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Summary 

Chapter one is a systematic literature review of qualitative studies investigating 

palliative care (PC) nurses’ experiences of stress, anxiety and burnout. Literature 

searches identified 18 studies for inclusion and thematic synthesis identified three 

main themes: When work becomes personal, The burden on mind and body, and 

Finding meaning and connection. Nurses’ experiences of stress, anxiety, and burnout 

are experienced on an emotional and physical level, influenced by organisational and 

individual factors. Clinical policy and practice implications, as well as future research 

recommendations, are discussed.  

 

Chapter two is an empirical study exploring the lived experience of clinical 

psychologists supporting medical staff treating Covid-19 patients. Ten clinical 

psychologists were interviewed, and interpretative phenomenological analysis resulted 

in three superordinate themes: Re-affirming professional identity, Navigating change 

and uncertainty, and “Can I go back to my day job?”. Participants described how their 

professional identities were impacted, their experiences of navigating uncertainty at 

home and work, and their difficulties in balancing the demands of their personal and 

professional lives.  

 

Chapter three is a reflective paper describing the researchers’ experience of 

undertaking doctoral research. This chapter explores the themes Learning to trust 

myself and Balancing the different parts of me, and uses concepts and related ideas 

from Acceptance and Commitment Therapy (ACT). 

 

Total overall word count 19,627 (excluding abstracts, tables, figures, references, and 

appendices) 
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Chapter I: Literature Review 

 

 

 

 

Palliative Care Nurses’ Experiences of Stress, Anxiety, and Burnout: A Thematic 
Synthesis 

 

 

 

 

 

 

 

 

 

 

 

 

This chapter was written in preparation for submission to Palliative and Supportive 

Care. Appendix A provides details of the author guidelines for this journal. 

Overall word count 7,737 (excluding abstract, tables, figures, and references) 
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Abstract 

 

Aim: This systematic literature review aimed to critically appraise empirical evidence 

investigating palliative care (PC) nurses’ experiences of stress, anxiety, and burnout. 

Method: Six databases (PsycINFO, MEDLINE, Scopus, CINAHL, PubMed, and Web 

of Science) were searched covering literature within psychology, medicine and 

healthcare, and social sciences. Eighteen studies satisfied the review’s inclusion 

criteria and were considered relevant to the review aims.  

Findings: Thematic synthesis (Thomas & Harden, 2008) identified three main themes: 

When work becomes personal, The burden on mind and body, and Finding meaning 

and connection. The findings suggested that stress, anxiety, and burnout are deeply 

personal feelings experienced by nurses both on an emotional and physical level. 

Additionally, PC nurses’ experiences can differ in meaning and strength depending on 

their relationships with patients, patients’ families, and colleagues. 

Conclusion: Having a greater understanding of the factors that contribute to PC 

nurses’ experiences may help in PC nurses’ core training and continuing professional 

education, as well as the provision of effective supervision and staff support. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Keywords: Stress; Anxiety; Burnout; Palliative Care; Nurses 
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Introduction 

People with advanced life-threatening illnesses, and their families, should 

expect good palliative care (PC) when dealing with physical symptoms such as pain, 

breathlessness, nausea, increasing fatigue, anxiety, depression, social, and spiritual 

difficulties. Management of these issues requires effective and collaborative, 

multidisciplinary working whether the person is at home, in hospital, or elsewhere 

(National Institute for Heath and Care Excellence [NICE], 2017). 

PC work involves absorption of negative emotional responses, breaking bad 

news, challenges to personal beliefs, coping with inability to cure, immersion in 

emotional clashes, poorly defined roles, recurrent exposure to death, working in an 

area of uncertainty, patient suffering, and secondary trauma (Breen et al., 2014; 

Rokach, 2005; White et al., 2004). Healthcare professionals in PC settings can face a 

range of challenging situations while emotional demands on staff can lead to poor 

psychological well-being (Hill et al., 2016; Martins Pereira et al., 2012). 

Stress is a universal experience that affects all human beings. It is a 

constellation of physiological, cognitive, emotional, and behavioural reactions as a 

person is confronted with perceived threats and challenges (Beng et al., 2005). 

Furthermore, chronic occupational stressors have been linked to an increased risk for 

anxiety and mood disorders (Beehr & McGrath, 1992; Schneiderman et al., 2005). The 

International Statistical Classification of Diseases and Related Health Problems (ICD-

10) describes anxiety as prominent tension, worry, and feelings of apprehension about 

everyday events and problems, including autonomic arousal symptoms such as  

accelerated heart rate, sweating, trembling/shaking, and dry mouth (World Health 

Organisation [WHO], 2018).  
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Burnout is a psychological syndrome characterized by energy depletion, 

increased mental distance from one's work (shown through cynicism or negativism), 

and reduced professional efficacy (WHO, 2018). Whilst the first research investigating 

the concept of burnout took place over 40 years ago, over the last 10 years burnout 

has become more recognised as a significant psychosocial problem among healthcare 

professionals linked to unsuccessfully managed chronic stress in the workplace 

(Maslach & Jackson, 1984; Raudenská et al., 2020).  

Several studies have shown that healthcare professionals have a higher risk 

than other professionals of developing emotional distress related to job stress, such as 

burnout and anxiety (Embriaco et al., 2007; Escribà‐Agüir et al., 2006; Lim et al., 2010; 

Maslach & Jackson, 1981; McVicar, 2003; Thomsen et al., 1999; Weinberg & 

Creed, 2000) and an increased risk of suicide and substance abuse 

(Akvardar et al., 2004; Davidson et al., 2018; Pompili et al., 2006). This has also been 

shown of those working in PC (Dijxhoorn et al., 2020; Gómez-Urquiza et al., 2020; 

Powell et al., 2020). For example, exposure to prolonged death, to the death of 

patients to whom nurses feel close to, to the death of young patients, and to the death 

of patients with an incurable disease is associated with increased stress and emotional 

exhaustion (Redinbaugh et al., 2001).  

Conversely, some research indicates that levels of burnout may be lower in PC 

settings. Payne (2001) identified low levels of burnout in 89 palliative care nurses from 

nine hospitals, while Martins Pereira et al. (2012) in their mixed-methods study 

showed burnout levels in PC do not seem to be higher than in other contexts. Whilst 

studies have investigated the psychological well-being of healthcare professionals, 

both working in PC and more generally, there is still the need to undertake further 
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research to better understand PC staff’ experiences of stress and burnout (Gama et 

al., 2014; Harding et al., 2012; Hill et al., 2016; Jaiswal et al., 2014). 

Previous Reviews 

 Four systematic literature reviews have been conducted to date synthesising 

available literature in the area of PC. Martins Pereira et al.’s (2011) review included 15 

studies published between 1999 and 2009 and exploring burnout in PC staff. Their 

findings suggested that burnout levels in PC do not seem to be higher than in other 

health contexts. However, a limitation of this review is that most of the studies included 

were not from PC settings, and half were from staff working in oncology services. 

Similarly, Parola et al.’s (2017a) review of the prevalence of burnout in PC 

professionals included eight cross-sectional studies with a variety of healthcare 

professionals such as nurses, physicians and social workers. Hill et al.’s (2016) review 

included nine quantitative studies investigating psychosocial interventions to improve 

the well-being of staff who work in palliative care settings. They found no meaningful 

conclusions could be drawn about effective interventions for staff due to the poor 

quality of the research, furthermore their study was undertaken with a range of 

participants (paid or voluntary) with no restrictions to any one profession (Hill et al., 

2016). Finally, Zanatta et al.’s (2020) review of six quantitative studies on resilience in 

healthcare professionals providing PC to adults, found resilience moderates and 

facilitates nurses adaptation to death anxiety, traumatic experiences, stress and 

burnout. Zanatta et al.’s review (2020) proposed a theoretical model of resilience 

experience and suggested that further research was required to validate their findings. 

There have been several recent systematic reviews undertaken in related 

areas. Dijxhoorn et al. (2020) investigated interventions for burnout in healthcare 

professionals providing PC in various settings. Their meta-analysis of 59 studies found 
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a wide range of burnout in various healthcare settings with lower rates in specialist 

services. They also highlighted that a greater understanding of burnout amongst 

healthcare professionals in PC was needed (Dijxhoorn et al., 2020).  

Nurses spend more time with patients and families than any other health 

professional in PC and are the most common professionals working in teams 

(Schroeder & Lorenz, 2018). Lagentu et al. (2017) undertook a systematic literature 

review of burnout in PC nursing, however, their review only included four quantitative 

studies. Lastly, Powell et al.’s (2020) systematic literature review of eight qualitative 

and mixed methods studies focused on the resilience in inpatient PC nurses. They 

suggested that research on developing a greater understanding of PC nursing staff 

experiences of stress and burnout from a qualitative perspective is missing (Powell et 

al., 2020). 

Rationale and Aim 

 To date most research on stress, anxiety, and burnout in PC has been with 

patients and families. Moreover, much of the research that has been undertaken with 

healthcare professionals has focused on psychological interventions, developing 

resilience, or the prevalence of common mental health issues. Where systematic 

reviews have been undertaken into nurses’ experiences in PC, these have mainly 

been done in home care settings (Sekse et al., 2018). As such, this systematic 

literature review will address the question: “What are palliative care nurses’ 

experiences of stress, anxiety, and burnout?”. 
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Methodology 

Literature Search 

Ethical approval was obtained from Coventry University Ethical Committee 

(Appendix B). The review was also registered on the systematic review protocols in 

international prospective register (PROSPERO; ID number CRD42020221645). 

Registration on PROSPERO has been shown to help reduce selective reporting of 

outcomes and benefit users of health evidence (Sideri et al., 2018; Page et al., 2018). 

Searches for studies that have investigated PC nurses’ experiences of stress, 

anxiety, and burnout were undertaken in December 2020. The databases used 

included PsycINFO, MEDLINE, Scopus, Cumulative Index to Nursing and Allied 

Health Literature (CINAHL), PubMed, and Web of Science, covering literature within 

psychology, medicine and healthcare, and social sciences.  

The SPIDER (Sample, Phenomenon of Interest, Design, Evaluation and 

Research type) tool was used to identify studies for inclusion in the review (Carroll et 

al., 2013). The SPIDER tool provides an organising framework by which to list search 

terms and main concepts (Methley et al., 2014). It has been found to demonstrate high 

specificity when used to search for qualitative and mixed-methods research (Cooke et 

al., 2012; Methley et al., 2014). The main concept terms, and synonyms, were 

searched for within titles, abstracts, keywords, and the main text of studies to increase 

the probability of identifying relevant research. The truncation operator “*” was also 

employed to avoid relevant search results being excluded due to minor word 

differences. An overview of search terms is presented in Table 1. 
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Table 1  
 
Key Search Terms 

 
 

SPIDER 
 

 
Main concept 

 

 
Synonyms 

 
Location 

 

Sample 
 

 

Nurses 
 

"nurs*", “healthcare professional", "health 
personnel", "staff" 

 

Title 
Abstract 

Keywords 
Main text 

 
Phenomenon 
of Interest 
 

Working in 
palliative care 

 

“palliative care", "terminal care", "end of 
life" 

Title 
Abstract 

Keywords 
Main text 

 
Stress and 

anxiety 
“stress”, “anxiety”, “burnout”, “vicarious 

trauma”, “compassion”, “burnout”, 
“anticipatory grief” 

Title 
Abstract 

Keywords 
Main text 

 
Design 
 

  
“questionnaire”, “survey”, “interview”, 

“focus group”, “case study”, “observational 
study” 

 

 
Title 

Abstract 
Keywords 
Main text 

 
Evaluation 
 

 
Experiences 

 
“perception*”, “coping” 

 

 
Title 

Abstract 
Keywords 
Main text 

 
Research 
Type 
 

Qualitative 
research 

“qualitative”, “mixed methods” Title 
Abstract 

Keywords 
Main text 

 

 

A Boolean search strategy was used, and each search performed using the 

following search terms: ("nurs*" or “healthcare professional" or "health personnel" or 

"staff") AND ("palliative care" or "terminal care" or "end of life") AND (“stress” or 

“anxiety” or “burnout” or “vicarious trauma” or “compassion burnout” or “anticipatory 

grief") AND (“questionnaire” or “survey” or “interview” or “focus group” or “case study” 

or “observational study”) AND (“perception*” or “coping”) AND (“qualitative” or “mixed 

methods”). 
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Inclusion and Exclusion Criteria 

An overview of the inclusion and exclusion criteria is presented in Table 2. 

 

Table 2  
 
Inclusion and Exclusion Criteria 

 
Criteria 

 
Inclusion 

 

 
Exclusion 

 
Language 

 
English 

 

 
Any other language 

Participants Nurses working in palliative care 
(PC) setting 

 

Other healthcare 
professionals, unqualified 
nurses, patients, families, 

carers 
 

Experience 
 

Focus on stress, anxiety, or burnout Focus on any other mental 
health condition 

 
Methodology  Qualitative research, or mixed-

methods studies where qualitative 
data is extractable 

Quantitative only, mixed-
methods where qualitative 
data could not be extracted 

 
Time period 
 

 
Any time period 

 
N/A 

 

Studies were included if they were published in the English language. 

Participants were all nurses working in PC settings and studies were included if they 

focused on the experience of stress, anxiety, or burnout. Also included were qualitative 

research, or mixed-methods studies where qualitative data was extractable. No limits 

were placed on study sample size, recruitment method or date of publication. Initial 

screening of study titles and abstracts against inclusion and exclusion criteria was 

completed by both the lead researcher and a second member of the research team. 

Relevant studies were retained, and the full-text of each study was then screened 

independently by both the primary researcher and a second member of the research 

team. Any difference of inclusion or exclusion decision were managed by a moderating 
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discussion focusing on the aims of this literature review. For example, comparing 

studies in PC is challenging due to a lack of an agreed definition of what PC is and 

when it should be offered (Bausewein & Higginson, 2012; McNamara et al., 2006; 

Radbruch et al., 2020). Subsequently, it was decided that all studies with settings 

described as providing PC would be included. 

Classification of Studies 

Study selection was recorded on a Preferred Reporting Items for Systematic 

Reviews and Meta-analyses (PRISMA) flow diagram (Moher et al., 2009; Figure 1).  
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Figure 1  
 
PRISMA Flow Diagram (Adapted from Moher et al., 2009) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Full-text articles assessed for 
eligibility 
(N = 50) 

In
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lu
d

e
d

 
E
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Id

e
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ti
fi

c
a

ti
o

n
 

Full-text articles excluded, with 
reasons 

-Not on topic (n = 18) 
-Not population of interest (n = 4) 
-Not primary qualitative (n = 4) 
-Insufficient data (n = 6)  

Total (N = 32) 

Records excluded 
(n = 573) 

Records identified through 
database searching 

-PsycINFO (n = 10) 
-MEDLINE (n = 12) 
-Scopus (n = 526) 
-CINAHL (n = 64) 
-PubMed (n = 29) 
-Web of Science (n = 14) 

Total (N = 655) 

Records screened 
(N = 623) 

S
c

re
e

n
in

g
 

Records after 36 duplicates 
removed 
(N = 623) 

Studies included in qualitative 
synthesis 
(N = 18) 

 

Additional records identified 
from reference list searches 

(n = 4) 

All records identified 
(N = 659) 
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A total of 655 articles were identified following database searches. Four 

additional studies were identified after reference checking. After eliminating 36 

duplicates, the remaining 623 article titles and abstracts were screened excluding a 

further 573 articles. The full texts of the remaining 50 articles were reviewed and 32 

articles not meeting inclusion criteria were excluded (Figure 1). The final result was 18 

studies eligible for inclusion in the review. 

Quality Assessment 

The critical appraisal and quality assessment of primary research are key 

stages in systematic review and evidence synthesis, however quality assessment of 

primary qualitative research remains a contested area (Carroll & Booth, 2015; Garside, 

2014; Thomas & Harden, 2008). It has been suggested that quality frameworks should 

be constructed to reflect the methods used and the discipline within which the 

research was conducted (Greenhalgh et al., 2005).  

The Critical Appraisal Skills Programme (CASP) Qualitative Checklist (CASP, 

2018) was used to assess study quality as it is the most commonly used tool for 

quality appraisal in health-related qualitative evidence syntheses (Long et al., 2020) 

(Appendix C). The checklist consists of 10 questions to appraise quality of qualitative 

research. In order to enhance reliability, a second member of the research team 

conducted independent quality assessment checks on all included studies using the 

same framework. Following independent quality assessment, three areas were 

identified for further critical discussion (Q 6. Researcher-participant relationships, Q 7. 

Ethical issues, and Q 8. Data analysis) and quality rating scores were discussed 

(Appendix D).  
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 Inter-rater reliability was assessed using Cohen’s kappa (κ). The overall kappa 

score was .877, suggesting very good inter-rater reliability (Altman, 1999). Individual 

paper scores ranged from .615 to 1.00 (Table 3 in Appendix E). 

Characteristics of the Literature 

The author(s), date of publication, country, aim(s), sampling method, sampling 

characteristics, data collection, data analysis, and main findings were extracted from 

the original articles. A detailed description of the characteristics of studies included in 

this review can be found in Appendix F. A summary of the characteristics of the 

literature is presented in Table 3.
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Table 3  
 
Characteristics of the Literature 

 

Author(s), 
Date, Country 

 
Quality Rating 

(QR) 
 

Inter-rater 
Reliability 
(Kappa) 

 

 

Aim(s) 
 
 

 

Sampling 
Method 

 

 

Sample 
Characteristics 

 

Data Collection 
 

Data Analysis 

 

Main Findings with Themes 

 
Badger, 2005, 
USA 
 
QR 
80%  
 
Kappa 
K = 1.00 
 
 
 
 

 
To describe 
Medical 
Intensive Care 
Unit (MICU) 
nurses’ coping 
behaviours 
 
 

 
Purposive 
sampling 
from a 
medical 
intensive 
care unit 
 
 
 
 
 

 
N = 24 nurses  
n = 19 female 
(79%) 
n = 5 male 
(21%)  
 
N = 24 identified 
as white (100%) 
 
Aged 24 to 57 
years 
(M = 38.7) 
 
Nursing 
experience 
ranged from one 
to 35 years 
(M = 13.37) 
 
MICU 

 
Data Collection 
Focus group 
interviews, informal 
conversations, and 
selective 
participant 
observation 
 
Data Analysis 
Three phases of 
analysis described:  
data reduction, 
data display, and 
conclusion drawing  
(Miles & 
Huberman, 1994) 
 

 
Three coping strategies were identified: 
1. Cognitive – putting up with it, 

visualizing, learning from experience, 
reminiscing, and putting things into 
perspective 

2. Affective – laughter, externalizing 
feelings, and emotionally 
compartmentalizing 

3. Behavioural – retreating, avoiding, 
and distancing behaviours 

 
Difficulties were primarily seen as the 
result of conflicts with families and 
physicians 
 
Providing futile care, the perception of 
‘torturing’ the patient, and conflict with 
families caused the greatest distress to 
staff 
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experience 
ranged from one 
month to 35 
years 
(M = 9.44) 
 

 
 

 
Bailey et al., 
2011, 
UK 
 
QR 
70% 
 
Kappa 
K = 1.00 
 

 
To explore 
how 
emergency 
nurses 
manage the 
emotional 
impact of 
death and 
dying in 
emergency 
work 
 
 

 
Purposive 
sampling 
from a 
hospital 
emergency 
department 

 
N = 10 
 
No other 
demographic 
information 
provided 
 

 
Data Collection 
Unstructured 
observations of 
practice and semi 
structured 
interviews 
 
Data Analysis 
Thematic Analysis 
 

 
Emergency nurses develop expertise in 
end-of-life care giving by progressing 
through stages of development. Three 
stages/themes were identified:  
1. Investment of the self in the nurse–

patient relationship – Nurses could 
see the value in investing the 
therapeutic self into the relationship 
but were also concerned about 
boundaries between professional and 
personal relationships with patients. 

2. Management of emotional labour – 
Nurses were concerned about the 
emotional impact of caring for 
patients near the end of life and their 
relatives. Some develop distancing 
behaviours to protect them from grief; 
however, this can be more stressful 
over a prolonged period of time. 

3. Development of emotional 
intelligence – Self-awareness is 
central for nurses to develop 
emotional intelligence. It allows them 
to reflect on past experiences, core 
values and identify strengths and 
weaknesses in their practice 
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Barriers that prevent the transition to 
expertise contribute to occupational 
stress and can lead to burnout and 
withdrawal from practice. 
 

 
Becker et al., 
2017, USA 
 
QR 
90% 
 
Kappa 
Κ = .615 

 
To identify 
perceptions of 
nurses 
regarding their 
actions to 
provide quality 
end of life care 
for dying 
patients, their 
definitions of 
dying well, and 
their 
symptoms of 
distress and 
actions they 
took for relief 
 
 

 
Purposive 
sampling 
from medical-
oncology, 
surgical, 
progressive, 
and intensive 
care nursing 
units 
 

 
N = 49 nurses  
n = 42 female 
(86%) 
n = 7 male 
(14%) 
 
All registered 
nurses who had 
worked in an 
acute care 
environment for 
at least 12 
months 

 
Data Collection 
Semi-structured 
questionnaires 
 
Data Analysis 
Grounded Theory 
 

 
Three main concepts/themes describing 
the nurses' definition of dying well:  
1. Emotional and spiritual support for 

the patient and family 
2. Patient and family control 
3. Promotion of a peaceful environment 

 
Eight categories of nursing actions to 
promote dying well were identified, which 
included:  
1. Communication with disciplinary 

team/nursing staff 
2. Provision of optimal physical care 
3. Demonstration of caring and 

compassion 
4. Supporting dignity in death for 

patient/family 
5. Education of patient/family to support 

dying well 
6. Emotional support for patient/family, 

advocacy for dying well 
7. Fostering a peaceful environment 

 
Symptoms of distress among nurses, 
and actions for relief were also indicated 
by participants. This included: Sadness,   
anxiety, crying, feeling helpless, physical 
symptoms (sleeplessness, headache, 
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heart racing, nausea), fatigue, guilt, 
bewilderment, betrayal, and anger. 
 

 
Chong & 
Abdullah, 2017, 
Malaysia 
 
QR 
85% 
 
Kappa 
Κ = 1.00 
 

 
To explore the 
experience of 
community 
palliative care 
nurses 
providing 
home care to 
children 
 
 

 
Purposive 
sampling 
from clinical 
services in 
greater Kuala 
Lumpur 
 

 
N = 16  
(all female) 
 
Aged 24 to 62 
years 
(M = 29.5) 
 
Nursing 
experience 
ranged from one 
to 25 years 
(M = 5) 
 
Palliative care 
experience 
ranged from one 
to 18 years 
(M = 2.5) 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Thematic Analysis 

 
Two categories were identified: 
1. Challenges with four themes: 

• Communication – Conversations 
with children were challenging, as 
their thought processes and 
actions seem less logical than 
adults and they were found to be 
more emotional. All nurses 
acknowledged their inadequate 
communication skills. 

• Training and knowledge – They 
felt challenged when parents 
wanted information about 
complications of the medical 
illness and prognosis. Clinical 
examination and doses of 
medication were also different 
from adults. The majority 
welcomed further training to 
improve their knowledge and 
skills. 

• Personal suffering – Providing 
care to children and their families 
was found to be a very emotive 
experience, compounded if they 
were mothers or had close 
relatives of the same age. Seeing 
a young child die was tough on 
them spiritually and being present 
with grieving parents and 
extended families overwhelmed 
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some nurses. Parents with 
seemingly unrealistic 
expectations also challenged 
them in providing care for their 
child. 

• Systemic – Busy workloads made 
it difficult to juggle home visits 
and to deal with paediatric 
procedural emergencies. 

2. Coping with three themes: 

• Intrapersonal – Nurses coped by 
being mentally focused and 
emotionally prepared, maintaining 
professional boundaries with 
compassion. Nurses felt the 
learning experience from each 
family enhanced their confidence 
and resilience. 

• Interpersonal – Colleagues are a 
source of emotional support and 
guidance. Sharing with close 
family members was also an 
important way to cope. 

• Systemic – Nurses valued 
teamwork, while reflective sharing 
and debriefing sessions in a safe 
work environment was useful. 

 

 
Gélinas et al., 
2012, 
Canada 

 
QR 
80% 

 
To describe 
stressors 
experienced 
by nurses in 
providing end-
of-life palliative 

 
Purposive 
sampling 
from nurses 
working in 
ICU 
 

 
N = 42 
n = 40 female 
(95%) 
n = 2 male (5%) 
 

 
Data Collection 
Focus groups 
 
Data Analysis 
Content Analysis 

 
Three categories of stressors were 
found: organizational, professional, and 
emotional.  
1. Organizational stressors included a 

lack of a palliative care approach, 
interprofessional difficulty, lack of 
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Kappa 
K = 1.00 
 

care (EoL/PC) 
in intensive 
care units 
(ICUs) 
 

Mean age 35.4 
years 
 
ICU experience 
ranged from 6.6 
to 14.1 years 
 

(Miles & 
Huberman, 1994) 
 

continuity in life-support and 
treatment plans, and conflicting 
demands. 

1. Professional stressors included lack 
of PC competencies and difficulty 
communicating with families and 
collaborating with the medical team. 

2. Emotional stressors were described 
as value conflicts, lack of emotional 
support, and dealing with patient and 
family suffering. 

 

 
Harris, 2013, 
USA 
 
QR 
90% 
 
Kappa 
Κ = 1.00 
 

 
To understand 
nurses coping 
process and 
adequacy of 
workplace 
coping 
resources 
 

 
Purposive 
sampling 
from nurses 
working in 
hospices 
 

 
N = 19  
n = 18 female 
(95%) 
n = 1 male (5%) 
 
n = 16 (84%) 
were white 
women, ranging 
in age from 45 
to 54 years 
 
Average nursing 
experience was 
over 10 years, 
however most 
participants had 
five years or 
less experience 
in hospice care 
 

 
Data Collection 
Focus groups  
 
Data Analysis 
Content Analysis 
 

 
Three major themes were identified:  
1. Social support – The most helpful 

and most frequently used coping 
mechanism was talking with and/or 
venting to others. In particular, they 
relied most heavily on their co-
workers in times of stress. Although 
sharing with spouses or significant 
others was cited, many believed that 
their colleagues were the best outlet 
because they could speak freely 
about the situation. 

2. Humour – All participants spoke of 
the importance of laughing and 
believed that humour helped to take 
their minds off distressing thoughts or 
stressful situations. It was not 
uncommon for them to use it in their 
practice for those very same reasons. 

3. Prayer/meditation – Taking time for 
meditation or reflection seemed to be 
discussed interchangeably with the 
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concept of prayer. A majority 
perceived prayer and/or spirituality to 
be an essential part of their coping 
process. 

 

 
Johansson & 
Lindahl, 2012, 
Sweden 
 
QR 
90% 
 
Kappa 
Κ = 1.00 

 
To describe 
the meanings 
of nurses’ 
experiences of 
caring for 
palliative care 
patients on 
general wards 
in hospitals 
 
 

 
Purposive 
sampling 
from acute 
surgical and 
medical care 
settings in 
two hospitals 
  
 

 
N = 8  
(All female) 
 
Nursing 
experience 
ranged from 
three to 32 
years 
 
None of the 
nurses had any 
special 
education in 
palliative care  
 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Thematic Analysis 
 

 
Seven themes were identified: 
1. Being grateful to be able to share in 

the end of another’s life – Constantly 
working towards the goal of achieving 
the best care for patient and loved 
ones. 

2. Being touched by physical and 
existential meaning – Experiencing a 
feeling of discomfort over the rapid 
changes to the patients’ bodies. 

3. To exist in place and space – A 
desire to have a separate unit for 
palliative care and “‘long for a special 
and sheltered place’” (p. 2038) with 
the resources to satisfy the needs of 
the patients and their family. 

4. To give and receive energy – 
Working with terminally ill patients 
costs the nurses much energy, 
however, caring for the terminally ill 
and their families means getting a lot 
back in return. 

5. Being open in relation to patients and 
colleagues – Availability and 
closeness are prerequisites for being 
able to see and get to know the 
patients and families to meet and 
deliver care to them 
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6. Being in embodied knowledge – The 
need is not always for new external 
knowledge but knowledge of oneself 
as a person and how to use one’s 
lived knowledge. 

7. Time that does not exist – Being unable to 
keep up with the work as they would like 
evokes feelings of stress and 
dissatisfaction. 

 

 
Jordan et al., 
2014, 
South Africa 
 
QR 
95% 
 
Kappa 
Κ = 1.00 

 
To explore and 
describe the 
experiences of 
nurses with 
regard to end-
of-life issues in 
the intensive 
care unit 
 

 
Purposive 
sampling 
from an 
intensive 
care unit of a 
private 
health-care 
institution 
  
 

 
N = 9 
(All female) 
 
All permanently 
employed. 
 
All with 
experience of 
end-of-life 
issues in the 
intensive care 
unit 
 
 
 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Thematic Analysis  
 

 
Four major themes were identified: 
1. Conflicting emotions – Nurse’s 

experience conflicting emotions and 
inability to function as a patient’s 
advocate when faced with withdrawal 
of life-sustaining treatment. 

2. Family relations – A supportive 
relationship with family members was 
formed when caring for end-of-life 
patients and the need for support and 
family involvement was evident. 

3. Multidisciplinary team relations – A 
need for more effective team 
collaboration was expressed . 

4. Supportive strategies when dealing 
with end-of-life issues – Supportive 
strategies, for instance debriefing, 
use of a counsellor, education, were 
recognised. 

 

 
Källström 
Karlsson et al., 
2008,  

 
To discern the 
nurses’ 
thoughts, 

 
Purposive 
sampling 
from an 

 
N = 5 
 

 
Data Collection 

 
Three descriptive claims were identified 
in 1993: 
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Sweden 
 
QR 
85% 
 
Kappa 
Κ = .630 
 

feelings, and 
attitudes 
towards death 
and dying 
 
 

inpatient 
hospice ward 
based at a 
university 
hospital. 
 
 

No other 
demographic 
information 
provided 
  

Semi-structured 
interviews (In 1993 
and 2004) 
 
Data Analysis 
Interpretive 
descriptive method 
 

1. Deeper insight – Realisation that 
death would come to them 

2. Changed values – Life today is here 
and now 

3. Not thinking of death – Creating a 
barrier against death in leisure time 

 
Four descriptive claims were identified in 
2004: 
1. Adapted to death – Being in close 

proximity to death 
2. Integrated values – In-depth living in 

the here and now 
3. Not thinking of death – Maintaining a 

barrier against death in leisure time 
4. Feelings of confidence – Feeling 

confident about changes in 
themselves 

 

 
Kaup et al., 
2016, Sweden 
 
QR 
90% 
 
Kappa 
Κ = 1.00 
 

 
To highlight 
nurses’ 
experiences of 
caring for 
patients in 
palliative care 
at midlife and 
describe their 
coping 
strategies 
 
 

 
Purposive 
sampling 
from 
specialized 
palliative 
home care 
teams 
 
 

 
N = 14 
(All female) 
 
Aged 42 to 60 
years 
 
Palliative 
experience 
ranged from one 
to 25 years 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Systematic text 
condensation 
(STC) and 
abductive analysis 
 

 
Three main themes were identified: 
1. Significance – Experiences of 

significance included feeling 
admiration for the patients, becoming 
invigorated by their encounters with 
their patients, and getting 
confirmation that they did well. 

2. Stress related to the profession –
Participants described how they were 
affected by external influences such 
as meetings with patients and their 
families. Psychological stress, and 
stress-related symptoms including 
exhaustion, headaches, dizziness, 
and stomach pains. 
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3. Coping strategies – Their own family 
was an important source of new 
energy outside the job, and many of 
the informants described that they 
had very active lives with friends and 
with physical training. Participants 
stressed the importance of having a 
smooth-running team and having 
support on an organizational level 
through the head nurse. 

 

 
McCloskey & 
Taggart, 2010, 
UK 
 
QR 
75% 
 
Kappa 
K = 1.00 
 
 

 
To explore the 
experience of 
occupational 
stress from the 
perspective of 
nurses 
contributing to 
the palliative 
care of 
children 
 

 
Purposeful 
sampling 
from three 
children’s PC 
services 

 
N = 18 
 
No demographic 
information 
provided 
 

 
Data Collection 
Focus groups 
 
Data Analysis 
Thematic content 
analysis (Newell & 
Burnard, 2006) 
 

 
Four core themes were identified: work 
demands; relationships, maintaining 
control, and support and roles. Of 
particular note were stressors associated 
with the sub-themes of relationships, 
emotional demands and ethical conflicts. 
1. Demands – This theme is based 

upon workload, work patterns and the 
work environment. 

2. Relationships – The dominant 
discourse within this theme related to 
relationships between the nurse and 
the child and/or family. 

3. Maintaining control – Nurses from 
across the three settings identified 
maintaining control as a stressor. The 
HNs recounted the unpredictable 
nature of their working day, the 
juggling of competing demands, the 
need to re-prioritize their caseload 
and lone working as stressful 
consequences of their role 
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4. Support and roles – Two clear sub-
themes emerged, managerial support 
and role ambiguity. 
 

 
McNamara 
et al., 1995, 
Australia 
 
QR 
60% 
 
Kappa 
K = 1.00 

 
 
 

 
To 
demonstrate 
how hospice 
nurses 
perceive stress 
in their work 
environment 
and cope with 
caring for 
dying patients 

 
Purposeful 
sampling 
from  
in-patient and 
community-
based 
hospice 
services 

 
N = 22 
n = 20 female 
(91%) 
n = 2 male (9%) 
 
Aged 25 and 62 
years 
 
PC experience 
ranged from six 
months to 11 
years 
 

 
Data Collection 
Interviews and 
participant 
observation 
 
Data Analysis 

 
Five sources of stress were identified: 
1. Societal values and reaction – 

Hospice nurses agree that dying and 
death are still subjects that most 
people would rather not discuss. 

2. Organisation of the work environment 
– Many of the difficulties and stresses 
that hospice nurses experience in 
their care of those who are dying 
relate to the structural conditions of 
their work. 

3. Exchanges between nurses and the 
patients and their families – Positive 
experiences between patients, their 
families, and nurses validates nurses’ 
sense of self-worth and values. 

4. Exchanges between nurses and their 
families, friends and colleagues –
Nurse's personal networks developed 
between family, friends and 
colleagues feature most strongly as 
both a source of stress and support 
for hospice nurses. 

5. Personally facing death – Hospice 
health professionals must deal with 
the realities of death and dying within 
the context of their daily activities. 
Inevitably these contacts with the 
dying trigger personal responses 
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Many of the stresses encountered by 
hospice nurses relate to the sensitive 
nature of their work. Not only are their 
patient’s frail, ill and frightened, the 
patient's families and friends are 
themselves vulnerable, unwillingly thrust 
into the act of final parting and entering 
the grieving process even before the 
death of a loved one. 
 

 
Reid, 2013,  
UK 
 
QR 
85% 
 
Kappa 
Κ = 1.00 

 
To highlight 
challenges 
perceived by 
nurses when 
delivering 
palliative care 
to children and 
young people 
(CYP) in the 
home 
 
 

 
Purposive 
sampling 
from 
community 
nursing 
teams 

 
N = 10 
(No gender 
details provided) 
 
Nursing 
experience 
ranged from 15 
to 42 years 
(M = 29.5) 
 
Four had 
palliative care 
qualifications, 
and four had 
children’s 
experience 
 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Content analysis 
and thematic 
analysis 

 
Four interrelated and overlapping themes 
were identified, illustrating the complexity 
of delivering palliative care to CYP. 
1. Emotional preparedness – Most 

described being underprepared to 
deal with the emotional impact of the 
death of a CYP. Rather than the 
younger participants or those with 
least experience, it appeared to be 
those without a child nursing 
qualification who struggled to 
reconcile themselves with the 
concept of child death. 

2. Navigating the ‘professional road’ – 
Many reported difficulties with 
discharge planning, late introduction 
and inclusion of families, and multi-
agency input confusing their own 
perceptions of their roles, boundaries, 
and responsibilities. 

3. Becoming part of the family – Over 
half of the participants found working 
in balance with the extended family, 
parents, and the CYP unusual. All 
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described some challenges in 
maintaining professional boundaries, 
with some portraying themselves as a 
‘pseudo-member’ of the family. 

4. It’s everybody’s business – Small 
teams meant the ability to rest and 
relinquish practical and emotional 
responsibilities were limited. While 
working in small communities also 
meant there were risks of prejudging 
the family, potential breaches of 
confidentiality, lack of nursing 
anonymity, and the pressure of being 
a supportive pillar for the entire 
community. 

 

 
Rose & Glass, 
2009, 
Australia 
 
QR 
90% 
 
Kappa 
Κ = .706 
 

 
To explore 
nurses’ 
experiences of 
providing PC 
with a focus on 
emotional well-
being and its 
relationship to 
professional 
practice 
 
 

 
Purposive 
sampling 
from 
community 
nursing 
teams 
 

 
N = 15 
(All female) 
 
No other 
demographic 
information 
provided 
 
 
 
 

 
Data Collection 
Semi-structured 
interviews and 
reflective journaling 
 
Data Analysis 
Hierarchical 
content data 
analysis (Patton, 
1990) 
 

 
Two main themes and four subthemes 
were identified. Feeling balanced was 
used to depict nurses’ experiences of 
well-being whilst the theme Out of 
balance captured the complexity of 
feeling emotionally unwell: 
1. Feeling balanced – Balance was 

intrinsically linked to their well-being 
and their emotional, physical and 
spiritual health. It included four 
subthemes of: Being self-aware, 
Coping, Feeling spiritually enriched, 
and Settling boundaries. 

2. Feeling out of balance – This theme 
discussed interconnectedness 
between their emotional, physical and 
spiritual selves to describe feeling out 
of balance. Physical tension, distress 
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sadness, restlessness and irritability 
were reported. Mind racing, 
sleeplessness and worrying caused 
ongoing effects leaving some nurses 
depleted of energy. 

 

 
Seed & Walton, 
2012,  
USA 
 
QR 
95% 
 
Kappa 
Κ = 1.00 

 
To gain 
understanding 
of the 
challenges 
faced by 
nurses and to 
explore how 
they cope with 
these 
challenges 
 
 

 
Purposive 
sampling 
from four 
hospices 
 

 
N = 12  
n = 11 female 
(92%) 
n = 1 male 
(8%)  
 
No other 
demographic 
information 
provided 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Grounded Theory 

 
The core category was Caring for Self 
with two supporting categories: Facing 
the Challenges and Implementing Ways 
of Coping. 
 
Caring for Self included spirituality, social 
support, hobbies, having fun outside 
work, building relationships, and keeping 
work and home life separate. It also 
involved nurturing the physical, spiritual, 
social, and psychological self. 
Participants talked of healthy self-care 
practices such as yoga and meditation 
and the ability to self-soothe and relieve 
stress, as well as identifying self-care 
deficits. 
 
Facing the Challenges: All participants 
expressed difficulty in managing their 
time effectively. Being drawn into family 
dynamics and setting boundaries were a 
challenge for most participants. Many 
participants stated that setting 
boundaries is nearly impossible but being 
aware of stepping over boundaries and 
knowing when to step back are 
necessary to prevent burnout and 
excessive emotional grief. 
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Implementing Ways of Coping: Being 
able to ask team members for help is 
integral in dealing with burnout and a 
healthy team, who cares for self, is more 
able to cope with stress and burnout. 
Maintaining therapeutic relationship and 
having formal closure processes after 
death occurs are vital. If missing, guilt 
and the additional stress can be a 
burden. Finally, finding a balance 
between the multifaceted workplace 
challenges and personal life stressors 
was crucial to their own health and well-
being. 
 

 
Tunnah et al., 
2012,  
UK 
 
QR 
95% 
 
Kappa 
Κ = 1.00 
 

 
To explore the 
feelings and 
experiences of 
hospice at 
home nurses 
when providing  
palliative 
nursing care  
for patients in 
the community 
 

 
Purposive  
 

 
N = 7 
(all female) 
 
No other 
demographic 
information 
provided 
 

 
Data Collection 
Semi-structured 
interviews 
 
Data Analysis 
Grounded Theory 

 
Four categories were identified: 
1. Job satisfaction – Identified as an 

important determinant of nurses' 
stress levels. 

2. Stressors – Included conflict with 
colleagues from outside the team and 
difficulty communicating with GPs 
and district nurses as sources of 
stress. 

3. Coping strategies – Nurses identified 
the need to 'switch off after work. 
Their strategies included walking and 
exercise, television, music and craft. 

4. Support – Nurses identified support 
from colleagues as being important 
for their coping. 
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Wilkes et al., 
1998, 
Australia 
 
QR 
80% 
 
Kappa 
Κ = .756 
 

 
To describe 
nurses’ 
personal 
constructs of 
stress 
 
 

 
Purposive 
sampling 
from 
community 
nursing 
teams 
 
 

 
N = 21 
(all female) 
 
No other 
demographic 
information 
provided 
 

 
Data Collection 
Open-ended 
questionnaire and 
semi-structured 
interviews.  
 
Data Analysis 
Not explicitly 
stated1 

 
Four themes were identified: 
1. Lack of control, lack of time – Nurses 

found it particularly stressful when 
relationships with families were 
strained leading to conflict in care. 
Time was too short due to workload 
and lead to overload on nurses. 

2. Inadequacy/overload – Some nurses 
felt useless and overloaded. Stress 
was generated for the nurses by the 
expectations of many stakeholders 
including themselves. 

3. Inability to cope – Some nurses felt 
unable to cope. Coping strategies 
included talking and sharing 
experiences with another nurse, with 
the bereavement counsellor, with the 
palliative care team or reflecting on 
their experience alone. 

4. Lack of knowledge – Some nurses 
felt they had lack of knowledge to 
give proper answers. An 
overwhelming expectation that 
caused a number of nurses’ stress 
was the demands of family or client to 
go beyond what the nurses 
considered the boundaries of their 
role, for example to be a counsellor 
when nurses felt it was beyond their 
skill. 

 

 

 
1 Data was coded, categorised and themes identified 
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Yang & 
Mcilfatrick, 
2001, 
Taiwan 
 
QR 
80% 
 
Kappa 
Κ = 1.00 
 

 
To explore the 
experiences of 
intensive care 
nurses caring 
for patients 
who are dying. 
 
 

 
Purposive 
sampling 
within ICUs 
 

 
N = 10 
(No gender 
details provided) 
 
Aged 22 to 32 
years.  
 
ICU nursing 
experience 
ranged from 2 to 
12 years. 
 

 
Data Collection 
Semi-structured 
interviews  
 
Data Analysis 
Colaizzi’s 
Descriptive 
Phenomenological 
Analysis (Collaizzi, 
1978) 

 
Analysis identified 13 main themes, 
categorized into three groups: Nurses’ 
attitudes, Stressors and Coping 
strategies.  
1. Nurses’ attitudes – The most 

common feelings that emerged from 
the data analysis were those of fear 
and guilt. This sense of fear and guilt 
was coupled with a sense of 
powerlessness and frustration 
relating both to nurses’ inability to 
alter the ultimate outcome for patients 
or take away the family’s grief. 

2. Stressors – ICU nurses have many 
diverse demands made on them, 
which they reported as being 
stressful. Four themes were 
identified: the relationship between 
physician and nurse, family’s 
emotional reactions, concealing 
illness or prognosis from patients, 
and do not resuscitate orders. 

3. Coping Strategies – ICU nurses are 
often confronted with stressful 
situations and they must learn to 
cope and manage stresses in order 
to function effectively in the ICU 
setting. Providing good nursing care 
and religion and beliefs were 
highlighted in this study. 
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Analytic Review Strategy 

Thematic synthesis was used to develop descriptive and analytical themes 

that extend the primary research studies to generate new interpretations (Thomas & 

Harden, 2008). This approach enabled an enhanced comprehension of the 

experience of stress, anxiety, and burnout than each individual study permits 

individually. Thematic synthesis involves three stages of analysis (Table 4; 

screenshots and examples from each stage can be found in Appendix G, H, and I 

respectively). In order to undertake the synthesis and ensure rigour in analysis, 

NVivo 1.4 was used at each stage (Alhojailan, 2012; Houghton et al., 2017; Thomas 

& Harden, 2008). During Stage two, visual mapping was also used to support theme 

development.  

 

Table 4  
 
Thematic Synthesis Stages (as adapted from Thomas & Harden 2008) 

 
Stage 

 
Description 

 
1 
 

 
Line-by-line coding of the findings of primary studies. Each study is coded 
to facilitate the translation of concepts from one study to another. This 
builds up a ‘bank’ of codes and also generates new codes. 
 

 
2 
 

 
The organisation of these 'free codes' into related areas to construct or 
'descriptive' themes. 
 

 
3 
 

 
The development of 'analytical' themes. 
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Results 

This thematic synthesis addressed the question: “What are PC nurses’ 

experiences of stress, anxiety and burnout?”. Thematic synthesis identified three 

main themes: When work becomes personal, The burden on mind and body, 

and Finding meaning and connection. An overview of themes and subthemes is 

provided in Table 5. Additional quotes are provided in Appendix J.  

 

Table 5  
 
Main Themes and Subthemes 

 
Main theme 

 
Subthemes 

 
When work becomes personal 

 

 
- 

 
The burden on mind and body 

 

 
Emotional impact 

 
Physical impact 

 
 
Finding meaning and connection 

 

 
Feeling fulfilled 

 
Connection with others 

 

 

A summary of each paper’s contribution to each main theme and subtheme is 

shown in Table 6.  
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Table 6  
 
Summary of Paper Contribution to Each Theme 

 

Studies 

 

When work becomes 
personal 

 
 
 

 

The burden on mind and 
body 

 

 

Finding meaning and 
connection 

 

 

Emotional 
impact 

 

 

Physical 
impact 

 

Feeling 
fulfilled 

 

 

Connection 
with others 

 
 

Badger, 2005 
 

✓ ✓ 
 

 ✓ 

 

Bailey et al., 2011 
 

✓ ✓   ✓ 

 

Becker et al., 2017 
 

✓  ✓   

 

Chong & Abdullah, 
2017 
 

✓ ✓ ✓ ✓ ✓ 

 

Gélinas et al., 2012 
 

✓ ✓  ✓ ✓ 

 

Harris, 2013 
 

 ✓  ✓ ✓ 

 

Johansson & Lindahl, 
2012 
 

✓ ✓  ✓  

 

Jordan et al., 2014 
 

✓ ✓   ✓ 

 

Källström Karlsson et 
al., 2008 
 

 ✓  ✓ ✓ 

 

Kaup et al., 2016 
 

✓ ✓ ✓ ✓ ✓ 

 

McCloskey & 
Taggart, 2010 
 

✓ ✓ ✓  ✓ 

 

McNamara et al., 
1995 
 

✓ ✓ ✓  ✓ 

 

Reid, 2013 
 

✓ ✓  ✓ ✓ 

 

Rose & Glass, 2009 
 

 ✓ ✓ ✓  

 

Seed & Walton, 2012 
 

✓ ✓  ✓ ✓ 

 

Tunnah et al., 2012 
 

 ✓  ✓ ✓ 

 

Wilkes et al., 1998 
 

✓ ✓ ✓  ✓ 

 

Yang & Mcilfatrick, 
2001 
 

✓ ✓  ✓  
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When work becomes personal 

The main theme When work becomes personal describes how PC nurses’ 

experiences of stress, anxiety, and burnout were linked with the personal impact of 

their work. Nurses in all studies apart from four (Harris, 2013; Källström Karlsson et 

al., 2008; Rose & Glass, 2009;Tunnah et al., 2012) stated their relationships with a 

patient’s family could be personally challenging and a source of stress. PC nurses 

“found it particularly stressful when relationships [within the family] were strained” 

(Wilkes et al.,1998, p.17) and/or when they were expected “to be the mediator” 

(Seed & Walton, 2012, p.5): 

 

“The relation in South Australia did not talk to the one in Queensland but they 

all came to the home and made things hard for every-one” 

(Wilkes et al., 1998, p.17) 

 

In addition, nurses also found it stressful when family members were 

experiencing difficult and distressing emotions, such as the lack of understanding, or 

denial, of a patient’s palliative medical status: 

 

“‘Some families could not accept that the patient’s condition had deteriorated 

rapidly, and that he or she would die soon. They denied or fought this 

situation. I felt stressed dealing with their emotional reactions.’” 

(Yang & Mcilfatrick, 2001, p. 439) 

 

Some nurses saw dealing with a families’ or patient’s denial of illness 

prognosis as the most challenging task: 
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“Often, central to the impact of the family on the nurses’ stress was the family 

or client’s denial of the illness prognosis. ‘Denial and dealing with these 

families is the most challenging of all problems. You can cope with all other 

complications.” 

(Wilkes et al., 1998, p. 17) 

 

 Caring for PC patients requires specialist knowledge and skills to balance the 

needs of patients and families. Nurses are often the first and main contact for many 

families. For some, it was a feeling of being under pressure from families for answers 

that led to their work being experienced as more stressful, “‘… a lot of relatives 

involved in the families … all looking to you for an answer … it is more stressful.’” 

(Reid, 2013, p. 543). Nurses also reported that “families get very needy, and they 

start needing [the nurse] for every little part from getting [their] father up to poop, to 

everything that’s going on in their personal life.” (Seed & Walton, 2012, p. E5). 

Having good professional relationships with a patients’ family were seen as 

important to providing good quality care. However, where nurses had built up a good 

rapport with families, this was also seen to contribute to increasing stress in some 

situations: 

 

“…nurses often spoke of the stress caused by the family being 'too nice' or of 

the inability of the nurse to 'get away' when rapport had been built up by 

coming into the home so frequently”  

(Wilkes et al., 1998, p.17) 
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In order to cope with pressure from families, some nurses had developed 

strategies that allow them to focus on the needs of their patient. Some learnt to 

“close the door, get [the family] out of the room, out of [their] personal space” 

(Badger, 2005, p 67). For others this meant not allowing themselves to get too close 

to the patient and thus needing to “restrict [themselves] in the relationship” 

(Johansson & Lindahl, 2012, p. 2,037) to be able to continue to deliver professional 

support. 

 

The burden on mind and body 

The main theme The burden on mind and body describes how nurses found 

their work to be both emotionally and physically difficult. Two subthemes are 

discussed, Emotional impact and Physical impact. 

Emotional impact 

All but one study (Becker et al., 2017) reported the emotional impact that PC 

work had on nurses. A range of factors were seen to increase the emotional impact 

that nurses felt, such as having close relationships with patients and their families, 

the complexity of PC clinical care, and how PC work connected with their personal 

values. 

 

“The majority of the participants expressed mixed emotions of sadness, grief 

and anger when caring for patients who presented with end-of-life issues. One 

participant explained it as follows: ‘Guilt, anger... helplessness, because... you 

want to fix it, but you can’t. That’s kind of sadness obviously...extreme 

sadness...” 

(Jordan et al., 2014, p. 78) 
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Rose and Glass (2009, p.188) highlighted nurses felt “out of balance” as a 

result of an inability to provide the kind of care they wished to give and the need to 

maintain high professional and personal standards. This for some led to them feeling 

“stressed, restless, angry. Not content, not happy not all the things that you wish you 

were. Very short tempered…” and for others to making “rash decisions that [they] 

wouldn’t do”, putting themselves “in the firing line” and even behaving “like [they are] 

a victim.” (Rose and Glass, 2009, p. 189-190). 

While the emotional impact could lead to feelings of sadness, grief, and 

anger, positive emotional experiences were also reported which could be protective 

against stress: 

 

“The nurses experienced satisfaction in their involvement with the patients. 

The feeling of being needed, appreciated, and confirmed through the caring 

activities in which they engaged with patients resulted in great satisfaction. 

The nurses sympathized with the patients and their families and shared in 

their grief and their pleasure. The care was no longer considered emotionally 

stressful…” 

(Källström Karlsson et al., 2008, p. 230) 

 

In nine of the 18 studies, nurses specifically discussed the impact that 

patients’ deaths had on them (Bailey et al., 2011; Chong & Abdullah, 2017; Jordan et 

al., 2014; Källström Karlsson et al., 2008; Kaup et al., 2016; McCloskey & Taggart, 

2010; McNamara et al., 1995; Seed & Walton, 2012; Tunnah et al., 2012). Nurses 

found it particularly difficult when patients died suddenly and unexpectedly (Källström 
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Karlsson et al., 2008), however it was also recognised that “…personally facing 

death was an issue that could not be ignored, but that [they] did get used to the idea 

of death”. (McNamara et al., 1995, p. 233). 

Some nurses reported certain patient groups to be more challenging to work 

with, such as children (Chong & Abdullah, 2017) or mid-life patients (Kaup et al., 

2016; McNamara et al., 1995), while others talked about the impact of having close 

relationships with patients and their families (Bailey et al., 201). Annette reflected 

how a patient’s death had affected her: 

 

“I think it is more the emotional side of what happens. You just think [about 

the loss of life] and because the family told me so much personal stuff 

[information], you just feel for them so much. You are putting yourself in their 

shoes so much that it makes you emotional. It was just so rotten.” 

(Bailey et al., 2011, p. 3,367) 

 

Nurses formed close bonds with their patients and reported finding it 

particularly difficult when “many patients died within a short period or if death came 

quickly and unexpectedly” (Källström Karlsson et al., 2008, p. 230). In addition, for 

some nurses, the patient group was identified as presenting them with personal 

challenges:  

 

“Providing care to children and their families was found to be a very emotive 

experience for nurses and it was compounded if they are mothers or have 

close relatives of the same age. Seeing a young child die was tough on them 
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spiritually and being present with grieving parents and extended families 

overwhelmed some nurses.” 

(Chong & Abdullah, 2017, p. 128) 

 

Two studies also reflected on some of the protective factors against burnout. 

Seed and Walton (2012, p. E6) identified the “importance of closure…. being able to 

be there for the death and see death in that moment” was seen as “optimal”, while 

Källström Karlsson et al. (2008, p. 227) highlighted that “being present at the 

moment of death and taking care of the bodies seemed to result in less anxiety 

about [the nurses’] own death.” 

Twelve of the 18 studies (Badger, 2005; Bailey et al., 2011; Gélinas et al., 

2012; Harris, 2013; Johansson & Lindahl, 2012; Jordan et al., 2014; Källström 

Karlsson et al., 2008; Kaup et al., 2016; Reid, 2013; Rose & Glass, 2009; Tunnah et 

al., 2012; Yang & Mcilfatrick, 2001) discussed nurses’ feelings of helplessness when 

working in complex care systems, within strict medical hierarchies, and when caring 

for patients who are not expected to recover from their condition: 

 

“Putting up with it referred to the belief that “in essence it’s coming [death] so 

it’s just a matter of time. It’s just eight or it’s twelve hours knowing in the end 

it’s not going to make a bit of difference [what we do].”” 

(Badger, 2005, p. 66) 

 

Jordan et al. (2014, p. 78) found that nurses “expressed feelings of 

helplessness when unable to do more for their patients” and when they engaged in 

“futile or unnecessary care… when dealing with end-of-life issues”.  
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Organisational pressures such as staff shortages (Kaup et al., 2016), system 

failures (Rose & Glass, 2009), and difficulties managing their time (Seed & Walton, 

2012) were all mentioned as contributing to increased feelings of helplessness and 

stress. Stress for some nurses was also linked to a feeling that they were not 

working in the patients’ best interests as were required to keep the diagnosis 

confidential for cultural reasons connected to a “moral tension that was emerging 

because they felt uncomfortable with their inability to disclose prognosis” (Yang & 

Mcilfatrick, 2001, p. 439). 

 

Physical impact 

 Seven of the 18 studies (Becker et al., 2017; Chong & Abdullah, 2017; Kaup 

et al., 2016; McCloskey & Taggert, 2010; McNamara et al., 1995; Rose & Glass, 

2009; Wilkes et al., 1998) discussed how nurses were physically impacted by their 

work; “Bad deaths however, are problematic as well as physically and emotionally 

exhausting for those who participate in the nursing care” (McNamara et al., 1995, p. 

231). Common symptoms included physical tension, distress, sadness, restlessness 

and irritability, mind racing and worrying, and sleeplessness (Rose & Glass, 2009).  

Physical symptoms of stress were particularly common in studies that looked 

at nurses working in the community (Chong & Abdullah, 2017; Kaup et al., 2016; 

Rose & Glass, 2009; Wilkes et al., 1998). Interestingly, some nurses reported the 

symptoms appeared only before or during certain patient encounters while other 

symptoms were more chronic and related to stress over a longer time period: 

 

“…[nurses] described symptoms such as headache, dizziness, and stomach 

pain. Sometimes the symptoms appeared only in certain encounters; for 
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example, stomach pain might occur on [a nurses] way to a specific patient 

where the participant knew it could be difficult. Other symptoms were more 

long lasting and were often related to stress over a longer period.” 

(Kaup et al., 2016, p. 567) 

 

Wilkes et al.’s (1998) participants reported that physical symptoms of stress 

and tension they experienced were a combination of work and home life stress: 

 

“The stress and tension caused by relations... all these things and others not 

long after my own mother’s death caused a lot of stress to me...going to sleep 

but waking at 3am and mind racing. Falling to sleep at meetings’” 

(Wilkes et al., 1998, p. 17) 

 

Finding meaning and connection 

The main theme Finding meaning and connection is concerned with how 

nurses cope with PC work. Despite the work being emotionally demanding, it was 

common for nurses to want to reflect on and find personal meaning in their roles 

rather than to distance themselves from it. Within this theme, two subthemes were 

identified, Feeling fulfilled and Connection with others. 

Feeling fulfilled 

 Eleven of the 18 studies considered how nurses found meaning and reward in 

their work, giving them a sense of satisfaction and reward (Chong & Abdullah, 2017; 

Gélinas et al., 2012; Harris, 2013; Johansson & Lindahl, 2012; Källström Karlsson et 

al., 2008; Kaup et al., 2016; Reid, 2013; Rose & Glass, 2009; Seed & Walton, 2012; 

Tunnah et al., 2012; Yang & Mcilfatrick, 2001). Nurses’ descriptions included their 
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work being a privilege (Johansson, & Lindahl, 2012; Tunnah et al., 2012), being 

professionally rewarding and giving them a sense of satisfaction (Harris, 2013; Reid, 

2013; Seed & Walton, 2012; Kaup et al., 2016; Tunnah et al., 2012). 

 PC nurses identified that job satisfaction came from feeling as thought they 

had made a difference; “'If you can nurse someone at home and make them as 

comfortable as possible in their last days of life, it's a privilege to do it ... it's well 

worth everything you do.'” (Tunnah et al., 2012, p. 286). Nurses acknowledged that 

PC work is challenging, personally and professionally, however they felt it was 

rewarding to deliver care during such a private, personal, and devastating time: “It 

was a very privileged place to be.” (Reid, 2013, p. 544). 

Some nurses described being able to deliver care to the best of their ability as 

providing a sense of satisfaction and gratitude: 

 

“The nurses strive to achieve completeness in this unique situation. 

Completeness signifies a feeling that the nurses have when they have done 

all they can for the patients and feel satisfied with their work.” 

(Johansson & Lindahl, 2012, p. 2,036) 

 

Nurses also reported gaining strength and meaning in their roles after having 

affirming experiences and when they felt stimulated in their work: 

 

“The nurses experienced satisfaction in their involvement with the patients. 

The feeling of being needed, appreciated, and confirmed through the caring 

activities in which they engaged with patients resulted in great satisfaction.” 

(Källström Karlsson et al., 2008, p. 230) 
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Several participants mentioned their spirituality and faith as ways of coping 

with the stress and impact of a patient’s death. These seemed to enable some 

nurses to find a deeper meaning in their work that connected with their sense of 

faith: 

 

“One nurse shared that, on occasion, she is not fully aware of the stress and 

will find herself emotional and her spirituality will help her through. She 

admitted that ‘‘it takes more of a toll than I think we know. You have to have a 

good spiritual base to deal with all.’’” 

(Harris, 2013, p. 450) 

 
 
Connection with others 
 

Fourteen of the 18 studies reported nurses sought the support of other people 

to cope with stress and the risk of burnout (Badger, 2005; Bailey et al., 2011; Chong 

& Abdullah, 2017; Gélinas et al., 2012; Harris, 2013; Jordan et al., 2014; Källström 

Karlsson et al., 2008; Kaup et al., 2016; McCloskey & Taggert, 2010; McNamara et 

al., 1995; Reid, 2013; Seed & Walton, 2012; Tunnah et al., 2012; Wilkes et al., 

1998). Team members and colleagues were a commonly reported source of support: 

 

“One of their major strategies was to talk and share their experiences with 

others: either with another nurse, with the bereavement counsellor, with the 

palliative care team or reflecting on their experience” 

(Wilkes et al., 1998, p. 18) 
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For some nurses, this connection was related to them feeling socially 

connected to their colleagues at work, while seeking informal support was seen as 

an important coping strategy. Harris (2013) found that nurses identified talking to 

colleagues as a key coping strategy, “…the most helpful and most frequently used 

coping mechanism was talking with and/or venting to others. In particular, members 

of each of the focus groups reported that they relied most heavily on their coworkers 

in times of stress” (p. 449). Nurses felt it was important to use informal opportunities 

at work to speak openly about their feelings: 

 

“The nurses identified support from colleagues as being important for their 

coping: 'I chat with my colleague and the district nurses ... make sure we have 

lunch together in the office so that we can chat and you know say how we 

feel, so that helps” 

(Tunnah et al., 2012, p. 288) 

 

Connections with colleagues were seen not just to help with symptoms of 

stress, but were explicitly identified as preventing burnout. Nurses acknowledged 

that they relied heavily on their peers as a method of preventing burnout; “…the 

burnout is definitely there with all of us to a point. We all get to that point where I just, 

I just can’t do it, but we bounce back real fast. We have a great team so we just work 

and talk among each other and help each other out.” (Seed & Walton, 2012, p. E5). 

 

While colleagues were most commonly mentioned, family relationships and 

having contact with others outside of work were also reported as protective factors 

against the impact of nurses’ work building up (Källström Karlsson et al., 2008; Kaup 
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et al., 2016; McNamara et al., 1995; Tunnah et al., 2012). The concept of connection 

with others being a “release” is articulated here by a nurse working in a hospital 

inpatient setting: 

 

“Stable and functioning family relationships were desirable so that the nurses 

could regain their strength during their leisure time. Spending time with 

children and adults outside the family or professional colleagues was 

understood as a shield against thoughts of death. Meeting other people who 

were full of life ‘‘and talking about something completely different’’ was like a 

release.” 

(Källström Karlsson et al., 2008, p. 288) 

 

Others talked about finding it difficult to get support from outside of work due 

to the lack of understanding from those who do not work in PC; “Many nurses 

indicated that they thought people outside of the hospice 'system' lacked an 

understanding of what was involved in caring for the dying” (McNamara et al., 1995, 

p. 229). Nurses reflected on how family members often did not want to hear about 

their work: 

 

“We go through a lot during the week, not just death but huge traumas — 

young people — and you go home and talk to people who don’t want to hear 

[about] it: “Could you change [the] subject?” . . . “It’s depressing.”. “Do you 

have to talk about this over dinner?” . . . we see a side of life . . . that most 

people don’t see.” 

(Gélinas et al., 2012, p. 32) 
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Critique of Studies 

Quality assessment using the CASP resulted in scores ranging from 12 to 19, 

with an average score of 17. However, it is important to acknowledge that 

assessment of the methodological strengths and limitations of qualitative research 

remains contested within the qualitative research community (Garside, 2014; Noyes 

et al., 2019). It has been argued that using quality assessment tools too narrowly 

assesses the quality of methodological reporting, rather than evidence of analytic 

rigor, originality, or scholarly contribution to the field (Majid & Vanstone, 2018). 

Subsequently, the limitations of the studies need to be taken in to account in order to 

exert some caution when using the findings. There were three main limitations 

identified during the current review: sample diversity, researcher’s reflexivity, and 

data analysis. 

All studies recruited participants using a purposive sampling approach to 

include participants with particular characteristics who were better able to assist with 

the relevant research (Etikan et al., 2016). However, three of the 18 studies had 

omitted reporting participants’ demographic details (Bailey et al., 2011; Källström 

Karlsson et al., 2008; McCloskey & Taggart, 2010). Of the remaining 15 studies, two 

did not include gender details (Reid, 2013; Yang & Mcilfatrick, 2001), 11 had no 

information regarding participants’ ages (Bailey et al., 2011; Becker et al., 2017; 

Johansson & Lindahl, 2012; Jordan et al., 2014; Källström Karlsson et al., 2008; 

McCloskey & Taggart, 2010; Reid, 2013; Rose & Glass, 2009; Seed & Walton, 2012; 

Tunnah et al., 2012; Wilkes et al., 1998), and only two studies reported participants’ 

ethnic background (Badger, 2005; Harris, 2013). A lack of reporting on gender, and a 

gender bias in nursing research, may contribute to knowledge gaps and a lack of 

research generalisability (Polit & Back, 2009). Additionally, a lack of adequate 
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demographic information may raise questions regarding inclusion and diversity 

issues, and a lack of clarity impacting any generalisation of findings for clinical 

practice or future research (Hughes et al., 2016; Jones et al., 2020). 

Reflexivity has been recognised as a crucial strategy in qualitative research 

(Finefter-Rosenbluh, 2017; Naples & Sachs, 2000). Only three studies discussed 

bias and data validation or the relationship between the researcher and participants 

(Becker et al., 2017; Jordan et al., 2014; Rose & Glass, 2009). The absence of 

reflexive discussions in the other 15 studies means it is not possible to assess any 

risk of bias or potential impact on the validity of findings (Lazard, 2020; Reid et al., 

2018). 

The suitability or rigour of data analysis approaches within the studies was 

also highlighted. Seven of the studies lacked enough details to assess the quality of 

data analysis (Bailey et al., 2011; Jordan et al., 2014; Reid, 2013; Rose & Glass, 

2009; McCloskey & Taggart, 2010; McNamara et al., 1995; Wilkes et al., 1998). The 

lack of clarity on theoretical positions and processes undertaken during data analysis 

limited the ability to assess the validity of studies’ findings or recommendations 

(Santiago-Delefosse et al., 2016; Twining et al., 2017). 
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Discussion 

This review addressed the question, “What are palliative care nurses’ 

experiences of stress, anxiety and burnout?”. Thematic synthesis was undertaken on 

18 studies and three main themes were identified: When work becomes personal, 

The burden on mind and body, and Finding meaning and connection. Nurses 

found PC work to be challenging and rewarding. They experienced stress, anxiety, 

and burnout as a result of their work. PC work is intimate and close bonds can be 

formed with patients, their families, and colleagues. Nurses were required to 

carefully navigate these relationships, not only when things were difficult but also 

when they felt a close connection to patient’s families. PC nursing was described as 

both emotionally and physically challenging; where nurses were able to find meaning 

and connection with others they found this to reduce stress, anxiety, and burnout. 

Summary of findings 

When work becomes personal 

PC nurses described how difficult relationships with a patient’s family were 

seen as potential sources of stress and burnout (Badger, 2005; Bailey et al., 2011; 

Becker et al., 2017; Chong & Abdullah, 2017; Gélinas et al., 2012; Johansson & 

Lindahl, 2012; Jordan et al., 2014; Kaup et al., 2016; McCloskey & Taggert, 2010; 

McNamara et al., 1995; Reid, 2013; Seed & Walton, 2012; Wilkes et al., 1998; Yang 

& Mcilfatrick, 2001). Conversely, some nurses with close personal relationships with 

families also found this to be stressful (Bailey et al., 2011; Johansson & Lindahl, 

2012; Jordan et al., 2014; Reid, 2013; Seed & Walton, 2012; Wilkes et al., 1998).  

Previous PC literature reviews have focused on the impact of conflict 

(François et al., 2017; Lichtenthal & Kissane, 2008) or burnout (Lagentu et al., 2017; 

Peters et al., 2012) on nurses’ stress and/or anxiety, while others have reviewed 
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interventions aiming to improve the psychological well-being of PC staff (Gillman et 

al., 2015; Hill et al., 2016; Parola et al., 2017a). While the current review supports 

previous findings on the impact of conflict (François et al., 2017), it also highlights 

how close personal relationships with families contributed to nurses’ experience of 

stress and burnout (Bailey et al., 2011; Johansson & Lindahl, 2012; Jordan et al., 

2014; Reid, 2013; Seed & Walton, 2012; Wilkes et al., 1998).  

This review extends our understanding of the different ways nurses can be 

affected by relationships with patient’s families. It also highlights the importance of 

supporting nurses to recognise the impact of their professional relationships with 

patient’s families in order to reduce the potential for increased stress, anxiety and 

burnout. 

The burden on mind and body 

This main theme considered how PC nurses are emotionally and physically 

impacted by stress, anxiety, and burnout. A range of emotional experiences were 

connected including: sadness, grief, anger, guilt, frustration, unhappiness, and 

dissatisfaction with themselves (Badger, 2005; Bailey et al., 2011; Chong & 

Abdullah, 2017; Gélinas et al., 2012; Johansson & Lindahl, 2012; Jordan et al., 2014; 

Källström Karlsson et al., 2008; Kaup et al., 2016; McCloskey & Taggart, 2010; 

McNamara et al., 1995; Reid, 2013; Rose & Glass, 2009; Seed & Walton, 2012; 

Tunnah et al., 2012; Wilkes et al., 1998; Yang & Mcilfatrick, 2001). These findings 

are consistent with the existing literature (Peters et al., 2013a; Powell et al., 2020; 

Zanatta et al., 2020; Zheng et al., 2018), however this review also highlighted 

positive experiences and their function in moderating stress, anxiety, and burnout 

(Johansson & Lindahl, 2012; Källström Karlsson et al., 2008).  
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Nurses also experienced physical symptoms of stress, anxiety, and burnout. 

Nurses consistently reported sleep difficulties, with tension and headaches common. 

This impacted them in a number of ways, including at home and work, with some 

nurses reported not being able to concentrate, feeling agitated and unbalanced 

(Becker et al., 2017; Chong & Abdullah, 2017; Kaup et al., 2016; McCloskey & 

Taggert, 2010; McNamara et al., 1995; Rose & Glass, 2009; Wilkes et al., 1998). 

These findings are similar to those of Baqeas and Rayan (2018) who also found PC 

nurses’ sleep and physical well-being are significantly impacted by their work. 

Similarly, Parola et al.’s (2017b) review, looking at burnout in PC healthcare 

professionals, also noted the need to preserve the emotional and physical health of 

staff.  

Similarly, while nurses’ feelings of hopelessness and difficulties have been 

reported in quantitative literature reviews of nurses working in PC work (Lagentu et 

al., 2017), feelings of helplessness were also reported in many of the current 

review’s studies (Badger, 2005; Bailey et al., 2011; Gélinas et al., 2012; Harris, 

2013; Johansson & Lindahl, 2012; Jordan et al., 2014; Källström Karlsson et al., 

2008; Kaup et al., 2016; Reid, 2013; Rose & Glass, 2009; Tunnah et al., 2012; Yang 

& Mcilfatrick, 2001). These feelings were related to clinical, personal, and 

organisational issues and contributed to nurses’ stress levels. This finding is 

supported by Powell at el. (2020) who’s systematic literature review also found 

personal factors and organisational workload pressures to be key factors in PC 

nurses’ stress levels.  

Death anxiety has been explored in systematic literature reviews and found to 

be connected with fear of death, anxiety and unease (Peters et al., 2013b). Previous 

literature reviews have focused on what individual characteristics nurses have that 
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contribute to their responses to death (Peters et al., 2013a; Zheng et al., 2018), or 

have looked more broadly at nurses working in different services providing end of life 

care (Griffiths, 2019; Mu et al., 2019).  

Nurses in the current review described how patients’ deaths affected them in 

deeply personal ways. This could be due to a number of factors including nurses’ 

relationships with patients due to the patient’s age (Chong & Abdullah, 2017; Reid, 

2013; Yang & Mcilfatrick, 2001), cultural background (Becker et al., 2017; Reid, 

2013; Tunnah et al., 2012), or when patients suddenly and unexpectedly died 

(Källström Karlsson et al., 2008; Yang & Mcilfatrick, 2001). These findings are 

supported by Malone et al.’s (2016) systematic literature review which identified that 

patient factors, such as age and cultural background, can impact on how nurses 

cope with patients’ deaths, however their review was only looking at newly graduated 

nurses in PC. 

Finding meaning and connection 

Finally, nurses’ feelings of fulfilment and the importance of connecting with 

others for support were discussed in relation to whether they experienced work to be 

stressful or not. Where nurses reported feeling fulfilled, a sense of satisfaction and 

pride in their work, they also talked about how this made the challenge of PC work 

worthwhile (Chong & Abdullah, 2017; Gélinas et al., 2012; Harris, 2013; Johansson 

& Lindahl, 2012; Källström Karlsson et al., 2008; Kaup et al., 2016; Reid, 2013; Rose 

& Glass, 2009; Seed & Walton, 2012; Tunnah et al., 2012; Yang & Mcilfatrick, 2001). 

Nurses also reported finding meaning in their spiritualty and religion in six of the 

studies (Chong & Abdullah, 2017; Harris, 2013; Johansson & Lindahl, 2012; Reid, 

2013; Rose & Glass, 2009; Seed & Walton, 2012). A recent systematic review by 

Sekse et al. (2018), looking at nurses’ roles in PC, found that feelings of fulfilment 
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were present when nurses felt they were able to be “attentively present and 

dedicated” (Sekse et al., p. 33).  

Nurses found seeking support from family and their colleagues helped them 

cope (Badger, 2005; Bailey et al., 2011; Chong & Abdullah, 2017; Gélinas et al., 

2012; Harris, 2013; Jordan et al., 2014; Källström Karlsson et al., 2008; Kaup et al., 

2016; McCloskey & Taggert, 2010; McNamara et al., 1995; Reid, 2013; Seed & 

Walton, 2012; Tunnah et al., 2012; Wilkes et al., 1998). Nurses identified that open 

and honest conversations about the impact of their work were important in reducing 

stress in the short-term and burnout in the longer-term. Spending time with others 

unconnected to their work was also important in helping them cope. This is 

consistent with other systematic reviews in PC nursing which have identified nurses’ 

need to express their emotional responses to others, whether with colleagues, 

friends, or family (Powell et al., 2020; Zanatta et al., 2020). 

Strengths and Limitations  

The multitude of settings and services defined as PC influenced the review’s 

findings. One of the challenges of undertaking research in PC is defining the 

parameters of which services and teams to include. Recently, PC interventions are 

used in a broader range of settings and earlier on with patients with life-limiting 

conditions (WHO, 2014). There is an acknowledgement within the literature that 

definitions of PC require revision and clarification (Radbruch et al., 2020; Van 

Mechelen et al., 2013). PC nurses work in different services, with diverse 

experiences, training, and staff support. Therefore, efforts to synthesise findings 

meant trying to find a balance in papers’ inclusion and exclusion decisions. While all 

participants were nurses engaged in providing PC as part of their main role, 

homogeneity of participants should be considered when interpreting the review’s 
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conclusions. For example, participants were recruited from inpatient (Badger, 2005; 

Bailey et al., 2011; Becker et al., 2017; Chong, &  Abdullah, 2017; Johansson &  

Lindahl, 2012; Jordan, et al., 2014; Källström Karlsson et al., 2008; Yang & 

Mcilfatrick, 2001), hospices (Harris, 2013; Seed & Walton, 2012) and community 

(Kaup et al., 2016; Reid, 2013; Rose & Glass, 2009; Tunnah et al., 2012; Wiles et 

al., 1998) settings, and from countries with acknowledged cultural differences in 

attitudes to PC (Yang & Mcilfatrick, 2001).  

Clinical Policy and Practice Implications 

Findings from this review support and further demonstrate the complexity of 

feelings PC nurses have about their role, which may help both nurses and services 

take action to mediate against nurses’ experiences of stress, anxiety, and burnout. 

The findings could also be helpful in expanding our understanding of how PC nurses 

are impacted by patients’ deaths and may help to better support them in this critical 

aspect of their work. Two main policy and practice implications were identified within 

the reviewed studies: greater staff support and more relevant learning and 

development opportunities. 

Harris (2013) highlighted that having someone to talk to would be beneficial 

on a particularly stressful or painful day or when nurses experienced loss. Similarly, 

staff support groups that were not specific to grief alone, were “facilitated by 

someone outside of hospice” and having their content kept “confidential” would be 

welcome (Harris, 2013, p. 451).  

Seed and Walton (2012) suggested that nurse managers should regularly 

assess the stress and coping ability of their teams, to ensure nurses have/ receive 

unscheduled time off because of undue stress and working with difficult families. 
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Tunnah et al. (2012) similarly identified the need for further use of clinical supervision 

and reflection. 

Further, staff training needs have also been highlighted as crucial to nurses 

having greater clarity on how to react in various care situations and how to carry out 

their work (Johansson & Lindahl, 2012) as well as improving the ability to identify 

stress and recognise their own emotional needs (Becker et al.,2017; Tunnah et al., 

2012). Finally, Becker et al. (2017) suggested the need for training on effective 

communication with families on helpful and harmful care during the end of life. 

Further Research 

PC is an evolving speciality with implications for future demands on 

healthcare systems and PC nurses (WHO, 2014). Recent emphasis has been made 

on the impact that Covid-19 has had on the role of PC within a modern healthcare 

system (Fausto, 2020; Lancet, 2020). While there is a growing body of literature 

exploring nurses’ experiences of working in PC, qualitative studies of PC nurses’ 

experiences of stress, anxiety, and burnout remain an under-researched area 

(Powell et al., 2020; Sekse et al., 2018). Further studies could aim to gain a deeper, 

more nuanced, understanding of how PC nurses are affected by their work. This 

could be through investigating the experiences of nurses with a longer tenure 

working in PC, or the use of longitudinal studies to evaluate the emotional and 

physical impact of PC work over time. Additionally, further studies could be 

undertaken that help education providers and organisations better understand their 

role in training and staff support, for example when preparing newly qualified nurses 

who choose to work in PC. 

When undertaking future research, consideration should be made regarding 

accessing diverse participant samples and reporting of appropriate and relevant 
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participant demographics (such as age, gender, ethnicity, or race) to improve the 

representation of a range of views and experiences. Discussion of the relationship 

between researchers and participants and any conflicts, or potential bias, should 

also be included. Finally, research should be undertaken using appropriate research 

methods with clear reporting in methodological sections. Addressing these issues 

would improve the quality, replicability, and validity of research findings. 
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Conclusion 

The current review explored PC nurses’ experiences of stress, anxiety, and 

burnout. Three main themes were identified which suggest that PC nurses 

experiences are complex, encompassing clinical and organisational challenges, and 

the personal impact their work has on them. The findings of this review highlighted 

that nurses’ relationships with patients, patients’ families, and colleagues, can be 

both a source of stress and strength. While many nurses describe their work as 

difficult, they also find it personally and professionally rewarding. 
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Abstract 

Background: During the Covid-19 pandemic clinical psychologists have offered 

formal and informal support to medical staff. This has meant the rapid redeployment 

for many psychologists into staff support roles, often without training, experience, or 

guidance. Literature shows psychologists can place large burdens on themselves 

when placed in demanding situations and environments, which may lead to stress 

and burnout. However, exposure to stressors within the workplace can also lead to 

positive outcomes.  

Aim: This study aims to gain an understanding of clinical psychologists’ experiences 

of supporting medical staff treating Covid-19 patients. 

Method: Ten clinical psychologists were interviewed about their experiences. 

Interviews were transcribed verbatim and analysed using Interpretative 

Phenomenological Analysis (IPA).  

Results: IPA analysis resulted in three superordinate themes: Re-affirming 

professional identity, Navigating change and uncertainty, and “Can I go back to my 

day job?”.  

Conclusion: Findings highlight occupational and personal factors that impact clinical 

psychologists’ sense of professional identity, how they experience rapid and 

unplanned changes in their roles, and how they attend to their self-care. There are 

potential benefits for those concerned with the role of clinical psychologists in 

healthcare systems, to consider how they plan for and respond to rapid change, and 

how to promote insight and self-care when responding to the personal impact of 

rapid and significant changes. 

 

Keywords: Covid-19; Clinical Psychologists; Staff Support; Mental Health; NHS 
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Introduction 

A pandemic can be defined as an infectious disease occurring worldwide, 

usually affecting a large number of people (Last et al., 2001). Pandemics raise 

medical, ethical and organisational challenges including priority setting, triaging of 

patients, allocation of resources, and restricting individual liberties in the interests of 

public health (Simonds & Sokol, 2009). The Covid-19 pandemic is likely to put 

healthcare staff across the world in unprecedented situations, having to make 

impossible decisions and work under extreme pressure (Wu et al., 2020). It is 

possible that, under such circumstances, healthcare workers may be unable to 

provide high-quality services or may even fail to practice ethical professional 

standards (Johnstone & Turale, 2014; Maunder et al., 2008; Ruotsalainen et al., 

2014).  

Exposure to significant personal and professional challenging circumstances 

can cause some healthcare workers to experience moral injury or mental health 

problems (Greenberg et al., 2020; Litz et al., 2009; Williams & Kemp, 2019). Indeed, 

studies have identified increased rates of Post-Traumatic Stress Disorder (PTSD) 

symptoms and other mental health problems in hospital staff exposed to stressors 

such as emergency situations, patients' deaths, and team conflicts (He et al., 2020; 

Schäfer et al., 2018). Wong et al. (2005) investigated the psychological impact of the 

Severe Acute Respiratory Syndrome (SARS) outbreak on healthcare workers in 

emergency departments. From 466 questionnaire responses from doctors, nurses, 

and healthcare assistants, they found significantly increased levels of distress, loss 

of control, increased vulnerability, fear for their own health and fear of the spread of 

the virus (Wong et al., 2005). Their findings are supported by a range of studies that 

have considered the negative psychological impact on organisations and individuals 
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following the Middle East Respiratory Syndrome (MERS), SARS, and Ebola 

outbreaks (Brooks et al., 2018; Ji et al., 2017; Khalid et al., 2016; Maunder et al., 

2008). Ji et al. (2017) highlighted that following the Ebola outbreak, medical staff 

showed an increased risk of a range of symptoms including obsession-compulsion, 

anxiety, hostility, phobic anxiety, and paranoid ideation. 

Research with healthcare staff providing care during Covid-19 has already 

been undertaken. A recent study from Lai et al. (2020) surveyed healthcare staff 

working in hospitals for patients with Covid-19 in China. Between January and 

February 2020, Lai et al. (2020) surveyed 1,257 health care staff working across 34 

hospitals. Participants experienced increased psychological burden, including 

symptoms of depression, anxiety, insomnia, and distress; they were identified to be 

especially vulnerable if they were in nursing roles, women, or frontline health care 

workers directly engaged in the diagnosis, treatment, and care for patients with 

Covid-19 (Lai et al., 2020). While maintaining staff mental health is essential to better 

control infectious diseases, the best approach to this during the epidemic season 

remains unclear (Wu et al., 2020). 

Whether someone develops a psychological injury or experiences 

psychological growth is likely to be influenced by the way that they are supported 

before, during, and after a challenging incident (Greenberg et al., 2020). 

Psychological well-being can be influenced by personal, environmental, and work 

factors, with associations between changes within the workplace environment and 

well-being, and between work-life balance and well-being (Loretto et al., 2005). 

However, while some positive experiences from healthcare staff during pandemics, 

including Covid-19, have been reported in the literature, the overwhelming focus has 
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been on the negative aspects of their experiences (Billings et al., 2020; Bennett et 

al., 2020). 

Working psychologically with teams is a fundamental role for practitioner 

psychologists (Health and Care Professions Council [HCPC], 2015). Clinical 

Psychologists (CPs) have established clinical and leadership positions within 

healthcare teams including supporting medical teams with ‘difficult’ patients, working 

directly with mental health issues, providing capacity assessments, staff supervision, 

and leading and contributing to service development and quality improvement 

projects (Bonin, 2018; Donaghay‐Spire et al., 2016; Palmer & Harmell, 2016; 

Robiner & Pertrik, 2017; Snowdon et al., 2017). 

National Health Service (NHS) staff are continually being asked to do more 

with fewer resources (Wilkinson, 2015), with staff being put under pressure from 

increased work demands, among others they are expected to reach higher 

performance targets (Henshall et al., 2018). Furthermore, CPs working within the 

NHS are not immune to the effects of the same stress that others in the healthcare 

system are under (Tay et al., 2018). In their caring roles, psychologists can place 

large burdens on themselves and risk the development of stress and burnout 

(D’souza et al., 2011; Kaeding et al., 2017; McCormack et al., 2018). Increased 

stress resulting from the challenges of a prolonged response to Covid-19 has been 

reported amongst hospital personnel, including caregivers, support staff, 

administration, and emergency response teams, whilst leadership and self-care are 

central components of the response (Adams & Walls, 2020).  

It is recognised that psychological professionals need to take care of 

themselves and each other physically, emotionally and psychologically as they 

respond to a high level of need. Supervision, time off, and self-care are all important 
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to allow psychological professionals to continue to serve effectively (BPS, 2020a; 

Johnson et al., 2020a). A systematic review by Hannigan et al. (2004) found that 

many CPs practising in the United Kingdom (UK) experienced significant levels of 

psychological distress. Moreover, their review reported that organisational and 

professional factors may act in ways that inhibit the capacity of psychologists to seek 

and obtain support for stress at work (Hannigan et al., 2004). There is a paucity of 

research into impact of job demands on the psychological well-being of practitioner 

psychologists (McCormack et al., 2018), and even less specifically considering CPs 

(Allwood et al., 2020; Johnson et al., 2020a). 

The BPS’s guidance for psychological professionals during the Covid-19 

pandemic highlighted supporting the well-being of staff in their organisations as 

important to continue during the pandemic and beyond (BPS, 2020a). To help with 

this, the BPS Covid19 Staff Well-being Group has recently published guidance on 

the psychological needs of healthcare staff as a result of the Coronavirus pandemic 

(BPS, 2020b). However, there remains a lack of evidence from studies carried out 

during or after disease outbreaks, epidemics and/ or pandemics, that helps expand 

our knowledge of the mental health of frontline health and social care staff (Pollock 

et al., 2020).  

Rationale and Aim 

Covid-19 is an unprecedented challenge for the NHS and CPs play a central 

role in the support provided to medical staff who have been impacted physically and 

psychologically by heavy workloads, the risk of infection, sleep deprivation, loss of 

colleagues, and sometimes providing care in less than adequate settings (Germine 

et al., 2020; Greenberg et al., 2020). Research which expands our understanding of 

how CPs are experiencing the provision of support for health and social care staff 
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during a global pandemic is important. As such, this qualitative study aims to use 

Interpretative Phenomenological Analysis (IPA) to explore the lived experience of 

CPs supporting medical staff treating Covid-19 patients. 
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Methodology 

Research Design 

This study is grounded in phenomenology, a philosophical approach that is 

concerned with the enquiry of the conscious experience of individuals (Smith et al., 

2009). Phenomenology aims to produce an account of lived experience in its own 

terms rather than one prescribed by pre-existing theoretical preconceptions (Chan et 

al., 2013; Smith et al., 2009).  

IPA is a qualitative approach which aims to provide detailed examinations of 

personal lived experience. It is concerned with trying to understand what an 

individual’s unique experience is like, from the point of view of the participant. IPA 

employs key concepts from phenomenology, hermeneutics, and idiography. IPA is 

phenomenological, and draws on the work of Husserl, Heidegger, and Sartre to 

focus on experience and perception, intersubjectivity, and personal and social 

relationships (Smith et al., 2009). It is also concerned with hermeneutics, particularly 

“the hermeneutic circle” and its role in helping us understand the data by moving 

between the part and the whole (Smith et al., 2009 p. 27-28). Finally, IPA uses an 

idiographic approach to gain in-depth knowledge of the meaning of something for a 

particular person (Smith et al., 2009). 

IPA researchers use a systematic and thorough approach to bring meaning to 

participants’ experiences. A detailed IPA analysis can involve asking critical 

questions of participants’ data to further deepen the understanding of their 

experiences (Smith, 1996; 2011; Smith & Osborn, 2009). This study used semi-

structured interviews which offer a flexible data collection instrument and supports 

the research aim of collecting and analysing in detail how participants perceive and 

make sense of things which are happening to them (Smith et al., 2009). 
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Inclusion and Exclusion Criteria 

Participants’ inclusion and exclusion criteria are shown in Table 7. 

 

Table 7  

Inclusion and Exclusion Criteria 

 
Criteria 
 

 
Inclusion  

 
Exclusion 

 
Job role 

 
Clinical Psychologist, HCPC 

registered 
 

 
Any other job role 

Setting Tertiary Care, in-patient, NHS, 
England 

Primary Care or community, 
non-NHS settings, any other 

part of the UK 
 

Patient group Patients with confirmed or 
suspected Covid-19 infection 

 

Patients without confirmed or 
suspected Covid-19 infection 

Clinical activity Formal support to medical staff 
(i.e., supervision, reflective 
practice, incident debrief) 

 

Informal support 

 

Participants were included if they were CPs working in England. Since 

devolution of health systems in 1999, NHS policies and structures in the four 

countries of the UK have diverged (Jeffrey, 2007; Walshe & Davies, 2013). This can 

be illustrated by examples from both clinical practice as well as in general 

interprofessional working policies (Beech & Verity, 2019; Hoare et al., 2015; Rout et 

al., 2011; Winterton et al., 2009). Consequently, to avoid participants’ heterogeneity, 

CPs working outside of England were excluded. 

Participants were included if their roles involved providing formalised support 

to medical staff (individuals or teams) who were involved in the care of patients being 

given inpatient hospital treatment for Covid-19 symptoms. This could be in the format 
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of one to one or group supervision, facilitation of reflective practice groups, or 

incident debriefing. This enabled participants to reflect on and discuss their individual 

experiences, whilst also retaining their ability to provide access to their shared 

experiences (Smith et al., 2009).  

Materials 

A semi-structured interview schedule was developed in collaboration with 

academic supervisors (Appendix L). Questions and prompts were prepared in order 

to facilitate an open and expansive discussion, whilst allowing participants to recount 

their own experience (Smith et al., 2009). 

Procedure  

Ethics 

 This study was undertaken in accordance with the BPS Code of Ethics and 

Conduct (2018), Ethics Guidelines for Internet-mediated Research (2017), Data 

Protection Regulations (2018), and Code of Human Research Ethics (2014). Ethical 

approval was gained from Coventry University Ethics Committee (Appendix M).  

Recruitment 

Purposive sampling was utilised for this study. The study details were 

disseminated through the academic supervisors’ professional networks, including 

online platforms such as CP Facebook group and Twitter (Rodham & Gavin, 2006). 

The recruitment poster (Appendix N) was posted on the group’s page. 

Interested CPs emailed the researcher and were sent a Participant 

Information Sheet (Appendix O) with information about the purpose of the study, 

benefits and risks to taking part, and what participation would involve, as well as the 

Informed Consent Form (Appendix P). They were given the opportunity to ask any 

questions about the study before returning their signed Informed Consent Forms. 
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All 10 interviews were undertaken online, via Microsoft Teams, between May 

and September 2020. This coincided with the period between the peaks of the first 

wave in April 2020 and second wave in November 2020. The interviews lasted 

between 62 and 80 minutes. Interviews were audio recorded for later transcription 

and analysis. 

On completion of the interview, the Debrief form (Appendix Q) was emailed to 

provide participants with further information regarding the nature of the study, how to 

withdraw from the study, how to contact the research team, and sources of support. 

Each interview was audio recorded and transcribed verbatim by the lead researcher, 

during which any personal identifiable information was removed and pseudonyms 

were allocated to preserve participants’ anonymity.  

Data Collection 

Participants 

To make meaningful interpretations of a particular perspective using IPA, 

participants were drawn from a homogenous group (Smith et al., 2009, p.49-50). 

Based on inclusion and exclusion criteria 10 participants (6 female, 4 male) were 

recruited to the study. Participants were all CPs already working in hospital-based 

clinical health psychology services and were working at NHS band 8a or above. 

However, to reduce potential bias based on assumptions related to age or clinical 

experience, and protect participants’ anonymity, the only relevant personal 

characteristic gathered was gender (American Psychological Association [APA], 

2020). Information on gender has been gathered as there is an imbalance within the 

profession of clinical psychology (80% female to 20% male) which is acknowledged 

both within the profession and the literature (Clearing House for Postgraduate 

Courses in Clinical Psychology; Johnson et al., 2020b).  
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Analysis 

Following transcription, the data was analysed using the six-step approach 

outlined by Smith et al. (2009; Table 8 in Appendix R).  

IPA analysis using NVivo 

Qualitative synthesis involves handling large volumes of data, and there 

needs to be an effective system for managing, collating, and synthesising data 

(Brunton & Thomas, 2012). Computer-based systems can be used to conduct the 

IPA process (Smith et al., 2009). NVivo is a Computer Assisted Qualitative Data 

Analysis (CAQDAS) which has features that can support a rigorous analysis 

consistent with IPA (Flowers et al., 2011). NVivo was used to organise data while 

also retaining the richness and complexity of each participant’s contribution 

(Clabburn et al., 2019). A detailed description of how NVivo was used can be found 

in Appendix S, with examples of the stages shown in Appendices T to X. 

Validity 

To ensure data reliability, a second member of the research team undertook 

independent analysis on a selection of the data. The independent analyses were 

compared, and similarities and differences discussed. Reflective discussions took 

place within research supervision meetings around the data analysis and final 

themes. 

Reflexivity 

The researcher adopted an interpretivist epistemological position. 

Interpretivism seeks to explore the subjective nature or dynamics of the individual’s 

experience to gain a better understanding of the issues involved (Willis, 2007; Suter, 

2011). Within IPA, researchers are using their own position, knowledge, and 
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experience to try to interpret participants’ meaning-making of their experience. 

(Smith et al., 2009).  

The researchers’ position as a Trainee CP should be acknowledged as both a 

potential facilitator and barrier to the interpretation of the data. In planning and 

undertaking this research, steps were taken to ‘bracket’ preconceptions to ensure 

the analysis and interpretations were grounded in the data (Brocki & Wearden, 2006; 

Golsworthy & Coyle, 2001). Prior to interviews, a bracketing exercise was held with 

the research team to identify assumptions and preconceptions that may bias the 

research process. These assumptions included that participants would be supported 

in their roles, that the impact of supporting others would be overwhelming, and that 

they may not be coping at work. To aid identification of any potential bias or 

influence, a reflective journal was kept while interviewing, and regular reflective 

supervision meetings were held during the entire research process (Biggerstaff & 

Thompson, 2008; Vicary et al., 2017).   
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Results 

Data analysis resulted in three superordinate themes, and six subordinate 

themes. A summary of themes is presented in Table 8 and discussed below with 

participant quotes included to support the interpretive analysis of participants’ data 

(Smith et al., 2009). Additional quotes are provided in Appendix Y. 

 

 
Table 8  
 
Superordinate and Subordinate Themes 

 

 
Superordinate Themes 

 

 
Subordinate Themes 

 
Re-affirming professional identity 
 
 
 

 

 
Navigating change and uncertainty  
 

 

 

 

“Can I go back to my day job?” 
 

 
“…We do something that’s useful…” 

 
Togetherness – “…we are part of this 
family together, a battalion together.” 

 
 

“Lost at sea” 
 

“…just making it up as we went along…” 
 
 

“Feeling swamped” 
 

“I don’t know…when I can be off” 
 

 

 

Theme 1 

Re-affirming professional identity 

This superordinate theme highlights the central role of professional identity for 

CPs, as they described feeling able to do something that’s useful and being a part of 

a wider team or system. 

Participants’ professional identity as a CP was perceived as central to who 

they were as people. Their experience of being able to support staff seemed to re-



 

 

 

 

95 

affirm the significance of professional identity even more. Many participants found 

the sudden change of job role to provision of staff support left them questioning what 

it meant to them to be a psychologist. In terms of the emotional impact, there was a 

shared excitement to work in new clinical areas, and in new ways, they may not 

otherwise have been able to experience. 

 

“…We do something that’s useful…” 

For the majority of participants, staff support was a new experience which 

required them to adapt to new ways of working and in new environments. Many 

spoke about how they felt their experiences had re-affirmed what it meant to be a 

psychologist. For some, this affirmation was experienced alongside excitement and 

an appreciation of providing support to medical staff when it was needed: 

 

“So it’s been quite interesting from my perspective it’s been great, to do you 

things I haven’t been able to do before, so it’s been exciting. The work’s being 

much more varied than I've had before and its really exciting meeting staff 

where they are in their place of work, and working with them in a kind of 

immediate sense.” 

(Julia, lines 133-137) 

 

Many participants identified a connection with an internal drive to feel helpful 

and described it as being a positive experience, “I think there was a real drive…to 

feel like we were doing something which…probably was an internal drive to feel that 

we’ve been helpful” (Thomas, lines 105-107). For some participants, this was related 

to being asked to provide advice and guidance more that they had been in the past: 
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“…I had a manager ring me up today and say “oh can I just pick your brains?”, 

somebody who would never normally have done that, “can I just pick your 

brains over the phone about something?”, and it was a five minute 

conversation, but again I was able to send them a document, and point them 

in the right direction, and, you know, if that doesn’t work they can come back 

to me. And that feels much more useful. It’s funny isn’t it, we do want to be 

helpful (laughter).” 

 (Julia, lines 403-409) 

 

Alice described a deepening understanding of what it meant to be a 

psychologist. Here, she acknowledged the usefulness and uniqueness of what CPs 

do. Her laughter suggests this may be in contrast to a different perception of CPs: 

 

“I think that’s been even…more…brought to the fore…with, with this kind of 

work…So, you know, how do we do something that’s useful, is evidenced 

based, that is…’being a psychologist’ and isn't something that just anyone 

else could do. This is real, you know, proper (laughter) clinical psychology.” 

(Alice, lines 617-621) 

 

Many participants felt privileged to be able to support medical staff. This was 

connected to the value that was perceived in supporting staff who may not have 

received psychological support before. Rachel discussed how it is important to her to 

reflect on how she felt being present for staff when they needed it: 
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“…I support staff who aren’t used to talking about their feelings, and their 

emotions, and…psychology can be a bit unfamiliar to some of them. 

Completely welcomed by others, but I found it to be such a privilege to…be 

there and be present, when people needed it. And that, is something that I 

take away from this process…which is a really, a nice thing to kind of carry 

with me, that it felt worth it, it felt worth it to be there.” 

(Rachel, lines 951-956) 

 

Also important to participants was receiving feedback or having a sense that 

they had done something helpful. The sense of reward or feeling useful seemed to 

reaffirm the reasons for why they were CPs as expressed by Alice: 

 

“So I think it’s when, you know you’ve made a difference, I guess that’s what 

we all want, isn’t it. We go in to healthcare to make a difference, so, the 

rewarding bit is getting that feedback…” 

(Alice, lines 668-670) 

 

While overwhelmingly a positive experience, many of the participants also 

described their mixed emotions about the work undertaken and how this made them 

feel as psychologists. For Julia the depth and breadth of psychological work she 

needed to conduct filled her with “absolute fear” as well as “excitement”: 

 

“So all of that kind of rich vein of…psychological work and thought, and the 

group dynamics, there’s organisational dynamics…It’s been…just amazing, 

because you don't get that in any other circumstance, you know people tip toe 
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around it...but it’s been on show. And actually…the fear, the absolute fear of 

having to work with that (laughter), but all the excitement of…what that feels 

like as a psychologist, that…that's…something that…certainly is around at the 

moment” 

(Julia, lines 656-661) 

 

Togetherness – “…we are part of this family together, a battalion together. 

Feelings of connection to medical staff were prominent within participants’ 

experiences. For some, these experiences were described using militaristic 

language of being on the “frontline” and part of “battalion”. Thomas also identified 

that this feeling of connection with medical staff was very important to his 

experience, something that was not just felt, but needed to be felt:  

 

“I think we felt…I think there was a need from all of us to feel like, well, we 

know that a lot of our colleagues in the acute hospital are…on the frontline, 

having a really, having a lot of difficulties…and we wanted to try and support 

them, but I suppose, we also, part of it…is we wanted to feel like we were 

doing something as well.” 

(Thomas, lines 134-138) 

 

Julia highlighted that while the military language is commonly used when 

describing staff efforts during pandemic, not everybody finds this appropriate. She 

did however feel that CPs  “are part of this family together, a battalion together” 

(lines 528-529). Providing staff support was seen by some as an opportunity to work 

closely “on the frontline” of the Covid-19 response and participants described their 
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colleagues with respect and admiration. Martin talked about having to “earn the 

‘right” to provide staff support and the importance of working alongside other staff: 

 

“And for me…supporting staff, supporting colleagues is something you…earn 

the right to do, if you know what I mean? We, we kind of earn the right to 

support our colleagues…as a kind of an effect, as a benefit of, ‘mucking in’ 

really, and being on the frontline…and working with, and alongside…our our 

colleagues. Working with patients and the delivery of patient care.” 

(Martin, lines 90-94) 

  

Lucy also talked about the importance of supporting medical staff seeing it as 

“a part of the collective effort” and discussed feeling responsible “to not short-change 

people [who she is] I’m working with” (lines 448-451). 

 

For some participants, like David, following media reports on medical staff 

brought the motivation to help acting as “…a ‘pull of duty’ and a want to kind of help 

and get stuck in” (David, line 297). For Julia the possibility of remote working 

ruptured her sense of ‘collective togetherness’: 

 

“…my colleagues in the hospital, who I have been serving for the last three 

years, they were going to have to step up and potentially lose their lives, to 

step up and treat this. Actually, going home and saying, “Well I can work from 

home, I can work remotely”, it just, it was not an option.” 

(Julia, lines 502-505) 
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Additionally, participants reflected that the experience of feeling a part of the 

NHS, or its “battalion”, have and continued to change them in a way they did not 

expect:   

 

“So, yes, I think it’s going to continue to change me. It’s also, hugely 

rewarding to know how strong we’ve been together. I don’t know how long, if 

that lasts or not. But, oh my god, the NHS is amazing. Truly awe inspiring. 

And some of the stories I’ve heard, yes they’re hard to hear and to bear, and 

to hold, but also incredibly inspiring. You know. Yeah. It’ll change all of us.”.  

(Michelle, lines 419-423) 

Theme 2 

Navigating Change and Uncertainty  

 This theme highlights how participants experienced the process of adjustment 

to constantly changing situation.  

“Lost at sea” 

 Some participants felt that decisions regarding psychologists providing staff 

support were being made very quickly. Some, like Lucy felt unsure about how they 

were able to contribute: “Where is psychology’s role in this? Where’s my role? As the 

major trauma psychologist, do I have anything to do with this covid thing or not, or do 

I carry on as normal?” (lines 196-198). Rapidly changing official guidance often left 

participants wondering how they were supposed to demonstrate leadership 

themselves, articulated here by Michelle: 

 

“The government changes its mind every day, about what’s safe and what’s 

not and what is and isn’t going to happen. How can I lead, and look as if I 
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know what I’m talking about when…how do people I work with in Leadership 

in the Trust look as if they know what they’re talking about? The change is 

horrendous.” 

(Michelle, lines 286-289) 

 

 Some participants discussed how their services were stopped with little or no 

advanced notice. This, combined with an absence of clear guidance on what to 

actually do, left some of them feeling lost:  

 

“…it’s actually me…sitting…there saying, kind of…trying to… make myself 

feel better, that I'm sitting there with very little work to do, in terms 

of…practical physical work to do…And I’m aware that, some of my colleagues 

in acute…hospital are doing so much, and it kind of felt like, well, what can I 

do, what, what can I do to try and support them, what can I do to, I suppose in 

a way, try and keep busy…” 

(Thomas, lines 277-283) 

 

While most participants attributed feeling lost to the rapidly changing situation 

around them, Martin expressed the feelings of uncertainty could be attributed to the 

lack of guidance: 

 

“I do feel for a lot of my colleagues...who I think, you know, were a bit…the 

best way I could describe it was with a metaphor at the time…and I think the 

metaphor was a bit ‘lost at sea’…and that felt like…how…at the time…there 

wasn't really a very clear…course…that was being, kind of, steered…”.  

(Martin, lines 228-231) 
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There was an awareness amongst participants that the pandemic was an 

unprecedented situation, in which “we don't know what we're going to see…I don't 

have…solutions for you” (Rachel, lines 390-392). Thus feeling unsure about how 

they could support staff was acknowledged as understandable, “I guess it's…I was 

trying to figure out ‘what does normal critical care staff support look like?’ And then a 

pandemic hits, and you think ‘nothing’s normal about this’.” (Luke, lines 184-186).  

 

While trying to constantly adjust to the rudderless official advice, some 

participants reflected on how they tried to portray things were under control as 

articulated by Alice:  

 

“And I'm going, “Yes, that’s fine.” to everything…but oh my goodness but 

what…I think for me, and for my colleague, we're really struggling with 

the…“What is ‘this’?”.  (lines 410-412).  

 

“…just making it up as we went along…” 

Many participants described a sense that decisions by the government, their 

trust, and leadership teams were being made reactively rather than proactively, 

“…just making it up as we went along…” (Martin, lines 281-282). Some 

acknowledged that given the circumstances were unprecedented, stepping back and 

being able to reflect before taking action was important, “…it was much more about, 

let’s just kind of…think about this…none of us have been through this before.”. 

(Rachel, lines 391-392). Rachel describes this feeling of anticipation, responsibility, 

and an approaching uncertainty:  
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“Very quickly they wanted…us to kind of go down, “What can we do?”, “How 

can we support staff?”, “How can we manage”, “How are we going to 

cope”…”What's coming our way?”, kind of a real threat response…”Can you 

fix…?”, which obviously we can’t…and…we, we sit with that, but also we 

didn't know what was coming. So, we sit with that, and I’m kind of, “Ok, can I 

think of my best ideas about…how to cope, with stress and pressure?”. But I 

don't know what we're about to experience, and none of us do.” 

(Rachel, lines 156-163) 

 

Participants felt various emotions, ranging from feeling anxious to excited and 

feeling free to make new choices. Here, Martin described what it felt like: 

 

“…it was quite exciting really. I mean it was quite…it was quite anxiety 

inducing, but it was, there was also this kind of…the real sense of being able 

to have this…freedom…just to kind of do something…without having to ask, 

or, or, or like put forward a business case. And there was this real sense of 

kind of ‘Wow’, you know, you could just go and seek out these 

opportunities…and…so I think I just sort of sent a message to them saying 

“I’m going to do this…”.  

(Martin, lines 270-276) 

 

Many participants talked about being comfortable with uncertainty, accepting 

they have no greater insight than anyone else around how to respond. For, Alice, it 

meant “[getting] comfortable with the kind of, I'm going to…remain true to the 
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evidence base, but…[knowing] that there isn't a…template of how to do this” (lines 

321-325).  

 

This experience of having to navigate a totally new working environment was 

articulated by Michelle who talked about “Mars” as the planet, its “craters” and 

“volcanos” illustrating her feelings of uncertainty, pressure, danger, and the sense of 

alienness and urgency this creates: 

 

“…like we’ve landed on Mars. And somebody has said, ok you need to get 

your way around this planet. You’ve never been here before. You need to 

know which routes to take to get from A to B. You need to know where the 

craters are, so you don’t fall in. You need to know where the volcanos are, so 

if they erupt you don’t get rained on. You need to know the climate. And you 

need to know it right now and you’ve just landed. It’s impossible.”  

(Michelle, lines 232-237) 

  

For those CPs who were new to providing staff support on such 

unprecedented scale, there was a need to remember that psychologists are used to 

working without answers. Lucy compared the new role of providing staff support to 

the experience of undertaking psychological assessment and interventions:  

 

“I think sometimes when I don’t feel very clear, I just have to remind myself 

that it’s part of a psychologists’ job to not have a clear picture in the first place. 

We readily start assessments, interventions without knowing the full picture. 
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And I think sometimes I just need to remind myself that it’s a similar process 

when you do staff support.” 

(Lucy, lines 537-540) 

 

Theme 3 

“Can I go back to my day job?” 

“Feeling swamped” 

 Participants often described feeling overwhelmed with the rapid pace of 

change and amount of information they were faced with. Alice talked about this being 

a mixture of feelings, “I veer between…feeling exhausted and just thinking “Can I go 

back to my day job?”, which is busy anyway, to thinking “This is amazing. I'm really 

excited.”” (lines 438-439). 

  

Sarah experienced “that sense of…being…overloaded and…everything 

manic and everything rushed and… yeah…That is the overwhelming…sense that 

[she was] left with from that time.”(lines 904-906). Rachel connected this feeling with 

that of nurses facing increased workload during the “first wave” of the pandemic:  

 

“[She] felt swamped probably…even then, because…the swamping was a 

different, from a different way. …I had a number of staff coming my way, who 

were… needing support…and I suppose that…in a…in a way it then…made 

me feel like I was getting that first wave myself.” 

(Rachel, lines 188-192). 

 

Participants talked about their responses to professional networks sending out 

emails, hosting webinars, and sharing resources. There was a feeling that the 
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volume and pace of delivery was challenging. Sarah recalled “it was 

panicked…[with] overload of…information to begin with” which she found “really, 

really difficult…”. The need “at one point ..to just shut down [her] computer and say, I 

cannot open my emails, because it was just constant “(lines 68-74), suggests the 

cognitive and emotional impacts of this experience were profound. 

 

David, among others, to protect his well-being felt it was important to shift  

from “to start with, … wanting to try and think about and try and find out about, you 

know what, what are the things that are going to be good for us to be doing … [to 

stopping] looking at all that stuff online, just because…it, it would be too much, it 

would keep my mind too active, it would stress me out…” (lines 738 – 743). Having 

“the up to date advice” was on one hand helpful to some, like Luke, who found it “to 

help [him] feel ground, shifted” but who realised it came with a price of needing to 

“then…think…extra about that. And then deal with the emotional fallout” (lines, 377 – 

380).  

 

Some participants were also parents and talked about the need to balance 

their responsibilities. For Rachel, managing work and home life as a parent felt like 

“dealing with these millions of spinning plates …and those spinning plates included 

the fact, kids were taken out of school, who’s getting into work, covid…we got, we all 

got sick, who was in, who was out, who’s covering etcetera.” (lines 216-220). Sarah 

found conversations relating to pandemic with friends outside of work “really 

suffocating”, which she coped with by avoiding online social connections:  
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“I remember turning off my, like muting all my WhatsApp conversations, 

because I just couldn't bear another friend saying, “Have you seen this?”, or 

what's going…you know, I couldn't handle…any questions…any comments, I 

just needed…to, to just…be away from it…Yeah it was really suffocating.”.  

(Sarah, lines 298-304) 

 

 The interviews were often the first time that participants had spoken about 

their experiences and for some this brought back feelings of pressure. This was the 

case for Rachel:    

 

“…I can feel the pressure even just talking about it now. I can still feel that, 

intensity, because it was really intense at the start. It felt like, everyone was 

emailing, unboundried…hours, people were requesting things and needed it 

now…So it was interesting to observe…, it was a very unique experience, I 

think, in my whole career.”  

(Rachel, lines 201-206) 

 

“I don’t know…when I can be off” 

Participants also described how where staff support had been received well, 

they were unprepared for the demands this may place on them. For Alice, the 

metaphor of ‘unleashing a beast’ articulated this well: 

 

“I think I wish I'd known…just, we were joking I think, we have unleashed a 

beast…and I kind of wish I’d…had a bit of a ‘heads up’ for that, before we, 

before we did. In the sense of…we've been so physical, we’ve worked so 
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hard, and everybody’s said “This is great.”, “This is brilliant.”, “We love this.”, 

“We want more.”, and it's just become this, this huge…kind of, thing that we're 

being asked to take forward.” 

(Alice, lines 641-646) 
 

Trying to manage boundaries between work and home was a common 

experience for participants. For some, it was a conscious priority to have a 

separation between being a CP at work and being able to ‘switch off’ after hours. 

Luke felt pressure to be ‘on’ all the time:  

 

“…I feel like “When can I be off?”. And that’s not me being when can I be me, 

and when can I not be me. It’s when am I not doing the role of staff support. 

So, I'm always me, but yeah…I guess the intention…behind what I’m trying to 

do or say, when is that on and when is that off.”. 

(Luke, lines 170-173) 

 

Some participants recognised that their enthusiasm of trying something 

different could also make it more difficult to maintain their boundaries. For Alice this 

felt as “a huge opportunity, and [she has] to be quite careful that, [her] excitement 

doesn't then pull [her] into…working a ridiculous amount of extra hours which…that 

has been an issue (laughter) in the past, for a few months” (lines 440-442). For 

David, it was a feeling that staff support meant he was responsible for a much larger 

cohort of people, from “40, or 50 or 60, sometimes, patients on [his] caseload …  to, 

potentially, a thousand” (lines 874-880). 
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 Rachel also described having enjoyed their experience of supporting staff, 

while also acknowledging “it's made [her] recognise…how much [she needs] to 

balance…being the psychologist…with being me” (lines 1018 -1019).  

 

 Participants recognised that CPs tend to put pressure on themselves which at 

times meant they were working longer hours, as Alice recalled:  

 

“I have worked…a stupid amount of extra hours…I'm usually…pretty good at 

not working at weekends…That’s gone out the window…I’ve, you know, quite 

regularly done…10 hour days…at…at the hospital…Some of that is…and 

nobody has asked me to do that, that’s just my… you know the pressure I put 

on myself, and I think that's…as psychologists we tend to, to be quite, quite 

like that…” 

(Alice, lines 536-540) 

For Rachel the innate need to respond to requests from people she knew 

connected with her sense of wanting to help, she recognised the need to have 

boundaries:  

 

“…it would definitely leak into my…non-working days. Because they would be, 

“Oh, can I just run something by you?”, little messages from people that I like, 

and I know, and I would, give time to…if I were in the building. So, the 

pressures were there, but also you have to know you’re part of…saying, “Yes” 

to things. And I recognise that in myself. I definitely enjoy helping people out, 

but, need to watch myself, and look after myself as well. I can't give too 

much.”  

(Rachel, lines 280-285) 
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 The negative impact of not being able to keep work- life boundaries was 

expressed by several participants with young children at home. Rachel described 

how a lack of boundary between work and home led to her feeling “…very ‘full up’ 

sometimes” which leads to her “definitely not as patient as I would have been pre-

covid with [her] kids, if they're asking … for like, 90,000 snacks “ (lines 721-726).  
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Discussion 

 This study explored the experiences of CPs supporting medical staff treating 

Covid-19 patients in the UK in 2020. IPA analysis resulted in three superordinate 

themes, Re-affirming professional identity, Navigating change and uncertainty, 

and “Can I go back to my day job?”.  

Re-affirming professional identity 

This theme highlighted that all participants experienced their professional 

identity as central to who they were. For some, this happened through changes to 

their role or working environment, while others experienced this in relation to feeling 

rewarded, and receiving feedback from colleagues and medical staff. While some 

participants had more senior positions and leadership responsibilities, self-identities 

linked with leadership roles did not emerge as a prominent theme within interviews. 

Participants described how their professional identities were impacted through 

working in new and varied ways, often delivering psychological support in a more 

responsive and immediate timeframe. Many of them found identity as a CP to be re-

affirmed and appreciated how this had been fostered during their experiences 

supporting medical staff.  

The role of CPs within the NHS includes working within multidisciplinary 

teams (MDTs) not only as therapists but as supervisors, consultants, and trainers, 

with the aim of offering services that use their specialist knowledge and skills most 

effectively (Christofides et al., 2012; Lavender & Paxton, 2004). The importance of 

professional identity was evident in the interviews. Participants came from a range of 

clinical backgrounds and working at different levels within the NHS, and it was 

common for interviewees to begin interviews by letting me know in which medical 

speciality they worked. 
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A sense of ‘doing rewarding work’ was evident, and for some this was linked 

to an internal drive to be helpful. For most participants, their descriptions of 

professional identity were grounded in their descriptions of helping others. Other 

participants reflected on feedback they had received and how this connected with a 

desire to be helpful and to have purpose. Participants also described a sense of 

wanting to share the experience given providing support to colleagues was seen as 

a privilege, and a desire to ensure staff were not “short-changed”. Research within 

heath care teams has also shown that resilience is underpinned by social support, 

collective experience, adaptation, and team effectiveness (Alban-Metcalfe, 2018; 

Iflaifel et al., 2020; Matheson et al., 2016). Despite the obvious difficulties, 

participants’ sense of togetherness seemed to support their determination to 

continue. 

Feelings of togetherness and a connection to frontline medical staff were 

common within participants’ accounts. This was evident both where participants 

supported staff they already knew, and when redeployed to work in new areas. 

Some participants felt that this was related to the messages seen in the media and 

on social media and related to the language of being on the “frontline”.  

The social identity perspective suggests that individuals can hold in and out 

group membership positions (Abrams & Hogg, 2010; Tajfel & Turner, 1979). Crises 

may also reinforce a sense of community between social groups. Indeed, the 

perception of a shared traumatising experience increases the perception of being “all 

in the same boat” (Drury et al., 2016; Muldoon, 2020, pp. 84–88). In times of crisis, 

solidarity and cohesion within groups often increase as a result of greater feelings of 

“oneness” with the group (Segal et al., 2018, p. 574).  
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An individuals’ occupation or profession may form part of their identity (Caza 

& Creary, 2016; Schein, 1978). Occupational role changes can support the 

development of greater self-concept, self-awareness, and self-efficacy (Leary & 

Tangney, 2011). This study supports the recent meta-synthesis by Billings et al. 

(2020) which identified cohesiveness and camaraderie as frequent themes within the 

literature looking at healthcare workers’ experiences of working on the frontline 

during COVID-19 and comparable pandemics. Participants’ shared experiences of 

an increased sense of togetherness and cohesion suggest that while they did not 

share the same identity as medical staff, they could form strong bonds with 

colleagues and, when under pressure, see themselves as part of the “same family”. 

The current study supports this description of crisis simulating solidarity and social 

cohesion.  

Navigating change and uncertainty 

Participants’ shared experiences of redeployment resulted in feelings of being 

lost. For some, these largely sudden and unexpected changes led to them feeling 

unclear about their new staff support roles, including how to fulfil their leadership 

responsibilities. However, participants shared the experience of wanting to feel 

helpful, stepping into new roles without clear guidance on what to do, and working 

over and above their normal hours. Many participants seem to compensate for 

uncertainty by responding rapidly to requests for help and increasing their workload. 

Despite this, participants recognised this was the result of an unprecedented 

situation facing the NHS. Some participants discussed their experience of the 

unknown in their work with patients, and this seemed to offer them a reference point 

to help them cope with uncertainty. 
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Healthcare systems are complex and are required to continually evolving to 

adapt to epidemiological, demographic and societal shifts (Figueroa et al., 2019). 

Covid-19 presents many challenges to healthcare systems internationally, none 

more so than the significant reporting among healthcare workers (HCWs) of 

occupational fatigue and burnout (Whelehan et al., 2021). A recent mixed-methods 

study of NHS workers by Gemine et al. (2021), demonstrated that Covid-related 

changes to workload and responsibility, alongside a perceived lack of control, 

contributed to levels of staff burnout. 

Intolerance of uncertainty has been linked with emotional states such as 

stress and anxiety (Brosschot et al., 2016; Grupe & Nitschke, 2013). In ‘unsafe 

uncertainty’, there is a loss of believing one can influence events and feelings of 

being overburdened (Mason, 1993, 2015). Participants’ descriptions of coping with 

this uncertainty seem to be supported by theoretical concepts found within 

Acceptance and Commitment Therapy (ACT). Where participants were able to 

acknowledge the uncertainty (acceptance) and see themselves going through a 

difficult experience (self as context), their focus seemed to be on providing support to 

staff as best they could.  

“Can I go back to my day job?” 

This theme highlighted that supporting medical staff during the Covid-19 

pandemic was for CPs cognitively and emotionally challenging. Participants 

described feeling overwhelmed at the pace of change and overloaded with 

information. It was common for participants to want to be informed, but the frequency 

and volume of emails, webinars, and shared resources was fatiguing. For some, the 

interviews were the first time they had spoken about their experiences. These 

feelings of being overwhelmed could also extend to contact with friends and family 
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outside of work. To cope, participants reported restricting access to information at 

work and limiting discussions about Covid-19 in their personal lives.  

Links have been found between workplace change and well-being and 

between work-life balance and well-being (Loretto et al., 2005). Participants were not 

immune to the effects of the same stress that others in the healthcare system 

reported, placing them at the risk the development of stress and burnout (D’souza et 

al., 2011; Kaeding et al., 2017; McCormack et al., 2018; Tay et al., 2018). 

Furthermore, participants shared accounts of trying to manage boundaries 

between work and home. For some, this was articulated as needing a cognitive, and 

physical, separation between being a CP and being able to switch off. There was the 

recognition from several participants their enthusiasm and excitement at new 

opportunities also made it more difficult for them to maintain their boundaries.   

Strengths and Limitations 

This study used IPA to explore how CPs made sense of their experiences 

supporting medical staff treating Covid-19 patients. Consequently, participants were 

able to speak about their experiences freely during their semi-structured interviews, 

while reflecting and developing their thoughts and ideas (Smith et al., 2009). 

Accordingly, the findings provide a rich analysis and deeper understanding of 

participants’ experiences of professional identity, navigating change, and self-care 

than would not be possible using quantitative research methods.   

However, it is important to recognise that qualitative research is idiographic 

and does not seek to offer generalised claims about groups of people (Smith et al., 

2009). This study involved interviews over the summer period in 2020, with 10 CPs, 

all of whom were working in the NHS in England during Covid-19 pandemic. More 

specifically, all interviews were undertaken between May and September 2020, 
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coinciding with the period between the peaks of the first wave in April 2020 and 

second wave in November 2020. Since then, a third wave of patients admitted to 

hospitals, and increasing vaccination rates, has meant a different experience for 

healthcare workers and CPs supporting them. Additionally, only limited demographic 

information was collected and reported. Consequently, both the ideographic nature 

of the study and the limited information available regarding participants, mean 

caution should be taken when interpreting and generalising the results. 

While qualitative research can help consider and incorporate a diverse array 

of contextual information that is difficult to capture in quantitative research, it is not 

meant to offer direct insight into the wider experiences of any other person or group 

at any other time. 

Clinical Policy and Practice Implications 

 The findings from this study highlight the impact on CPs of providing support 

to medical staff during a national health emergency. It has implications for individual 

psychologists, and leaders of psychological services, and how they plan for and 

respond to rapid changes within healthcare systems and the provision of staff 

support. The impact of professional identity and relationships within and between 

teams has been discussed, and it may be that CPs working in healthcare systems 

incorporate these ideas within their individual and systemic staff support work. 

Furthermore, it may be helpful for CPs and Psychology services to consider how 

their existing clinical skills and experience are transferable when there is the need to 

work in new clinical areas without prior training or national guidance.  

There are potential benefits for those training CPs to work in the NHS, 

specifically when considering how to promote insight and self-care when responding 

to the personal impact of rapid and significant changes. Incorporating a greater and 
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more specific focus on how CPs may be exposed to stress and pressure during 

clinical doctorate training, in continuing professional development, and clinical 

supervision, may support greater levels of self-care and lower the risk of CP burnout.  

Future Research 

Future research in this area could investigate how CPs’ experiences have 

changed over the course of the pandemic in the UK. The ongoing dynamic nature of 

the situation means this could be by undertaking similar research, offering insight to 

experiences during later ‘phases’ of the pandemic. This may also offer an 

opportunity to explore experiences during the challenging ‘recovery’ period 

anticipated by some participants. Research could also be undertaken with a broader 

population, such as UK wide, or using mixed methodology to include online surveys 

or questionnaires, to capture more generalisable data. 
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Conclusion 

During the Covid-19 pandemic, CPs have had to adapt to providing staff 

support, often whilst working under similar personal and professional pressures to 

those they have been supporting. The participants in this study described how their 

professional identity can be impacted, their experiences of navigating uncertainty at 

home and work, and their difficulty in balancing the demands of their personal and 

professional lives. However, their professional identity and sense of purpose was 

also a source of strength, connecting with their values and giving them a sense of 

purpose and reward. 
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Introduction 
 

This reflective paper considers my experience of undertaking doctoral thesis 

research. It draws on material from the reflective journals I kept while undertaking 

this research, as well as my reflections leading up to and during the process of thesis 

writing. Using concepts and related ideas from Acceptance and Commitment 

Therapy (ACT) to shape and inform this paper has helped me gain a deeper 

understanding of how the challenge of writing this thesis has shaped me personally 

and professionally. Moreover, it has also helped me consider how I will continue to 

develop as a person and as a qualified clinical psychologist.  

In line with the qualitative research that has formed the content of Chapters I 

and II, this chapter has themes. The first theme is Learning to trust myself. This 

theme focuses on the experiences during research that have allowed me to become 

more trusting of who I am as a person and as a psychologist. I will consider how the 

ACT principles of Acceptance, Values, and Defusion have been helpful when trying 

to make sense of my experiences (Hayes et al., 2006). The second theme is 

Balancing the different parts of me and highlights my experiences of trying to find 

balance during the research journey. Here, the ACT principles of Being Present, Self 

as Context, and Committed Action are used to support my reflective process (Hayes 

et al., 2006).  

This thesis was completed between April 2020 to April 2021 during which the 

UK experienced the first and second waves of the Covid-19 pandemic. For me as a 

trainee clinical psychologist, the impact of Covid-19 on university teaching, clinical 

placements, and thesis research has been significant. The pandemic has influenced 

my choice of research topic as well as my experience of completing the thesis, both 
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practically and personally. Therefore, a brief chronology of the thesis journey is 

provided before the two themes are discussed. 

In March 2020, it became apparent that my original research project would not 

be possible. Redeployment of staff and the closure of services meant my plans to 

recruit patients from a local NHS outpatient service could not proceed. At the time it 

was impossible to escape news of Covid-19 and its impact on healthcare staff 

around the world, including the UK. Also, like many others in the UK, my family was 

personally affected by Covid-19. 

Being married to a frontline NHS heath care professional meant the impact of 

Covid-19 on services and staff was even more apparent. I heard first-hand how hard 

things were for staff struggling with the pace and severity of patients’ admissions and 

service changes. I recall feeling strongly that I wanted to be involved in the response 

to the crisis somehow, and, like many others in the NHS, I felt a ‘pull’ towards doing 

something. However, as a trainee clinical psychologist, I felt I was unable to help.  

Over the course of a weekend, I decided to refocus my research on the 

experiences of clinical psychologists supporting medical teams treating Covid-19 

patients. My research plans came together quickly, and, over the course of a few 

weeks, I received ethical approval to conduct the study. The same day I advertised 

my research I heard from interested clinical psychologists and two weeks later I 

undertook my first interview. I received emails from around England and from 

psychologists of varying seniority and experience. Some of my participants had 

provided staff support before Covid-19 while for others it was their first experience. 

All the interviews were conducted between May and September 2020, 

coinciding with the end of the ‘first wave’ of Covid-19 and a period of fewer cases 

and hospital admissions. In preparing for interviews, I considered how my trainee 



 

 

 

 

134 

status could influence the interviews. I wondered whether qualified psychologists 

may be less open about their own professional struggles or whether I would feel less 

able to explore these issues with them. This was discussed with my supervisors 

when planning my research and undertaking the bracketing interview. I felt it was 

important to acknowledge this potential influence early on in the research process 

and to remain mindful of this when undertaking interviews. Thankfully, many of my 

participants told me they found the interview a safe and supportive reflective space 

to discuss their experiences. 

Due to face to face working restrictions the interviews were all undertaken 

remotely. Although I initially felt this would be a detriment to the interview experience 

for both myself and the participants, it allowed me to recruit participants from a 

variety of services around the country. Over the course of 10 interviews there were 

only a small number of IT problems and I feel like the online experience of 

interviewing was not a significant impairment to undertaking the research.  

Writing the thesis occurred during the period of September 2020 to April 2021. 

During this time the NHS was experiencing its highest levels of Covid-19 patients 

and the news was dominated by the stories of patients dying and staff struggling. I 

found this time challenging personally as both my work and personal life felt 

overwhelmed by the significance of what I was witnessing. I was trying to support my 

children around the uncertainty of home schooling and the return to face to face 

teaching. In addition, my wife fell ill with Covid in January of 2021 and we were all 

placed in a state of home isolation for 10 days. On reflection, I feel like this 

contributed to a greater sense of responsibility as a researcher to complete this 

research and to do the participants’ experience justice in my analysis. 
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The final stages of this thesis have been undertaken during a time of hope. 

Currently Covid-19 cases are reducing, and the hospitals are not at risk of being 

overwhelmed. As I near the end, I am thankful that I have been able to complete this 

research and am hopeful about moving to the next stage of my clinical psychology 

journey. 

 

Learning to trust myself 

 This theme focuses on how undertaking this research during has enabled me 

to become more trusting of myself as a person and as a psychologist. At the 

beginning of the research journey, I felt I should be able to complete the thesis on 

my own. I have learned not only was this untrue, but I am a much better, more well-

rounded, researcher for being aware of and accepting the uncertainty of learning 

inherent to the thesis experience. The ACT principles of Acceptance, Values, and 

Defusion have been helpful when making sense of my experiences. 

Acceptance 

Acceptance within ACT involves the active and aware embrace of difficult 

thoughts and feelings without attempts to change their frequency or form (Hayes et 

al., 2006). I feel that one of the challenges for me in completing this thesis was 

acknowledging and accepting the stress and difficulties arising from the research 

process. Beginning doctorate training, I felt as an older trainee, someone who had 

studied while working full-time and raising a young family, I should be able to cope 

with any academic difficulties through good work-life boundaries and coping skills. I 

identified as being a ‘resilient’ person who is able to demonstrate a high capacity for 

hard work and steep learning curves. 
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During the thesis research, I found that this identity contributed to me 

minimising or avoiding thoughts and feelings of stress or anxiety. When I did 

recognise these thoughts, my reaction as a coping strategy was often to push myself 

harder. For example, when it became clear that I would need to refocus my research 

at short notice, I shifted research topics, rapidly produced new protocol and 

supporting documents to complete the university’s ethics procedures. Although 

during this time I was under stress, I was able to cope by working hard.  

While working hard has been largely protective as a coping strategy, I feel I 

have also placed additional burden on myself and, at times, have not wanted to 

accept difficult experiences as a valuable part of my doctorate journey. This feeling 

of avoidance is most prominent for me when anticipating or receiving feedback on 

my work. When anticipating feedback, I often fluctuate between wanting to discuss 

where I could make improvements and not wanting to hear it at all. This was 

something I noticed particularly in discussions with my supervisor around my efforts 

to undertake analysis for both the systematic literature review and the empirical 

study. 

Completing this thesis has challenged me to consider the high expectations I 

place on myself. It has allowed me to become more open to acknowledging and 

accepting the feelings of uncertainty and exposure that form part of the normal 

experience of undertaking research and receiving feedback. I have learned to be 

more open to accepting the feelings of avoidance and/ or of uncertainty when 

receiving constructive feedback. Subsequently, I am able to notice how and when 

these thoughts and feelings arise, value them as an important part of my learning 

experience. As I continue to practice acceptance, I hope to continue to try to apply 

this to other parts of my academic, professional, and personal life. 
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Values 

Values are seen within ACT as qualities of action and can be found within the 

important domains of person’s life such as close personal relationships, work, and 

family (Hayes et al., 2006). I feel that the experience of undertaking the thesis has 

helped me to reflect on my personal values, to connect with the research process, 

and to develop my identity both as a person and as a clinical psychologist. I 

recognise in myself the tension between my different identities and the values I 

associate with them.  

As a trainee on clinical placements, I identify with a ‘beginner’s identity’. This 

means being comfortable with uncertainty, holding formulations lightly, and being 

open to feedback to shape and change interventions. Here, I value acceptance of 

myself and others, honesty, equality and mindfulness. However, while undertaking 

research, I have high expectations to be certain and precise about my ideas, to 

always work logically, and to communicate with clarity. When undertaking research, I 

value order, hard work, and skilfulness. Although I feel these are all positive values, 

as a result of holding some of these too ‘tightly’ sometimes, I have found the 

research experience challenging. 

In the early thesis planning stages, values such as contribution, connection, 

and supportiveness guided me towards a research topic that I felt would be relevant 

and achievable. Interviewing clinical psychologists supporting medical teams has felt 

like a valuable way for me to use my position as a trainee clinical psychologist. It has 

connected with my desire to help the NHS as well as with my values giving me a 

sense of fulfilment that I do not think I would have had otherwise.  

 In the later stages of research, while undertaking analysis and writing up 

results, I have recognised that being inflexible with my values of order, hard work, 
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and skilfulness, have caused me to avoid or delay certain tasks. For example, when I 

have felt uncertain about undertaking the analysis for both my literature review and 

empirical paper I have delayed starting. This was driven by a desire to get it right first 

time and to demonstrate a high level of competence. There have been times when 

holding myself to such a high standard I also placed unnecessary pressure on 

myself. This has led to a range of thoughts and feelings including inadequacy, self-

doubt, stress and anxiety. 

Following my values led me to undertake this thesis on a topic that I felt was 

both personally and professionally important. This sense of contribution and 

connection helped me set the course for my thesis research and I feel this has 

helped me maintain my commitment to the research. What I have learned is that 

valuing order, hard work, and skilfulness is not mutually exclusive to being open to 

feedback, which in turn helps me shape and improve my research as I learn. 

Cognitive defusion 

Diffusion within ACT aims to change the way a person interacts with or relates 

to thoughts which trigger negative emotional experiences and behaviours (Hayes et 

al., 2006). There have been times during the research process when I had had 

thoughts such as “I'm not good at research”, “I’m not sure I can do this well enough”, 

or “I don’t know how I will cope”. At times, these doubts about my research abilities 

helped me work harder to overcome whatever difficulties I may have been having. I 

feel they are connected to the values I hold in relation to my ‘researcher identity’, 

order, hard work and skilfulness, and in some ways, they have helped me to cope 

and become the psychologist I am today.  

However, I have also spent time ruminating, avoiding research activities, and 

worrying excessively. Self-doubt and negative thoughts have been present 
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throughout my entire trainee journey and have connections with feelings of imposter 

syndrome common within clinical psychology (Long & Hollin, 1997; Sweeney & 

Creaner, 2014; Tigranyan et al., 2020). This has impacted on both my experiences 

of research and my personal life as I am distracted, irritable, and not able to be 

present for my family. Although I was aware of this early on, it was not until writing 

my thesis that I felt like it was time to take action.  

By working on developing greater awareness of my fusion to some thoughts, I 

have been able to practise cognitive diffusion techniques to reduce my attachment to 

negative thoughts. These have included simple techniques such as labelling the 

process of thinking, “I’m having the thought that I’m not sure I can do this well 

enough”, or reflecting on the thoughts, feelings, or memories that come up for me 

when I am having that thought (Hayes et al., 2006). While I accept that difficult or 

negative thoughts may continue, I feel they no longer have the same impact as I am 

able to recognise them more clearly as thoughts and not facts. 

I have learned that I do not need to hold myself to such high standards which 

only serve to place unnecessary burdens on myself. I feel that I have gained a 

deeper understanding of my own needs and identity as a psychologist. I feel that this 

has also helped me to grow as a person, to be kinder to myself, and to welcome the 

uncertainty, mistakes, and support that come with challenging learning experiences.  

 

Balancing the different parts of me 

This theme discusses my experiences of trying to find balance during the 

research journey. I found thesis research to be challenging academically and 

personally. At times, during the process, I struggled to maintain balance between the 

psychologist, the partner and parent, son, brother, and friend. The ACT principles of 
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Being Present, Self as Context, and Committed Action are used to support my 

reflective process.  

Being present 

ACT encourages people to be present and connected with the things that are 

happening around us in our day to day lives, as well as our thoughts and feelings 

from moment to moment (Hayes et al., 2006). The goal is to increase our awareness 

of these events so that we are able to respond in flexible way in line with our 

personal values (Hayes et al., 2006). 

Undertaking this research during the pandemic, which has been so prominent 

in news and social media, has meant the boundaries between my academic work 

and my family life have been blurred. This was particularly prevalent at the beginning 

of the research process, which coincided with the pandemic beginning and during 

the early months of 2021 when the impact of Covid-19 was at its peak.  

The constant pull to be up to date with the news and to feel informed has 

been a distraction from the events within my personal life and finding the balance 

between university, work, and home has been a struggle throughout the entire thesis 

experience. This distraction has been exacerbated by working from home, which has 

meant that the kitchen table became also the teaching room, clinical space, and 

research office. The merging of these environments has impacted on my ability to 

separate who I am, what I should be focused on, and when I can switch off. 

In order to reduce feelings of distraction, and increase feelings of engagement 

with the research, I needed to practice being present in whatever I was doing. This 

meant switching of some notifications and setting boundaries for checking emails. I 

stopped watching the news as regularly and started to incorporate self-care in my 

work day such as exercise and mindfulness meditation.  
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At times I have not recognised the impact that working from home had on my 

family and have been distracted by my own priorities with less time for them. I began 

to recognise that I could not do everything simultaneously, and that trying to do so 

was not only impossible, but also unfair to my family. I started to make sure I spent 

more time each day with family, both during the week and on weekends. I also made 

changes to my daily and weekly routine to structure free time around my children’s 

routines. By making space to be more present, I started to separate the different 

parts of my life and noticed feeling less guilty when either working or spending time 

with family. 

The process of trying to create space and balance has helped me learn that 

while being informed and working hard are important to me, so is being able to 

attend to my own needs and that of my family. I have a stronger appreciation for the 

importance of being fully present when engaged with work or home life, in order to 

be a better psychologist, husband, and father. 

Committed action 

I had anticipated that completing this thesis would require me to change my 

behaviour in order to reach personal and academic goals set by myself, my 

academic tutors, and the university. However, Covid-19 brought with it even greater 

uncertainty and change and over the last year I have had to continually adapt to new 

demands and routines, juggling research, home life, teaching, and clinical 

placements. Feeling frustrated, stuck, and counting down the days until I finish have 

become a familiar feeling, requiring me to continuously reaffirm my commitment to 

being an active researcher engaged in the process.  

ACT, with its focus on developing patterns of effective action in line with 

personal values, has been described as a behavioural or behaviour change therapy 
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(Hayes et al., 2006; Flaxman et al, 2010). By developing psychological flexibility, we 

are more able to take action in line with our personal values (Hayes et al., 2006).  

Since starting undergraduate studies in 2014, much of my academic work has 

been completed in the evenings, sacrificing time with family as well as working 

longer days. When I began my clinical training, I relied on this routine to support me 

to complete the work. However, at times, the thesis research process has felt like a 

never-ending series of tasks, each requiring an ever-increasing degree of planning 

and effort.  

One important aspect of completing this thesis has been the time period over 

which it has been completed. While having dedicated study time has been 

invaluable, being able to stick to a self-imposed routine, while balancing work and 

home life sometimes felt impossible. When the workload began to feel 

overwhelming, it was often stepping away and making a plan that was key to getting 

things done. As important as working hard was during this time knowing when I 

needed to step away from it to process thoughts and gain some perspective.  

Maintaining a commitment to the thesis has been made easier by its 

connection to my personal and professional values. I feel that the public and 

immediate relevance of my research topic has supported my focus on achieving 

goals through this process. This has connected with my values of contribution, 

connection, and supportiveness and helped me maintain a commitment to the 

process and tasks involved in completing the thesis.  

Self as context 

It is important as a trainee clinical psychologist to develop reflective skills in 

order to understand our experiences from a position that allows us to step outside 

ourselves. This allows us to develop our self-awareness, critical thinking, and 
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professional practice (Cooper & Wieckowski, 2017; Fisher et al., 2005). Within ACT 

this is known as Self As Context and is also sometimes referred to as ‘The 

Observing Self’ or ‘The Core You’ (Harris, 2006). 

Similarly, it has been important during thesis research for me to understand 

my own and others’ experiences and engaging reflexively with the data in the 

systematic literature review and empirical paper. Qualitative researchers are 

required to hold different perspectives as they engage in making sense of another’s 

experiences and reflexivity has been recognised as a crucial strategy in qualitative 

research (Finefter-Rosenbluh, 2017; Naples & Sachs, 2000). In the context of the 

systematic literature review, my position was that of an outsider looking in. Whereas 

for the empirical, my position was more aligned with that of an insider, both member 

of a group and observer (Dwyer & Buckle, 2009). 

Having explored their experiences in my empirical research, I recognise that I 

have identified with the clinical psychologists’ desire to be a part of the NHS 

response to Covid-19 and there have been similarities between their experiences 

and mine. I identified strongly with many of the values and motivations they 

described during interviews, and it would have been an easy assumption that as a 

trainee clinical psychologist I could understand their experiences. However, this 

would have made it more difficult to pay attention to and reflect on the personal 

meaning of their experiences. As such, I engaged in more reflective practice, using 

journaling, reflective peer groups, and mindfulness practices. While I found 

participating in reflective peer groups and mindfulness easier, I was not used to 

keeping reflective journals and had to work hard to ensure I captured my thoughts 

and feelings as I progressed through the research. On reflection, I wish I had used 

journaling more as a reflective practice and hope to do so as I continue learning and 
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practicing as a qualified clinical psychologist. Overall, however, I feel that these 

practices have helped me to be more self-aware, and deepen my understanding and 

perspective of how I am thinking, feeling, and acting.  
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Conclusion 

This thesis has been a different journey than the one I had envisioned due to 

the impact of Covid-19 on my academic work, clinical placements, and personal life. 

I have learned that I am more resilient that I thought, but that my strength comes 

from being open to all the cognitive, emotional, and relational challenges that come 

with being a clinical psychologist. It has helped me to learn to reflect on my own 

personal and professional values and has required me to practise acceptance, and 

to notice when I am not balancing work and home life. I have gained a new 

appreciation for being in contact with the present moment, and to acknowledge when 

I am focused so much on myself that I cannot see the bigger picture. 

Undertaking qualitative research has challenged me to pay attention to the 

experiences of others and to be more conscious of when and how I can apply my 

skills as a psychologist. I have a greater appreciation of how important it is to me to 

incorporate this into my identity as a clinical psychologist. 
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Appendices 

Appendix A – Author Guidelines (Systematic Literature Review) 
 
Editorial Aims and Scope 
Palliative & Supportive Care publishes papers on the psychiatric, psychosocial, 
spiritual, existential, ethical, philosophical, and humanities aspects of palliative and 
supportive care. Papers on psychiatric disorders and their management in the 
palliative care setting, including but not limited to depression, delirium, anxiety, and 
posttraumatic stress disorder and bereavement are invited. Evolving constructs of 
particular relevance to the interface of psychiatry/psychology and palliative medicine, 
such as demoralization, meaning, dignity, hopelessness, will to live, suffering, and 
developmental growth at the end of life are also a major focus of this journal. 
Research focusing on these issues, including epidemiology, diagnostic screening, 
assessment, management, and intervention drug and psychotherapy trials, are also 
addressed. In addition, the journal provides a forum for the study of psychosocial 
and sociocultural matters such as caregiver burden, health care provider burnout, 
counseling interventions, the impact of psychosocial factors related to pain and 
physical symptom control, and communication issues. 
 
ORIGINAL ARTICLES/ORIGINAL RESEARCH ARTICLES 
These articles represent well designed quantitative, qualitative or mixed methods 
research studies that present new information that makes a substantial contribution 
to the body of knowledge on the subject. Original research manuscript must contain 
a Title page, an Abstract (with the headings: Objectives, Methods, Results, 
Significance of Results – 500 word limit) and be organized into the following major 
sections: Introduction, Methods, Results, Discussion, Disclosures and 
Acknowledgments, and References (word limit 4,000 words not including references, 
Tables and Figures) 
 
REVIEW 
Review articles describe and evaluate previously published material in order to 
synthesize or describe the state of the science or suggest new approaches or ideas 
relevant to important topics in psychosocial palliative care. The Journal accepts both 
systematic and narrative reviews of high quality. Word limit: 5000 words, not 
including references, tables or figures. An abstract of the same format as an Original 
Article is required (500 word limit). 
 
CASE REPORTS 
Case reports describing a singe case or case series which describes a novel, 
relevant or unusual presentation of a clinical problem that is important to make the 
field aware of are accepted for publication. An abstract with the journal standard 
headings is suggested ( 500 word limit) case Reports have a 1500 word limit 
excluding references, tables and figures. 
 
PERSONAL ESSAYS 
Personal essays are creative original essays by clinicians , researchers, patients or 
relatives that are compelling personal experiences or insights into clinical practice or 
the experience of caring for patients in the supportive and palliative care setting 
(1500 word limit excluding references) 
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EDITORIALS/GUEST EDITORIALS 
Scholarly opinions on scientific, clinical or policy aspects of palliative and supportive 
care . They can be related to papers which have appeared or currently appear in an 
issue of Palliative and Supportive Care.No Abstract.(1500 word limit excluding 
references) 
 
LETTERS TO THE EDITOR 
Letters to the editor are academically oriented letters commenting on papers 
appearing in Palliative and Supportive Care 500 word limit, excluding tables or 
figures. 
 
POETRY 
Poems related to the themes of psychosocial existential and spiritual aspects of 
palliative care. (750 word limit, exceptions made) 
 
Manuscript Submission and Review 
All manuscripts must be submitted through the Journal's online submission 
platform, ScholarOne Manuscripts. When submitting articles online, authors are 
required to submit a separate abstract (utilizing specific abstract headings), the full 
manuscript (including the elements and order described in Instructions for Authors, 
e.g., title page, abstract, etc.), as well as an optional cover letter. Each manuscript 
will normally be reviewed by at least two referees with relevant scientific experience. 
Authors may suggest appropriate reviewers, but final selection of referees will be 
made by the Editor. Reviewers are asked to evaluate manuscripts for their scientific 
merit and clarity of presentation. 
 
Manuscript Preparation and Style 
Manuscripts must be in English and double-spaced. Numbers should be spelled out 
when they occur at the beginning of a sentence; use Arabic numerals elsewhere. 
Abbreviations should be used sparingly and nonstandard abbreviations should be 
defined at their first occurrence. Metric system (SI) units should be used. 
Manuscripts that do not conform to the style of Palliative & Supportive Care will be 
returned without review. 
 
MANUSCRIPT ELEMENTS AND ORDER. 
Unless there are obvious and compelling reasons for variation (e.g. review articles, 
short communications), manuscripts should be organized as follows: 
Title page. This is page 1. The title should be concise, informative, and free of 
abbreviations, chemical formulae, technical jargon, and esoteric terms. This page 
should include (a) the article's full title, (b) names and affiliations of all authors, (c) 
the name, mailing address, email address, and telephone number of the 
corresponding author, (d) the address for reprint requests if different from that of the 
corresponding author, (e) a short title of 50 characters or less, and (f) a list of the 
number of manuscript pages, number of tables, and number of figures. 
Abstract and keywords page. This is page 2 and should include (a) the article's full 
title, (b) an abstract of no more than 300 words, and (c) up to 5 keywords or phrases 
that reflect the content and major thrust of the article. The abstract should give a 
succinct account of the article contents utilizing these specific abstract headings: 
Objectives; Methods; Results; Significance of Results. 
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Introduction. This section begins on page 3 and should clearly state the objective of 
the research in the context of previous work bearing directly on the subject. An 
extensive review of the literature is not usually appropriate. 
Methods. This section should be brief but provide sufficient information to permit 
others to replicate the study. Pertinent details of species, apparatus and equipment, 
procedures and experimental design should be described. 
All experiments involving human subjects must be conducted in accordance with 
principles embodied in the Declaration of Helsinki (Code of Ethics of the World 
Medical Association). Experiments involving animal subjects must conform to the 
principles regarding the care and use of animals adopted by the American 
Physiological Society and the Society for Neuroscience. The editor may refuse 
papers that provide insufficient evidence of adherence to these principles. 
Results. The results should be presented clearly and concisely, using figures and 
tables to summarize or illustrate the important findings. Quantitative observations are 
often more effectively displayed in graphs than in tables. 
Discussion. The discussion should summarize the major findings and explain their 
significance in terms of the study's objectives and relationship to previous, relevant 
work. This section should present compact, clearly developed arguments rather than 
wide-ranging speculation or uncritical collation of earlier reports. 
Acknowledgments. Use a separate page to recognize the contributions of individuals 
and supporting institutions. 
References. In the text, references should be cited as follows: 
as shown by Cella and Tusky (1990) 
(Bloom et al., 2000) 
(Cella & Tusky, 1990; Bloom et al., 2000) 
 
The alphabetical list of references begins a new page, and must be typed double-
spaced. Each in-text citation must have a corresponding reference and vice versa. 
List works by different authors who are cited within the same parentheses in 
chronological order, beginning with the earlier work. Journal titles should not be 
abbreviated. Only published articles and articles in press should appear in this list. 
Responsibility for the accuracy of references cited lies with the authors. Brief 
examples: 
Journal article 
Cella, D.F. & Tusky, D.S. (1990). Measuring quality of life today: Methodological 
aspects. Oncology, 4 , 29–38. 
Book 
Tompar-Tiu, A. & Sustento-Seneriches, J. (1995). Depression and Other Mental 
Health Issues: The Filipino American Experience. San Francisco: Jossey-Bass. 
Chapter in an edited book 
Karnofsky, D.A. & Burchenal, J.H. (1949). The clinical evaluation of 
chemotherapeutic agents in cancer. InEvaluation of Chemotherapeutic Agents in 
Cancer, Macleod, C.M. (ed.), pp. 191 –205. New York: Columbia University Press. 
For more than one work by the same author(s) published in the same year, use 
(Jones, 1986 a , 1986 b ) in text and likewise in the reference section. 
 
Tables 
Tables may be submitted as Word or Excel files. Tables should be numbered 
consecutively with Arabic numerals. A short explanatory title and column headings 
should make the table intelligible without reference to the text. 
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Figures and Legends 
Figures may be submitted as TIFF or EPS files at 300pi or higher. The number of 
figures should be the minimum necessary to make the essential points of the paper. 
Diagrams and illustrations must have a professional appearance. 
 
Copyediting and Page Proofs 
The publisher reserves the right to copyedit manuscripts to conform to the style 
of Palliative & Supportive Care. The corresponding author will receive page proofs 
for final proofreading. No rewriting of the final accepted manuscript is permitted at 
the proof stage, and substantial changes may be charged to the authors. 
 
Author Language Services 
Cambridge University Press recommends that authors have their manuscripts 
checked by a native English-language speaker before submission; this will ensure 
that submissions are judged during peer review exclusively on academic merit. We 
list a number of third-party services specializing in language editing and/or 
translation, and suggest that authors contact as appropriate. Use of any of these 
services is voluntary, and at the author's own expense. 
 
Originality and Copyright 
To be considered for publication in Palliative & Supportive Care a manuscript cannot 
have been published previously, nor can it be under review for publication 
elsewhere. Papers with multiple authors are reviewed with the assumption that all 
authors have approved the submitted manuscript and concur in its submission 
to Palliative & Supportive Care. An Author Publishing Agreement must be executed 
before an article can be published. Government authors whose articles were created 
in the course of their employment must so certify by using the Government Employer 
License to Publish. Authors are responsible for obtaining written permission from the 
copyright owners to reprint any previously published material included in their article. 
 
Conflicts of Interest  
Authors should include a Conflicts of Interest declaration in their 
manuscript. Conflicts of Interest are situations that could be perceived to exert an 
undue influence on an author’s presentation of their work. They may include, but are 
not limited to, financial, professional, contractual or personal relationships or 
situations. Conflicts of Interest do not necessarily mean that an author’s work has 
been compromised. Authors should declare any real or perceived Conflicts of 
Interest in order to be transparent about the context of their work. If the manuscript 
has multiple authors, the author submitting the manuscript must include Conflicts of 
Interest declarations relevant to all contributing authors. 
Example wording for your Conflicts of Interest declaration is as follows: “Conflicts of 
Interest: Author A is employed at company B. Author C owns shares in company D, 
is on the Board of company E and is a member of organisation F. Author G has 
received grants from company H.” If no Conflicts of Interest exist, your declaration 
should state “Conflicts of Interest: None”. 
 
Funding Statement  
Authors must include a Funding Statement in their manuscript. Within this statement 
please provide details of the sources of financial support for all authors, including 
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grant numbers, for example: “Funding Statement: This work was supported by the 
Medical Research Council (grant number XXXXXXX)”. Grants held by different 
authors should be identified as belonging to individual authors by the authors’ initials, 
for example: “Funding Statement: This work was supported by the Wellcome Trust 
(AB, grant numbers XXXX, YYYY), (CD, grant number ZZZZ); the Natural 
Environment Research Council (EF, grant number FFFF); and the National Institutes 
of Health (AB, grant number GGGG), (EF, grant number HHHH).” 
Where no specific funding has been provided for research, you should include the 
following statement: 
“Funding Statement: This research received no specific grant from any funding 
agency, commercial or not-for-profit sectors.” 
 
ORCID 
Palliative & Supportive Care now requires that all corresponding authors identify 
themselves using their ORCID iD when submitting a manuscript to the journal. 
ORCID provides a unique identifier for researchers and, through integration in key 
research workflows such as manuscript submission and grant applications, provides 
the following benefits: 
• Discoverability: ORCID increases the discoverability of your publications, by 
enabling smarter publisher systems and by helping readers to reliably find work that 
you’ve authored. 
• Convenience: As more organisations use ORCID, providing your iD or using it 
to register for services will automatically link activities to your ORCID record, and will 
enable you to share this information with other systems and platforms you use, 
saving you re-keying information multiple times. 
• Keeping track: Your ORCID record is a neat place to store and (if you choose) 
share validated information about your research activities and affiliations. 
 
 
If you don’t already have an iD, you’ll need to create one if you decide to submit a 
manuscript to Palliative & Supportive Care. You can register for one directly from 
your user account on Scholar One or via https://ORCID.org/register. If you already 
have an iD, please use this when submitting, either by linking it to your Scholar One 
account or supplying it during submission by using the “Associate your existing 
ORCID ID” button. 
 
Publishing your article as Gold Open Access 
You will have the option to publish your article as Gold Open Access, enabling the 
final published version to be made freely available under a Creative Commons 
license. You might be required to pay an Article Processing Charge (APC) for Gold 
Open Access. You may be eligible for a waiver or discount, for example if your 
institution is part of a Read and Publish sales agreement with Cambridge University 
Press. For more information about your Open Access options, please see here. For 
more information about the benefits of choosing to publish Open Access, see here. 
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Appendix B – Certificate of Ethical Approval (Systematic Literature Review) 
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Appendix C – Critical Appraisal Skills Tool (CASP) 
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Appendix D – Quality Assessment Scoring 
 
 

  

   
Badger 
(2005) 

 
Bailey et al. 
(2011) 

 
Becker et 
al. (2017) 

 
Chong & 
Abdullah 
(2017) 

 
Gelinas et al. 
(2012) 

 
Harris 
(2013) 

 
Johansson 
& Lindahl 
(2012) 

 
Jordan et al. 
(2014) 

 
Källström 
Karlsson et 
al. (2008) 

Rater  
 1 2 1 2 1 2 1 2 1 2 1 2 1 2 1 2 1 2 

CASP Questions   
                  

Q.1    2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.2    2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.3    2 2 2 2 1 1 2 2 1 1 2 2 2 2 2 2 2 2 

Q.4    2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.5    2 2 2 2 2 2 2 2 1 1 2 2 2 2 2 2 2 2 

Q.6    0 0 0 0 2 2 0 0 0 0 0 0 1 1 2 2 0 0 

Q.7   1 1 2 2 1 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.8    2 2 1 1 2 2 2 2 2 2 2 2 2 2 1 1 2 2 

Q.9   2 2 0 0 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.10   1 1 1 1 2 2 1 1 2 2 2 2 2 2 2 2 1 2 

Total (Out of 20)  16 16 14 14 18 19 17 17 16 16 18 18 18 19 19 19 17 18 

Score (%)  80 80 70 70 90 95 85 85 80 80 90 90 90 90 95 95 85 85 
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Kaup et al. 
(2016) 

 
McCloskey 
& Taggert 
(2010) 

 
McNamara 
et al. (1995) 

 
Reid  
(2013) 

 
Rose & 
Glass 
(2009) 

 
Seed & 
Walton 
(2012) 

 
Tunnah et al. 
(2012) 

 
Wilkes et al., 
(1998) 

 
Yang & 
Mcilfatrick 
(2001) 

Rater  
 1 2 1 2 1 2 1 2 1 2 1 2 1 2 1 2 1 2 

CASP Questions   
                  

Q.1    2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.2    2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.3    2 2 2 2 2 2 2 2 2 2 2 2 2 2 1 2 2 2 

Q.4    2 2 2 2 1 1 2 2 2 2 2 2 2 2 2 2 2 2 

Q.5    2 2 1 1 2 2 2 2 2 2 2 2 2 2 2 2 2 2 

Q.6    1 1 0 0 0 0 0 0 2 2 1 1 1 1 0 0 0 0 

Q.7   2 2 2 2 0 0 2 2 2 2 2 2 2 2 2 2 1 1 

Q.8    2 2 1 1 1 1 1 1 1 0 2 2 2 2 1 1 2 2 

Q.9   2 2 2 2 1 1 2 2 2 2 2 2 2 2 2 2 2 2 

Q.10   1 1 1 1 1 1 2 2 1 1 2 2 2 2 2 2 1 1 

Total (Out of 20)  18 18 15 15 12 12 17 17 18 17 19 19 19 19 16 17 16 16 

Score (%)  90 90 75 75 60 60 85 85 90 85 95 95 95 95 80 85 80 80 
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Appendix E – Inter-rater Reliability Coefficient (Kappa) Scoring  
 
 

 

Study 
 

 

K value 
 

Significance (p value) 

 

Badger, 2005 
 

 
 

1.00 
 

 
 

.000 
 

Bailey et al., 2011 
 

 

1.00 
 

 

.000 

 

Becker et al., 2017 
 

 

.615 
 

.035 

 

Chong &  Abdullah, 2017 
 

 

1.00 
 

 

.000 

 

Gélinas et al., 2012 
 

 

1.00 
 

 

.000 

 

Harris, 2013 
 

 

1.00 
 

 

.002 

 

Johansson, &  Lindahl, 2012 
 

 

1.00 
 

 

.002 

 

Jordan et al., 2014 
 

 

1.00 
 

 

.002 

 

Källström Karlsson et al., 2008 
 

 
 

.630 

 

.005 

 

Kaup et al., 2016 
 

 

1.00 
 

 

.002 

 

McCloskey & Taggart, 2010 
 

 

1.00 
 

 

.000 

 

McNamara et al., 1995 
 

 

1.00 
 

 

.000 

 

Reid, 2013 
 

 

1.00 
 

 

.000 

 

Rose & Glass, 2009 
 

 

.706 

 

.003 

 

Seed & Walton, 2012 
 

 

1.00 
 

 

.002 

 

Tunnah et al., 2012 
 

 

1.00 
 

 

.002 

 

Wilkes et al., 1998 
 

 

.756 
 

 

.001 

 

Yang & Mcilfatrick, 2001 
 

 

1.00 
 

 

.000 

 
Overall 

 
.877 

 

 
.000 
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Appendix F – Characteristics of the Literature 
 
 

Four studies were conducted in the UK (Bailey et al., 2011; McCloskey & 

Taggart, 2010; Reid, 2013; Tunnah et al., 2012), and in the United States (Badger, 

2005; Becker et al., 2017; Harris, 2013; Seed & Walton, 2012), three in Sweden 

(Johansson & Lindahl, 2012; Källström Karlsson et al., 2008; Kaup et al., 2016) and 

Australia (McNamara et al., 1995; Rose & Glass, 2009; Wilkes et al., 1998), one in 

Canada (Gélinas et al., 2012), Malaysia (Chong & Abdullah, 2017), South Africa 

(Jordan et al., 2014), and Taiwan (Yang & Mcilfatrick, 2001). 

Studies were varied in their approaches to data collection, with focus group 

interviews (Gélinas et al., 2012; Harris, 2013; McCloskey & Taggart, 2010), semi 

structured interviews (Chong & Abdullah, 2017; Johansson & Lindahl, 2012; Jordan 

et al., 2014; Källström Karlsson et al., 2008; Kaup et al., 2016; Reid, 2013; Seed & 

Walton, 2012; Tunnah et al., 2012; Yang & Mcilfatrick, 2001), and open-ended 

questionnaires (Becker et al., 2017) all being used. Five studies combined qualitative 

data collection approaches. This included combining focus group interviews, informal 

conversations, and observations (Badger, 2005), observations and semi structured 

interviews (Bailey et al., 2011; McNamara et al., 1995), semi-structured interviews 

and reflective journaling (Rose & Glass, 2009), and open-ended questionnaires and 

semi-structured interviews (Wilkes et al., 1998). 

 Participants were all nurses working in services that provided PC including: 

hospital inpatient (Badger, 2005; Bailey et al., 2011; Becker et al., 2017; Chong &  

Abdullah, 2017; Gélinas et al., 2012; Johansson &  Lindahl, 2012; Jordan, et al., 

2014; Källström Karlsson et al., 2008; Yang & Mcilfatrick, 2001), community 

hospices (Harris, 2013; McNamara et al., 1995; Seed & Walton, 2012), and 

community/home-based PC services (Kaup et al., 2016; Reid, 2013; Rose & Glass, 
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2009; Tunnah et al., 2012; Wiles et al., 1998). Participants from McCloskey and 

Taggart (2010) came from hospital, hospice, and community teams. Seven studies 

reported participant ages which ranged from 22 to 62 years (Badger, 2005; Chong & 

Abdullah, 2017; Gélinas et al., 2012; Harris, 2013; McNamara et al., 1995; Kaup et 

al., 2016; Yang & Mcilfatrick, 2001).  

 All studies apart from five (Bailey et al., 2011; Källström Karlsson et al., 2008; 

McCloskey & Taggart, 2010; Reid, 2013; Yang & Mcilfatrick, 2001) reported gender, 

which included 240 females (93%) and 18 males (7%).
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Appendix G – Stage One: Coding text 
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Appendix H – Stage two: Developing descriptive themes 
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Appendix I – Stage three: The development of 'analytical' themes  

When	work	becomes	pe...

Rela onships	with	a	...

Finding	meaning	and	connec on

Feeling	fulfilled

The	role	of	sprituality

Connec on	with	others

Support	f...

Support	from	fa...

Organisa onal	s...

Coping	strategies

The	burden	on	mind	and	body

Physical	impact

Workload

Emo onal	impact

Work	life	boundaries

Anxiety

Professional	bo...Burnout

The	impact	of	death	and	grief

Feeling	helpless

Ques oning	their	...

Not	feeli...Organisa ...

Complex	care	causing	stress
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Appendix J – Additional Quotes (Systematic Literature Review)  
 
 
Main Theme – When work becomes personal 

“Laughter is often used to mitigate the tension that results from toxic interactions with 

“pain-in-the-ass families and patients.” For example, “we’ll go into the backroom” and 

“say that the family is full of a bunch of nuts…they are all crazy.” (Badger, 2005, p. 

66) 

 

“In addition, families may have difficulty understanding the information provided by 

the physician and will turn to the nurses for explanation. This situation added to the 

stress of having to be the bridge between the family and the physician. As a 

consequence of these communication difficulties, nurses sometimes received 

complaints from one or another of the parties. In half of the focus groups, nurses 

said that they found it stressful to receive critical comments from the family…” 

(Gélinas et al., 2012, p. 30)  

 

“This means not allowing relations with the patients and families to become too 

private and requires the ability to strike a balance between closeness and distance: 

… So you don’t get too close and personal” (Johansson & Lindahl, 2012, p. 2,037) 

 

“The informants experienced some meetings with the patients and their families as 

extra demanding. They said it was difficult for them to leave them and move on. 

They felt exhausted. One described the feeling she had after a difficult meeting, 

saying that she felt as if she was going to fall into pieces. Several informants also felt 

that it was quite risky, as those feelings could accumulate if they did not have a 

chance to process them.” (Kaup et al., 2016, p. 567) 
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Main Theme – The burden on mind and body 

Subtheme – Emotional impact 

“The nurses clearly, and sometimes tearfully, articulated the personal impact of the 

episode. ‘… whole emotional rollercoaster that the parents were on … you were 

riding that yourself ... [it was] emotionally wearying.’” (Reid, 2013, p 543) 

 

“Three emotional stressors were addressed: value conflicts, lack of emotional 

support, and dealing with patient and family suffering.” (Gélinas et al., 2012, p. 31-

32) 

 

“Like Anna, Shae’s impaired emotional wellbeing also had an impact that affected 

others. Shae recalled: If I’m unbalanced everybody knows it. I talk about [the issue] a 

lot. I can’t let it go. I’m teary, I’m emotional, I’m impulsive. I say and make rash 

decisions that I wouldn’t do if I felt balanced which ends me up in more strife ... I put 

myself in the firing line sometimes unnecessarily. I don’t sleep well, I’m anxious. I’m 

looking for the next thing to go wrong. I come from a real negative base. I am 

expecting the worst instead of expecting the best..” (Rose & Glass, 2009, p. 189) 

 

“'It's very sad really, you know when it comes to the end of their life it can hit you 

emotionally, but I don't take it home and think about it for hours.’” (Tunnah et al., 

2012, p. 287) 

 

“In most cases when talking of these constructs the nurses described the cause and 

effect of the stress on themselves. As one nurse stated: ‘It’s emotional, overload, I 
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find myself constantly thinking about the client, crying, having disturbed sleep’” 

(Wiles et al., 1998, p. 17) 

 

“It seemed to be difficult to avoid thinking about the patients. After work, when the 

nurses felt that they had done everything in their power but had still been unable to 

relieve the patients’ suffering, it was difficult to let go of their feelings. Furthermore, 

the nurses would dream about the patients, which was emotionally exhausting.” 

(Källström Karlsson et al., 2008, p. 228) 

 

“The majority of the participants expressed mixed emotions of sadness, grief and 

anger when caring for patients who presented with end-of-life issues. One participant 

explained it as follows: ‘Guilt, anger... helplessness, because... you want to fix it, but 

you can’t. That’s kind of sadness obviously...extreme sadness...” (Jordan et al., 

2014, p. 78) 

 

“This sense of fear and guilt was coupled with a sense of powerlessness and 

frustration relating both to nurses’ inability to alter the ultimate outcome for patients 

or take away the family’s grief” (Yang & Mcilfatrick, 2001, p. 437) 

 

Subtheme – Physical impact 

“Physical tension, distress, sadness, restlessness and irritability were reported. Mind 

racing, sleeplessness and worrying caused ongoing effects leaving some nurses 

depleted of energy.” (Rose & Glass, 2009, p. 189) 

 

“…as identified by our study findings, over time this could be exhausting. If nurses 

were not supported to reach the final stage of the model, they were at risk of 
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developing ineffective and potentially harmful coping mechanisms that could lead to 

stress, ill-health and withdrawal from practice” (Bailey et al., 2011, p. 3,368) 

 

““Sometimes I cry once I get home, from being so exhausted.”” (Gélinas et al., 2012, 

p. 33) 

 

“Many nurses try this kind of nursing and leave within months, others 'burnout", but 

many stay despite the physical, emotional, ethical, social and spiritual problems they 

encounter through the course of their work.” (McNamara et al., 1995, p. 228) 

 

“‘I do feel quite burnt out you know. How much compassion have I left? I do feel very 

tired. In the past year I have seriously thought about giving up nursing completely so 

I am obviously stressed and burnt out, and I have never done that before.’” 

(McCloskey & Taggart, 2010, p. 238) 

 

Main Theme – Finding meaning and connection 

Subtheme – Feeling fulfilled 

“…caring for the terminally ill and their families means getting a lot back in return, 

which means experiencing affirmation and stimulation in the work. This helps the 

nurses to gain the strength to care and find meaning in what they do.” (Johansson & 

Lindahl, 2012, p. 2,038) 

“Job satisfaction was identified as an important determinant of the nurses' stress 

levels. Several of the nurses discussed the merits of 'making a difference': 'When 

you've walked in and there's a crisis, the patient is in pain, family in distress, they are 

not coping, they are frightened. By the time you have left the home, having sorted 
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out the pain, the symptom control issues and you've calmed the waters ... the 

families are happy.'” (Tunnah et al., 2012, p. 286) 

 

“…nurses indicated that providing comfort, respecting patient wishes and having 

empathy for patients and families could help balance their own emotional reactions 

or stress: ‘I provide the optimal nursing care to the patients who are approaching 

death. I just want all of them to feel very comfortable and this is what I can do for 

them at that time… It can make me feel better when the patients die.” (Yang & 

Mcilfatrick, 2001, p. 439) 

 

Subtheme – Connection with others 

“…it became clear through the discussions that most viewed the relationships with 

their coworkers as much more than a professional connection. For some, there was 

consensus that it was ‘‘more than a family,’’ whereas others agreed that the 

relationship was much ‘‘more personalized and they were able to share more with 

one another.’” (Harris, 2013, p. 449) 

 

“…registered nurses found that they supported each other, which aided in their 

coping. They expressed that these support systems in the intensive care unit were 

very beneficial and helped them as illustrated by the following quote: So it’s nice in 

this ICU, because we support each other a lot. If you’ve got a problem you never sit 

alone with a dying patient. There will be times that someone will pat your shoulder, 

ask how you are, or ask if they can bring you a cup of coffee or do something for 

you.” (Jordan et al., 2014, p. 80) 
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“Although the nurse's social networks may be broad and represent the totality of 

resources they may draw upon for support, the personal networks developed 

between family, friends and colleagues feature most strongly as both a source of 

stress and support for hospice nurses.” (McNamara et al., 1995, p. 232) 

 

 

 

 

 
 
 

 
 
  



 

 

 

 

174 
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Article Types 
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Once the submission materials have been prepared in accordance with the Author 
Guidelines, manuscripts should be submitted online 
at https://mc.manuscriptcentral.com/jclp. Please note: In Session articles are 
published by invitation only. Authors will receive an invitation with a custom link to 
ScholarOne. 

 

For help with submissions, please contact: Swathi Kumaran at 
JCLPjournal@wiley.com. 

 

For help with article preparation Wiley Editing Services offers expert help with 
English Language Editing, as well as translation, manuscript formatting, and figure 
preparation. 
 

Free format submission 

Journal of Clinical Psychology now offers free format submission for a simplified and 
streamlined submission process. 

Before you submit, you will need: 

• Your manuscript: this can be a single file including text, figures, and tables, or 
separate files—whichever you prefer. All required sections should be 
contained in your manuscript, including abstract, introduction, methods, 
results, and conclusions. Figures and tables should have legends. References 
may be submitted in any style or format, as long as it is consistent throughout 
the manuscript. If the manuscript, figures or tables are difficult for you to read, 
they will also be difficult for the editors and reviewers. If your manuscript is 
difficult to read, the editorial office may send it back to you for revision. 

• The title page of the manuscript, including statements relating to our ethics 
and integrity policies (see information on these policies below in Section 1): 

• data availability statement 
• funding statement 
• conflict of interest disclosure 
• ethics approval statement 
• patient consent statement 
• permission to reproduce material from other sources 
• clinical trial registration 

(Important: the journal operates a double-blind peer review policy. Please 
anonymize your manuscript and prepare a separate title page containing 
author details.) 
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• Your co-author details, including affiliation and email address. 
• An ORCID ID, freely available at https://orcid.org. 

If you are invited to revise your manuscript after peer review, the journal will also 
request the revised manuscript to be formatted according to journal requirements as 
described below. 

 
Open Access 

This journal is a GREEN Open Access title. See here for details. Submissions will be 
subject to an Article Processing Charge (APC) if accepted and published in the 
journal. For more information about APCs, and to see if you’re eligible for a waiver 
(through your institution or because the corresponding author belongs to a waiver 
country) please go here . 

 
Preprint policy: 

Please find the Wiley preprint policy here. 

This journal accepts articles previously published on preprint servers. 

 
Wiley's Preprints Policy statement for subscription/hybrid open access 
journals: 

Journal of Clinical Psychology will consider for review articles previously available as 
preprints. Authors may also post the submitted version of a manuscript to a preprint 
server at any time. Authors are requested to update any pre-publication versions 
with a link to the final published article. 

 
Data Sharing and Data Availability 

This journal expects data sharing.  Please review Wiley’s policy here, where you will 
be able to see and select the availability statement that is right for your submission. 

 
Data Citation 

Please review Wiley’s data citation policy here. 

 
Funding  

Authors should list all funding sources in the Acknowledgements section. Authors 
are responsible for the accuracy of their funder designation. If in doubt, please check 
the Open Funder Registry for the correct 
nomenclature: https://www.crossref.org/services/funder-registry/  

 
Authorship 

All listed authors should have contributed to the manuscript substantially and have 
agreed to the final submitted version. Please see here and scroll down for a 
description of authorship criteria. 
 

Wiley’s Author Name Change Policy 
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In cases where authors wish to change their name following publication, Wiley will 
update and republish the paper and redeliver the updated metadata to indexing 
services. Our editorial and production teams will use discretion in recognizing that 
name changes may be of a sensitive and private nature for various reasons including 
(but not limited to) alignment with gender identity, or as a result of marriage, divorce, 
or religious conversion. Accordingly, to protect the author’s privacy, we will not 
publish a correction notice to the paper, and we will not notify co-authors of the 
change. Authors should contact the journal’s Editorial Office with their name change 
request. 

 
ORCid 

This journal requires ORCid.  Please see Wiley’s resources on ORCID here. 

 
Reproduction of Copyright Material 

If excerpts from copyrighted works owned by third parties are included, credit must 
be shown in the contribution. It is the author’s responsibility to also obtain written 
permission for reproduction from the copyright owners. For more information visit 
Wiley’s Copyright Terms & Conditions FAQ 
at http://exchanges.wiley.com/authors/faqs---copyright-terms--
conditions_301.html 

The corresponding author is responsible for obtaining written permission to 
reproduce the material "in print and other media" from the publisher of the original 
source, and for supplying Wiley with that permission upon submission. 

 
Title Page  

The title page should contain:  

• A brief informative title containing the major key words. The title should not 
contain abbreviations (see Wiley's best practice SEO tips); 

• A short running title of less than 40 characters; 
• The full names of the authors; 
• The author's institutional affiliations where the work was conducted, with 

a footnote for the author’s present address if different from where the work 
was conducted; 

• Acknowledgments. 

 
Main Text File 

For journals operating a double-blind peer review process, please ensure that all 
identifying information such as author names and affiliations, acknowledgements or 
explicit mentions of author institution in the text are on a separate page. 

The main text file should be in word or PDF format and include: 

• A short informative title containing the major key words. The title should not 
contain abbreviations 

• The full names of the authors with institutional affiliations where the work was 
conducted, with a footnote for the author’s present address if different from 
where the work was conducted; 
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• Acknowledgments; 
• Abstract structured (objective(s)/methods/results/conclusion) 
• Up to six keywords; 
• Main body: 

1. regular section formatted as introduction, materials & methods, results, 
discussion, conclusion 

2. In Session (invitation only) formatted as introduction, Case Illustration 
(including separate sections on Presenting Problem & Client 
Description, Case Formulation, Course of Treatment, Outcome and 
Prognosis), Clinical Practices and Summary, and Selected References 
& Recommended Readings 

• References (for In Session, please provide no more than 20 references}; 
• Tables (each table complete with title and footnotes); 
• Figures: Figure legends must be added beneath each individual image during 

upload AND as a complete list in the text. 

 
Reference Style 

This journal uses APA reference style.  Find more information on reference style 
guidelines here. 

 
Figures and Supporting Information 

Figures, supporting information and appendices should be supplied as separate 
files. Click here for the basic figure requirements for figures submitted with 
manuscripts for peer review, as well as the more detailed post-acceptance figure 
requirements.  Click here for Wiley’s FAQs on supporting information. 

  

Article Types 
 

Article Type Description 
Abstract / 
Structure 

Other 
Requirements 

Original Papers 

reports of new research 
findings or conceptual 
analyses that make a 
significant contribution to 
knowledge 

Yes, 
Structured 

Data 
Availability 
Statement 

  

Comprehensive 
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critical reviews of the 
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meta-analyses 

Yes, 
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Training and 
Professional 
Issues 

Original research and 
training methods related to 
the education and training 
of professional 
psychologists 

Yes, 
structured 

Data 
Availability 
Statement 

Case Reports (In 
Session – by 
invitation only) 

original articles illustrated 
through case reports 

Yes, 
unstructured 

Data 
Availability 
Statement 

 

Peer Review  

This journal operates under a double-blind peer review model. You can read more 
about peer review model here. Papers will only be sent to review if the Editor-in-
Chief determines that the paper meets the appropriate quality and relevance 
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In-house submissions, i.e. papers authored by Editors or Editorial Board members of 
the title, will be sent to Editors unaffiliated with the author or institution and monitored 
carefully to ensure there is no peer review bias. 

Wiley's policy on the confidentiality of the review process is available here. 

 
Guidelines on Publishing and Research Ethics in Journal Articles 

Please review Wiley’s policies surrounding human studies, animal studies, clinical 
trial registration, biosecurity, and research reporting guidelines here. 

This journal follows the core practices of the Committee on Publication Ethics 
(COPE) and handles cases of research and publication misconduct accordingly 
(https://publicationethics.org/core-practices).  

This journal uses iThenticate’s CrossCheck software to detect instances of 
overlapping and similar text in submitted manuscripts. Read Wiley’s Top 10 
Publishing Ethics Tips for Authors here. Wiley’s Publication Ethics Guidelines can be 
found here. 

  

3. After Acceptance 
Wiley Author Services 

When an accepted article is received by Wiley’s production team, the corresponding 
author will receive an email asking them to login or register with Wiley Author 
Services. The author will be asked to sign a publication license at this point. 
 

Cover Image Submissions   

This journal accepts artwork submissions for Cover Images. This is an optional 
service you can use to help increase article exposure and showcase your research. 
For more information, including artwork guidelines, pricing, and submission details, 
please visit the Journal Cover Image page.   
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Author Licensing 

Authors may choose to publish under the terms of the journal’s standard copyright 
agreement, or OnlineOpen under the terms of a Creative Commons License. 

General information regarding licensing and copyright is available here. To review 
the Creative Commons License options offered under OnlineOpen, please click 
here. Funder Open Access: Please click here for more information on Wiley’s 
compliance with specific Funder Open Access Policies. 

Self-Archiving Definitions and Policies: Note that the journal’s standard copyright 
agreement allows for self-archiving of different versions of the article under specific 
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Appendix L – Semi-Structured Interview Questions 
 
 

 
  

Version 08/04/20 
 

 
Exploring the lived experience of clinical psychologists 
supporting medical staff treating Covid-19 patients 
Semi-structured interview questions 
 

• Could you tell me a bit about your role right now? 
(Prompt: Has the impact of Covid-19 on staff affected you? How are your 
responsibilities different now? What sort of support do people seem to need?) 
 

• What does “supporting medical staff” mean to you? 
(Prompt: What words come to mind, what images? How has that affected you?) 
 

• How does that look like in practice for you? 
(Prompt: How was it for you at the beginning/now? How did/does that make you feel? 
How have you been involved in your role changing? Were you involved in decision 
making? How did that make you feel? How has that affected you?) 

 

• How have you been supported since the changes to your role?  
(Prompt: How was it for you at the beginning/now? How did/does that make you feel? 
How have you been involved in your role changing? Were you involved in decision 
making? How did that make you feel? How has that affected you?) 

 

• Could you tell me a bit about how your role affects your day to day life now?  
(Prompt: Physically, psychologically, spiritually, emotionally, financially, socially, 

relationships, any impact on your mental health? Symptoms of anxiety, depression, 
poor sleep, lack of appetite)  

 

• Have you been able to look after yourself? 
(Prompt: Receiving support from supervisors, work/life balance, time off or away from 
online coverage?) 

 

• Is there anything else that I haven’t asked about that you feel is important? 
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Appendix M – Certificate of Ethical Approval (Empirical) 
 
  

 

 

 

 

 

Certificate of Ethical Approval 

Applicant: 

Malcolm Clayton 

 

Project Title: 

Exploring the lived experience of clinical psychologists supporting medical staff 

treating Covid-19 patients 

 

This is to certify that the above named applicant has completed the Coventry 

University Ethical Approval process and their project has been confirmed and 

approved as Medium Risk 

 

 

 

Date of approval: 

    07 May 2020 

 

Project Reference Number: 

P105530 



 

 

 

 

182 

Appendix N – Research Recruitment Poster 
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Appendix O – Participant Information Sheet 
 
 

  

 

Version 06/05/20 
 

 

PARTICIPANT INFORMATION SHEET 
 

Exploring the lived experience of clinical psychologists supporting medical 
staff treating Covid-19 patients 

 
 

You are being invited to take part in research exploring the lived experience of clinical psychologists 
supporting medical staff treating Covid-19 patients. Malcolm Clayton, Trainee Clinical Psychologist at 
Coventry University is leading this research. Before you decide to take part it is important you understand 
why the research is being conducted and what it will involve. Please take time to read the following information 
carefully. 
 
What is the purpose of the study? 
The purpose of the study is to explore the experience of clinical psychologists supporting medical staff 
treating Covid-19 patients. The British Psychological Society Covid19 Staff Wellbeing Group has recently 
published guidance on the psychological needs of healthcare staff as a result of the Coronavirus pandemic. 
The area is rapidly developing, and research is needed to understand how clinical psychologists are 
experiencing this work. It is hoped that this study will support clinical psychologists to understand, 
acknowledge, and meet their own needs, as well as the needs of the staff they support. 

 
Why have I been chosen to take part? 
You are invited to participate in this study because you are a clinical psychologist, HCPC registered, working 
in the NHS and supporting medical staff treating Covid-19 patients. 
 
What are the benefits of taking part? 
By sharing your experiences with us, you will be helping Malcolm Clayton and Coventry University to better 
understand the experiences of clinical psychologists supporting medical staff treating Covid-19 patients. 
 
Are there any risks associated with taking part? 
This study has been reviewed and approved through Coventry University’s Ethics Committee and NHS 
Ethics. There are no significant risks associated with participation. However, talking about your experiences 
of supporting staff who are treating Covid-19 patients may give rise to emotional distress. If you are feeling 
upset or concerned following your participation, you should contact your GP. There is also a list of support 
services on the Debrief Form. 
 
Do I have to take part? 
No – it is entirely up to you. If you do decide to take part, please keep this Information Sheet and complete 
the Informed Consent Form to show that you understand your rights in relation to the research, and that you 
are happy to participate. Please note down your participant number (which is on the Consent Form) and 
provide this to the lead researcher if you seek to withdraw from the study at a later date. You are free to 
withdraw your information from the project data set at any time up to 31st March 2021, which is around one 
month before submission of the thesis. You should note that your data may be used in the production of 
formal research outputs (e.g. journal articles, conference papers, theses and reports) prior to this date and 
so you are advised to contact the university at the earliest opportunity should you wish to withdraw from the 
study. To withdraw, please contact the lead researcher (contact details are provided below). Please also 
contact the Research Support Office [ethics.hls@coventry.ac.uk] and provide your name and the name of 
the study / researcher so that your request can be dealt with promptly in the event of the lead researcher’s 
absence. You do not need to give a reason. A decision to withdraw, or not to take part, will not affect you in 
any way. 
 
What will happen if I decide to take part? 
You will be asked to engage in an interview and answer a number of questions regarding your experience of 
supporting medical staff treating Covid-19 patients. If it is not possible to conduct a face to face interview due 
to the restrictions placed by the government the interview will take place remotely, using telephone, Skype, 
or another secure videoconferencing application. I would like to audio/video record your responses (and will 
require your consent for this), so the location should be in a fairly quiet area. The interview may take up to 
90 minutes to complete. 



 

 

 

 

184 

Appendix P – Informed Consent Form 
 
 

  

 

Version 05/05/20 
 

INFORMED CONSENT FORM 

 
Exploring the lived experience of clinical psychologists supporting 

medical staff treating Covid-19 patients 
 

Researcher: Malcolm Clayton, Trainee Clinical Psychologist 
You are invited to take part in this research study for the purpose of collecting data on the experience 

of clinical psychologists supporting medical staff treating Covid-19 patients. Before you decide to take 

part, you are asked to read the accompanying Participant Information Sheet. 

 

Confidentiality 
In certain exceptional circumstances where you or others may be at significant risk of harm, the lead 
researcher may need to report this to an appropriate authority. In accordance with the (UK) Data 
Protection Act 2018. This would usually be discussed with you first. 
 
Examples of exceptional circumstances when confidential information may have to be disclosed are: 

- The researcher believes you are at serious risk of harm, either from yourself or others 
- The researcher suspects a child may be at risk of harm 
- You pose a serious risk of harm to, or threaten or abuse others 
- As a statutory requirement e.g. reporting certain infectious diseases 
- Under a court order requiring the University to divulge information 
- We are passed information relating to an act of terrorism 

 
Please ask questions if anything is unclear or if you would like more information about any aspect of 
this research. It is important that you feel able to take time to decide whether or not you wish to take 
part. If you are happy to participate, please confirm your consent by circling YES against each of the 
statements below and sign and date the form.  
 
(Note: Because the consent form is a link file between participant number and name, a second 
participant reference number will be assigned at a later point in order to anonymise the data.) 
 

1 I confirm that I have read and understood the Participant Information Sheet for the 
above study and have had the opportunity to ask questions YES NO 

2 I understand my participation is voluntary and that I am free to withdraw my data, 
without giving a reason, by contacting the lead researcher and the Research 
Support Office at any time up to 31st March 2021 

YES NO 

3 I have noted down my participant number (top left of this Consent Form) which 
may be required by the lead researcher if I wish to withdraw from the study YES NO 

4 I understand that all the information I provide will be held securely and treated 
confidentially  YES NO 

5 I am happy for the information I provide, including my quotes, to be used 
(anonymously) in academic papers and other formal research outputs YES NO 

6 I am happy for the interview to be audio/video recorded 
YES NO 

7 I agree to take part in the above study 
YES NO 

 

Thank you for your participation in this study.  Your help is very much appreciated. 
Participant’s Name  Date Signature 

 
 

  

Researcher Date Signature 

 
 

  

 

Participant No. 
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Appendix Q – Debrief Form 
 
 

 
 

 

Version 04/05/20 
 

 
 

DEBRIEF FORM 
 

Exploring the lived experience of clinical psychologists supporting 

medical staff treating Covid-19 patients 

Thank you for taking part in this study. The purpose of the study is to explore the experience of 
clinical psychologists supporting medical staff treating Covid-19 patients. It is thought that clinical 
psychologists will be involved in supporting frontline healthcare workers in a novel, rapidly 
changing, and demanding clinical environment. Hence there is a need for research in this area. It 
is hoped that this study will support clinical psychologists, as well as the NHS, to better meet the 
specific needs of clinical psychologists and medical staff treating Covid-19 patients. 
 
In writing up the study all data will be anonymised, and your individual data will not be available 
to anyone outside of the research team.  
 
If you wish to withdraw your data, you can do so up to 31st March 2021. To withdraw, please 
contact the lead researcher (contact details are provided below).  Please also contact the 
Research Support Office [ethics.hls@coventry.ac.uk] and provide your name and the name of the 
study/ researcher so that your request can be dealt with promptly in the event of the lead 
researcher’s absence.  You do not need to give a reason. A decision to withdraw, or not to take 
part, will not affect you in any way. 
 
If you would like further information about the study or would like to know more about the results, 
then please contact me on clayto36@uni.coventry.ac.uk. Unfortunately, I am unable to provide 
you with your individual results. 
 
If taking part in this study has raised any specific concerns about your current role or clinical 
practice, then please contact your clinical supervisor or line manager. Alternatively, for more 
general support please contact: 
 

• The British Psychological Society www.bps.org.uk  
• The Association of Clinical Psychologists www.acpuk.org.uk 

• The COVID Trauma Response Working Group www.traumagroup.org 

• Samaritans Tel 116 123 or Email jo@samartines.org   
 
Making a Complaint 
If you are unhappy with any aspect of this research, please first contact the lead researcher, 
Malcolm Clayton, clayto36@uni.coventry.ac.uk. If you still have concerns and wish to make a 
formal complaint, please write to the research supervisors: 
 
Dr Lesley Harrison     Dr Magda Marczak  
Assistant Professor     Lecturer in Clinical Psychology 
Coventry University      Coventry University  
Coventry CV1 5FB     Coventry CV1 5FB  
Email: Lesley.Harrison@coventry.ac.uk  Email: Magdalena.Marczak@coventry.ac.uk  
 
Or the Associate Dean of Research, Prof Nigel Berkeley (email: ethics.hls@coventry.ac.uk) In 
your letter please provide information about the research study, specify the name of the 
researcher and detail the nature of your complaint.  
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Appendix R – Stages of IPA (Smith et al., 2009) 
 
 

 

Step 
 

 

Procedure 
 

Description 
 

1 
 

 

Reading and 
re-reading 
 

 

This included listening to audio recordings whilst 
transcribing. Repeated reading of transcripts ensured 
the participant became the focus of analysis. Narratives, 
patterns of engagement, and meaning making through 
accounts and stories helped develop a ‘model’ of the 
overall interview. Bracketing initial reactions helped 
focus on the data and avoid feeling overwhelmed by 
initial ideas and connections. 
 

 

2 
 

Initial noting 
 

 

This examined the semantic content and language used 
to identify specific ways participants understood and 
talked about specific issues. This produced notes and 
comments on transcripts and helped develop the 
interpretative phenomenological focus of the analysis.  
 

 

3 
 

Developing 
emergent 
themes 
 

 

This involved mapping interrelationships, connections, 
and patterns between transcript notes. Themes were 
expressed as phrases which spoke to the psychological 
essence of the participants meaning making. This is part 
of the hermeneutic circle, where parts of the data are 
interpreted in relation to the whole, and the whole 
interpreted in relations to the parts.    
 

 

4 
 

Searching for 
connections 
across 
emergent 
themes 
 

 

This involved mapping how themes fit together. 
Emergent themes were explored and incorporated, 
merged or discarded. An overall ‘structure’ was 
produced to illustrate the most important aspects of 
participant accounts. 

 

5 
 

Moving to the 
next case 
 

 

Steps 1 – 4 were repeated for subsequent transcripts. 
Bracketing of ideas from previous transcripts was 
important to try to treat each transcript as important on 
its own terms and remain open to new themes   
 

 

6 
 

Looking for 
patterns 
across cases 
 

 

This involved identifying connections between cases to 
identify superordinate and subordinate themes. This 
helped the analysis to move to a move theoretical level. 
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Appendix S – IPA analysis using NVivo 

Following Step One, transcripts were uploaded to NVivo 1.4 for further 

analysis. 

During Step Two, initial noting was undertaken using the NVivo Coding 

function (Appendix T). Here, the Coding function provided descriptive comments with 

a phenomenological focus. They described the things that were important to the 

participant (relationships, events, values, places, processes) and what they were 

like. An approach close to “free textual analysis” (Smith et al., 2009, p.83) was used 

to support a fluid process of engaging with the text. The Annotation function was 

used to record linguistic and conceptual comments. This approach ensured the 

analysis retained an interpretative focus. 

In Step Three, emergent themes were developed by breaking up the narrative 

flow of the interview using the codes from Step Two. Codes were grouped together if 

they were similar using functions Matrix Coding Query (Appendix U) and Explore 

Diagram (Appendix V). The initial codes from Step Two were developed into short 

phrases that more closely captured and reflected the understanding gained through 

analysis and interpretation. This stage involved engaging in the hermeneutic circle 

(Smith et al., 2009, p. 28) moving “back and forth” through different ways of thinking 

about the data.  

The Explore Diagram function enabled themes to be moved around and 

similar themes grouped together (Appendix V) and thus looking for connections 

using abstraction (Smith et al., 2009). Initial themes identified at this stage were 

captured and further bracketing was undertaken using a reflective journal. This 

ensured the idiographic approach of IPA that each transcript could be analysed on 

its ‘own terms’ . 
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Once Steps One through Four were completed for the first interview, the 

analysis moved on to the next transcript and the procedure was repeated, until all 10 

transcripts were analysed. Finally, in Step Six the Matrix Coding Query supported 

looking for patterns or connections across cases using numeration (Smith et al., 

2009; Appendix W) and Hierarchy chart functions (Smith et al., 2009; Appendix X). 
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Appendix T – Step Two: Initial noting 
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Appendix U – Step Three: Developing emergent themes 
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Appendix V – Steps Three and Four: Searching for connections across emergent themes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 

 

 

 

192 

Appendix W – Step Six: Looking for patterns across cases (Part One) 
 
 
 



 193 

Appendix X – Step Six: Looking for patterns across cases (Part Two) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

Can	I	go	back	to	my	day	job

I	don't	know	when	I	can	be	off

Self-care

How	I	cope	with	things

Thinking	about	how	...

Feeling	swamped

Feeling...

Get...

Feeling...

Feeling	...

Expe...Feel...

Feeling	'swamped'

Worrying	about	g...

Being	a	parent

Feeling	pr...Feeling	eng...Feeling	in	c...

Feeling	va...

Naviga ng	change	and	uncertainty

Lost	at	sea

Acknowledging	uncertainty

Things	ha...

Just	making	it	up	as	we	went	along

A	...Working...

Work	be...

Working	strategically

Informa on	overload

Trying	to	...Working	...Being	challenged

Embracing	a	cha...

Re-affirming	professional	iden ty

We	do	something	that's	useful

Follow...Thinking	...

Havi...Ge ng	fe...

Bein...Connec ng	...

Feeling	driven	to	help

Reflec ng

Making	sense	by	telling	a	s...

Refle...

Suppor ng	others

A	bal...Thinking	ab...

Being	visibleSuppor ng...

Suppor ng	staff	. ..

Suppor ng	other...

Togetherness

Avoiding	co...

Not	wan ng...Managing	profess...

Be...

A	sense	of	dutyBeing	a	leader

Being	part	of	a	system

Feeling	supported	by	...

Being	listened	to

Being	supported	by	th...

Being	supervised

Sharing	an	experience	with	others

Iden fying	...Interpre ng	oth...

Being	part	of	a	team

Being	a	part	of...

Feeling	unsupported

Feeling	uncertain...

Feeling	separate	f...

Feeling	uncerta...

Rela onships	with	staff

Staff	

.

..Others	percep ons	of	...

Connec ng	with	fro...
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Appendix Y – Additional Quotes (Empirical) 
 
Superordinate Theme – Re-affirming professional identity 

Subordinate Theme – “…We do something that’s useful…” 

“It doesn’t matter if you’re from renal, or cancer, or maybe not even in a physical 

health service, maybe you work in CAMHS or maybe you don’t work in the hospital. 

Everyone gets impacted by it. So I think, now you always see a value in your role, 

even though at the start I didn’t think, I would be any use in the first place, because I 

work in ICU, but, only for major trauma patients, not for respiratory patients, I know 

nothing about it. But then of course you realise that your skills are transferable, and 

psychologists are helpful even though we don’t always think we’re very helpful.” 

(Lucy, lines 198-205) 

 

“Every day I feel really incredibly lucky to be at the job where I am. I feel like it’s been 

more positive for me. It feels like priorities have shifted, and you realise what’s 

important and to be more grateful for what I have.” (Lucy, lines 342-344) 

 

“And that’s…I think…that's something…I really noticed about being a shift in the 

way…I work. I think I've spoken about it with my psychology colleagues as well, I 

think….usually, as psychologists, we do like to take our time and…consider things.” 

(Alice, lines 146-148) 

 

“I think the urge was to go charging in…and I know some people have straight away 

put in, maybe in the acute world, the critical care wards and very much right there at 

the start. I’d say I wanted to take a slightly different approach, much more quietly 
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introduce the service and let people know the support was there. You know, they 

might not need it now but they need it later.” (Michelle, lines 92-96) 

 

“Because it's been awhile…and I think you get, hopefully, I suppose in a career, get 

quite…not comfortable but more familiar with what you're doing. So it seems 

more…routine, it seems more automatic and it feels much more…kind of 

manageable. But then that consideration of changing…and going to do something 

different like…professionally at work, yeah it was a little bit anxiety provoking, but at 

the same time quite exciting.” (David, lines 279-284) 

 

“So, I’ve done really interesting stuff. So, we had, we did have staff death in one of 

the hospitals. So I was supporting bereaved staff and the managers around that. I 

did the first tranche of psychoeducation. So what we thought was actually the way to 

get to everybody, was to have a very clear education pack that went up on the walls 

and all the areas. There was a little video that I did, we posted on the Trust website, 

and things like that. So making sure that we had psychoeducation in there. I’ve done 

mindfulness, I’ve done ward walks, I’ve done…drop-ins, group sessions, teaching, 

training. Whatever it was that people have felt they needed” (Julia, lines 120-128) 

 

“I suppose it's…the covid pandemic hasn't changed, but it’s maybe reminded me of 

some of those things. That actually…there are things that psychology can do, not 

that aren't just about sitting in an office…with the patients that you see. There is, you 

know, there are ways in which psychology can influence organisations or ways in 

which psychology can…influence society…as a whole.” (Thomas, lines 599-603) 
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Subordinate Theme – Togetherness – “…we are part of this family together, a 

battalion together.” 

“So so I was very…keen, and very eager…not to be working from home…in that kind 

of role, but wanting to offer myself to redeploy, into services that were that were 

delivering hands on care to patients, and to try to use that as a way to provide and 

deliver care and support to staff…” (Martin, lines 94-98) 

 

“So from being a very disparate group of psychologists with various pots of money in 

different services, the context was suddenly that we managed to kind of pull together 

as a team, underneath a strategy for managing staff and covid and everything else 

that was likely to happen.” (Julia, lines 102-106) 

 

“…my colleagues in the hospital, who I have been serving for the last three years, 

they were going to have to step up and potentially lose their lives, to set up and treat 

this. Actually, going home and saying, “Well I can work from home, I can work 

remotely”, it just, it was not an option.” (Julia, lines 502-505) 

 

“So, I think when you've got a psychologist imbedded in a team, we quite naturally fall 

into…not formalised staff support, but helping teams to, to process…operational 

reactions towards the work that we do, and , and by default, are often the folk that the 

teams come to for a bit of help…when the going…gets tough…” (Alice, lines 306-310) 

 

“I think, I've made really, really strong connections with lots of different people, 

nationally as well…who work in my field. And they’ve had similar experiences too…” 

(Rachel, lines 438-443) 
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Superordinate Theme – Navigating Change and Uncertainty  

Subordinate Theme – “Lost at sea” 

“…I think a lot of psychologists…got left out…got left behind from, and I think those 

that didn’t have the confidence to speak out, or to assert themselves, may be 

continued to be a bit ‘lost at sea’ with in terms of their role…” (Martin, lines 256-259) 

 

“Yeah, and I think even though it was really hard to remember that sometimes, in the 

early days, you know, it was very difficult…but……it never, it never really felt out of 

control, it was just…it was just uncertainty…and that's a mixture isn't it, of excitement 

and…and maybe a bit of…a bit of fear as well…” (Sarah, lines 473-476) 

 

“So it's a kind of unknown…But in that…position of feeling…really engaged and 

really valued, but also not knowing exactly what the right answer is.” (Rachel, lines 

163-164) 

 

“I can stay grounded but it took more effort to stay grounded. Because things were 

so changeable. So I think…that was hard, like, the busyness was there and I think a 

lot of uncertainty.” (Luke, lines 365-367) 

 

“I always say to my team, you know, there’s always something, there’s always a new 

surprise that a group throws up, a question that you’ve never answered before, or a 

challenge that we've never been able to, under before, so…I think I’m…fairly 

comfortable with…uncertainty…So just going, kind of going along with things that 

can happen (laughter).” (Alice, lines 342-347) 
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“Yeah, gosh. Lots of change. Things were changing very quickly. Sometimes within a 

day, but usually every day…” (Luke, lines 358-359) 

 

“And, and because things change so quickly, like things weren't still for one week. 

So…it was…you know, one night I might be thinking, “I can't do this, I can't cope with 

this”, but you know, 12 hours later there’d be some new advice, and something 

would have changed, and so it was never…Things weren't…stagnant, for long 

enough, for it to…for it to have a long-term effect kind of thing…” (Sarah, lines 462-

467) 

 

Subordinate Theme – “…just making it up as went along…” 

“…So…that role, that patient facing role changed…and there was a lot of prepping 

with staff…and thinking about how they were going to cope and manage as well. 

And we were all thinking the same, how are we going to cope and manage.” (Rachel, 

lines 128-131) 

 

“Much of our work…was quite easy to…change to remote working. So we were quite 

quick to…adopt, kind of…making a lot of our patients, and perhaps all our patients 

across the Trust, went to…especially psychology outpatients went telephone and 

video conferencing…” (Thomas, lines 418-421) 

 

“We know we’re not going to be running our usual services…So…it, it feels like 

it’s…it’s grown quite organically.” (Alice, lines 67-68) 
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“I think sometimes when I don’t feel very clear, I just have to remind myself that it’s 

part of a psychologists’ job to not have a clear picture in the first place. We readily 

start assessments, interventions without knowing the full picture. And I think 

sometimes I just need to remind myself that it’s a similar process when you do staff 

support.” (Lucy, lines 537-540) 

 

“And I had this kind of pent up energy like, “I wanna get stuck in”, “I wanna help”, “ I 

wanna see what I can do”, but to start with, you know, I was thinking, “How we 

gonna do it?”, “What's it gonna be like?”.” (David, lines 169-171) 

 

Superordinate Theme – “Can I go back to my day job?” 

Subordinate Theme – “Feeling swamped” 

“And I'm sure staff were having to do that as well, with, you know, what PPE do we 

wear today and what do we wear tomorrow. What email actually is the up to date 

advice and what isn't. I think I was going through that in my own way. But it was kind 

of, what I put in place to help me feel ground, shifted…And I had to 

then…think…extra about that. And then deal with the emotional fallout, I guess. 

Maybe a bit more anxiety, a bit more frustration…just feeling overwhelmed.” (Luke, 

lines 375-380) 

 

“I mean I think me along with lots of other people sometimes we even didn’t know 

what day of the week it was. If you’d had said, what’s today, I’ve had said um…and 

lots of people were saying that. There’s so much stuff to do.” (Michelle, lines 223-

226) 
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“I supervise the Head Chaplain in the Trust. We were sharing a bit of a wobble, he 

probably won’t want me saying this (laughter). And I said, “Are you having a sense of 

this feeling?” And what he said back to me, which was a bit of a (gasp) moment, was 

“Are you feeling the pressure?” (laughter). Yes I am.” (Julia, lines 562-566) 

 

“…it was just last week it just felt like “Oh my God, this is enormous” I felt like I was, 

the expression I think I used supervision was, “I'm holding the whole Trust. All 

10,000 people. Including even the Chief Executive” and that just, you know, 

sometimes you just think (gasp).” (Julia, lines 576-579) 

 

“I think it was…yeah…exhausting. But…there wasn’t time to be exhausted. I think it 

was…you had to stay ‘on’, you had to stay alert…a lot of the conversations I have 

with staff, and the support, were about kind of about that sympathetic nervous 

system really kind of, being on all of the time. And then having to work extra hard to 

try and switch into para…and…oh yeah exhausting, but not…but I couldn't be 

exhausted, if that makes sense…” (Luke, lines 400-405) 

 

Subordinate Theme – “I don’t know…when I can be off” 

“I guess I noticed a bit early on…probably in the stage before…we started doing the 

staff support, that my mind…was quite active at home, thinking about the staff 

support…” (David, lines 729-731) 

 

“Somehow I found myself…I think the thing, the other thing that I've noticed is 

that…I've been telling a lot of, not telling, I’ve been, kind of suggesting to a lot of my 

colleagues and a lot of…patients that I've seen to kind of, you know, limit their use of 

social media…don't, you know, don't, don't be on the…BBC News app all day 
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long…Yet, I'm sort of, coming home, have been religiously looking at…the BBC and 

the Guardian every hour to get an update. Oh, what's happened here, what the, 

what’s going on elsewhere in the world.” (Thomas, lines 771-777) 

 

“When a lot of staff were talking in the early stages about not being able to sleep, I 

certainly…yeah, I… said “I'm right there with you, on that”, so just finding my head so 

full at the end of the day, just not being able to sleep, or waking up in the middle of 

the night, not able to get back to sleep. Weird dreams, I have those too…” (Alice, 

lines 540-544) 

 

“A lot of the time I’m also having to read up and keep up to date, as well. So, it’s 

quite schizophrenic really, it’s quite split.” (Michelle, lines 299-301) 

 

“I need some separation…as me, [Name], I need that separation, now. I don't know 

how I'm going to get that…so that’s a, a conundrum to work on…But to, for me to be 

the psychologist, I will need a, to give me a break from being a psychologist, for a 

little bit.” (Rachel, lines 1,022-1,025) 


	Clayton, M (1840331) Final Thesis Submission.pdf
	List of Appendices
	List of Abbreviations
	Acknowledgements
	Declaration
	Summary
	Chapter I: Literature Review
	Abstract
	Introduction
	Previous Reviews
	Rationale and Aim

	Methodology
	Literature Search
	Inclusion and Exclusion Criteria
	Classification of Studies
	Quality Assessment
	Characteristics of the Literature
	Analytic Review Strategy

	Results
	Critique of Studies

	Discussion
	Summary of findings
	Strengths and Limitations
	Clinical Policy and Practice Implications
	Further Research

	Conclusion
	References
	Chapter II: Empirical Paper
	Abstract
	Introduction
	Rationale and Aim

	Methodology
	Research Design
	Inclusion and Exclusion Criteria
	Materials

	Procedure
	Ethics
	Recruitment
	Data Collection
	Participants

	Analysis
	Validity
	Reflexivity


	Results
	Discussion
	Strengths and Limitations
	Clinical Policy and Practice Implications
	Future Research

	Conclusion
	References
	Chapter III: Reflective Paper
	Conclusion
	References
	Appendices
	Editorial Aims and Scope
	Manuscript Submission and Review
	Manuscript Preparation and Style
	Tables
	Figures and Legends
	Copyediting and Page Proofs
	Author Language Services
	Originality and Copyright
	Conflicts of Interest
	Funding Statement



