19 patients have also died (Sant’Ana et al., 2020). In
the present study, 28.5% (n = 71) reported they had COVID-19, with 16.1% (n = 40)
indicating that they tested positive for COVID-19 more than once, or twice in the past
year; and, another 9.6% (n = 24) were not sure if they had COVID-19. Another 4.8%
(n = 12) were even suffering with long COVID-19, while 5.2% (n = 13) were not sure if
they had long COVID-19. This study also included a broad general rating of physical
health status. Using paired t-tests comparing scores for before versus during the
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pandemic, nurses’ physical health status was significantly worse during the pandemic
(p < .000).
Many researchers have focused on the risks to healthcare professionals during the
COVID-19 pandemic as involving mental health symptoms (Greenberg et al., 2020). In
the present study, using paired t-tests comparing scores for before versus during the
pandemic, nurses rated their mental/emotional status as significantly worse during the
pandemic (p < .000). In addition, in the present study the nurses reported moderate
mental distress over the past year (mean = 1.93, SD = 1.502, min = 0, max = 4), while
61.0% (n = 152) reported insomnia, 57.4% (n = 143) anxiety, 39% (n = 97) depression,
and 35.7% (n = 89) trauma. Others found “during COVID-19 and previous international
health crises such as SARS and MERS” symptoms of “sleep disturbances, stress, anxiety,
and fear of contagion” among healthcare professionals (Badahdah et al., 2020, p. 1).
Similarly, Azoulay et al. (2020) found with healthcare professionals from 85 countries
who were intensive care unit specialists (and members of the European Society of
Intensive Care Specialists) that 46.5% reported symptoms of anxiety and 30.2% reported
symptoms of depression. The present study’s findings are also comparable to findings by
Braquehais et al. (2020) who found that health care professionals during the pandemic
reported “a high prevalence of anxiety (ranging from 30% to 70%) and depressive
symptoms (20-40%)” (p. 2). Of note, only 27.3% (n = 68) of nurses in the present study
received counseling in the past year. The qualitative data substantiated how nurses coped
with the stress of working during the pandemic via Category III – Received Mental
Health Treatment or Other Counseling, encompassing the sample emergent theme of
participating in mental health treatment.
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Discussion of Findings on the Impact of the Work Setting and Climate
Prior research noted how the pandemic was increasing “work demands on
healthcare professionals,” causing psychological distress (Azoulay et al., 2020, p. 1).
Nurses in the present study reported a moderate level of concern about their work setting,
such as regarding safety (mean = 3.503, SD = 0.736, min = 1.33, max = 5.00). Similarly,
this study found a Global mean of 2.006 (SD = 1.233, min = .00, max = 5.00), suggesting
the work climate was “to some extent” less favorable than before the pandemic, including
the experience of less favorable decision-making. This finding with nurses supports prior
findings with physicians; specifically, those physicians reporting any anxiety (45.6%),
depression (30.2%) or severe burnout symptoms (51%) provided significantly lower
ratings for their work places’ ethical climate or the quality of the decision-making in their
work settings (Azoulay et al., 2020, p. 5).
In the present study, nurses also experienced fear when performing nursing tasks
in the work setting, such that their fear level was significantly higher during the pandemic
in comparison to before the pandemic (p < .000). In this regard, Hu et al. (2020) found
that a majority (91.2%) of nurses working on the frontline during the pandemic reported
moderate to high levels of fear, as well as anxiety and depression. Satici et al. (2020)
found the fear of COVID-19 was negatively correlated with life satisfaction—along with
significant “positive correlations between the fear of COVID-19, depression, anxiety, and
stress” (p. 7).
Not surprisingly, in this study, nurses’ self-efficacy for performing nursing tasks
in their work setting was also significantly lower during the pandemic compared to
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before the pandemic (p < .000). Hu et al. (2020) found nurses with “better self-efficacy
and resilience” had “less mental health problems” (p. 9).

Discussion of Findings on Well-Being, Satisfaction with Life, Stress and Coping
Others have focused on healthcare professionals’ well-being during the
COVID-19 pandemic, and especially the need to protect it (Amin, 2020). Following the
Amin study’s focus, the present study examined well-being, finding that nurses reported
moderate well-being over the past two weeks.
Prior research also examined the protective role of satisfaction with life when
studying perceived stress (Gori et al., 2020). Nurses in the present study had a moderately
high satisfaction with life, as well as moderate levels of past month mean perceived stress
(PSS-4 mean = 1.874, SD = 0.596, min = 0.00, max =3.75). In this manner, the present
study followed Gori et al. in using both the Satisfaction with Life Scale as well as the
Perceived Stress Scale (i.e., Italian versions). Gori et al. found “the protective role of
satisfaction with life on perceived stress” (p. 6); and their findings also “showed an
indirect pathway in which satisfaction with life was positively related to approach coping
and positive attitude” and to the use of “mature defense mechanisms” (p. 7).
Regarding coping strategies, in the present study, nurses used alcohol/drugs
closest to 30% of the time to cope with stress (mean = 2.84, SD = 2.788, min = 0,
max = 10), while 35.7% (n = 89) increased the use of drugs/alcohol during the pandemic.
This was likely a way to cope with the increased stress in their lives during the pandemic,
as also suggested by the qualitative data; therein, an emergent category encompassing
themes for how nurses coped with the inordinate stress of the pandemic was Category V
– Use of Alcohol and/or Medication, encompassing the emergent theme of using
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medication and/or alcohol. More mature defense mechanisms, or ways of coping were
also found via the qualitative data, such as in Category II – Self-Care Activities with the
sample emergent theme of selecting activities for relaxation, pleasure, and satisfaction.

Discussion of Findings on Social Support and Coping
Brooks et al. (2018) had also noted the importance of providing support to
healthcare professionals to support their well-being. Nurses in the present study
negotiated the pandemic with just moderate social support. The qualitative data also
revealed how nurses coped with pandemic stress via Category I – Use of Social
Support, with the sample emergent theme of receiving support from co-workers,
including debriefing, laughing, crying, and venting. This study’s quantitative and
qualitative data can be considered in light of the findings from Hu et al. (2020) who
assessed frontline nurses during the COVID-19 pandemic. Hu et al. found that the more
social support nurses had, then the lower their depression, anxiety, and fear (Hu et al.,
2020). Raudenská et al. (2020) emphasized how social and peer support were also
identified as potential protective factors against the impact of trauma and for overall
mental wellbeing.

Discussion of Findings on Burnout
Raudenská et al. (2020) also discussed how burnout “includes anxiety,
depression, lower satisfaction and care quality, as well as PTSD and increased suicide
rate” (p. 4). In support of this likely constellation of symptoms within the occupational
burnout syndrome, it was found in the present study that nurses during the COVID-19
pandemic had many factors associated with burnout. Findings in this study showed that
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the higher the level of burnout, then the lower the rating for mental/emotional health
status during COVID-19 (r = -0.445, p = .000), the higher the past year mental distress
(i.e., symptoms of insomnia, depression, anxiety, and trauma) (r = 0.555, p = .000), the
higher the past month perceived stress (r = 0.438, p = .000), the lower their well-being in
the past two weeks (r = -0.554, p = .000), and the lower their satisfaction with life
(r = -0.437, p = .000).
Beyond negative indicators of a mental/emotional health status being highly
correlated with a higher level of burnout, there were other noteworthy correlations. Other
correlations revealed the negative impact of the stress of working on the front-lines
during the pandemic as being wide-ranging. For example, the higher the nurses’ level of
burnout, then the lower the rating for physical health status during COVID-19
(r = -0.250, p = .000), the higher the Body Mass Index (BMI) (r = 0.409, p = .000), the
higher the level of fear when performing nursing tasks (r = 0.286, p = .000), and the
higher the level of concerns at work (e.g. safety) (r = 0.550, p = .000).
Nurses’ experience of burnout has been reported in prior pandemics (i.e., Middle
East respiratory syndrome coronavirus, or MERS-CoV), making it clear that nurses are
vulnerable to burnout at rates as high as 92.8% (N = 240), as per findings with emergency
department nurses across eight hospitals in Korea (Kim & Choi, 2016, p. 298). The
present study expands on these prior findings by identifying a sub-group of nurses in the
COVID-19 pandemic as being particularly vulnerable to burnout. When comparing
groups on the outcome variable of higher level of burnout, using independent t-tests,
findings showed that female nurses (mean = 2.548, SD = 0.389) suffered higher levels of
burnout compared to male nurses (mean = 2.393, SD = 0.242, t = -3.834, df = 224.394,
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p = .000). Of note, 40.2% (n = 100) of nurses were married, and 37.8% (n = 94) had
children. Wang et al. (2020) speculated with regard to how, “in addition to their
professional roles, women take on the social role of the lead caregiver in the family,”
potentially resulting in women being more prone to anxiety” (p. 20)—or, as in this study,
more vulnerable to higher levels of burnout.
Most informative regarding factors related to higher levels of burnout were the
results of the regression analysis. The backward stepwise regression analysis found that
higher burnout was significantly predicted by: lower number of years working in
nursing, higher Body Mass Index, higher level of concerns at work (e.g. safety), higher
past month perceived stress, higher past year mental distress (i.e., insomnia, anxiety,
depression, trauma), and, lower well-being in the past two weeks—explaining 52.2% of
the variance via this model (R2 = 0.536, Adjusted R2 = 0.522). Of note, being female,
was not a significant predictor of higher burnout, despite it having been anticipated, and
despite the prior significant correlation. Yet, the regression model was successful in
explaining a substantial proportion of the variance when predicting higher level of
burnout, while controlling for social desirability. Hence, as per the recommendations of
Raudenská et al. (2020), the Oldenburg Burnout Inventory (OBI) was a useful tool in
research during the COVID-19 pandemic with healthcare professionals. The OBI allowed
this study with a sample of front-line nurses to build upon prior findings of high levels of
burnout for staff during the COVID-19 pandemic (e.g., Azoulay et al., 2020; Hu et al.,
2020; Trumello et al., 2020)—just as in a prior MERS pandemic (i.e., Kim & Choi,
2016).
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Recommendations to Improve the Field of Nursing
Other findings provide recommendations for what can be done to relieve the
stress of the pandemic for nurses currently working in the ongoing pandemic and in
future pandemics—including toward the goal of preventing the burnout syndrome. These
recommendations include nurses sharing what they witnessed as innovations that arose
during the pandemic, or what became evident as being vitally needed for nurses. Perhaps
most obvious, and arising from the qualitative data was the following: Category I –
Need for Affordable, Confidential Mental/Emotional Support and Counseling, with
the sample theme of seeking confidential, trustworthy, un-biased sources for
counseling—and on-unit or post-shift emergency counseling.
Other qualitative data reflected prior recommendations offered by Fernandez et al.
(2020) regarding how there is a need for nurses to “receive clear, concise and current
information about best practice nursing care and infection control, as well as sufficient
access to appropriate PPE to optimise their safety”—in addition to “adequate staffing”
being “essential to ensure that nurses are able to take breaks during shifts” and “take
leave when they are ill” (p. 14). In this regard, consider the following qualitative
findings: Category II – Need for Protective Equipment (PPE) and Medical Supplies/
Resources, as in the sample theme of needing masks, gowns, personal protective
equipment (PPE); Category III – Need for Staffing Resources, as per the sample
theme of needing additional ancillary staff to help ease nurses’ workload; Category IV
– Need for More Time-Off and Rewards, illustrated with the sample theme of
suggesting student debt/loan forgiveness; Category V – Need for More Pay and
Flexibility for Childcare, as per the sample theme of requesting hazard pay/bonus pay,
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overtime pay; and, Category VI – Need for Additional Education and Training, with
the sample theme of requesting advance preparation for dealing with pandemics and
excess deaths though education, counseling, and psychological training. All of these
recommendations are important, given what Greenberg et al. (2020) have asserted: Post
COVID-19, as the crisis recedes, there is a need for healthcare managers to “ensure that
time is made to reflect on and learn from the extraordinarily difficult experiences”
(Greenberg et al., 2020, p. 2). The emergent themes from this study provide vital
information for healthcare managers to act upon.
Others have perceived the “dire need to put aggressive maneuvers in place to
resolve all possible stressors” and assure good mental health among healthcare providers
(Khan et al., 2020, p. 1). The nurses in the present study have provided multiple
suggestions for what should be put in place, post-pandemic, as embodied in the
categories with themes, as follows: Category I – Virtual Communication Technology,
as in the sample theme of recommending use of technology for safer patient-family and
patient-staff communications—and to reduce use of PPE (zoom, iPads, phone, FaceTime,
intercoms, video chat); Category II – Need for New Focused Education and Training,
as in the sample theme of recommending more teleconferences and remote learning;
Category III -- Need for New Ways to Improve Staffing and Perform Tasks, with
the illustrative theme of improving teamwork and collaboration, including creative
staffing and online meetings; Category IV – Need for More Advanced Technology,
with the sample theme of improving wireless technology and ensuring compatibility of
communication systems, or standardizing systems; and, Category V – Need to
Implement Distancing Procedures for Better Infection Control and to Reduce Use of
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PPE, as per the sample theme of placement of equipment outside of rooms to decrease
risk of exposure to infection and reduce use of PPE.
Hence, the nurses emerged as deeply invested in improving the field of nursing, as
it may be benefit from the innovations witnessed during the pandemic, or discovered as
needed to improve the field of nursing, and as preparation for future pandemics. The
contribution of the nurses is not surprising, given what was also found in exploring how
the nurses coped during the pandemic: i.e., from the qualitative data Category IV –
Sense of Duty, Responsibility, and Other Motivating Beliefs, with the sample theme of
feeling a sense of duty and responsibility. This finding was not surprising, given how
others have discussed nurses’ sense of “duty to do good for patients” and “the duty of
care,” as well as the obligation to “alleviate suffering, restore health and respect the rights
and dignity of every patient” (McKenna, 2020, p. 1). Thus, the recommendations offered
by nurses and captured in the qualitative data’s categories and emergent themes should be
taken seriously, for a very good reason. This involves “the unwritten psychological
contract between” healthcare professionals, their supervisors, and members of the public
that nurses “will give their all to save lives”; and. in return, the nation should do “all it
can to protect their mental health through the provision of proper support” (Greenberg,
2020, p. 426). Hence, this study’s findings have implications for what hospitals, medical
centers, and nursing homes need to provide to nurses during and after the COVID-19
pandemic—and as preparation for future pandemics.
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Implications for Future Research

The purpose of the study was to identify significant predictors of burnout for frontline nurses working during the COVID-19 pandemic in the United States. The study
findings have implications for future research. The Oldenburg Burnout Inventory
(OBI-16) had a Cronbach’s Alpha of .810, indicating good internal consistency, while as
the study outcome variable, it served as an excellent tool for conducting research with
nurses during the pandemic. Future research should continue to use this tool, along with
other tools. For example, the newer and shorter four-item version of the Perceived Stress
Scale (PSS-4) had a Cronbach’s Alpha was .633 for acceptable internal consistency—
while helping to reduce the burden of time upon nurses working during a pandemic.
To further reduce the burden of time, this study also shortened a prior tool: i.e.,
Sexton et al.’s (2006) Safety Attitudes: Frontline Perspectives from this Patient Care
Area questionnaire (SAQ). This resulted in the new shorter tool, the Perceptions of Work
Setting (PWS-8) scale, which had a Cronbach’s Alpha of .764 for fairly good internal
consistency. The new shorter scale focused on concerns at work, such as safety concerns.
This tool may also be used in future research with nurses, while having the advantage of
only using 8 items.
As a new tool created for this study, being based on a review of literature, the
Rating the Work Climate (RWC-5) scale had a Cronbach’s Alpha of .870 for very good
internal consistency. This new tool five-item scale has value in future research where
nurses may be coping with a less favorable work climate in comparison to pre-pandemic
settings. As time goes by, there may continue to be less favorable work climates postpandemic, suggesting a role for this new tool.
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Also recommended for use in future research is another short, five-item scale.
More specifically, Cronbach’s Alpha for the WHO (Five) Well-Being Index
(WF-WBI-5) was .903 for high internal consistency. In the same manner, the
Abbreviated Version of the Satisfaction with Life Scale (SWLS-3) with just 3 items had a
Cronbach’s Alpha of .868 for good internal consistency. These well-known tools in their
short versions contributed a great deal to this study.
In sum, the package of measures combined for use in the present study are highly
recommended for use in future research with nurses, while being sensitive to the realities
of nurses working during a pandemic. Finally, online research using the kind of social
media campaign devised for use in this study, including the use of snowballing, is highly
recommended—as the study sample was obtained in just 11 days, for rapid data
collection, while asking nurses to provide a mere 10-12 minutes of their time.
Future research using the same package of measures and study methodology and
procedures—as detailed in Chapter III, should seek a larger sample that includes many
more non-white nurses. This may permit further investigation of a non-significant trend
found in this study where non-whites appeared to experience a higher level of burnout
compared to whites. If this finding were substantiated and found to be significant with a
larger sample—and ideally a nationally representative sample in a grant-funded study—
then, targeted interventions might result for this sub-group of nurses. Also, a larger
sample might substantiate the significant correlation between being female and a higher
level of burnout, in comparison to men—which did not hold up in the regression. The
result might be nursing seeking to implement the innovation of both racial-ethnic and
gender sensitive supports for sub-groups of nurses.
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Limitations of the Study

This study was a cross-sectional study by design carried out at one point in time to
investigate the associations between risk factors/predictors and the outcome of interest—
higher levels of burnout for front-line nurses during the COVID-19 pandemic. The study
used a convenience sample which suffers from several biases, including selection bias. In
the absence of a known sampling frame and random sampling, the inherent bias in
convenience sampling means that the sample is unlikely to be representative of the
population being studied. This may introduce some level of sampling error and
undermines the ability to make generalizations from the study sample to the study
population as a whole. The study used self-reported data with the possibility of
participants providing socially desirable responses—even as this was controlled for in the
regression. The questionnaire asked at the same moment in time for nurses to rate
themselves on variables for before and during COVID-19, such that recall bias can occur
as participants may have minimized or exaggerated their responses.
Moreover, the study was also conducted online which requires access to computers
and the Internet to complete the study survey. Potential participants who did not have
online access were excluded from the study whereas those who wanted to volunteer
might have been overrepresented. It is possible that nurses experiencing less stress at
work were those able to complete the survey, since they had the time or inclination to
volunteer. The most distressed nurses suffering the highest levels of burnout may have
found it impossible to volunteer even 8-10 minutes of their time. This consideration is
important, given data was collected during the height of the COVID-19 pandemic in the
United States (i.e., January-February 2021). On the other hand, it is also possible that
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other nurses able to spare the time to complete the survey may have had other
characteristics, such as being in quarantine, or sick in isolation with COVID-19. A grant
funded study might permit conducting a more robustly designed observational study with
higher internal and external validity—as an important study component.
Other study limitations involved the use of backward stepwise regression, while
Chapter IV provide a discussion of the pros and cons, including the potential for overfitting the sample.
Lastly, the use of a study incentive (i.e., a $300, $200, or $100 gift certificate for
use on www.amazon.com) may have attracted a certain audience willing to complete the
study for the possibility of being 1 in 250 to receive one of the above prizes. Of note,
study non-completers (n = 15) had a higher income compared to study completers
(n = 249). Results may be biased, due to the reasons why some people choose to take part
in the survey and some did not.

Conclusion

The problem that this study addressed was the need to acknowledge the current
and future needs of front-line nurses working closely with COVID-19 patients in the
pandemic within the United States.
The intent was to uncover the predictors of burnout. In documenting the needs of
nurses, this study aimed to investigate the experiences of nurses on the front-line during
the COVID-19 pandemic, in order to arrive at recommendations for meeting their current
and future needs associated with any experience of burnout with associated psychological
impacts, including to their well-being and satisfaction with life.
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The research was framed by numerous theories, including Freudenberger’s (1974,
1986) original burnout syndrome, Bandura’s (1977, 1982) self-efficacy, and the stress
and coping theory advanced by Lazarus (1966) and Lazarus and Folkman (1984, 1987).
This framework emerged as having value, having directed the creation of the survey tool.
Findings showed the online convenience sample (n = 249) of nurses all treated
COVID-19 patients in the past year—with 45.0% (n = 112) in the emergency department
and 36.9% (n = 92) in intensive care. Nurses were 68.7% female (n = 171) with a mean
age of 32.17 years (SD = 7.385, min = 22, max = 62), as well as mostly white (69.1%,
n = 172). Some 28.5% (n = 71) had COVID-19 with 16.1% (n = 40) testing positive more
than once in the past year.
Using paired t-tests comparing scores for before versus during the pandemic, their
physical health status and mental/emotional status were each significantly worse during
the pandemic (p < .000), their level of self-efficacy for performing nursing tasks was
significantly worse during the pandemic (p < .000), and their fear level was significantly
higher during the pandemic (p < .000). Nurses negotiated the pandemic with just
moderate social support, while having moderate work setting concerns (e.g., safety), and
rating the work climate as “to some extent” less favorable than before the pandemic.
Nurses suffered moderate burnout using the Oldenburg Burnout Inventory
(OBI-16 mean = 2.50, SD = 0.36, min = 1.63, max = 3.63)—while females suffered
higher burnout than males (p = .000) and non-whites higher burnout than whites
(p = .012). Past month mean Perceived Stress Scale scores were moderate (mean = 1.874,
SD = 0.596, min = 0.00, max = 3.75). Nurses used alcohol/drugs closest to 30% of the
time to cope with stress (mean = 2.84, SD = 2.788, min = 0, max = 10), while 35.7% (n-
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89) increased use during the pandemic. They reported moderate mental distress over the
past year (mean = 1.93, SD = 1.502, min = 0, max = 4), while 61.0% (n = 152) reported
insomnia, 57.4% (n = 143) anxiety, 39.0% (n = 97) depression, 35.7% (n = 89) trauma,
and 27.3% (n = 68) received counseling. Nurses reported moderate well-being over the
past two weeks, and moderately high satisfaction with life.
Backward stepwise regression found higher burnout significantly predicted by:
less years working in nursing (B = -0.032, p = .007); higher Body Mass Index (B = 0.009,
p = .001); more concerns at work (e.g., safety) (B = 0.143, p = .000); higher past month
perceived stress (B = 0.173, p = .000); higher past year mental distress (B = 0.048, p =
.001); and, lower past two weeks’ well-being (B = -0.041, p = .030)—with 52.2% of the
variance predicted (R2 = 0.536, Adjusted R2 = 0.522; F=39.562, p =.000).
Qualitative data revealed important recommendations. Qualitative data revealed
themes which highlighted supports and resources needed now, during the COVID-19
pandemic and for long-term recovery from working on the frontline during the pandemic;
innovations in nursing experienced and suggested ways to improve nursing beyond the
pandemic; and, coping strategies that worked best for nurses during the pandemic.
Although there were several limitations noted, the study findings emerge as
important in informing governments, health care organizations, leaders and managers
regarding the current and future needs of nurses treating COVID-19 patients during the
pandemic and beyond.
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Appendix B
The Study Email

INVITING FRONTLINE NURSES WHO HAVE WORKED WITH COVID-19
PATIENTS DURING THE U.S. PANDEMIC TO
VOLUNTEER FOR A 10-12 MINUTE SURVEY
FOR A 1 IN 250 CHANCE TO WIN 1 OF 3 AMAZON GIFT CARDS
FOR $300, $200, OR $100
IRB Protocol Number 21-126
The Research Group on Disparities in Health (RGDH) within the Department of Health
and Behavior Studies at Teachers College, Columbia University, in New York, New
York is conducting a study. This study seeks front-line nurses engaged in direct care with
COVID-19 patents during the pandemic within the United States. We are seeking to
understand factors related to burnout for frontline nurses, and to identify the current and
future needs of nurses, given nurses’ unique experiences of severe occupational stress
during the pandemic. Findings may have implications for what hospitals, medical centers,
and nursing homes need to provide nurses both during and after the pandemic.






Participation in this survey is limited to the first 250 volunteers
Completing the online survey takes about 10-12 minutes
Those who complete the survey will have a 3 in 250 chance of winning 1 of 3
Amazon gift cards for $300, $200, or $100
Please click on the link below to view the informed consent, learn
about your rights as a participant and proceed to the survey.
We also invite you to forward this email to others who may be willing to
volunteer, or send them a text message, or tweet out the message, below:

CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to COVID-19
Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift cards.
THANK YOU FOR YOUR PARTICIPATION!
If you have any questions or would like to have additional information about the study,
please contact:
Sasha Harry, MPA, Doctoral Candidate, Department of Health and Behavior Studies,
Teachers College, Columbia University, Box 114, 525 W. 120th Street, New York, NY
10027; Sh3404@tc.columbia.edu;

161
BARBARA C. WALLACE, Ph.D., Director, Research Group on Disparities in Health,
Professor of Health Education, Clinical Psychologist, Department of Health and Behavior
Studies, Teachers College, Columbia University, Box 114, 525 W. 120th Street, New
York, NY 10027; bcw3@tc.columbia.edu; Study Contact Number: 267-269-7411
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Appendix C
The Study Text/Tweet

CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to COVID-19
Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift cards.

163
Appendix D
Informed Consent

Teachers College, Columbia University
525 West 120th Street
New York NY 10027
212 678 3000
INFORMED CONSENT
IRB Protocol Number 21-126
Protocol Title:
Predictors of Burnout for Frontline Nurses in the COVID-19 Pandemic: Well-Being,
Satisfaction with Life, Social Support, Fear, Work Setting Factors, Psychological
Impacts, and Self-Efficacy for Nursing Tasks
Principal Researcher: Sasha Harry, MPA
Teachers College, Columbia University
917-539-1356; sh3404@tc.columbia.edu
INTRODUCTION You are invited to participate in this research study called the
“Predictors of Burnout for Frontline Nurses in the COVID-19 Pandemic: Well-Being,
Satisfaction with Life, Social Support, Fear, Work Setting Factors, Psychological
Impacts, and Self-Efficacy for Nursing Tasks” You may qualify to take part in this
research study if you: 1) are a frontline nurse who has engaged in direct care with
COVID-19 during the U.S. pandemic; 2) are at least age 22 or older; 3) have been living
continuously within the United States since March 2020—without any travel outside the
country for more than 4 weeks; and, 4) feel able to answer questions about your
experiences as a nurse during the year 2020 COVID-19 pandemic. Approximately 250
people will participate in this study and it will take about 10-12 minutes of your time to
complete.
WHY IS THIS STUDY BEING DONE? This study is being done to learn about
factors related to burnout for frontline nurses; and, to identify the current and future
needs of nurses, given nurses’ unique experiences of severe occupational stress during
the pandemic.
WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS
STUDY? If you decide to participate in the study, you will answer a series of questions
in an online survey. The questions will cover the following: your personal background,
training for nursing, ratings of your health status before and during the pandemic,
perceptions of your work setting and climate, and your level of confidence for performing
nursing tasks before and during the pandemic. Other questions cover burnout, trauma,
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stress, anxiety, depression, well-being, and satisfaction with life. Finally, you are asked to
freely share your views on the current psychological supports provided to nurses,
anticipated future needs, your recommendations for innovations in nursing for
implementation post-pandemic; and, your views on the most stressful part of the
pandemic and your best coping strategies.
WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING
PART IN THIS STUDY? The risks of study participation include the possibility that
you may feel some discomfort from taking the survey or some stress due to some of the
questions. However, your participation in this study is completely voluntary, and you can
stop at any time.
WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS
STUDY? There is no direct benefit to you for participating in this study.
WILL I BE PAID FOR BEING IN THIS STUDY? You will not be paid to
participate. However, when you complete the survey you will be invited to enter your
email address and to hit a “submit” button—so that you are officially entered into a
drawing for a chance to receive a prize (i.e., 1of 3 bar coded Amazon gift certificates for
$300, $200, or $100). You do not have to enter the lottery drawing to complete the
survey. Once you submit your email address, then it will automatically be entered into a
private and secure data base that even the principal investigator cannot access. Once 250
people have completed the entire survey, you will have a 3 in 250 chance of winning 1 of
3 bar coded Amazon gift certificates for $300, $200, or $100. The www.Amazon.com
gift certificates will be sent to three randomly chosen e-mail accounts using a secure
online program. This occurs without in any way linking your identity to the survey
results. The principal investigator is not able to view any of the e-mail addresses to which
the gift certificates are sent. Only the 3 winners will be contacted.
WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?
The study is over when you have completed the online survey. However, you can leave
the study at any time even if you have not finished.
PROTECTION OF YOUR CONFIDENTIALITY The study does not involve
collecting any of your personal identifying information, such as your name or address,
allowing you to remain anonymous. (NOTE: Recall, as per what is above, you can elect
to enter your e-mail address to enter the drawing for a chance to receive a prize.
However, this occurs without in any way linking your identity to your survey answers,
and the principal investigator cannot view any e-mail addresses.) Teachers College,
Columbia University has determined that www.Qualtrics.com provides a secure platform
for the online survey you will take. The survey data files will also be saved on the
primary researcher’s password protected computer. Regulations require that research data
be kept for at least three years.
For quality assurance, the study team, and/or members of the Teachers College
Institutional Review Board (IRB) may review the data collected from you as part of this
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study. Otherwise, all information obtained from your participation in this study will be
held strictly confidential and will be disclosed only with your permission or as required
by U.S. or State law.
HOW WILL THE RESULTS BE USED? The results of this study will be published in
journals and presented at academic conferences. This study is being conducted as part of
the doctoral dissertation of the principal investigator.
WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY?
If you have any questions about taking part in this research study, you should contact the
primary researcher, Sasha Harry at 917-539-1356 or at sh3404@tc.columbia.edu.You
can also contact the sponsor/supervisor of this research study, Dr. Barbara Wallace, at
bcw3@tc.columbia.edu or 267-269-7411.
If you have questions or concerns about your rights as a research subject, you
should contact the Institutional Review Board (IRB) (the human research ethics
committee) at 212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at
Teachers College, Columbia University, 525 W. 120th Street, New York, NY 10027.
Box 151. The IRB is the committee that oversees human research protection for
Teachers College, Columbia University.
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Appendix E
Participant’s Rights












PARTICIPANT’S RIGHTS
I have read the Informed Consent Form and have been offered the opportunity
to discuss the form with the researcher.
I have had ample opportunity to ask questions about the purposes, procedures,
risks and benefits regarding this research study.
I understand that my participation is voluntary. I may refuse to participate or
withdraw participation at any time without penalty.
The researcher may withdraw me from the research at his or her professional
discretion. I understand that if I take the survey more than once I will be
eliminated from the study.
If, during the course of the study, significant new information that has been
developed becomes available which may relate to my willingness to continue
my participation, the researcher will provide this information to me.
Any information derived from the research study that personally identifies me
will not be voluntarily released or disclosed without my separate consent,
except as specifically required by law.
I should receive a copy of the Informed Consent Form document. (I
understand that I can download it).

By signing electronically, you agree to be in the study and confirm that you are a
frontline nurse who has provided direct care to COVID-19 patients during the U.S.
pandemic, are at least age 22 or older, and feel able to answer questions about the
COVID-19 Pandemic.
Provide your electronic signature:
______________________________________________

Date: ______________
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Appendix F
Screening Survey
Screening Tool for the
Short Survey (10-12 min) for U.S. Nurses Providing
Direct Care to COVID-19 Patients
Teachers College, Columbia University
Institutional Review Board (IRB) Protocol # 21-126
This study seeks nurses in the United States who have worked in a hospital, medical
center, or nursing home facility while providing direct patient care to COVID-19 patients
during the pandemic. See if you qualify by answering the questions, below:
1-Are you a nurse in the United States?

___Yes ___No

2-Have you had direct contact with COVID-19 patients during service delivery in a
healthcare setting within the past year (e.g. in a hospital, medical center, or nursing
home? ___Yes ___No
3- Are you at least 22 years of age? ___Yes ___No
4-Some nurses believe that COVID-19 is a hoax, or is not real, so they would NOT be
able to answer questions about COVID-19, as something that does not exist for them. Do
you feel able to answer questions about your experiences as a nurse during the year 2020
COVID-19 Pandemic”? Yes___
No____
5-Are you willing to spend approximately 10-12 minutes answering a survey for a chance
of winning 1 of 3 ($300, $200, or $100) Amazon gift cards? ___Yes ___No
If they answered YES to all of the above questions they access survey.
If they answered NO to any of the above questions they receive this message:
Thank you for your time, but, unfortunately, you are not qualified to participate in this
study.
Feel free to invite others to participate in the study by forwarding the link to the survey to
them (i.e. “CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO
TAKE SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to
COVID-19 Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift
cards.”
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Appendix G
The Study Survey
Short Survey (10-12 min) for U.S. Nurses Providing
Direct Care to COVID-19 Patients
Teachers College, Columbia University
Institutional Review Board (IRB) Protocol # 21-126
INSTRUCTIONS: Please answer the following questions in this survey.
----------------------------------------------------------------------------------------------------------Part I: Basic Demographics (BD-13)
[This is a common tool used by the Research Group on Disparities in Health (RGDH)—with slight modifications
depending on the population. For example, this is the version used in Laryea (2019). See: Laryea, E. (2019). An online
mixed-methods study assessing nurses’ attitudes, knowledge, skill/ability, and perceived barriers with regard to
adherence to the national pressure ulcer advisory panel’s clinical practice guidelines. Doctoral dissertation. Teachers
College, Columbia University. Note: An item asking them to write in their position title was eliminated. Items at the
end match the findings of Laryea (2019) regarding where nurses worked, while a new question on areas worked in
during the pandemic were added. Also, an item on number of children they have was also added.]

1-My gender is:
a. ___Female

b. ___Male

c.___Transgender

2-My age is: ____
3-I am currently:
a. ___Single
e. ___Widowed
Other

b. ___Married
c. ___Separated
d. ___Divorced
f. ___In Domestic Partnership
g. ___Living with Significant

4-How many children do you have? [Drop down menu 1-10]
5. My race/ethnicity is as follows: (Please check all that apply, or specify as you like.)

Hispanic / Latino (including Puerto Rican, Mexican, Mexican American, Chicano,
Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other Asian
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6-Were you born in the United States?
a. ___Yes
b. ___No
If you answered “Yes,” what part of the US were you born in?
City__________________ State__________
If you answered “No,” please indicate the country in which you were born
b-1. Country of_______________________________________
7-My yearly household income is:

$100,000 t

8-My highest education level/degree obtained is:
___BSN
___ RN
___ Nursing Diploma
___ MSN.
___ A.A./A.S
___ MPH
___ B.S./B.A.
___ Certificate Program
___M.A
___DNP
___Other (Please explain______________)
9-My employment status is: a. ___Full Time b. ___Part Time
c.__Per Diem
c.___Currently Unemployed (explain why_____)
d.___Currently Retired (explain why___)
10-Have you had direct contact with patients in a health care setting within the past year,
or during 2020, as a paid employee who was delivering care to patients?
a. ___Yes
b.___No [NO exclude from sample exit page]
11-In terms of the type of health care setting in which I work, it may best be described as
a (check all that apply)
__Hospital or medical center
__Skilled nursing facility
__Nursing home
__Nursing rehabilitation center
__other (explain)________________
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12-Also, during the COVID-19 pandemic, I have worked in the following areas or
situations: (check all that apply)
__Emergency Department
__ICU (or area converted into an intensive care unit, ICU)
__Dedicated COVID-19 unit set up for pandemic
__Isolation area (i.e. created for COVID-19 positive patients)
__Special Field Hospital Established for Pandemic
__Travelled out of state to assist with COVID-19 patients
__ Other (please explain_________)
13. I have worked in the field of nursing for a period of
__1 year or less
__2-4 years
__5-7 years
__8-10 years
__11-15 years
__16-20 years
__21-25 years
__26-30 years
__more than 30 years
__Not applicable/I do not work in the field of nursing EXCLUDE from study
----------------------------------------------------------------------------------------------------------Part II: Personal Health Background—Current and Before
Pandemic (PHB-CABP-11)
[This is a tool created for use by the Research Group on Disparities in Health (e.g. Liss, 2015). See Liss, (2015)
reference above under Part I. For # 1, additional chronic health conditions were listed as choices in light of the
population; and, also added was a rating of mental/emotional health; ratings for before and now/during the pandemic
were provided for physical and mental health status—as an innovation, given the pandemic. Some ending questions
were also eliminated. The present study further modifies this tool by adding options for before and currently during the
COVID-19 pandemic; and this permits a paired t-test to compare ratings of: physical health before pandemic versus
currently; mental/emotional health before pandemic versus currently. There is also a question about weight having
stayed about the same, or if lost weight, or gained weight (or combinations of these) during the pandemic.]

1-Please check, below, what best describes you:
__I had COVID-19 at some point in the past year __Yes __No __Not Sure
__I currently have COVID-19 (tested positive) __Yes __No
__I got COVID-19 (tested positive) more than once, or twice __Yes __No __Not Sure
__I currently have long-COVID-19 (I am a long-hauler with ongoing symptoms)
__Yes __No __Not Sure
__I think COVID-19 is a hoax; it does not exist. So, I cannot answer questions about
COVID-19. __Yes __No __Not Sure NOTE: If select YESexclude from study
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2-I have also had, or currently have, the following (please check all that apply)
__lung disease (e.g. asthma, COPD, etc.)
__heart disease (e.g. hypertension/high blood pressure, prior stroke, etc.)
__diabetes
__obesity __Cancer __HIV/AIDS
__Not Applicable, none apply to me
-------------For BEFORE the COVID-19 pandemic:
3-I rate my overall physical health status as
__1-Very poor __2-Poor __3-Fair __4-Good __5-Very Good __6-Excellent
For NOW, DURING the COVID-19 pandemic:
4-I rate my overall physical health status as
__1-Very poor __2-Poor __3-Fair __4-Good __5-Very Good __6-Excellent
--------------[paired t-test comparing 3 and 4]----For BEFORE the COVID-19 pandemic:
5-I rate my overall mental/emotional health status as
__1-Very poor __2-Poor __3-Fair __4-Good __5-Very Good __6-Excellent
For NOW, DURING the COVID-19 pandemic:
6-I rate my overall mental/emotional health status as
__1-Very poor __2-Poor __3-Fair __4-Good __5-Very Good __6-Excellent
--------------[paired t-test comparing 5 and 6]----7-My current height (feet) [DROP DOWN BOX, 4-9]
8-My current height (inches) [DROP DOWN BOX, 0-11]
9-My current weight (in pounds) [DROP DOWN BOX, 70-400]
[7, 8, 9 – for calculation of BMI)
10-I currently consider myself to be:
___underweight __normal weight ___overweight ____obese
11-In the past year, during the COVID-19 pandemic (please check all that apply)
__My weight stayed about the same __I gained weight __I lost weight
----------------------------------------------------------------------------------------------------------Part III: Perceived Self-Efficacy for Nursing Tasks and Fear
Ratings Before and During the COVID-19 Pandemic (PSENT-FRBDCP-4)
[This is a new scale created for first time use by the Principal Investigator and Dr. Barbara Wallace in this study and for
use by the Research Group on Disparities in Health (RGDH)]

For BEFORE the COVID-19 pandemic:
1-I rate my confidence in my ability to perform nursing tasks with adequate patient care,
safety, and infection control, as per my nursing training:
____0% confident
____20% confident
____40% confident
____60% confident
____80% confident
____100% confident
For NOW, DURING the COVID-19 pandemic:
2-I rate my confidence in my ability to perform nursing tasks with adequate patient care,
safety, and infection control procedures being followed, as per my nursing training:
____0% confident
____20% confident
____40% confident
____60% confident
____80% confident
____100% confident
--------------[paired t-test comparing 1 and 2]-----
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For BEFORE the COVID-19 pandemic:
3-I rate the level of fear I experience when I am performing nursing tasks with patients
as:
0 1 2 3 4 5 6 7 8 9 10
0= I had NO fear
10=I had MAXIMUM, EXTREME fear
For NOW, DURING the COVID-19 pandemic:
3-I rate the level of fear I experience when I am performing nursing tasks with patients
as:
0 1 2 3 4 5 6 7 8 9 10
0= I had NO fear
10=I had MAXIMUM, EXTREME fear
--------------[paired t-test comparing 3 and 4]--------------------------------------------------------------------------------------------------------------Part IV: Single Item Rating of Risk of Providing Socially Desirable
Responses (SIR-RPSDR-1)
[Note: This is a new single item scale created for first time use by Dr. Barbara Wallace in studies in 2018 conducted by
the Research Group on Disparities in Health [RGDH], and for ongoing use by the RGDH. For example, this tool was
used by Laryea (2019). See: Laryea, E. (2019). An online mixed-methods study assessing nurses’ attitudes, knowledge,
skill/ability, and perceived barriers with regard to adherence to the national pressure ulcer advisory panel’s clinical
practice guidelines. Doctoral dissertation. Teachers College, Columbia University. Note: Laryea (2019) found that the
new one item measure of social desirability was one of two significant predictors of nurses’ higher personal skill/ability
rating for managing patients’ pressure ulcers. This was noteworthy, as the well-known 13-item measure of social
desirability (i.e. Crowne, D., & Marlowe, D. (1960) A new scale of social desirability independent of psychopathology.
Journal of Consulting Psychology, 24(4), 349-354.] similarly was found to be the sole significant predictor of nurses’
ratings for a higher personal skill/ability for managing patients’ pressure ulcers. Hence, there is value in reducing the
burden of time on study participants and using in this study the new one item measure of social desirability, especially,
given the stress of the pandemic.]

1-I sometimes say things that I think will please people, or what I think they want to
hear—versus the honest truth, which might be difficult or painful for other people to hear
and accept, or might lead them to judge me harshly…
I rate myself on a scale of 0 to 10, as follows:
0
1
2
3
4
5
6
7
8
9
10
0-I am not like
10-I am like
this at all
this all the
----------------------------------------------------------------------------------------------------------Part V: Perceived Social Support Scale (PSSS-1)
[This is a common tool used by the Research Group on Disparities in Health (RGDH), having been used by Lian
(2017). See: Lian, Z. (2017). Predictors of depression/anxiety, mental health service utilization, and help-seeking for
Chinese international students: Role of acculturation, microaggressions, social support, coping self-efficacy, stigma,
and college staff’s cultural competence and cultural humility. Doctoral Dissertation, Teachers College, Columbia
University. Note: For this study, to reduce the burden of time during the stress of the ongoing pandemic, a new one
item version of the scale was created by combining the essence of 5 questions into one description of what having
social support “means.” Participants then indicate the number of people they have in their life, using the 5-option
scale.]
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Having SOCIAL SUPPORT means having people in your life who provide the
following kinds of support and assistance: you can ask them for advice, or receive
words of encouragement; get money or get food in an emergency; or have a place to
temporarily wait for help, or stay or live in an emergency.
1-Please indicate the extent to which you experience SOCIAL SUPPORT in your life
at this time (i.e., right now):
1. I have no one like this in my life right now
2. I have at least 1 one person like this in my life right now
3. I have at least 2 people like this in my life right now
4. I have 3-5 people like this in my life right now
5. I have 6 or more people like this in my life right now
----------------------------------------------------------------------------------------------------------Part VI: Perception of Work Setting (PWS-8)
[This tool using selected items from a Safety Attitudes: Frontline Perspectives from this Patient Care Area
questionnaire (SAQ) was originally presented in: Sexton, J. B., Helmreich, R. L., Neilands, T. B., Rowan, K., Vella,
K., Boyden, J., Roberts, P.R. & Thomas, E. J. (2006). The Safety Attitudes Questionnaire: psychometric properties,
benchmarking data, and emerging research. BMC Health Services Research, 6(1), 44. To reduce the burden of time on
nurses during a pandemic, only some of the original items were selected (i.e. # 1 was original item # 4; # 3 was original
item # 7; #4 was original item # 20; #5 was original item # 21; #7 was original item # 23 ); and new items were added
to better capture safety issues in the current pandemic (i.e. # 2, # 6, # 8 are new).
Scoring: items # 1, 3, 8 =reverse score so 1 is high (5 value)
Scoring items # 2, 4, 5, 6, 7 with 1=low and 5 = high
Possible high scoring of 8 items = 40 for highest level of safety concerns at work; 8 for lowest safety concerns at work]

Please answer the following items with respect to your specific unit or clinical area
where you currently work.
[Level of Perceived Concerns at Work]
1-I have the support I need from other personnel to care for patients.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree
5_Strongly Agree
2-There are staff shortages that negatively impact patient care.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree
5_Strongly Agree
3-I would feel safe being treated here as a patient.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree
5_Strongly Agree
4-When my workload becomes excessive, my performance is impaired.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree
5_Strongly Agree
5-I am less effective at work when fatigued.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree
5_Strongly Agree
6-I am less effective at work when short-staffed.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree
5_Strongly Agree

4_Agree

4_Agree

4_Agree

4_Agree

4_Agree

4_Agree
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7-. Fatigue impairs my performance during emergency situations (e.g. emergency
resuscitation, seizure).
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree 4_Agree
5_Strongly Agree
8-All the necessary personal protective equipment (PPE) I need is available for my use.
1_Strongly Disagree 2_Disagree 3_Neithter Agree or Disagree 4_Agree
5_Strongly Agree
----------------------------------------------------------------------------------------------------------Part VII: Rating the Work Climate (RWC-5)
[This is a new tool created for first time use in this study by the Principal Investigator and Dr. Barbara Wallace for use
by the Research Group on Disparities in Health (RGDH). The tool was based on findings reported by others, which
inspired exploring these variables: i.e. See Azoulay, Elie, Jan De Waele, Ricard Ferrer, Thomas Staudinger, Marta
Borkowska, Pedro Povoa, Katerina Iliopoulou et al. “Symptoms of burnout in intensive care unit specialists facing the
COVID-19 outbreak.” Annals of intensive care 10, no. 1 (2020): 1-8.
Scoring for 5 Variables: 1-Less favorable ethical climate variable (no=not at all to 5=to a very great extent); 2Suboptimal decision-making variable (no=not at all to 5=to a very great extent); 3-Felt moral distress/dilemmas
variable (no=not at all to 5=to a very great extent); 4-Perceived inappropriate care variable (no=not at all to 5=to a very
great extent); and, 5-Concerned about decision-making without patient/family involvement variable
(no=not at all to 5=to a very great extent).
A Global Score can also be used in regression, for example]

[Less Favorable Climate Variable]
1-To what extent have you perceived the ethical climate where you work with COVID-19
patients as being less favorable than it was before the pandemic?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
[Decision-Making Variable]
2-To what extent have you perceived any suboptimal decision making where you work
with COVID-19 patients, or decision-making that is lower in quality than it was before
the pandemic?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
[Distress Variable]
3-To what extent have you experienced any moral distress or moral dilemmas from
suboptimal decision making occurring where you work while treating COVID-19
patients?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
[Perceived Inappropriate Care Variable]
4-To what extent have you perceived any inappropriate care as occurring where you work
during the treatment of COVID-19 patients?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
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[Concerned About Decision-Making Without Patient/Family Involvement Variable]
5-To what extent have you been bothered by patients and family members’ inability to
engage in decision-making about treatment—in the manner done before the pandemic?
0 = Not at all 1 = To a small extent 2 = To some extent 3 = To a moderate extent 4 = To
a great extent 5 = To a very great extent
----------------------------------------------------------------------------------------------------------Part VIII: Oldenburg Burnout Inventory (OBI-16)
[This tool was originally presented in: Demerouti E., & Nachreiner F. (1998). Zur spezifität von burnout für
dienstleistungsberufe: Fakt oder artefakt? [The specificity of burnout in human services: Fact or artifact?]. Zeitschrift
fur Arbeitswissenschaft, 52(2), 82-89. It has been presented in English: Demerouti, E., Bakker, A. B., Nachreiner, F., &
Schaufeli, W. B. (2001). The job demands-resources model of burnout. Journal of Applied psychology, 86(3), 499.
This measure produces a disengagement sub-total, an exhaustion sub-total, and a full scale score. Note: disengagement
items are 1, 3(R), 6(R), 7, 9(R), 11(R), 13, 15. Exhaustion items are 2(R), 4(R), 5, 8(R), 10, 12(R), 14, 16. (R) means
reversed item when the scores should be such that higher scores indicate more burnout.]

Instructions: Below you find a series of statements with which you may agree or
disagree. Using the scale, please respond to each item.
1-I always find new and interesting aspects in my work
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
2-There are days when I feel tired before I arrive at work
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
3-It happens more and more often that I talk about my work in a negative way
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
4-After work, I tend to need more time than in the past in order to relax and feel better
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
5-I can tolerate the pressure of my work very well
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
6-Lately, I tend to think less at work and do my job almost mechanically
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
7-I find my work to be a positive challenge
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
8-During my work, I often feel emotionally drained
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
9-Over time, one can become disconnected from this type of work
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
10-After working, I have enough energy for my leisure activities
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
11-Sometimes I feel sickened by my work tasks
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
12-After my work, I usually feel worn out and weary
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
13-This is the only type of work that I can imagine myself doing
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
14-Usually, I can manage the amount of my work well
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
15-I feel more and more engaged in my work
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
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16-When I work, I usually feel energized
__1-strongly agree __2-agree __3-disagree __ 4-strongly disagree
----------------------------------------------------------------------------------------------------------Part IX: Perceived Stress Scale (PSS-4)
[NOTE: The PSS-4 is a short version of the PSS-10 created by: Cohen, S., Kamarck, T., Mermelstein, R. (1983). A
global measure of perceived stress. Journal of Health and Social Behavior, 385-396. Also see Cohen, S (1994). For the
source of the shorter PSS-4 utilized or this study, please see: Macarthur Research Network on SES and Health (2008).
Perceived Stress Scale –4 Item, Retrieved from: https://macses.ucsf.edu/research/psychosocial/pss4.php. According to
Karam et al (2012), (See: Karam, F., Bérard, A., Sheehy, O., Huneau, M. C., Briggs, G., Chambers, C., ... & Martin, B.
(2012). Reliability and validity of the 4‐item Perceived Stress Scale among pregnant women: Results from the OTIS
antidepressants study. Research in Nursing & Health, 35(4), 363-375. Retrieved from:
https://onlinelibrary.wiley.com/doi/abs/10.1002/nur.21482. In a study with pregnant women, while exmining stress,
depression and quality of life, they found acceptable internal consistency (Cronbach’s alpha coefficient = .79), alternate
forms stability reliability with the 10‐item PSS (Pearson correlation coefficient r = .63; p < .001), concluding it was a
valid and useful tool.
Perceived Stress Scale Scoring: PSS-4 scores are obtained by reverse coding the positive items, e.g., 0=4, 1=3, 2=2,
etc. and then summing across all 4 items. Items 2 and 3 are the positively stated items.]

Instructions: The questions in this scale ask you about your feelings and thoughts during
the last month. In each case, please indicate with a check how often you felt or thought a
certain way.
1. In the last month, how often have you felt that you were unable to control the
important things in your life?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
2. In the last month, how often have you felt confident about your ability to handle
your personal problems?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
3. In the last month, how often have you felt that things were going your way?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
4. In the last month, how often have you felt difficulties were piling up so high that
you could not overcome them?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
[PSS-4 scores are obtained by reverse coding the positive items, e.g., 0=4, 1=3, 2=2, etc.
and then summing across all 4 items. Items 2 and 3 are the positively stated items.]
-----------------------------------------------------------------------------------------------------------
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Part X: Alcohol and Drug Use for Stress Coping—Current and PrePandemic (ADU-SC-CAP-2)
[This is a common tool used by the Research Group on Disparities in Health (RGDH), having been modified for the
present study regarding any changes in use since from pre-pandemic.]

1-What percentage of the time do you use any alcohol and/or drugs to cope with stress?
__0% (never) __10%
___20%
___30%
___40%
__50%
__60%
___70%
___80%
___90%
__100% (all the time)
2-Compared to before the COVID-19 pandemic, my use of alcohol and/or drugs to cope
with stress has…
___Not changed
__Increased ___Decreased
----------------------------------------------------------------------------------------------------------Part XI: Retrospective Insomnia, Depression, Anxiety, and
Trauma Scale (R-DATS-5)
[NOTE: This is shorter version of a scale that follows the work of Tirhi (2019)—as a common tool used by the Research Group on
Disparities in Health (RGDH. For this study, subjects are only asked about any depression or anxiety in the past year—and not past 3,
6 months, also following Lian (2017). See: Lian, Z. (2017). Predictors of depression/anxiety, mental health service utilization, and
help-seeking for Chinese international students: Role of acculturation, microaggressions, social support, coping self-efficacy, stigma,
and college staff’s cultural competence and cultural humility. Doctoral Dissertation, Teachers College, Columbia University. Also,
added for the first time in this study is a question about past year trauma. The counseling question appears just once and includes new
options (e.g. Iman, from Tirhi, 2019). This version adds: reverend or other church leader…]

Insomnia is difficulty sleeping, or sleep interruption, and may involve trouble falling
asleep, remaining asleep, and/or early awakening without being able to fall back asleep.
1-Do you think you experienced any insomnia in the past year of 12 months?
Depression is an overwhelming feeling of intense sadness. It can include feeling
helpless, hopeless, and worthless. It can sometimes be expressed through angry outbursts,
as well as bursting into tears. There can also be loss of appetite, or an increase in
appetite. There can also be difficulty sleeping or oversleeping. In addition, there can be a
loss of interest in your activities. Such a depression can last for days or weeks. This goes
beyond typical feelings of sadness, such as following some disappointment.
2-Do you think you experienced any depression in the past year or 12 months? ___No
___Yes
Anxiety is an overwhelming and intense feeling of nervousness, fear, tension,
powerlessness, and apprehension. It can reach a peak so there are moments of panic
where one’s heart may be pounding/beating quickly, or there is rapid breathing/difficulty
breathing. A person may also experience sweating and trembling. Sometimes it can be so
intense that one has trouble concentrating/thinking, leaving the house, or trouble being
around other people. The fear can be very intense, and one can feel like there is some
impending danger. This goes beyond typical feelings of nervousness, such as when
anticipating a new situation, or something unexpected, or unknown.
3-Do you think you experienced any anxiety in the past year or 12 months? ___No ___Yes
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Trauma is the most shocking and horrible thing to ever happen to a person (unless prior
trauma)—such as: serious accident or fire; seeing someone seriously injured or die; war;
earthquake/flood; physical/sexual abuse; or, a loved one’s homicide, suicide, or other
tragedy. Trauma symptoms may include: anxiety; nightmares; feeling numb, unable to
love, and detached with no interest in spending time with others; guilt about surviving if
others did not; flashbacks from trauma as images that unexpectedly “pop up” in the mind;
avoiding reminders of trauma; and problems concentrating.
4-Do you think you experienced any trauma in the past year or 12 months? ____No
____Yes
Receipt of Counseling
5-In the past year, did you seek out any kind of counseling or advice for any insomnia,
depression, anxiety, or trauma—such as from a mental health professional or other
helper?
____Yes ____No ___Not Applicable/ No experience of depression/anxiety/trauma
----------------------------------------------------------------------------------------------------------Part XII: WHO (Five) Well-Being Index (WF-WBI-5)
[This is a tool provided by the Psychiatric Research Unit of the WHO Collaborating Centre in Mental Health, being
called the WHO (Five) Well-Being Index (1998 version). Scores range from 0 to 25, while 0=worst possible and
25=best possible quality of life. See: World Health Organization (WHO, 1998). Wellbeing measures in primary health
care/The DEPCARE Project: Report on a WHO Meeting, Stockholm, Sweden, February 12-13, 1998. Copenhagen,
Denmark. Retrieved from: https://www.euro.who.int/__data/assets/pdf_file/0016/130750/E60246.pdf.]

Please indicate for each of the five statements which is closest to how you have been
feeling over the past two weeks.
Over the last two weeks….
1-I have felt cheerful and in good spirits
5__All the time 4__Most of the time 3__More than half of the time 2__Less than
half of the time 1__Some of the time 0__At no time
2-I have felt calm and relaxed
5__All the time 4__Most of the time 3__More than half of the time 2__Less than
half of the time 1__Some of the time 0__At no time
3-I have felt active and vigorous
5__All the time 4__Most of the time 3__More than half of the time 2__Chaof the
time 1__Some of the time 0__At no time
4-I wake up feeling fresh and rested
5__All the time 4__Most of the time 3__More than half of the time 2__Less than
half of the time 1__Some of the time 0__At no time
5-My daily life has been filled with things that interest me
5__All the time 4__Most of the time 3__More than half of the time 2__Less than
half of the time 1__Some of the time 0__At no time
-----------------------------------------------------------------------------------------------------------
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Part XIII: The Abbreviated Version of the Satisfaction with Life
Scale (SWLS-3)
[The SWLS-3 has been described in the following: Kjell, O. N., & Diener, E. (2020). Abbreviated three-item versions
of the satisfaction with life scale and the harmony in life scale yield as strong psychometric properties as the original
scales. Journal of Personality Assessment, 1-12. Retrieved from:
https://www.tandfonline.com/doi/pdf/10.1080/00223891.2020.1737093
The three item SWLS-3 scale yielded a high Cronbach’s Alpha of .88 in one study, and .94 in a second study—with
both higher than with the original five-item scale (Kjell & Diener, 2020).]

Below are statements that you may agree or disagree with. Using the 1 - 7 scale
below, indicate your agreement with each item by placing the appropriate number
on the line preceding that item. Please be open and honest in your responding
1 - In most ways my life is close to my ideal.
7-Strongly agree. 6-Agree. 5-Slightly agree. 4-Neither agree nor disagree. 3-Slightly
disagree. 2-Disagree 1-Strongly disagree
2 - The conditions of my life are excellent.
7-Strongly agree. 6-Agree. 5-Slightly agree. 4-Neither agree nor disagree. 3-Slightly
disagree. 2-Disagree 1-Strongly disagree
3 - I am satisfied with my life.
7-Strongly agree. 6-Agree. 5-Slightly agree. 4-Neither agree nor disagree. 3-Slightly
disagree. 2-Disagree 1-Strongly disagree
----------------------------------------------------------------------------------------------------------Part XVIII: Open Ended Questions on COVID-19 Supports Needed
for Nurses, Innovations in Nursing, and Stress Coping Strategies
(OEQ-CSNN- ASCS-3)
Lastly, please answer the following open-ended questions, allowing you to freely share.
Note: One word or very brief answers are acceptable.
1-What kind of resources, assistance, or psychological supports do hospitals/medical
centers/nursing homes (etc.) need to provide to nurses NOW—AND FOR NURSES’
LONG-TERM RECOVERY from the stress and trauma of working on the frontlines providing direct care to COVID-19 patients during the pandemic?
2-The COVID-19 pandemic has permitted innovations being rapidly implemented (e.g.
wide use of telemedicine). Are there any innovations in nursing that you have witnessed
or that you recommend which would be beneficial if implemented not only now, but
beyond the pandemic, or for future pandemics, or to improve nursing in general?
3-What has worked best for you, in terms of coping with the stress of providing direct
care to COVID-19 patients during the pandemic?
----------------------END OF SURVEY----------------------
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THANK YOU!
SHARE WITH OTHERS THE LINK THAT LED YOU TO THIS STUDY!
“CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO TAKE
SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to COVID-19
Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift cards.”

If you need immediate assistance, please refer to the following contact information.
You can download this page with contact information for counseling resources, OR SKIP
TO THE LINK, BELOW, FOR ENTERING YOUR EMAIL INTO THE LOTTERY
DRAWING FOR A CHANCE TO RECEIVE A PRIZE (i.e., 1 of 3 bar coded Amazon
gift certificates for $300, $200, or $100)
1-No Cost NurseGroups
o Go to https://nursegroups.org/ for this volunteer-led emotional wellness
initiative created in response to the COVID-19 pandemic. Services are
No-cost, confidential; and, there are videoconference groups for nurses to
connect and process issues related to COVID-19 together.
2-For Free Texting Crisis Help:
 You text 741741 when in crisis as a service available 24 hours a day, 7
days a week. You will reach a live trained Crisis Counselor who will
respond quickly. The Crisis Counselor helps to move you from a hot
moment to a cool calm and safe state, using effective active listening and
suggested referrals—all using the Crisis Text Live’s secure platform.
 If you have a phone plan with AT&T, T-Mobile, Sprint, or Verizon,
texting to 741741 is free of charge.
3-Contact a Crisis Intervention Hotline for Immediate Help and Referrals:
https://www.allaboutcounseling.com/crisis_hotlines.htm
Examples of Crisis Intervention Hotlines:
 If you are in immediate danger, call 911
 National Suicide Hotline: 800-SUICIDE (800-784-2433)
 National Suicide Prevention Lifeline: 800-273-TALK (800-273-8255)
 Grief Recovery Helpline: 800-445-4808
4-Seek Out Top Rated, Low-Cost Online Counseling Services:
https://www.e-counseling.com/tlp/therapy-1/?imt=1
 Please see a list of the top rated online counseling services—with the
average weekly cost as low as $60.
5-Seek Out Affordable Online Counseling:
https://www.betterhelp.com/about/
 Access affordable and convenient online counseling with professionals.
6-Seek Help from the Study Sponsor by E-Mail or Phone:
bcw3@tc.columbia.edu or 267-269-7411 (i.e. the study contact number)
 You may contact the study sponsor, Dr. Barbara Wallace, receiving help
with referrals. Dr. Wallace is a licensed psychologist with experience
working with the study population.
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Please CLICK ON: https://tinyurl.com/NURSE-VOLUNTEERS-NEEDED TO
TAKE SHORT SURVEY (10-12 min) if a U.S. Nurse Providing Direct Care to
COVID-19 Patients -- for a chance to win 1 of 3 ($300, $200, $100) Amazon gift
cards.

