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ABSTRACT
Objective To describe the drivers of distress and 
motivations faced by interdisciplinary clinicians who were 
on the frontline caring for patients with COVID-19.
Design 50 semistructured interviews. Transcripts were 
analysed using qualitative thematic analysis.
Setting A safety- net hospital in Denver, Colorado.
Participants Interdisciplinary frontline clinicians including 
physicians, advance practice providers, nurses, respiratory 
therapists and paramedics providing inpatient hospital 
care to patients hospitalised for COVID-19.
Results Fifty clinicians (32 women and 18 men) 
participated. Five themes with respective subthemes 
(in parentheses) were identified: depersonalisation and 
barriers to care (impeding rapport and compassion, 
focusing on infection risk at the expense of high- quality 
care, grief from witnessing patients suffer in isolation), 
powerless in uncertainty (inescapable awareness of 
personal risk, therapeutic doubt in a void of evidence, 
confronting ethical dilemmas, struggling with dynamic 
and unfamiliar challenges), overwhelmed and exhausted 
(burden of personal protective equipment (PPE), 
information overload and confusion, overstretched by 
additional responsibilities at work, compounded by 
personal life stressors, feeling vulnerable and dispensable, 
compassion fatigue, distress from the disproportionate 
impact on socially oppressed communities), bolstering 
morale and confidence (motivated by community and 
family support, equipped with data), and driven by moral 
duty (responsibility to patient care and community, 
collegial solidarity and collaboration, contributing to the 
greater good).
Conclusion Frontline clinicians reported distress due to 
the challenges of PPE, uncertainty and powerlessness, 
new responsibilities at work and home, losing control of 
their schedules, grief from witnessing patients suffer in 
isolation and witnessing healthcare disparities exacerbated 
by this pandemic. Clinicians feel supported by their 
colleagues, families, and community and were driven by 
a sense of moral duty. Healthcare system should adopt 
strategies to minimise distress faced by interdisciplinary 
clinicians on the frontline of COVID-19.

INTRODUCTION
The COVID-19 pandemic has presented 
unprecedented challenges for the health-
care system. In anticipation of this crisis, 

healthcare facilities focused on procurement 
of testing supplies and personal protective 
equipment (PPE), creating treatment algo-
rithms, ethical resource allocation guidelines, 
and expanding bed capacity and staffing 
among other logistics to keep patients and 
clinicians safe.1–4 Despite these efforts to 
protect clinicians, this pandemic has taken 
a significant toll on the physical, emotional 
and mental health of frontline clinicians.2 5–10 
Given epidemic levels of burnout prior to 
this pandemic and reports of suicides among 
frontline clinicians in New York City, it has 
become increasingly important to under-
stand the driver of clinician distress through 
this pandemic.11–13

While it is clear that frontline responders 
to public health emergencies are particularly 
vulnerable to experiencing acute psycho-
logical distress, the underlying drivers of 
distress can be unique in different popu-
lations, cultures, clinical settings and with 
variable extent of impact and time course.14 

Strengths and limitations of this study

 ► This study explored the perspectives of a diverse 
group of interdisciplinary clinicians including physi-
cians, advance practice providers, nurses, paramed-
ics and respiratory therapists working in a variety 
of hospital settings including the emergency depart-
ment, medical/surgical floor and intensive care unit.

 ► This study generated comprehensive and detailed 
insights because interviews were conducted until 
data saturation.

 ► This study assessed the perspectives of clinicians 
only; future studies may assess the perspectives of 
environmental staff and food services as they also 
interfaced with patients hospitalised for COVID-19.

 ► This study included a small sample size and in-
terdisciplinary clinicians were recruited from one 
safety- net centre.

 ► Transferability of these findings to other hospital set-
tings is uncertain given the unique safety- net patient 
population, culture and resources available.
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During the SARS pandemic, clinicians experienced 
distress related to uncertainty and fear of the unknown, 
stigmatisation from becoming infected, social isolation 
and conflicting moral obligations to treat patients yet 
keep their families safe.15–17 For some clinicians, this led 
to long- term mental health problems and burnout.18–20 
The COVID-19 pandemic is unique due to its unpredict-
able course and widespread global impact.21 Frontline 
clinicians across the world have experienced similar chal-
lenges with supply constraints, staffing shortages and risk 
of infection.22

Despite cultural, political and case rate variances, 
studies have found high rates of psychological symptoms 
among clinicians during this pandemic.23–28 However, 
there are limited qualitative data describing the drivers 
of distress.29–37 The aim of this study was to describe 
the drivers of distress and motivation with the goals of 
informing local and national strategies to reduce avoid-
able distress in interdisciplinary clinicians on the front-
line of COVID-19.

METHODS
Study design
Fifty semistructured interviews were conducted with 
frontline clinicians. All study participants provided 
informed verbal consent and received financial compen-
sation. Participants were assigned a study identification 
number and were informed all information provided 
would remain confidential.

Patient and public involvement
It was not appropriate or possible to involve patients or 
the public in the design of this research.

Setting and participants
Eligible participants included interdisciplinary front-
line clinicians including physicians, advance practice 
providers, nurses, and paramedics who participated in 
the care of suspected or confirmed COVID-19- positive 
patients at Denver Health, a safety- net hospital. Partici-
pants were recruited by a standardised, institutional review 
board- approved email sent by the study principal investi-
gator. The first participants to respond were included and 
scheduled for interviews. Purposive sampling was used 
to capture a diverse sample in terms of demographics 
(sex, age) and clinical discipline. We capped participants 
within each clinical category to ensure a balanced propor-
tion of clinician training backgrounds and departments.

Data collection
Semistructured interviews were conducted using a tele-
phone or video- conferencing platform from 22 April to 
8 July 2020 by authors HR, DM and LC until data satu-
ration. LC has conducted and published qualitative 
research and has lectured in qualitative methodology. HR 
and DM completed training in qualitative research anal-
ysis and were mentored by LC. All three of these authors 

are internal medicine- trained physicians who participated 
in the frontline of caring for patients hospitalised with 
COVID-19. The interview guide was based on the liter-
ature and discussion among the research team (online 
supplemental table 1).7–10 15–19 Interviews were recorded 
and transcribed verbatim.

Data analysis
Using thematic analysis, authors HR, DM, AT and LC read 
the transcripts and inductively identified initial concepts. 
Author AT grouped similar concepts into themes and 
subthemes and coded the data using HyperRESEARCH 
software (V.4.1.1; ResearchWare, Randolph, Massachu-
setts, USA). Authors HR and LC reviewed and discussed 
the coding and themes to make sure that the findings 
reflected the full range and depth of the data.

RESULTS
The 50 participants included 22 physicians, 18 registered 
nurses, 4 nationally registered paramedics, 2 respiratory 
therapists and 4 advance practice providers (two nurse 
practitioners, one physician assistant and one certified 
registered nurse anaesthetist), and 1 emergency medical 
technician. There were 32 (64%) women, 32 (64%) were 
married and 28 (56%) had children. Twenty- seven (54%) 
lived with frontline clinicians (table 1). The duration of 
the interviews ranged from 28 to 92 min.

We identified five themes: depersonalisation and 
barriers to care; powerlessness in uncertainty; physical, 
emotional and mental exhaustion; bolstering morale and 
confidence; and driven by moral duty. The subthemes are 
described below with supporting quotations provided in 
table 2.

Depersonalisation and barriers to care
Impeding rapport and compassion
The need to use PPE made it difficult for participants to 
‘connect with’ and establish trust with patients because 
they could not communicate properly and were unable to 
‘convey emotion’. The PPE stripped away a core dimen-
sion of patient care by taking ‘a lot out of the human 
experience.’ Some felt that it was ‘like a zoo’ because 
they would ‘look through a glass window and talk about a 
human being without them being involved.’

Focusing on infection risk at the expense of high-quality care
To minimise exposure, participants spent less time in 
patient rooms and assessed patients over the phone. Clini-
cians acknowledged that this was a ‘necessary evil’, which 
limited their ability to provide high- quality care. Except 
for in- person physical examination at the time of admis-
sion and discharge, clinicians assessed their patients over 
the phone only: ‘The hardest part is just having very little 
to offer out of what I would have considered my strongest 
toolkit.’ Some also questioned if they ‘missed something’.

Grief from witnessing patients suffer in isolation
Due to isolation policies, patients were unable to have 
visitors. Participants felt ‘indescribable’ grief because 
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they could do little to alleviate the terror and loneliness 
patients suffered. ‘The family can’t be there; it adds to 
the sadness of the situation where there’s so much isola-
tion… Patients are isolated from pretty much all support 
systems.’ It was also emotionally difficult helping patients 
communicate with their family—‘I had her FaceTime her 
sister so she could see the baby that she’d never held…I 
don’t cry, that’s as close as it gets.’ COVID-19 was also 
considered by some to be ‘the worst possible way that 
someone could die because you’re surrounded by air, you 
cannot breathe.’

Powerless in uncertainty
Inescapable awareness of personal risk
Initial concerns about infection dissipated with confi-
dence in PPE. However, this ‘air of invincibility was easily 
shattered’ as more clinicians became sick and cared 
for patients who were fit or close to their own age—it’s 
‘scary, because when you look at them, you see your own 
family members and the potential for the people that 
you care about in your own life’ to suffer the same fate. 
They were constantly processing ‘terrifying’ and ‘existen-
tial questions’ that intensified distress. Participants who 
contracted COVID-19 worried about their own health 
and their loved ones.

Therapeutic doubt in a void of evidence
Participants were challenged by uncertainty and guilt 
stemming from the lack of data to inform prognostica-
tion and therapies. Many felt ‘powerless’ and humbled by 
the unpredictability of the disease. Some felt like trainees 
again, ‘where everything is new and you think you know 
what you’re doing but you’re unsure and have self- doubt.’ 
They accepted that managing COVID-19 was ‘a lot of trial 
and error.’ Participants worried about medications that 
‘weren’t proven’ and ‘that some people ended up on the 
ventilator that maybe wouldn’t have needed to.’

Confronting ethical dilemmas
Preparing for decisions about rationing resources was 
‘incredibly stressful.’ It was horrifying to consider bearing 
the responsibility of ‘condemning a person to die’ and 
the possibility of having to ‘sacrifice a few for the greater 
good.’ Conversations around goals of care were chal-
lenging without family members at the bedside; ‘it’s just 
hard to really understand what your loved one is going 
through.’ Many clinicians discussed goals of care at the 
time of admission for all patients regardless of age or 
comorbidities.

Struggling with dynamic and unfamiliar challenges
Frequent changes in policies, guidelines and conflicting 
information created a challenging and chaotic environ-
ment. They described how ‘every day was a new day. You 
really had no idea what was happening.’ Participants 
worked in new settings and felt constant anxiety being 
outside their ‘comfort zone.’ The uncertain course of the 
pandemic was challenging as they lost control over their 
schedules, cancelled vacations and accepted that they 
‘might be in this for the long haul.’

Overwhelmed and exhausted
Burden of PPE
Wearing PPE was exhausting. It was ‘difficult to breathe,’ 
‘hot and uncomfortable’, and slowed their ability to enter 
rooms and respond to patient requests for food, water or 
to use the bathroom. The process of wearing PPE and 
remembering each step added a new ‘cognitive load’. 
The ‘hyperawareness’ of risk added stress—‘it’s led to 
me feeling like I made some silly mistakes, because I 
had energy devoted to what my hands just did, “did I just 

Table 1 Patient characteristics (N=50)

Characteristic
Value 
(n=50)

Age, mean (SD), years 40.6 (8.6)

Women, no (%) 32 (64)

Married, no (%) 32 (64)

Dependents, more than 1, no (%) 28 (56)

Clinical experience, mean (SD), years 12.5 (8.4)

At least 2 frontline workers at home, no (%) 6 (12)

Days worked with patients with COVID 19 in 
past month, mean (SD)

11.5 (5.1)

Patients transferred to ICU in last 2 weeks, 
mean (SD)

4.3 (4.3)

Code blues during last 2 weeks, mean (SD) 1.4 (1.7)

Deaths during last 2 weeks, mean (SD) 1.5 (2.4)

Participants with COVID-19, no (%) 4 (8)

Discipline, n (%)

Hospital medicine

  Physician 5 (10)

  Nurse 6 (12)

  Nurse practitioner 1 (2)

Pulmonary/critical care

  Physician 6 (12)

  Nurse 6 (12)

Emergency medicine

  Physician 4 (8)

  Physician assistant 1 (2)

  Nurse practitioner 1 (2)

  Nurse 5 (10)

  Emergency medical technicians 1 (2)

  Nationally registered paramedic 4 (8)

Anaesthesiology

  Physician 3 (6)

  Certified registered nurse anaesthetist 1 (2)

  Infectious disease physician 2 (4)

  Respiratory therapists 2 (4)

ICU, intensive care unit.
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Table 2 Selected supporting quotations

Theme Quotations

Depersonalisation and barriers to care

Impeding rapport and compassion You don’t get to know the patient as a person (Physician, 30s)
It just feel very impersonal, when you’re used to being very close 
to people… being able to sit with them … they can see your 
whole face, see your expressions… It’s challenging… to give 
people confidence and compassion and just convey to them that 
you really do care. (Nurse, female, 40s)
The depersonalization of medicine… I feel guilty because I’m not 
engaged with them on the same humanistic level that I typically 
would with a patient who is clinically worsening. (Physician, male, 
30s)

Focusing on infection risk at the expense of high- quality 
care

We had a patient who fell, she was my patient. And because she 
put her call light on, she called appropriately, she was impulsive, 
but like we were not able to get into to the room fast enough, 
because we had to put on our gear and she, she fell, like she fell 
hard. (Nurse, female 30s)
He was brought in, he had tombstone EKGs and he had a 
massive MI. So, you know, before COVID, shortness of breath 
in a man you, would think cardiac dyspnea, but it’s like, we 
had these terrible COVID blinders on… I saw a man that had 
just terrible DKA and he was admitted and he had a cardiac 
arrest right after that and then suffered a terrible anoxic injury. 
And… he would have come in earlier if it hadn’t been for COVID. 
(Physician, male, 40s)

Grief from witnessing patients suffer in isolation Those family members can’t be here. That’s just really hard to see 
that when somebody really needs a loving person… So I gave her 
a great big hug, and I felt her sadness, and that’s just something 
that I will probably carry with me forever. It’s just that feeling 
of loneliness and sadness that you just can’t describe… That 
truly right now is the hardest thing I deal with every day. (Nurse, 
female, 50s)
I held a tablet up for a patient who was not alert, responsive, 
and the family was just like just like we love you, Grandpa, stay 
strong, and I felt like I was intruding. I was heartbroken watching 
this like moment take place. (Nurse, female, 30s)
He basically just spent the last five days of his life alone, delirious, 
for which normally we treat delirium with patients’ family at the 
bedside, reorientation. We did none of that. We really provided 
sub- optimal care and he died in isolation. (Physician, female, 30s)

Powerless in uncertainty

Inescapable awareness of personal risk And just that kind of reminder that you don’t have to be old to get 
sick, I’m afraid for the patient, I’m afraid for myself. I’m afraid for 
the people that I care about in my own life. (Nurse, female, 30s)
Practising medicine is just difficult and there are uncertainties 
about supplies and about my own personal safety as a practising 
physician (Physician, female, 40s)

Continued
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Theme Quotations

Therapeutic doubt in a void of evidence The fact that a medication wasn’t proven. We didn’t have good 
data. This was disconcerting. To not know what we should be 
recommending… We’ve learned a lesson that these unproven 
therapies could be harmful. If you’re going to do something that’s 
unproven, you should do it within a trial. We could really be doing 
more harm than good. That was just a lesson I learned. I was just 
excited to jump on the bandwagon and offer whatever I could 
and whatever other institutions were doing. (Physician, female, 
30s)
It’s pretty unpredictable compared to a lot of other things we 
treat. You might feel like your patient is clinically improving or 
kind of out of the woods and then suddenly, they take a turn 
for the worse. And that then relates to how you can talk to a 
patient because you can’t, it’s difficult to have 100% confidence 
and say, you’re going to be fine. You’re improving, you’re going 
to continue to improve because that’s all probably not true. 
(Physician, male, 30s)
I have a lot of fear that that we don’t know what’s going to 
make them better or not better… there’s a lot of times when I 
leave work that I feel really empty. Like I don’t know if I made a 
difference and It’s kind of sad, like I have a lot of sadness. (Nurse, 
female, 50s)

Confronting ethical dilemmas So this is a patient who comes in, they’re full code, but we 
don’t have the resources and I had to decide if the 88 year old 
grandma on dialysis gets the ventilator or the 44 year old. And 
even just the weight that you have to carry if that’s your decision 
right? That you just condemned this person to die and not 
this person. It’s something that I worried a lot about for myself 
and also for our trainees; that our residents would have to be 
exposed to this stuff and carry it with them for the rest of their 
lives. (Physician, male, 40s)

Struggling with dynamic and unfamiliar challenges The uncertainty about the future, not being able to know like 6 
months ahead what our schedule is going to be like and it feels 
like things could change on any given day. (Physician, female, 
30s)
I’m constantly out of my comfort zone there’s literally like nothing 
that is routine or second nature for me. My nervous system is like 
constantly in like flight mode and sweaty when I am running to a 
patient’s room. (Nurse, female, 30)

Overwhelmed and exhausted

Burden of PPE It’s very different in a nine hour shift with the PPE… it was 
uncomfortable and that was also fatiguing. That was all 
new mental energy that had to be expended to do your job. 
(Physician, male, 40s)
Some days I feel really claustrophobic in the mask and it like 
increases my anxiety. (Nurse, female, 30s)
Just the physical nature of having so many patients prone and 
flipping them and all of that it’s physically hard. (Nurse, female, 
50s)

Information overload and confusion We’re just burnt out from the constant changing of policies and 
expectations. (Nurse, female, 40s)
Things are literally changing on like a day to day, hour by hour 
basis. (Physician, male, 40s)
It was kind of unique part of COVID is that every day you’re also 
kind of battling the news cycle and being aware of that news 
cycle, you know, so, like getting questions because the president 
says he takes hydroxychloroquine. (Physician, female, 30s)

Table 2 Continued

Continued
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Overstretched by additional responsibilities at work I’m not alone when I’m saying that I’m feeling burnt out and 
overwhelmed. (Nurse, female, 30s)
The last week that I was on… come straight home for an hour 
or two and then write notes until midnight, or 1230 and then get 
up and do it all over again… It was kind of you know, basic like 
functioning, eat food and then do more work. (Physician, male, 
40s)
Calling patients’ families at the end of each day because they 
couldn’t have visitors … and giving them updates for the day 
and that by itself took a lot of time and was draining and not 
something that is normally part of our daily routine. (Physician, 
male, 30s)

Compounded by life stressors Having to be like quarantined and do homeschooling on top of all 
that. It’s been very difficult. (Nurse, female, 40s)
Should I separate myself? We ultimately decided that, that 
would be more traumatic and that this is a marathon and not a 
spring and that separating myself would be more traumatic… We 
decided that the risk of this being really upsetting and traumatic 
for the children would be worse. We had to weigh all of this. 
(Physician, female, 30s)

Feeling vulnerable and dispensable It made me feel dispensable…There’s very much a sense of us 
not being part of the conversation and instead we are just told 
that this is how things are going to happen. (Physician, female, 
40s)
I never felt more vulnerable than this situation has made me feel 
in healthcare. (Nurse, female, 40s)
If you want to do sort of a war analogy, it feels like all the 
generals are making decisions for the people that are dying on 
the field and nobody, you know, without knowing the reality of 
it… And so, I mean, I would just, I think it would be eye opening 
for them to have to come in and see, you know, a prone patient 
core, you know, and just watch. (Female, nurse, 30s)
People are being asked to work more but are not compensated 
more. Taking more risk despite having loved ones. It hurt a lot of 
feelings and made people feel unappreciated. (Physician, female, 
30s)

Compassion fatigue My patience is less. And my empathy is less. My empathy meter 
is low. (Physician assistant, female, 30s)
So the compassion fatigue I’ve actually experienced has been 
with the patients that I don’t feel need to be there, right? Like, 
why are you here? Why are you using these resources? You 
twisted your ankle three weeks ago, you’ve been walking around 
fine… but yeah, there’s some compassion fatigue towards 
those kind of people and I’m trying to save whatever emotional 
response I have left for the people who I feel like needed it, if that 
make sense. (Nurse practitioner, female, 30s)
I’ve been much better about it trying to save those emotions for 
when it matters. So I guess I’ve been stingier with my feelings, if 
that makes sense. (Nurse, female 30s)

Table 2 Continued

Continued
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Theme Quotations

Distress from the disproportionate impact on socially 
oppressed communities

At one point every single patient in our unit was COVID positive 
and every single one of them had a Hispanic last name and I just 
feel a lot of just mixed emotions, probably between sort of anger 
and just kind of profound sadness. I’m just so saddened by just 
how unfair it seems. (Nurse, female, 50s)
I worry a lot about after they leave, sort of depending on their 
situation, and their ability to either socially distance or remain 
stay or have access to things like that’s a big concern. (Physician, 
female, 50s)
I took care of the grandfather or like the father who was 
90- something, and his son was on a ventilator, his grandson 
was in the ICU as well, and I talked to his daughter- in- law… The 
poor family was just like, totally stressed out; and that was really 
heartbreaking… There was something about this pandemic in 
that, three fourths of everyone was Latino. And to know why 
they were getting it, in that they were probably essential workers, 
or needing to work, or they were living in homes with multi- 
generational kind of situations; that was really sad and most of 
them had nothing. The family, they’re barely making it, and how 
are they going to survive financially? (Physician, female, 40s)
To be doing the bulk of my interviews through the glass on the 
phone, particularly with Spanish speakers, it was very unsettling 
and unsatisfying on a certain level because I just did feel like I 
was doing my best, which was really hard. You wonder like, did 
you miss something? (Physician, male, 30s)

Bolstering morale and confidence

Motivated by community and family support Community support that’s been very touching to me just like 
the people donating food or like donating masks or create a 
company like donate goggles, (Nurse, female, 30s)
It was the fact that like, ‘Oh, like, people care about us and 
recognize that what we’re doing right now is important’ and that 
lifted spirits. (Physician, male, 40s)

Equipped with data I feel like I know what’s going on and so that’s calming. 
(Physician, female, 30s)
I think an organized plan for what we will do if there is a surge 
or whether we will be needed to cover hospital shifts… That 
communication is important because it gives us an idea of where 
we are with the curve and our hospital capacity. (Physician, 
female, 30s)
We heard the other day we’re running low on masks; they’re not 
trying to hide that. They communicate also what this solution is, 
what the fix is. That’s hugely important, that builds trust, we’re 
able to plan for things, know when things are coming. (Nurse, 
female, 40s)

Driven by moral duty

Responsibility to patient care and community A professional obligation that this is what I’ve trained for. 
(Physician, female, 30s)
This has been particularly hard on our…. most vulnerable 
communities … That kind of gives a little extra motivation to want 
to like show up and work hard and take really good care of them. 
(Physician, male, 30s)

Table 2 Continued

Continued
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use them to touch my face?”’ In making decisions about 
orderings tests (eg, imaging or labs), they considered 
if they would be exposing their colleagues. Some were 
worried about using the same masks all day—‘it says on 
the box “one- time use”.’

Information overload and confusion
Some participants felt inundated by information—‘it’s 
like drinking out of a fire hydrant.’ They had ‘informa-
tional burnout’ and had difficulty processing new infor-
mation as it was often changing or conflicting. Even 
outside of work, information about the pandemic was 
constantly on the news, social media and in conversations 
with friends—it was ‘exhausting’.

Overstretched by additional responsibilities at work
Participants took on many new tasks such as coordinating 
internal communications, creating and managing data-
bases, and following up on discharged patients. Many 
worked additional shifts—‘two more weeks of work 
crammed into four weeks of work.’

Compounded by personal life stressors
Participants were concerned about infecting their family 
and considered whether to isolate from their families. 
Participants with children had new, time- consuming 
challenges at home including homeschooling and coor-
dinating childcare. Many felt ‘worn out’ by these respon-
sibilities—‘trying to stay normal, to be the mother and 
the wife… because they [children] don’t deserve to get 
less of me because of what’s happening.’

Feeling vulnerable and dispensable
As participants coped with the stress of additional shifts, 
responsibilities and risk, some began to feel ‘vulnerable’. 
Some participants felt well supported by their leaders, but 
others felt a disconnect between clinical and administra-
tive leadership. They felt leaders needed to be more pres-
ent—‘I think it would be eye opening for them to have 

to come in and see’ the unique challenges of providing 
care in PPE. Some were concerned about the burden of 
mandatory extra shifts and lack of ‘hazard pay’. Hearing 
about a ‘hiring freeze’ and seeing colleagues lose their 
jobs made them feel expendable.

Compassion fatigue
As the pandemic progressed, clinicians began feeling 
emotionally overwhelmed and started developing 
‘compassion fatigue’. The grief of caring for patients 
with COVID-19 was further amplified by what some clini-
cians felt was the psychological impact of quarantine on 
the community. They described seeing higher rates of 
patients presenting due to domestic violence, depression 
and suicides. Over time, clinicians began to feel emotion-
ally exhausted and described symptoms of burnout—‘my 
patience is less. My empathy is less.’

Distress from the disproportionate impact on vulnerable 
communities
The injustice of COVID-19 was traumatic. Witnessing the 
disproportionate impact of the pandemic on racial and 
ethnic minorities as well as other vulnerable communi-
ties was devastating. It was ‘heartbreaking’ to see multiple 
members of the same minority family hospitalised and 
critically ill simultaneously. Many expressed immense 
grief witnessing the impact on communities that may not 
have the privilege to isolate, ‘they were probably essential 
workers, or needing to work, or they were living in homes 
with multi- generational’ families. They noticed ‘a huge 
disparity between the rich and the poor.’

Bolstering morale and confidence
Motivated by community and family support
Participants appreciated the ‘outpouring of love and 
support’ from the community who contributed food and 
donated PPE. They also relied on support from their 
families.

Theme Quotations

Collegial solidarity and collaboration Specialists, nurses—especially nurses—are a lot more willing 
to go above and beyond to take care of these people. That 
collective, all hands on deck, throughout the hospital, is really 
reassuring—everyone pitching in however they can. (Nurse 
practitioner, male, 30s)
I want to support my fellow staff and I don’t want to leave them 
short. (EMT, male, 30s)

Contributing to the greater good When everything is so negative, I do feel that I can be a good 
force, I can be at least something positive in all of it. (Nurse, 
female, 40s)
To be apart of this illness that nobody really understands. From a 
scientific background, it is really interesting that we are learning 
new stuff, day by day, week by week. (Nurse practitioner, male, 
30s)

DKA, diabetic ketoacidosis; EMT, emergency medical technician; ICU, intensive care unit; MI, myocardial infarction; PPE, personal protective 
equipment.

Table 2 Continued
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Equipped with data
Information could ‘reduce stress and anxiety’ as it 
provided a ‘picture of where the hospital’s standing.’ 
Communicating ‘big wins’ such as the number of extu-
bations and discharges inspired optimism. Executives 
provided transparency around PPE supplies, plans for 
procurement and curated information from clinical 
trials. This helped many feel safe and informed. They 
appreciated clinical updates as they did not have ‘time or 
bandwidth to search through articles.’

Driven by moral duty
Responsibility to patient care and community
Participants were committed to fulfilling their funda-
mental responsibility of treating patients who ‘deserve 
good care’. They held a ‘high level of social justice and 
responsibility’ and strove to care for the ‘underserved and 
impoverished’ patients who presented with COVID-19.

Collegial solidarity and collaboration
Participants felt ‘unified around a common goal or a 
kind of common enemy (SARS- CoV-2)’ and were encour-
aged by ‘interdisciplinary collaboration’ and ‘sharing of 
knowledge’. They were ‘in it together’ and needed to 
‘have each other’s back’, particularly given the additional 
staffing required to manage the crisis: ‘We lean on each 
other, we support each other, we expect each other to be 
there.’

Contributing to the greater good
Some believed it was their ‘responsibility’ to contribute 
to the greater good and to be a ‘good and positive force’. 
They felt stimulated to understand a novel disease and use 
their training and skills to ‘contribute new knowledge’ in 
managing patients with COVID-19 and to be ‘part of the 
solution’.

DISCUSSION
In this study, we report distress and motivations of inter-
disciplinary clinicians who provided care to hospitalised 
patients with COVID-19. Clinicians at the frontline of 
COVID-19 experienced distress from the emotional and 
physical burden of PPE, increased responsibilities at work 
and home, witnessing patients dying in isolation and the 
exacerbation of systemic healthcare disparities. Clinicians 
also reported feeling fear, guilt and powerlessness stem-
ming from the many uncertainties of this pandemic. Many 
clinicians described how these emotions progressed to 
compassion fatigue, vulnerability and exhaustion reflected 
in the qualitative themes. These findings are consistent 
with high rates of distress described in quantitative studies 
during the current pandemic. Clinicians’ fears related to 
risk of infection, uncertainties of the disease and feelings 
of exhaustion, as well as being driven by a sense of duty 
and solidarity, are consistent with studies from the SARS 
pandemic and qualitative data describing experiences of 
clinicians in Europe and China during the early stage of 

this pandemic. However, many clinicians described how 
the emotional challenges of caring for patients with PPE 
and hospital isolation policies were compounded by the 
grief of witnessing an exacerbation of systemic health-
care disparities, which has become more apparent in the 
COVID-19 pandemic.

Increasing workload and loss of a sense of control have 
been described as powerful contributors to distress that 
may lead to burnout.38 39 We identified many facets of 
uncertainty in the context of COVID-19 including being 
unable to prognosticate the course of the illness, lack of 
evidence and therapeutics leading to clinical decisional 
uncertainty, rapidly changing guidelines and policies, 
unclear risk of infection, the unknown duration and 
severity of the pandemic, and a loss of control to their 
schedules. Clinicians were also distressed by feeling help-
less and distressed from witnessing patients suffering in 
isolation. While clinicians adapted to these uncertain 
circumstances, there is concern for maintaining this resil-
iency if long- term solutions around managing workload 
are not identified by leadership.

There is also concern of increased distress in clinicians 
who provide care to patients who face complex social chal-
lenges.40 41 Clinicians caring for patients with COVID-19 
were dismayed and frustrated by how vulnerable groups 
such as impoverished, racial and ethnic minority commu-
nities had disproportionally higher rates of COVID-19 
infection than the general population. While it is possible 
that this impact may be more noticeable in safety- net insti-
tutions, several studies have confirmed the increased prev-
alence and mortality associated with COVID-19 in Latino, 
black and ‘other’ ethnicities.42 Clinicians felt defeated 
because there were limited options for safe self- isolation 
in these communities due to crowded living conditions, 
use of public transportation and low- wage service jobs. 
They were frustrated by barriers that precluded in- person 
language interpreters owing to the limited availability of 
PPE and having to resort to telephone language inter-
preters compounding the difficulties of communicating 
while wearing PPE.

Higher rates of distress during the COVID-19 pandemic 
have been found among younger age groups, women 
and nurses (compared with physicians).5–10 This may be 
because young clinicians with children are burdened by 
increased responsibilities at work and home compounded 
by losing control and predictability of their work sched-
ules. Nurses in our study encountered many logistical 
obstacles as they were required to work additional shifts 
and often spend more time at the bedside resulting in 
more time wearing PPE, higher risk of exposure and 
more time spent witnessing patients suffer in isolation.

Our study has key implications to prevent or mini-
mise distress and risk of subsequent burnout in clini-
cians (table 3). There is an urgent need to address this, 
as burnout can lead to poor patient outcomes and will 
impair the ability of the healthcare system to respond to 
this crisis.43–46 We suggest that institutional leadership 
create clear structures for understanding and addressing 
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concerns of frontline clinicians, communicate contin-
gency staffing plans to manage workload and allow 
frontline clinicians to regain a sense of control of their 
schedules. Studies have also shown that it is important 
to support workers’ childcare needs during crisis situa-
tions.47 48 We recognise that clinicians may not engage in 
psychological services on their own accord, and therefore 
suggest that institutions offer proactive psychological 
counselling and establish peer- to- peer support mecha-
nisms as these provide the most benefit.49–52 Finally, it is 
critical to address structural racism and healthcare dispar-
ities as this is an important driver of distress highlighted 
by this pandemic. This includes improving access to 
testing, equitable resource allocation, enhanced outreach 
programmes for minority communities, improved access 
to in- person translation services and cultural humility 
training for all staff.

LIMITATIONS
Our study generated detailed insights on the experi-
ences among frontline clinicians caring for patients 
with COVID-19. However, our study has some potential 
limitations. Clinicians were from one academic safety- net 
hospital in Colorado, thus the transferability of the find-
ings to other settings is uncertain. Studies have shown vari-
ances in PPE use among different countries and cultures. 
Our findings of distress related to the burden of PPE use 
may not be consistent with clinician experiences in other 
cultures.53 As this study was performed at the early phase 
of the COVID-19 pandemic, it is also possible that clini-
cian experiences have changed with anticipation of new 
therapies and the possibility of a vaccine.

Future research is needed to assess the effectiveness of 
strategies to screen for and reduce psychological distress. 
While it is clear that clinicians experiencing distress will 

Table 3 Suggested interventions to support frontline clinicians

Strategy Suggested actions or interventions

Acknowledge 
and address 
concerns

 ► Create a clear reporting structure and mechanism to allow frontline clinicians to voice clinical concerns
 ► Communicate acknowledgement and validation of concerns as well as plans to address concerns
 ► Maintain an active presence by administrative leadership on clinical floors to improve communication and 
better understand frontline clinician challenges

 ► Minimise or consider suspending productivity reports and measurements

Reduce clinical 
uncertainty

 ► Establish mechanisms for knowledge sharing and delivering emerging clinical research updates
 ► Create and maintain clinical diagnostic and therapeutic guidelines

Reduce burden 
of ethical 
decisions

 ► Create standardised resource allocation framework to reduce burden of decision- making
 ► Standardise processes for discussion of goals of care at admission
 ► Improve access to and staffing for palliative care and chaplain services

Reduce 
infection risk

 ► Maintain adequate supplies of PPE
 ► Allow rapid access for employee testing and occupational health support
 ► Provide information and resources on best practices to minimise infection risk for family members of 
clinicians

Address 
healthcare 
disparities

 ► Allocate testing and access to care fairly with special consideration to communities with pre- existing 
technological and health literacy gaps

 ► Expand respite facilities to allow for greater access to safe social isolation
 ► Ensure that patients have access to robust interpretation services
 ► Develop culture and language- concordant educational community outreach programmes
 ► Provide cultural humility training

Bolster 
psychological 
support

 ► Validate and communicate understanding of expected psychological distress
 ► Train providers on applying psychological first aid
 ► Establish one- on- one check- ins with clinicians to screen for severe distress and burnout
 ► Develop programmes that allow clinicians reprieve while on clinical shifts
 ► Engage clinicians in counselling by creating opportunities for peer- to- peer support
 ► Increase access to professional psychological counselling

Improve 
workload 
management 
and quality of 
patient care

 ► Offer childcare solutions for frontline clinicians
 ► Ensure adequate staffing and create a threshold to hire additional clinicians in anticipation of surging 
demand

 ► Limit the number of days or consecutive weeks worked
 ► Allow for breaks from COVID-19 wards
 ► Allow and provide adequate training for clinicians to cross- train in units with increasing demand

Improve data 
transparency

 ► Deliver information in a simple, coordinated, succinct and consistent matter
 ► Provide transparency on PPE supplies and plans for procurement
 ► Communicate financial and operational plans to address institutional impact of the pandemic

PPE, personal protective equipment.
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benefit from multifaceted psychological support, ideal 
implementation strategies to engage and support clini-
cians are unclear.54 There is also limited knowledge of the 
effectiveness of online- based counselling which can be 
implemented more readily and has been used to support 
clinicians in China.22 55

CONCLUSION
Frontline clinicians caring for patients with COVID-19 
experience distress related to challenges of PPE, clinical 
uncertainty and powerlessness, new responsibilities at 
work and home, losing control of their schedules, and 
grief from witnessing patients suffer in isolation and 
witnessing healthcare disparities exacerbated by this 
pandemic. Providers feel supported by their colleagues, 
families, and community and were driven by a sense of 
moral duty. Institutions should further support frontline 
clinicians by making efforts to understand and address 
their challenges, provide proactive mental health support 
and advocate vulnerable communities.
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