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ABSTRACT
Objectives  To address structural determinants and 
healthcare workers’ (HCWs) physical, mental, emotional 
and professional challenges of working during the 
COVID-19 pandemic.
Design  Exploratory qualitative study with semistructured 
interviews. Collected data were analysed using thematic 
analysis.
Setting  This qualitative study was undertaken with HCWs 
who mainly worked in intensive care units in six non-profit 
hospitals in Vienna, Austria. Data were collected from June 
2020 to January 2021.
Participants  A total of 30 HCWs (13 medical doctors, 
11 qualified nursing staff, 2 nurse assistants, 2 
physiotherapists and 2 technical/cleaning staff) who were 
in direct and indirect contact with patients with COVID-19 
were included.
Results  Three overall themes resulted as relevant: 
challenges due to lack of preparedness, structural 
conditions, and physical and mental health of HCWs. Lack 
of preparedness included delayed infection prevention and 
control (IPC) guidelines, shortages of personal protective 
equipment combined with staff shortages (especially of 
nursing staff) and overworked personnel. Physical and 
mental strains resulted from HCWs being overworked and 
working permanently on alert to face medical uncertainties 
and the critical conditions of patients. HCWs lacked 
recognition on multiple levels and dealt with stigma and 
avoidance behaviour of colleagues.
Conclusion  To mitigate HCWs’ occupational health 
risks and staff turnover, we propose context-specific 
recommendations. The number of available essential 
workers in care of patients with COVID-19, especially 
nursing staff, should be carefully planned and increased to 
avert chronic work overload. Timely training and education 
in IPC for all HCWs is important. Providing supportive 
supervision is as essential as appropriate recognition by 
higher level management and the public.

INTRODUCTION
Since early 2020, the COVID-19 pandemic 
has been challenging healthcare systems 
worldwide. Multiple factors such as rapid 
spread, limited treatment options for a 
formerly unknown disease, high quantity of 
contagious patients and prolonged duration 
of the pandemic pose a burden on healthcare 

systems. Particularly in the beginning of the 
pandemic, healthcare workers (HCWs) 
were considered a vulnerable group, mainly 
because they were continuously exposed 
while caring for patients and often lacked 
appropriate personal protective equipment 
(PPE).1

In many countries the public applauded and 
heroised HCWs. However, most HCWs do not 
identify themselves as heroes. Still, they are 
overworked and bear the physical and mental 
burden of their commitment.2 Initially driven 
by enthusiasm and optimism, most HCWs 
feel exhausted due to the continuation of 
the pandemic.3 Dealing with the physical and 
mental burden of working extensively in a 
highly demanding situation, they are struck 
by fear of both infecting family members 
and dealing with social stigmas.4 5 Addition-
ally, a recently published meta-analysis found 
that female HCWs are especially affected by 
anxiety and depression, and a higher preva-
lence of these disorders is seen in nurses than 
in doctors.6

Strengths and limitations of this study

	► We outline context-specific challenges faced by 
healthcare workers (HCWs) of different work groups 
by using an exploratory qualitative approach.

	► The research considers changes over time by col-
lecting data over a 6-month period; therefore, the 
data include topics relevant to both the beginning of 
the pandemic and as the pandemic unfolded.

	► Female interview participants predominated the par-
ticipant group (21 women vs 9 men). This was due 
to there being a higher number of female staff in the 
healthcare field in general, particularly in nursing.

	► Some interviews may have been shorter than usual 
or may not have yielded in-depth information be-
cause interviews took place under rushed conditions 
and with tired HCWs.

	► We were unable to consider any additional differ-
ences in experiences between professions and dif-
ferent occupational groups.
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Due to the enormous pressure globally, many nurses 
are resigning their jobs.7 The situation is exacerbated by 
structural shortages of qualified nurses, a problem that 
pre-existed the pandemic with a bottleneck of 6 million 
nurses worldwide.8

Austria is an illustrative example of how COVID-19 
is posing hardship to a relatively advanced and well-
equipped healthcare system. Austria uses the Bismarck 
model, with health expenditures mainly being paid from 
taxes and mandatory social security contributions. A 
fundamental feature of this system is its comprehensive 
health insurance coverage (99.9%) and thus accessibility 
to good quality care.9–11 In 2017, Austria was among the 
countries with the highest number of hospital beds (7.4 
beds per 1000 people), which is an indicator for available 
resources regarding inpatient services.10

Nevertheless, COVID-19 overwhelmed Austria’s health-
care system and to date the capacity of intensive care unit 
(ICU) beds is reaching its limits.12 Furthermore, Austrian 
hospitals were ill-prepared for the pandemic; the most 
prominent example of this is the temporary shortages of 
PPE.13 14

HCWs’ health, well-being and safety are paramount for 
a well-functioning healthcare system and for ensuring 
patient safety.4 Consequently, mitigating risks on multiple 
levels—especially regarding staff turnover and mental 
health—is necessary.6 15

In this study, we therefore aim to address the structural 
determinants as well as the physical, mental, emotional 
and professional challenges that affect HCWs when 
working during the COVID-19 pandemic. Based on our 
results, we propose context-specific recommendations.

METHODS
We conducted an exploratory qualitative study with semi-
structured interviews to gain insights into HCWs’ chal-
lenges of working with patients with COVID-19 in six 
Viennese non-profit hospitals.

MJ, EJ-P and RK are medical anthropologists and quali-
tative researchers who conducted the interviews. The data 
collection took place between June 2020 and January 2021. 
We interviewed HCWs who were either in direct contact 
with COVID-19-infected patients or in indirect contact 
through handling contaminated material (work units are 
detailed in table 1). In the beginning of the pandemic, 
only a few of the 21 non-profit hospitals in Vienna were 
designated to admit patients with COVID-19; therefore, 
we recruited interview participants from these hospitals. 
In one hospital, we had a key informant who arranged 
contacts from hospital staff, aiming for maximum varia-
tion in participants (qualified nurses, nurse assistants, 
cleaning staff, physiotherapists and medical doctors). 
Later, as additional hospitals were designated to care for 
patients with COVID-19, we broadened our sample and 
included interview partners through snowball sampling.

Participants were interviewed via telephone, online call 
(Webex) or in person in a private room at the hospital 

where they worked (carried out under precautionary 
measures). Interviews were scheduled during working 
hours and at times convenient to the participants. Those 
who agreed to take part in the study signed the participant 
consent form. All interviews were audio-recorded, except 
for one with a participant who felt more comfortable not 
being recorded. In this case, we took written notes and 
sent them to the participant for validation and further 
clarification after the interview. Interviews lasted between 
30 and 60 min and were led by a topic guide (see online 
supplemental material). However, questions were adapted 
to the flow of the conversation and the importance the 
interviewees gave to a specific topic. We conducted the 
interviews until saturation of data was reached, meaning 
that no new themes emerged or no new information was 
discovered, so further data collection would have been 
redundant.

Upon the conclusion of the interview process, we 
outsourced the transcriptions of the interviews. The 
transcription service provider signed a non-disclosure 
agreement stating that interviews and transcripts are 
kept confidential. All transcripts were anonymised and 

Table 1  Characteristics of participants

Variables Description
No of 
participants

Gender Male 9

 �  Female 21

Profession Qualified nurse 11

 �  Nurse assistant 2

 �  Physiotherapist 2

 �  Cleaning/technical staff 2

 �  Medical doctors:

 �  Infectious disease expert 3

 �  Anaesthesiologist 2

 �  Neurologist 2

 �  Other (eg, surgeon) 6

Work units* COVID-19 intensive care 13

 �  COVID-19 non-intensive care 5

 �  COVID-19 intensive care and 
non-intensive care

2

 �  COVID-19 other† 4

 �  Other‡ 6

Age (years) 21–30 7

 �  31–40 10

 �  41–50 8

 �  51–60 5

*Refers to the units that HCWs were assigned to.
†Includes ‘pop-up’ COVID-19 units and intermediate care units.
‡Non-COVID-19 units with direct or indirect contact with patients 
with COVID-19.
HCWs, healthcare workers.
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labelled using numerical code names, and personal iden-
tifiers were removed.

We imported transcripts into ​ATLAS.​ti (V.8.4.4) and 
analysed them with thematic analysis using inductive and 
deductive coding. We used thematic analysis to recog-
nise, analyse and interpret patterns of meaning. The 
first author (MJ) performed the analysis of the interview 
transcripts. There was a continuous dialogue between MJ 
and RK throughout the analysis process. We informed the 
deductive codes by the topic guide questions; all other 
codes we derived inductively through repeated examina-
tion of the data. Codes were united to overall themes that 
included lack of preparedness, overworked personnel, 
staff shortage and redeployment, stigma, avoidance 
behaviour and lack of recognition. The research considers 
changes over time; for example, PPE shortages were more 
influential in the beginning of the pandemic, while over-
worked personnel was more influential in the later phase 
of the pandemic.

Patient and public involvement
No patient involved.

RESULTS
Description of participants
We collected data from 30 participants in direct and 
indirect contact with patients infected with COVID-19. A 
total of 13 medical doctors, 11 qualified nurses (mainly 
working in ICUs) and 6 other professions were included 
(table 1). Female participants predominated overall (21 
women vs 9 men).

Lack of preparedness
While confronted with a hitherto unknown pandemic, 
HCWs were troubled by delayed or unavailable infec-
tion prevention and control (IPC) guidelines that were 
adapted to a major infectious disease outbreak. This 
included guidelines for proper donning and doffing 
of PPE, guidelines for medical procedures producing 
aerosols and IPC strategies for patient transfers. Conse-
quently, HCWs faced many uncertainties, and those units 
in charge of treating patients with COVID-19 often had to 
make autonomous decisions:

The department of hygiene gave instructions only af-
ter we became a COVID-19 ward, on the same day or 
maybe two days before, whilst we were already won-
dering about it for weeks. Examples include which 
respirator tools to use or the need of different filters, 
those which would last longer, as we don’t want to 
disconnect the ventilators daily […] Those points 
were addressed super delayed by the department of 
hygiene. (Qualified Nurse 4)

Most participants specified that their team and imme-
diate superiors dealt with the situation excellently. 
However, some complained about chaos that arose on 

higher levels of the hospital hierarchy; participants wished 
for better guidance from leadership and management:

It is something you expect to be handled by manage-
ment and not from the personnel on the ward […] 
You expect the hospital pays attention that the work 
procedures are properly adjusted—not that the em-
ployees take care of them. (Medical Doctor 1)

Relatedly, one cleaning person stated that her colleagues 
did not know much about the virus and consulted her 
with questions. She wished for simple COVID-19-specific 
training for her and her colleagues. Further, cleaning 
staff often perceived that they were extremely feared, 
mainly because of a lack of understanding about trans-
mission pathways.

Another demanding factor was lack of coordination 
between hospitals. Especially in the first phase of the 
pandemic (early 2020), there was a lack of clarity on 
ICU bed capacities. Medical Doctor 18 considered the 
second phase a missed chance to better prepare for the 
predicted peak phase in autumn and felt that other hospi-
tals in Vienna were unprepared to take on patients with 
COVID-19:

It was really badly organized. For example, when our 
intensive care unit was full for the first time, every-
one was taken by surprise. Oh, there are no more in-
tensive care beds, where should they be transferred 
to now? And then the hospital [XY] took them [the 
patients] and they were completely unprepared. And 
one would think, folks, you had all summer to worry 
about this and prepare for it. And now, in autumn, 
the beds are occupied again and now—once again—
we need more wards. (Medical Doctor 18)

One medical doctor concluded, ‘Well, you do wonder 
how slow the mills in Austria are grinding and how little 
foresight one can have’ (Medical Doctor 5).

Physical and mental protection
During the first phase of the pandemic, there was a 
shortage of face masks and the fear of insufficient face 
masks. One medical doctor reflected on how to define 
shortage of face masks in Austria: ‘Once you start using 
masks that had expired 14 years ago, which we did, I 
would say we ran out of masks’ (Medical Doctor 5). Others 
mentioned having to use face masks of insufficient quality, 
wear masks that did not properly fit or reuse disposable 
masks. FFP3 masks were especially rare and often only 
available for rooms with patients on non-invasive ventila-
tors where circulation of aerosols was highest:

When we ran out of FFP3 masks we received products 
of minor quality. We had incidents where a colleague 
was in the room and the elastic cord of the mask 
broke. Or the filter of the mask fell out—that hap-
pened to me—and thank God it happened before I 
was in the patient room. But these are all things that 
shouldn't happen. And then another problem was 
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that these masks didn’t fit everyone either […] I had 
a colleague who did not want to enter the patient 
room because the mask didn’t fit properly. (Qualified 
Nurse 10)

Fear of mask shortages led employees to stockpile masks 
and management to restrict their distribution. In one 
hospital, cleaning personnel or other medical support 
personnel were often denied adequate face masks.

However, these were concerns in the early stages of the 
pandemic. When asked directly whether they felt safe at 
their workplace, most HCWs stated they felt sufficiently 
protected. Those working at ICUs especially felt better 
protected than those working in wards ‘outside’ because 
they knew the infectious status of their patients and 
worked while wearing protective gear.

In addition to increased availability of physical protec-
tion, participants requested supervision, which employers 
rarely offered. Though not everyone mentioned needing 
supportive supervision, most considered its provision 
important:

Of course, there are some things I miss from our em-
ploying institution as it is its responsibility to protect 
us. Not only to provide the protective gear but also 
mental protection. […] It has the responsibility to 
ensure we do not get harmed mentally and physically. 
(Qualified Nurse 23)

Overworked personnel, staff shortage and redeployment of 
staff
Especially in November 2020, HCWs were working over 
the limit of their capacities. Many reported being mentally 
and physically exhausted and needing longer regenera-
tion times than usual:

I often thought I got infected with COVID-19 because 
I am so exhausted. But no, it is this working with the 
mask and planning all your actions precisely for the 
moment. You have to think about so many things, 
what are the next steps. It is really also a mental bur-
den. In cycling they refer to the term ‘the red zone’ 
and I would say that we are often in the red zone, but 
we do not recognize it anymore […] because you get 
used to it. You have to get used to it because otherwise 
you have to resign. Or you will break. So either you 
are strong and you stick it out or you have to leave. 
(Qualified Nurse 17)

HCWs not only worked extra hours or worked without 
having proper breaks, but also functioned in a perma-
nent state of alarm. In addition to dealing with chal-
lenges related to infection risk and altered working 
procedures, HCWs faced medical uncertainties and 
emotional challenges due to the critical condition of 
patients. The difference from pre-COVID-19 was in the 
quantity of dying patients, as highlighted by the meta-
phorical phrase, ‘Patients are dying like flies’ (Qualified 
Nurse 17). Another mental burden was seeing young 

people and people without underlying medical condi-
tions die or having to witness how patients slowly died in 
full consciousness and isolation. Additionally, most HCWs 
were not trained in palliative care, and dealing with the 
unpredictability of the disease added to being mentally 
overburdened.

HCWs also spoke about a missing work–life balance and 
the consequences of being overworked. Some thought 
being overworked made them more vulnerable to getting 
infected with COVID-19, and others mentioned the phys-
ical pain of chronic overload:

We are now faced with some sick leaves. It is the high 
adrenalin and cortisone levels of this crisis, the on-
going emergency mode that is exhausting at some 
point. Basically, our bodies are giving up. […] There 
are people that would like to, but they are just sick 
now. They do not have COVID-19, but they are sick. 
They have digestive issues; one has had ongoing di-
arrhea for three weeks and he looks pale as a linen 
sheet. (Medical Doctor 27)

Participants further mentioned that being overworked 
combined with a shortage or unavailability of staff, espe-
cially when personnel got sick, was a primary problem. 
Many often needed to make multiple requests to the 
administration to procure more staff:

Contrary to what we were promised at the beginning, 
‘no matter what, you get what you need,’ we didn’t get 
any additional staff and we had to do it with the core 
team. We all work way over our regular working hours 
and that is very intense. Somehow it has worked out 
for the last half year, I mean, especially this depart-
ment, they are all incredibly motivated and passion-
ate. They are infectiologists with their heart and soul, 
and they love their work, but now you realize slowly, 
now it’s going to the core, it’s slowly not working any 
longer. (Medical Doctor 24)

To remedy staff shortages in one ward, qualified nurses 
were often recruited from other wards. Those who 
had free choice and switched on a voluntary basis with 
the option to switch back viewed this more positively. 
However, many suddenly had to work with patients with 
COVID-19 without having a professional background in 
infectious diseases and thus lacked technical knowledge 
in this regard. Often, qualified nurses found themselves 
in a new team with little time for proper training, which 
produced extra stress:

The psychological challenge is […] I actually have 
nothing to do with infections. […] Of course I believe 
that I am very good at what I do and that I am able 
to adjust, but I just don’t have this background, this 
technical knowledge regarding infections. (Qualified 
Nurse 23)

We got people (qualified nurses) […] who used to 
work in an acute geriatric ward with old people who 
are in rehab, and then they came here […] They 
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didn’t want that, they didn’t want to work here, they 
were afraid. They were used to different work in terms 
of speed and skills. (Qualified Nurse 17)

Though medical doctors from other units (eg, rheuma-
tologists) were also redeployed to COVID-19 units, their 
situation was perceived as more stable because they could 
stay as a team at their unit. However, these professions 
experienced the same sudden shift to providing care 
regardless of their professional background.

Stigma and avoidance
HCWs experienced stigma in their private lives and 
observed avoidance behaviour in some colleagues. Espe-
cially in the beginning of the pandemic, some physicians 
neglected to attend to patients due to fear of becoming 
infected:

We had a patient who was a cardiology patient suffer-
ing a heart attack and the cardiologists did not want 
to attend to the patient because they were too scared 
of COVID-19. You end up thinking, this is your pa-
tient who happens to have COVID-19 but it is simply 
not adequate patient care. Because you are scared of 
this stupid virus. And I keep on going in everyday. 
(Medical Doctor 18)

One qualified nurse did not see the nursing officer 
during the first months of COVID-19 and thought her 
ward was being avoided. Other challenges participants 
mentioned were getting appointments for CT, having 
X-rays done on patients with COVID-19 and getting blood 
examined at the laboratory. The situation improved over 
time, mainly because of constant communication with the 
concerned colleagues.

HCWs were often perceived as high-risk contacts and 
faced stigma in their social surroundings. Stigmatisation 
also extended to family members. Labels such as ‘Coro-
nalady’ or ‘Corona children’ give an impression of how 
HCWs and family members were sometimes perceived by 
their social environment. Others reported that their chil-
dren were not invited to their friends’ homes, and their 
personal appointments at a doctor’s office were rudely 
cancelled:

We know, for example, that a medical doctor faced 
tremendous hostility. That’s not that easy to han-
dle. And of course, we are being avoided. I am no 
longer invited anywhere because I am working in a 
COVID-19 ward. (Qualified Nurse 17)

The predominant fear of HCWs was that they might 
infect family members. This fear sometimes led to self-
stigmatisation or avoidance behaviour such as sleeping in 
separate bedrooms or not kissing their partner. One HCW 
recounted that she considered herself a role model. This 
had to do with the perception that as an HCW she should 
know about infection pathways and because she saw the 
worst consequences of a COVID-19 infection. Thus, she 

thought that HCWs had to be especially cautious about 
their behaviour.

Lack of recognition
Gratitude and appreciation were important topics 
for most HCWs. They positively mentioned support 
from direct supervisors and between team members 
was encouraging. However, many participants missed 
receiving recognition by higher management levels or 
securing financial rewards as promised by politicians:

You just don’t feel valued […] It does not have to be 
a monetary reward, though that would be something, 
because it was much more exhausting, but frankly 
a ‘thank you’ for showing up or saying, ‘I know it is 
exhausting.’ That is something that would qualify a 
leader. (Qualified Nurse 10)

Qualified nurses especially perceived that their work 
was not recognised and feared their services (for the 
public) will fall into oblivion once the crisis is over:

These are just my fantasies [to receive a recognition 
or award]. It would just be nice to acknowledge all 
the work we have done, but I am afraid that is uto-
pian. The pandemic will pass, and no one will give a 
hoot about it. That’s the reality. (Qualified Nurse 17)

Further, most HCWs largely missed receiving appreci-
ation from the public. Many participants thought ‘clap-
ping at 18:00’ or being identified as a hero did not show 
sincere gratitude and considered personalised appreci-
ation as genuine support (eg, a banner in front of the 
hospital from an Austrian football club).

DISCUSSION
This study focuses on occupational challenges faced 
by HCWs working in six Viennese hospitals during the 
COVID-19 pandemic. Our paper is one of only few qual-
itative studies addressing this topic in the European 
Union.16 17 By using a qualitative exploratory approach, 
we outlined context-specific challenges experienced by 
HCWs of different work groups. The research considered 
changes over time by collecting data over a period of 
6 months, and therefore includes topics relevant to both 
the beginning of the crisis and as the pandemic unfolded.

Findings indicate that stress factors result from poor 
structural conditions, a lack of pandemic planning at 
governmental and institutional levels, and clinical chal-
lenges resulting from physical, mental, and emotional 
implications. Lacking recognition from upper-level 
management and facing social stigmas from the public 
add to these stressors. Our findings largely correspond 
with results from other international studies on related 
topics, demonstrating how most experiences are shared 
on a global level.16–30

In the early stages of the pandemic, lack of prepared-
ness played a major role, mainly in terms of PPE shortages 
and delayed IPC guidelines. PPE shortage was a global 
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phenomenon, and the usage of inadequate PPE was also 
addressed in other research.18–21 According to a study on 
HCWs’ motivation for delivering care during COVID-19, 
not feeling protected by the government or hospital was 
related to lower hesitation to work. The authors conclude 
that more efforts should be made on governmental 
and hospital levels to protect HCWs, especially when it 
comes to preventing infections in HCWs.22 Another study 
cites low confidence in knowledge of IPC as the main 
barrier to willingness to work during infectious disease 
outbreaks.23 Consequently, providing proper IPC training 
and adequate PPE to all HCWs is not only indispensable 
for providing a safe workplace but also influential to 
workforce availability in the long run.

In our research, staff shortage and overworked staff 
became routine factors that affected working conditions 
as the pandemic unfolded. Other studies report similar 
findings.24–26 In the long run, depletion of staff affects 
the mental and physical health of HCWs and carries with 
it negative implications on workplace safety. Further, 
overworked personnel inversely affects quality of care. 
This increases the need for more hospital personnel 
and readjustments of staff schedules to shorter shifts to 
ensure a safe work place.20 21 We also found that some 
qualified nurses without professional infectious disease 
background or training were recruited from other wards 
to remedy staff shortages. Redeployment of staff without 
specific training may lead to absenteeism, especially once 
the crisis is over.31 Therefore, it is even more important 
that redeployment is based on voluntary decision.32 To 
tackle the problem of nurses not having diverse back-
grounds, experiences and skills, one Chinese hospital 
implemented standardised nursing procedures for work 
routines and content. Other hospitals provided clearly 
defined responsibilities of staff and training programmes 
for protective measures and handling equipment.20 33

Stigmatisation and self-stigmatisation mainly occurred 
outside the hospital but added to the mentioned stressors. 
COVID-19-related stigmatisation of HCWs is a global 
social consequence of this pandemic. In many coun-
tries, HCWs were avoided or insulted and experienced 
violence or harassment.27–29 This is especially worrisome 
since HCWs respond to health crises to save lives while 
exposing themselves to the risk of infection.30 Stigma and 
self-stigmatisation may be exacerbated by questions of 
guilt (eg, who is responsible for another person’s infec-
tion or death), which seems to be a characteristic of this 
pandemic. However, the governmental measures of social 
distancing, necessary for diminishing infection rates, 
make the boundaries between social distance and social 
stigma less tangible.

Another sensitive topic was avoidance of colleagues who 
treat patients with COVID-19, which was most relevant at 
the beginning of the pandemic. To our knowledge, this 
finding has not yet been addressed by other authors. This 
avoidance may stem from the anxiety of possibly infecting 
oneself or family members, respect of this then unknown 
threat and limited scientific knowledge that was available 

at the time. It may also be the result of not feeling prop-
erly prepared to work in an infectious disease context. 
While some HCWs are more resilient to working in this 
exceptional situation, others found it more difficult and 
burdensome. Avoidance behaviour of colleagues needs to 
be addressed because it leads to conflict, additional work-
loads, and undertreatment and delayed care of vulner-
able patients.

In our study’s context, HCWs felt a lack of recognition, 
acknowledgement and appreciation. This includes not only 
financial compensation but also immaterial rewards such 
as gratitude from higher management levels and person-
alised appreciation by politicians and the public. Labelling 
HCWs as heroes is a well-intended gesture that can back-
fire once the expectations of perfection cannot be fulfilled. 
The concept of heroism conceals the fact that most HCWs 
do not have a choice other than to do their jobs (eg, due to 
professional work ethics or economic reasons). It leaves other 
aspects, such as HCWs’ working conditions or systemic fail-
ures, unaddressed. Showing genuine appreciation and soli-
darity by complying with COVID-19 mitigation measures (eg, 
reducing personal contact, social distancing, wearing face 
masks, getting vaccinated) should come into better focus. In 
addition, showing gratitude to HCWs by acknowledging their 
working conditions is a key element of protecting the mental 
health of HCWs; this is known as fostering resilience.34 35

All mentioned stressors influence HCWs’ physical and 
mental health and may affect HCWs’ willingness to continue 
their work. In the USA, 18% of HCWs have resigned their jobs 
since the pandemic began.36 A recent survey in Austria found 
that 44% of nurses think monthly or more frequently about 
quitting their jobs.37 Protecting HCWs directly and indirectly 
should be a priority during and after this pandemic.

In terms of ‘mental protection’, one study concludes 
that the mental health of HCWs should be addressed with 
a holistic approach and a socio-ecological understanding 
of well-being.25 Such an approach considers multiple 
aspects that affect the well-being of HCWs besides clinical 
challenges (eg, staff shortages, taking enough rest, access 
to PPE and external factors such as public support).25 26 32 
Further, providing contextualised psychological services that 
are adjusted to HCWs’ specific needs (eg, uninterrupted 
resting) is important.38 Psychological interventions should 
also be adapted to sociodemographic disparities and differ-
ences among work groups.23 Other studies found that HCWs 
experience moral injury as a consequence of their commit-
ment.16 39 Insufficient protection and other factors that 
violate one’s ethical principles (eg, not being able to provide 
good quality care due to being overworked) lead to negative 
self-perception and distrust in the system.39 Once the crisis is 
over, a major task should therefore be aftercare of HCWs to 
address moral injury and rebuild trust in the system.16 34

Limitations
For this study, we focused on the core topics but are aware 
that stressors of HCWs are more complex. Doing research 
during a pandemic posed several challenges, including 
interviews took place under rushed conditions, after 
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clinical work, and with overworked or tired HCWs. Conse-
quently, some interviews may have been shorter than 
usual or may not have yielded in-depth considerations. 
Further, there are likely more differences in experiences 
between professions and different occupational groups 
that we were unable to consider.

Conclusions and recommendations
Despite the medical difficulties and unpredictable aspects 
of preparing for a pandemic, preparation (eg, with guide-
lines and standard operating procedures) is necessary to 
ensure a structural framework that enables HCWs to feel 
prepared, protected and cared for. This framework is also 
needed to ensure optimised psychosociological working 
conditions for HCWs and support them during these 
challenging times.

In our context, mainly organizational-level recommen-
dations are necessary to prepare for later phases of the 
pandemic or new emerging threats. Managing the short-
ages on multiple levels will be paramount. Four thematic 
actions emerge as important. First is tackling the shortages 
of PPE to ensure physical protection. Second is mitigating 
the shortages of human workforce to avert chronic occu-
pational overload. For this, adequate provision of medical 
personnel, especially nursing staff, is essential. Volun-
tarism also plays a key role in terms of redeployment of 
staff; HCWs should be given the option of switching back 
or at least have their personal preferences considered. 
Third is timely provision of necessary IPC guidelines and 
training in palliative care. Service staff should receive 
tailored IPC training to both cope with fears and remain 
safe. In general, professionally handling and addressing 
fear is necessary for overcoming avoidance behaviour. 
Simulation exercises for both doctors and qualified 
nurses, along with professional debriefing, could better 
prepare HCWs for stressful situations. Finally, caring for 
the mental health of HCWs is vital, especially by offering 
supportive supervision that is convenient to HCWs’ work 
schedules. Gratitude from superiors, politicians and the 
public is indispensable for showing support and fostering 
resilience.
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