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Overview

This portfolio thesis consists of three parts: a systematic literature review, an empirical paper
and appendices. The thesis seeks to explore the positive experiences associated with well-

being in healthcare professionals working in the intensive care unit.

Part one- Systematic Literature Review

The systematic literature review explored well-being in healthcare professionals working in
the intensive care unit. A systematic review of the literature identified twelve qualitative
studies which met the inclusion criteria. A thematic synthesis was conducted to bring
together the studies and a Critical Appraisal Skills Programme (CASP) assessment tool was
used to evaluate the quality of the studies. Three analytical themes were identified: managing
challenges, finding meaning and feeling supported at work. The findings showed that well-
being is multi-faceted and intensive care staff use a range of resources inside and outside of
work at the individual, team and organisational level to maintain their well-being. Clinical

implications and areas for further research are explored.

Part two-Empirical Paper

The empirical paper explored how healthcare professionals working in the intensive care unit
experience thriving and whether this is associated with relational support at work. A
qualitative Constructivist Grounded Theory (CGT) methodology was utilised to generate a
theory with clinical implications for supporting staff well-being at work. Twenty participants
took part in semi-structured interviews. Four superordinate categories of challenge, energy,
support and access emerged to describe how intensive care staff experience thriving at work.
The findings also indicate that thriving was closely related to relational support at work as

individual thriving was found to contribute to more integrated multi-disciplinary team



working. The findings are discussed in the context of previous literature. Clinical

implications and recommendations for future research are discussed.

Part three- Appendices

The appendices provide additional information which support the systematic literature review
and empirical paper. This also includes consideration of the role of the researcher which is

discussed within a reflective and epistemological statement.

Total word count: 36,805 (including tables, figures, appendices and references)
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Abstract
Background: Most research exploring intensive care staff experiences of work has focussed
on negative outcomes such as burnout. However, much can be learned about how to support
staff by exploring well-being. This review aimed to explore the positive indicators,

experiences and resources associated with well-being in intensive care staff.

Method: The CASP methodological quality assessment tool was used to critically evaluate
the strength of the studies and their ability to answer the review questions. A thematic

synthesis organised the findings from qualitative studies which met the inclusion criteria.

Findings: Twelve papers were included. Three analytical themes were identified: managing
challenges, finding meaning and feeling supported. This showed that intensive care staff use
a range of strategies and skills inside and outside of work to maintain their well-being;

however, well-being also depends on support from colleagues and employing organisations.

Conclusions: This review indicated that well-being in intensive care staff is complex and
multi-faceted. Despite a lack of research exploring the positive aspects of working in the
ICU, it also highlighted how healthcare organisations can improve systems of staff support

by optimising what intensive care staff say is important to their well-being at work.

Keywords: Intensive care, critical care, healthcare professionals, staff, well-being, positive,

experiences, resources, strengths, thematic synthesis, systematic review.
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Introduction

The Boorman (2009) Review stated that “All National Health Service (NHS) Trusts
[need to] put staff health and well-being at the heart of their work™ (p.12). The dominant
understanding of well-being in intensive care staff has come from looking at and reviewing
quantitative studies measuring factors such as burnout, compassion fatigue and moral distress
(Chuang et al., 2016; Prentice et al., 2016; Van Mol et al., 2015). However, focussing only on
the negative outcomes for well-being may perpetuate an image of the intensive care unit
(ICU) as a place that people would not want to work, despite the many positive aspects which
should be acknowledged (Galuska & Bursch, 2020). To move away from this problem-
focussed view, it is important to explore more of what is perceived to already be going right
in the ICU (Costa & Moss, 2018).

Positive psychology is the study of positive factors that strengthen the likelihood of an
individual experiencing well-being as a desirable state (Fredrickson & Losada, 2005;
Seligman & Csikszentmihalyi, 2000). A second wave positive psychology (2WPP) approach
views well-being to be a dynamic relationship between positive and negative experiences, on
a continuum from well-being and flourishing to ill-being (Gable & Haidt, 2005; Lomas &
Ivtzan, 2016). Well-being is a multi-dimensional construct comprising affective and
psychological components (Ryan & Deci, 2001; Schotanus-Dijkstra et al., 2016). Both
hedonic and eudaimonic perspectives are combined within the PERMA model (Seligman,
2011) which views well-being as positive emotions, engagement, relationships, meaning and
accomplishment. Galuska and Bursch (2020) demonstrated how PERMA maps onto the
experiences of intensive care staff; however, these findings were based on a secondary
analysis of interviews with nurses (Galuska et al., 2018) which did not report specifically on
the number of intensive care staff within the sample. The PERMA model may have value in

considering how intensive care staff continue to manage the demands of their work
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environment, as the Job-Demands Resources Model (J-DRM) (Demerouti et al., 2001)
indicates that personal resources such as optimism are also job resources which help
employees to do their job even when demands are high (Bakker & Demerouti, 2017).

In a recent review, Jarden et al. (2020) explored factors strengthening the well-being
of intensive care nurses and identified only four relevant studies with the broad term of ‘well-
being’ in the title. Arguably, this may not have captured the full range of experiences that
relate to the well-being of intensive care staff, given the focus on nursing, the multi-factorial
nature of well-being and because experiences of well-being are contextually defined.

Jarden et al. (2018a) found that intensive care nurses rated feeling valued, respected
and supported as most essential to their well-being at work and more important than being
stress free. More needs to be done to learn from intensive care staff about the strengths and
positive experiences which help them to cope at work even during the most challenging times
(Cameron, 2008; Parsons, 2008). Understanding what constitutes well-being is important for
helping healthcare organisations to increase their effectiveness as knowing where and how to
direct their resources to support intensive care staff to stay well at work is important for
contributing to reduced stigma, staff sickness and staff turnover (Bajoreck & Holmes, 2020;
Cameron et al., 2011; Cutler et al., 2020; Pearson, 2019).

The definition of individual well-being for this review was taken from Dodge et al.
(2012), “when individuals have the psychological, social and physical resources they need to
meet a particular psychological, social and/or physical challenge” (p.230). When
experiencing well-being, intensive care staff are viewed to be able to fully engage with and
enjoy their job. As a result, the likelihood of feeling able to manage workplace stressors and
experience positive outcomes (e.g. job satisfaction) is increased and negative outcomes (e.g.

burnout) are decreased.

The following research questions were developed:
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1. What indicators of well-being exist amongst intensive care staff?
2. What are the positive lived experiences and personal resources which intensive care

staff use to maintain their well-being at work?
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Methods

Search Strategy

A systematic search of the literature up to and including March 2021 was conducted
using four electronic databases on EBSCO Host: Academic Search Premier, MEDLINE,
PsycINFO and CINAHL Complete. These databases were chosen to cover multidisciplinary
areas which may all have conducted research into the experiences of intensive care staff. In
addition, EThOS was searched for unpublished studies from doctoral theses. To ensure that
all relevant articles were included, further eligible articles were accessed by manually
searching the reference lists of included articles and journals within the topic area. To prevent
replication of previous work, a search for existing review articles was conducted and
identified two similar but unrelated reviews (Adams et al., 2019; Jarden et al., 2020) on well-

being but in intensive care nurses and without clear conceptualisations of well-being.

Search Terms

The search terms were generated by exploring the abstracts and titles of existing
literature and by identifying keywords and search terms in the databases to ensure that all
variations in terminology were included. Indicators of well-being were chosen by exploring
the positive psychology and well-being literature (e.g. Carr, 2011; Jarden et al., 2018a;
Leamy et al., 2011; Ryff, & Singer, 2008; Seligman, 2011). Although there are social
components to well-being (Keyes, 1998), the chosen search terms did not include these
factors owing to the review focus on individual well-being. In addition, terms which were too
broad and brought up too many unrelated studies, either owing to being more quantitative
terms or too medically focussed, were excluded. The search terms were then reviewed by two
research supervisors who are clinical psychologists and a research librarian experienced in

conducting systematic literature reviews. The final list of search terms is in Table 1.
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Table 1

Search Terms

(staff OR worker* OR professional* OR practitioner* OR personnel OR doctor* OR
intensivist* OR consultant* OR physician* OR nurs* OR therapist* OR allied health OR
dietician OR pharmacist OR psych* OR multi-disciplin®*) N5 ("intensive care” OR ICU OR
"critical care” OR CCU OR "high dependency" OR HDU OR "intensive therapy” OR
“intensive treatment” OR ITU OR "neonatal intensive care" OR NICU OR "p#ediatric

intensive care” OR PICU)

AND

accept* OR accomplish* OR achiev* OR appreciat* OR authentic OR autonom* OR
commit® OR “compassion satisfaction” OR content OR empath* OR empower* OR engage*
OR enthusias* OR flourish* OR flow OR gratitude OR growth OR happy OR hope OR
humour OR innovat* OR joy OR love OR mastery OR meaning OR optimis* OR passion*
OR pleasur* OR positiv* OR pride OR purpose OR resilien* OR respect OR strength OR

trust OR thriv* OR well#being

Owing to the large number of articles that were not relevant to the research question,
only articles that featured these search terms within their titles and met the inclusion criteria
were reviewed. Limiters were applied to peer reviewed, academic journals and English

language only.

Inclusion and Exclusion Criteria

The inclusion and exclusion criteria alongside a rationale for each decision is

provided in Table 2 and Table 3.
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Table 2

Inclusion Criteria and Rationale

Inclusion Criteria

Rationale

Population: Any healthcare professional
within the multi-disciplinary team working
in a clinical role which involves directly
caring for patients

Context: Working in the ICU across any
setting including adult/child/surgical etc

The review aimed to explore the impact on staff well-
being of providing critical care treatment to patients in the
ICU. Most studies have focussed on the impact on nurses
but as few studies have explored the positive impact of
working in the ICU, no limit was put on professional

designation or type of ICU as the ICU team is diverse.

Outcome: Indicators of well-being (e.g.
hope, joy) in intensive care staff as reported

from a staff perspective

The review aimed to explore how individual intensive
care staff relate to themselves and talk about their own
personal experiences of well-being at work rather than
how they evaluate the well-being of others including the
team, patients or relatives. Studies were also included if
they referred to both indicators of well-being and ill-being

but only where well-being was the primary focus.

Language: English

As English is the only language that the researcher can

understand and read.

Date Range: No limit

As this type of review has not been done before and a
relatively small number of articles were identified without

a limit on date.

Study Design: Qualitative

The review aimed to explore indicators, lived experiences
and resources associated with well-being and detailed
information about experiences are more likely to be

captured in qualitative studies.

Study Type: Only full-text, primary
research articles and published in an

academic peer-reviewed journal

The review aimed to explore empirical studies which ask
a research question, explore the topic of interest and report

on a set of findings.

Unpublished Dissertations/Theses

Relevant unpublished work was available and explored as
the researcher was already aware of a doctoral thesis from
Allen (2017) which helped to answer the review

guestions.
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Table 3

Exclusion Criteria and Rationale

Exclusion Criteria

Rationale

Population: Staff without any clinical work
experience of caring for patients

Context: Working in departments of the
hospital outside of the ICU without any regular
input into the ICU

The review aimed to explore the well-being of
healthcare professionals in response to the emotionally
demanding clinical tasks of caring for patients and
supporting families at work in the ICU. Therefore, any
studies which looked at the impact on staff working in
non-clinical roles or a role that does not involve working

in the ICU were not included.

Outcome: Indicators of ill-being (e.g. burnout,
compassion fatigue) in intensive care staff
when not also accompanied by an indicator of
well-being and when the main focus of the
study is the well-being of patients or family
members being explored from the staff
perspective and not staff well-being from a

staff perspective

The scope of the review was focussed on indicators of
well-being not indicators of ill-being. Studies were not
deemed relevant if they explored the well-being of

patients, families or the team as the review focus is on

individual staff well-being.

Language: Any non-English

As there was no provision for translation.

Study Design: Quantitative and Mixed

As quantitative studies are often focussed on gaining
objective measurements of a phenomenon; whereas in-
depth experiences can only be gained from qualitative

studies which was the focus of the review.

Studies that measure the effectiveness of an

intervention aimed at increasing well-being

The review aimed to explore staff experiences of well-

being and not their experiences of interventions.

Study Type: Secondary research articles and
articles that are not published in a peer-
reviewed journal. All papers that are abstracts,
literature reviews, meta-analyses,
commentaries, letters, editorials, reports,

conferences, grey literature, case reports.

As the review aimed to explore original, primary
research articles and secondary research is beyond the

scope of the review.
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Article Selection

From the electronic database search, 787 articles were found (see Figure 1 for
PRISMA flow diagram). After applying limiters and removing duplicates, this resulted in 363
articles. Screening of titles, abstracts and then full-text articles found seven articles which
met the inclusion criteria. Combined with five articles identified from hand searching
reference lists of the seven articles, this resulted in the final 12 articles which were reviewed

(see Appendix B for list of excluded articles).

Figure 1
Article Selection Summary (The Preferred Reporting Items for Systematic Reviews and Meta-

Analyses (PRISMA) Flow Diagram) (Moher et al., 2009)
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Identification

Screening

Eligibility

Included

Records identified through electronic database searching on EBSCO Host using the key search terms
in the title only field

(n=787)

Academic Search MEDLINE PsycINFO CINAHL Complete
Premier (n=240) (n=78) (n=331)
(n =138)
A A A A

Records after limiters of academic journal, peer-reviewed and English language are applied

(n = 657)

A

Records after duplicates are removed

(n = 363)

\4

Records screened by titles (n =99)

\ 4

Records excluded based on the following criteria:
studies focussed on ill-being
(n=264)

A\ 4

Records screened by abstracts (n =11)

Records excluded based on the following criteria:
quantitative, patient or family well-being not staff,
evaluation of intervention/training program and
inappropriate study type
(n=88)

A4

Full-text articles assessed for eligibility
(n=7)

Records excluded based on the following criteria:
more focussed on caring for patients or family not
staff (Fowler, 2020; Gelling et al., 2002) focus on
perceptions of end-of-life care (Borhani et al., 2014)
and critical incidents (Harvey & Tapp, 2020)
(n=4)

A 4

Records obtained from manual search of

reference lists (n= 24)

Records excluded based on the following criteria: not
focussed on staff well-being, main focus on death,
end-of-life care or ethical decision making and study
type
(n=19)

Studies included in the final qualitative
synthesis: (n=7) from database searching and
(n=5) from reference lists
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Quality Assessment

The quality of the studies included in the final review were assessed using the Critical
Appraisal Skills Programme (CASP, 2018) qualitative research checklist (Appendix C). The
purpose of the checklist met the review aims because it comprises ten questions each
designed to critically assess the quality of qualitative studies. Following scoring (see
Appendix F for guidelines), an overall quality rating score out of 10 was assigned to each
paper by taking the sum of all the answers of ‘yes’. Although there is no specific guidance
within the CASP on how to interpret the quality, within the review an overall score of
between 8-10 was regarded as ‘very good quality’ (Long et al., 2020). No papers were
excluded based on the overall scores as all studies contributed something beneficial to the
review and provided a useful insight into the quality of research that had been conducted
around well-being within intensive care staff.

The CASP was chosen over other alternative checklists because it has been well-
utilised for other reviews of qualitative studies in health and social care research (Dalton et
al., 2017) including within intensive care (Jarden et al., 2020; Vanderspank-Wright et al.,
2019). In addition, CASP is useful because it uses the same scoring system for each question
and a total score can be calculated for each question.

To check rater reliability, six papers (three of the highest and three of the lowest
scores) were rated by a peer reviewer, blind to the original ratings. The percentage level of
agreement was 86%. Any discrepancies were discussed until there was shared agreement
about the final rating. Due to the high level of agreement, the remaining sample was not peer

reviewed.

Data Extraction
Relevant information was extracted from each study using a bespoke data extraction

form (see Appendix D). The tool was developed through consideration of the information
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that was needed to generate an overview understanding of the key features of each of the
included articles and answer the review questions. The information collected included the
authors(s), year of publication, research aims, indicator of well-being and definition,
population and sampling, ICU setting and location, design, qualitative method of analysis and

key findings in respect to the review questions.

Data Analysis and Synthesis

The findings from the included studies were analysed using thematic synthesis, which
was developed by Thomas and Harden (2008). This was deemed most appropriate for
answering the review question and for synthesising only qualitative studies using an
inductive, interpretive approach (Dixon-Woods, 2005). Although there is some divergence
across the articles in aims and how each study conceptualised well-being, the studies were
mostly homogenous in their underlying concepts, sample, method of data collection and
analysis. Thematic synthesis was used to identify and summarise the findings from each
article, explain the links between study findings and use this new perspective to build on
existing theory.

The thematic synthesis (Thomas & Harden, 2008) was conducted by first line by line
reading of the ‘findings/results’ sections for each of the articles. Particular attention was
given to the direct quotations which provided some insight into the raw data collected.
Following this, the findings were re-interpreted in line with the review aims. Important parts
deemed relevant to positive experiences of well-being were highlighted and all data was
given initial codes which attached new meanings to the findings. Similarities and differences
between the codes from each study were compared and integrated. This resulted in the most
frequent codes within each study being compared to identify the most frequent codes across

the included studies in the review. New codes were developed to build into descriptive
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themes which were supported by direct quotations. Analytical themes were then generated to
address the review questions, and this formed the basis of a theoretical understanding of well-
being within intensive care staff. Initially both review questions were approached separately
and then combined as a whole. Themes were adjusted until there was found to be no cross

over between them and all were strongly supported by the included studies.
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Results
Descriptive Overview of the Characteristics of Included Studies

The twelve included studies (see Table 4) were published between 1999-2020, with
only four published before 2015 (Jahantigh et al., 2014; Mealer et al., 2012; Thornton &
White, 1999; Wahlin et al., 2010). Several countries were represented: three from Australia,
two from the United States of America, two from the United Kingdom and one study each
from Switzerland, Canada, New Zealand, Sweden and Iran.

All articles captured intensive care staff experiences of maintaining their well-being.
However, only two studies directly investigated the concept of well-being/self-care (Jarden et
al., 2018b; Siffleet et al., 2015; Wei et al., 2020). All studies explored how intensive care
staff managed a challenging work environment, where burnout is a problem. One study
explored the impact on ethical practice (Deflippis et al., 2020) and three studies focussed on
the delivery of best care (Jahantigh et al., 2014; Jakimowicz et al., 2017; Jones et al., 2016).

The total number of participants across the articles was 384. Sample sizes ranged
from seven to 171 participants. Eight papers included only intensive care nurses; one with
intensivist doctors (Allen, 2017) and two with both doctors and nurses (Wahlin et al., 2010;
Wei et al., 2020). Across all studies, the number of nurses was 362 and doctors was 22.

All studies reported on participant gender which were predominately female, with 321
women and 82 men. This number is higher than the total participant number because Jones et
al. (2016) reported on the overall gender split within the sample of 190 rather than on the 171
participants who provided consent to be involved. Six studies collected information about
participant age and of those, five reported the age ranges, which across the articles was
between 25 to 63 (Jahantigh et al., 2014; Jarden et al., 2018b; Mealer et al., 2012; Siffleet et
al., 2015; Wahlin et al., 2010). Of those studies that did report years of experience working in

the ICU, the range was between one to 35 years (Deflippis et al., 2020; Jackson et al., 2018;
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Jahantigh et al., 2014; Jakimowicz et al., 2017; Mealer et al., 2012; Siffleet et al., 2015;
Wahlin et al., 2010). Only four studies reported on other demographic factors (see Appendix
E for further details).

The most common sampling methods used in ten studies were purposive and
convenience. The other sampling methods used in order of frequency were theoretical (Allen,
2017; Deflippis et al., 2020; Siffleet et al., 2015) and snowballing (Jackson et al., 2018). Four
papers used a combination of these methods (Allen, 2017; Deflippis et al., 2020; Jackson et
al., 2018; Siffleet et al., 2015). Two studies did not report sampling method but were
assumed to use convenience sampling (Jahantigh et al., 2014; Jones et al., 2016). Ten papers
used interviews for data collection, one used open-text boxes on a questionnaire (Jarden et
al., 2018b) and one used post-it notes (Jones et al., 2016).

Grounded theory was utilised as a method of data analysis by five studies, thematic
analysis by three studies (Jarden et al., 2018b; Jones et al., 2016; Mealer et al., 2012) and
content analysis for one study (Jahantigh et al., 2014). Two further studies used
phenomenological approaches (Thornton & White, 1999; Wahlin et al., 2010). In addition,
one study used a qualitative descriptive approach which drew upon phenomenological
principles (Wei et al., 2020). Seven studies used an interpretive approach and five a

descriptive approach.
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Table 4

Overview of Studies Included in the Review

Authors (s) Research Aims Indicator of Well-being Population ICU Setting Design Qualitative Key Findings Quality
and Year of and Definition (if and Sampling and Method of Rating
Publication provided) Location Analysis Score
Allen (2017) To understand Resilience — “A dynamic 11 consultant  General Open-ended, Grounded Resilience is part personality and part 10
resilience in process in which an intensivists medical adult face-to-face  Theory learned and it depends on intensivists’
intensivists and the  individual may draw on a ICU across interviews ability to manage clinical and
factors which multidimensional Convenience multiple sites managerial responsibilities at work;
enable them to characteristic in times of ~ and theoretical over four whilst also protecting themselves from
continue managing  adversity, complexity and  sampling University the emotional impact of the work and
the demands of rapid change which Health the challenges.
working in the ICU  allows this individual to Boards in
positively adapt and Wales - UK
thrive” (p. 48)
Deflippis, To explore how Moral Resilience — 16 nurses Five ICU Face-to-face  Grounded Moral resilience involves intensive 10
Curtis and intensive care “Source of inhibition for across Interviews Theory care nurses having self-awareness and
Gallagher nurses manage the  immoral actions and is Convenience multiple sites confidence, as well as mutual respect
(2020) challenges of necessary in order to and theoretical in Southern and appreciation for colleagues. Both
working in the ICU  resist negative external sampling Switzerland factors contribute to nurses feeling
and continue to and internal pressures connected to themselves and others
practise in an when taking a moral and able to manage ethical challenges
ethical manner decision... a distinctive at work.
sense that life is
meaningful” (p. 2)
Jackson, To understand the Resilience — “The ability 11 nurses One medical- Open-ended, Grounded  Workplace adversity is managed 10
Vandall- process of of an individual to adjust surgical ICU  face-to-face  Theory successfully through
Walker, resilience for to adversity, maintain Purposive, in one interviews resilience/thriving or with difficulty
Vanderspank-  intensive care equilibrium, retain some  convenience teaching through burnout/survival. Once aware
Wright, nurses managing sense of control over their  and snowball hospital in of the problem, intensive care nurses
Wishart and adversity at work in  environment and continue  sampling Canada act by protecting, processing, engaging

Moore (2018)

the ICU

to move on in a positive
manner” (p. 29)

and distancing themselves.
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Authors (s) Research Aims Indicator of Well-being Population ICU Setting  Design Qualitative Key Findings Quality
and Year of and Definition (if and Sampling and Method of Rating
Publication provided) Location Analysis Score
Jahantigh, To explore the Hope — “Wanting to 7 nurses Two Semi- Content Hope is related to patient improvement 3
Rezaee and meaning of hope to  realise what is possible... educational structured, Analysis and contributes to intensive care nurses
Razaei (2014) intensive care feeling what you wantto ~ Sampling not  hospitals in face-to-face feeling more able to perform in their
nurses happen... to believe a reported — Tehran - Iran  Interviews role and job satisfaction.
better feeling in the assumed
future... useful for having convenience
a healthy life” (p.106)
Jakimowicz, To explore factors ~ Compassion satisfaction — 21 nurses Two adult Open-ended, Grounded Compassion satisfaction comes from 10
Perry and impacting intensive  “An affirmative element ICU across face-to-face  Theory intensive care nurses feeling supported
Lewis (2017)  care nurse’s ability  of caring providing the Purposive two hospitals  interviews and able to meet expectations. This
to provide ‘feel good’ experience of ~ sampling in Australia experience results in them feeling
compassion- helping another during a more engaged and energised in their
focussed and time of suffering... may work and able to provide good quality
patient-centred care feel a sense of care to patients.
gratification, altruism or
achievement” (p. 1601)
Jarden, To identify factors ~ Well-being 65 nurses Multiple ICU  Two online Applied Intensive care nurses use individual, 8
Sandham, which intensive sites across free-text Thematic team and organisational resources to
Siegert and care describe as Purposive multiple open-ended  Analysis maintain well-being at work. Getting
Koziol- enhancing their sampling hospitals in questions distance from work and feeling
McLain workplace well- New Zealand supported and valued by colleagues
(2018b) being and the organisation are important.
Jones, Winch,  To explore factors ~ Compassion — “Being 171 nurses One general- Comments Thematic The organisation is important in 9
Strube, which enable and moved by another’s (total 190 but ~ medical- from sticky ~ Analysis providing nurses with access to
Mitchell and disable intensive suffering and wanting to 19 did not surgical- ‘post-it’ supportive relationships, agreement
Henderson care nurses to help” (p. 3138) consent) trauma ICU  notes within the team and good rapport with
(2016) provide in one patients and families inside of work, as
compassionate care Sampling not  hospital in well as being able to use previous
reported — South-East experiences and balance the demands
assumed Queensland of home life outside of work.
convenience — Australia
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Authors (s) Research Aims Indicator of Well-being Population ICU Setting  Design Qualitative Key Findings Quality
and Year of and Definition (if and Sampling and Method of Rating
Publication provided) Location Analysis Score
Mealer, Jones  To identify how Resilience — “The ability 27 nurses Multiple ICU  Semi- Thematic Resilience in intensive care nurses is 8
and Moss intensive care to maintain healthy and sites — structured, Analysis used to manage workplace challenges
(2012) nurses who are high stable psychological Purposive medical, open-ended, and is influenced by their worldview,
in resilience functioning despite sampling surgical, telephone social network, cognitive flexibility
manage work in the exposure to extreme cardiac, interviews and self-care. Resilience involves the
ICU compared to stressors” (p. 1446) cardiothoraci use of positive coping mechanisms
nurses diagnosed as ¢ and inside of work and strategies outside of
having post- paediatric in work including optimism, humour,
traumatic stress multiple positive reframing, spirituality and
disorder (PTSD) hospitals in distancing from work.
the USA
Siffleet, To explore how Emotional well-being 15 nurses One surgical- Semi- Grounded  Well-being contributes to satisfaction 8
Williams, intensive care medical- structured, Theory in intensive care nurses when they feel
Rapley and nurses maintain Purposive and  neurological- face-to-face able to provide best patient care which
Slayter (2015)  their emotional theoretical trauma and interviews includes working autonomously, good
well-being at work sampling cardiothoraci teamwork and using previous
and continue to cICU inone experiences. This alongside feeling
work in the ICU public validated and able to distance
hospital in themselves from the emotional impact
Western of the work help nurses to protect
Australia themselves from distress and motivate
them to work harder.
Thorntonand  To explore the Humour — “The condition 8 nurses One ICU in Semi- Heideggeri  Humour at work is a way for intensive 10
White (1999)  experience of of being amused or one tertiary  structured, an care nurses to communicate, build
humour in intensive comic... a reactive Convenience teaching open-ended, Phenomeno teamwork and relieve stress at work.
care nurses and experience... sampling hospital in face-to-face  logical The type of humour is unique to the
understand how unexpectedness, surprise, the UK interviews Approach ICU but influenced by personality and

they manage stress

in the ICU
environment

anticipation, incongruity
or incompatibility” (p.
266)

level of experience.
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Authors (s) Research Aims Indicator of Well-being Population ICU Setting  Design Qualitative Key Findings Quality
and Year of and Definition (if and Sampling and Method of Rating
Publication provided) Location Analysis Score
Wahlin, Ek To explore how Empowerment — 8nursesand4 Two general Open-ended, Empirical Intensive care staff feel empowered by 10
and Idvall intensive care staff ~ “Intrinsic task doctors ICU in two face-to-face  Phenomeno feelings that they are doing good and
(2010) experience motivation... to hospitals in interviews logical are confident using their
empowerment energise... four Purposive Southern Psychologi  knowledge/skills to care for patients,
components of impact, sampling Sweden cal Method as well as maintaining good
competence, relationships with colleagues in a
meaningfulness and supportive work environment where
choice/self- the challenges are seen as exciting and
determination” (p. 263) allow for individual development.
Wei, Kifner, To understand the  Self-care — “Finding ways 13 nursesand  One Face-to-face  Qualitative  Intensive care nurses and doctors 8
Dawes, Wei self-care strategies  to replenish, recharge and 7 doctors paediatric interviews Descriptive  maintain their well-being through the
and Boyd used among invigorate oneself” (p. 52) ICU and one Approach development of effective coping
(2020) intensive care Convenience intermediate strategies. Feeling that the work done
nurses and doctors and purposive  care unitin caring for patients is purposeful is
to cope with sampling one found to be most important and
burnout and children’s contributes to staff feeling more
promote well-being hospital in motivated and passionate to perform
the USA their jobs.
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Methodological Quality Assessment of Included Studies

The methodological quality of each paper was assessed using the CASP which can be
found in Appendix F (see Table 3 for quality scores). Eleven studies scored between 8-10
which indicates ‘very good quality” across most included studies. Of those, six were rated
with a maximum score 10/10. One study was rated 3/10 (Jahantigh et al., 2014), mostly based
on recruitment strategy and rigour of data analysis.

Looking at the overall quality, qualitative methodology was deemed appropriate for
each study to meet their research aims which were considered to be clearly defined. Most of
the studies apart from Jahantigh et al. (2014) clearly explained the data collection protocol in
a way that was replicable. Data analysis was also well reported with sufficient detail,
including direct quotations, and important clinical implications which could be identified. In
addition, on the whole, the findings were rich in detail and clearly presented.

The most common reason for lower scores were inadequate reporting of the reflexive
relationship between the participants, the data and the researcher (Jarden et al., 2018b;
Mealer et al., 2012; Siffleet et al., 2015; Wei et al., 2020). Only six studies met the checklist
criteria but even these studies, apart from Allen (2017), lacked a detailed discussion of both
the role of the researcher and how they maintained a reflexive observer position when co-
constructing a shared understanding with participants. Studies using grounded theory were
best at considering reflexivity (Allen, 2017; Deflippis et al., 2020; Jackson et al., 2018;
Jakimowicz et al., 2017; Siffleet et al., 2015). In addition, there was a lack of depth when
reporting on ethical issues. All studies confirmed that they had obtained ethics approval but
four studies which did not meet the criteria neglected to report on other factors such as
informed consent and the potential impact on participants of taking part in the interviews

(Jahantigh et al., 2014; Mealer et al., 2012; Siffleet et al., 2015; Wei et al., 2020).
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Thematic Synthesis of Findings

Three analytical themes, nine first-order descriptive themes and seventeen second-
order descriptive themes emerged from the thematic synthesis of the findings from the
included studies (see Table 5). Further detail about how the themes emerged from codes is
presented in Appendix G. The first order descriptive themes covered the indicators of
individual well-being (i.e. the positive emotions, processes, actions, traits, resources and
strengths which intensive care staff recognised as linked to their well-being) and the second
order descriptive themes covered the positive lived experiences and personal resources
associated with well-being (i.e. the factors intensive care staff used to maintain their well-

being). Direct quotations from participants are included in italics.
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Table 5

Overview of Thematic Synthesis with Representative Studies

Analytical First Order Second Order Descriptive Themes Representative Studies
Themes Descriptive Themes
Managing Strengths of Character Ability to cope Allen (2017), Jackson et al (2018),
Challenges at  (resilience) Protection from difficult emotions  Jakimowicz et al (2017), Thornton

Work

and White (1999), Wahlin et al
(2010), Wei et al (2020)

Positive Outlook
(hope/optimism/
acceptance)

Reflection and reframing
Successful management of end-of-
life care

Allen (2017), Deflippis et al
(2020), Jahantigh et al (2014),
Jakimowicz et al (2017), Jarden et
al (2018b), Mealer et al (2012),
Wahlin et al (2010), Wei et al
(2020)

Getting the Job Done
(confidence/
competence)

Completing clinical tasks
Learning from previous
experiences

Allen (2017), Deflippis et al
(2020), Jackson et al (2018),
Jakimowicz et al (2017), Jones et
al (2016), Mealer et al (2012),
Siffleet et al (2015), Thornton and
White (1999), Wahlin et al (2010)

Engaging in Self-Care
(joy/happiness/
satisfaction)

Physically distancing from work
Activities outside of work

Allen (2017), Jackson et al (2018),
Jakimowicz et al (2017), Jarden et
al (2018b), Jones et al (2016),
Mealer et al (2012), Siffleet et al
(2015), Wei et al (2020)

Finding Instinctive Carer Guided by values Deflippis et al (2020), Jakimowicz
Meaning at (passion/purpose/ Uplifted by positive feedback et al (2017), Jones et al (2016),
Work privilege/pride) Mealer et al (2012), Siffleet et al
(2015), Wahlin et al (2010), Wei
et al (2020)
Making a Difference Contributing to patient Allen (2017), Jackson et al (2018),
(achievement/ progression Jahantigh et al (2014),
empowerment/ Feeling that change is possible Jakimowicz et al (2017), Jarden et
rewarded) al (2018b), Jones et al (2016),
Mealer et al (2012), Siffleet et al
(2015), Thornton and White
(1999), Wahlin et al (2010), Wei
et al (2020)
Feeling Working Together Multi-disciplinary decision Deflippis et al (2020), Jakimowicz
Supportedat  (harmony/ making et al (2017), Jarden et al (2018b),
Work collaboration/ Jones et al (2016), Mealer et al
teamwork) (2012), Siffleet et al (2015),

Thornton and White (1999),
Wahlin et al (2010), Wei et al
(2020)
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Analytical
Themes

First Order
Descriptive Themes

Second Order Descriptive
Themes

Representative Studies

Shared Fun
(camaraderie/
enjoyment)

Socialising away from the bedside
Letting off steam with humour

Allen (2017), Jackson et al (2018),
Jakimowicz et al (2017), Jarden et
al (2018b), Jones et al (2016),
Mealer et al (2012), Siffleet et al
(2015), Thornton and White
(1999), Wahlin et al (2010), Wei
et al (2020)

Moving Forwards
(growth)

Opportunities for professional
development
Formal resources

Allen (2017), Jackson et al (2018),
Jakimowicz et al (2017), Jarden et
al (2018b), Jones et al (2016),

Siffleet et al (2015), Wahlin et al
(2010), Wei et al (2020)

1. Managing Challenges at Work
This analytical theme highlighted the ability of intensive care staff to manage the
practical and emotional challenges within their work environment. Staff demonstrated an
awareness of the demands unique within their workplace and relied on particular attributes,
and the application of specific strategies at work and home to overcome challenges to their
well-being. Four related sub-themes emerged of: strengths of character, positive outlook,

getting the job done and engaging in self-care.

1.1 Strengths of Character
1.1.1 Ability to cope
Several intensive care staff, across different studies, related to the idea that working in

the ICU involved a certain set of attributes perceived to represent resilience as a personality
trait (Allen, 2017; Jackson et al., 2018; Thornton & White, 1999). These attributes were
experienced as developing throughout a person’s life and leading them to work within the
ICU where the associated challenges are viewed as more manageable, but also interesting and
exciting (Allen, 2017; Wahlin et al., 2010). However, different definitions of resilience were

provided across the studies and only Jackson et al. (2018) explicitly asked participants about
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their understanding of its meaning. This calls into question whether the findings were

actually about resilience, or another experience labelled as resilience.

“Resilience is the ability to handle difficult situations with poise and be able to come

back to work the following day” (Jackson et al., 2018; page 33)

1.1.2  Protection from difficult emotions
The ability to disconnect from their emotions whilst at work was perceived by some

intensive care staff to be protective (Allen, 2017; Jackson et al., 2018; Jakimowicz et al.,
2017; Thornton & White, 1999; Wei et al., 2020). Some staff also viewed their ability to
control, hide or ignore emotions at work as part of maintaining a professional identity (Allen,
2017; Jakimowicz et al., 2017; Thornton & White, 1999). However, it is unclear whether the
responsibility of occupying a leadership position impacts emotional expression or
management, as Allen (2017) only recruited consultants and the other studies within the sub-

theme did not address the impact of seniority on well-being.

“I always distance myself from the patient becoming too close...maybe to protect myself”

(Allen, 2017; page 63)

1.2 Positive Outlook
1.2.1 Reflection and reframing
Self-reflection occurred in the context of daily experiences of witnessing trauma and
death at work which were positively reframed (Jarden et al., 2018b; Mealer et al., 2012; Wei
et al., 2020). Being optimistic, hoping for improvements and recalling more positive

memories of patient care was a common experience associated with well-being which
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enabled and motivated intensive care staff to continue at work (Jahantigh et al., 2014; Mealer
etal., 2012; Wei et al., 2020). However, limited information within the studies explained
what this ‘positive attitude’ (Wei et al., 2020) involves or discussed whether it is something
already present within staff or adopted in response to working in the ICU. Moreover, as only
half of the studies within the review and none within this sub-theme transparently described
the role of the researcher, these findings may be vulnerable to researcher bias and may reduce

the robustness of the results.

“I'don’t get down on a lot of things. I let things fall off of me. I try to look on the bright side

of everything ” (Mealer et al., 2012; page 1448)

1.2.2 Successful management of end-of-life care

When hopeful fighting for life was no longer possible, accepting that death cannot be
controlled was perceived by intensive care staff as enabling them to move forward from
challenging end-of-life situations and focus on providing patients with a dignified death
(Allen, 2017; Deflippis et al., 2020; Jahantigh et al., 2014; Jakimowicz et al., 2017; Jarden et
al., 2018b; Mealer et al., 2012; Wahlin et al., 2010, Wei et al., 2020). Holding onto spiritual
beliefs helped some staff to turn these difficult situations into ones with more positive
outcomes (Allen, 2017; Jahantigh et al., 2014; Mealer et al., 2012; Wei et al., 2020). Despite
this, the sub-theme is partly limited in its ability to understand well-being because it is
significantly represented by the study from Jahantigh et al. (2014). Whilst raising important
points around the importance of a positive attitude when faced with patient death, the study
quality and hence the trustworthiness of the conclusions should be questioned because the

findings were not well presented and lacked detail without clear themes.
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“We are doing the best we can and we are doing it with passion, but we aren 't the ultimate

power for anything that is going on” (Mealer et al., 2012; page 1448)

1.3 Getting the Job Done
1.3.1 Completing clinical tasks
Being able to autonomously manage the tasks of a busy workload using expert skills

and knowledge to provide high quality patient care was experienced by intensive care staff as
contributing to increased self-confidence (Allen, 2017; Deflippis et al., 2020; Jakimowicz et
al., 2017; Siffleet et al., 2015; Wahlin et al., 2010). Staff also perceived themselves to be
more competent when they could communicate with patients and families to improve their
understanding of what is happening around them in the ICU (Allen, 2017; Jakimowicz et al.,
2017; Siffleet et al., 2015; Wahlin et al., 2010). Apart from Wahlin et al. (2010), grounded
theory was the chosen method of data analysis and sample sizes were determined by reaching
data saturation. Data saturation indicates that a strong understanding of the research topic
may have been gained as theory is generated directly from data. However, this is a subjective
process which lacks rigour with no clear guidelines and as a result, researchers run the risk of

prematurely ending data collection.

“...the clinical side of things...providing the best care that you possibly can” (Allen, 2017,

page 57)

1.3.2 Learning from previous experiences
Managing previously challenging situations was described by intensive care staff as
important to well-being because finding solutions to problems reduced uncertainty about

facing similar challenges in the future (Allen, 2017; Deflippis et al., 2020; Jackson et al.,
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2018; Jakimowicz et al., 2017; Jones et al., 2016; Mealer et al., 2012; Siffleet et al., 2015;
Thornton & White, 1999; Wahlin et al., 2010). Over time, increased self-awareness and
development of coping strategies were experienced as making it easier for some staff to
maintain their well-being but for others, more responsibility came with more pressure (Allen,
2017; Deflippis et al., 2020; Jackson et al., 2018; Jakimowicz et al., 2017; Siffleet et al.,
2015). A maximum quality rating was attributed to six studies within this sub-theme, and all
were considered to be high quality. Using the CASP quality checklist, this implies that these
studies can reliably answer the review questions. However, this cannot be assumed as each
qualitative study can only provide an understanding of one specific context in time and

therefore cannot be generalised.

“Because this is important to me...how | learn, how | feel that | 'm growing in my tasks and

can manage challenges better” (Wdhlin et al., 2010; page 266)

1.4 Engaging in Self-Care
1.4.1 Physically distancing from work
Intensive care staff strongly identified with the need to physically distance from work

to maintain job satisfaction (Allen, 2017; Jackson et al., 2018; Jakimowicz et al., 2017;
Jarden et al., 2018b; Jones et al., 2016; Mealer et al., 2012; Siffleet et al., 2015; Wei et al.,
2020). Clear boundaries between work and home were ideal but not always possible (Allen,
2017; Jarden et al., 2018b; Wei et al., 2020). Flexibility in being able to take time off work
through annual leave and part-time hours was experienced as necessary for managing long-
term with the workload (Jackson et al., 2018; Jarden et al., 2018b). Three of the studies
within this sub-theme lacked a clear description of ethical issues (Mealer et al., 2012; Siffleet

etal., 2015; Wei et al., 2020), which could indicate a lack of rigour and limits confidence in

37



the interpretations made as it is unclear whether the participants views are their own or

coerced.

“...to keep stepping away from the bedside, because that’s where all the stress is for
me, it’s at the bedside. You need to remove yourself from the situation” (Jackson et al., 2018;

page 33)

1.4.2 Activities outside of work

Connections with family, friends and activities were described by staff as helping
them to rest and enjoy time away from work (Allen, 2017; Jackson et al., 2018; Jarden et al.,
2018Db; Jones et al., 2016; Mealer et al., 2012; Siffleet et al., 2015; Wei et al., 2020). Having
interests such as exercise and journaling were viewed as important for creating separation
from work stressors (Jarden et al., 2018b; Mealer et al., 2012; Wei et al., 2020). However, not
all studies within the review identified outside of work factors as important to staff well-
being. This may result from the variability in study aims which focussed more on workplace
factors and the interview questions being asked; however, only two studies explicitly shared
their interview schedules and were transparent about how data was collected (Allen, 2017;

Mealer et al., 2012; Wei et al., 2020).

“...people who are good at managing stress...have very solid values around stuff outside

worK...which for most people is family” (Allen, 2017; page 69)

2. Finding Meaning at Work

This analytical theme considered how a desire to help other people and contribute to

something worthwhile drives many staff to their chosen careers in the ICU and sustains them
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even despite the challenges. Within this theme, intensive care staff strongly identified with
how doing something good for someone else in a professional capacity enabled them to feel
good on a personal level. Two related sub-themes emerged of: instinctive carer and making a

difference.

2.1 Instinctive Carer
2.1.1 Guided by values
For many intensive care staff, caring was viewed as a privilege which fulfilled an

internal purpose, and this was perceived to be an important value that guided them
throughout their lives (Deflippis et al., 2020; Jakimowicz et al., 2017; Mealer et al., 2012;
Wei et al., 2020). Remaining connected with their reasons for choosing to work in the ICU
was considered important for helping staff to continue finding passion for their jobs
(Deflippis et al., 2020; Jakimowicz et al., 2017; Wei et al., 2020). Caring for others was a
prominent theme found by Wei et al. (2020), although their sample is limited because it
mostly comprised females at one hospital. Furthermore, as the studies within the sub-theme
differed widely in their perception and conceptualisation of well-being from self-care to
resilience, it is unclear how purpose contributes and sustains staff well-being and is

influenced by other factors such as gender and years of work experience.

“Caring, for me, is the heart. Doing things out of your heart adds meanings and value to

what we do”” (Wei et al., 2020; page 47)

2.1.2 Uplifted by positive feedback

Receiving good feedback from patients, families and colleagues in recognition of

their skills and appreciation of their commitment to caring helped intensive care staff to
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positively evaluate their performance in their job and experience pride (Jakimowicz et al.,
2017; Jones et al., 2016; Siffleet et al., 2015; Wahlin et al., 2010). However, the best way to
deliver feedback remains unclear from the included studies. Overall, rich information for this
sub-theme was gained through interviews, apart from in Jones et al. (2016) where only brief
responses to the research questions were gained on post-it notes. Although this limits the
richness of the data collected, the credibility of the findings is enhanced by the large sample
size and because participants were asked to comment on whether the most frequent themes fit

with their experiences.

“...families give you feedback and thank you, you re doing such a good job, just positive

feedback” (Siffleet et al., 2015; page 308)

2.2 Making a Difference

2.2.1 Contributing to patient progression

Seeing patients improve and progress because of their determination to provide

holistic care was experienced as rewarding for intensive care staff (Allen, 2017; Jahantigh et
al., 2014, Jakimowicz et al., 2017; Jones et al., 2016; Mealer et al., 2012; Siffleet et al., 2015;
Thornton & White, 1999; Wahlin et al., 2010; Wei et al., 2020). Working with patients when
there was low chances of recovery or unexpected changes negatively impacted well-being but
often motivated staff to continue working hard for patients in the future (Jakimowicz et al.,
2017; Wahlin et al., 2010). This was similarly experienced by staff working in a range of ICU
types, however; only two studies within the review recruited staff from paediatric ICU where

different themes may have emerged (Mealer et al., 2012; Wei et al., 2020).
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“...I know that | have been able to do everything | can for the patient that is in their best
interests, and then it gets even a little bit better if it works out and they get better”

(Jakimowicz et al., 2017; page 1605)

2.2.2 Feeling that change is possible

The ability to make beneficial changes to the lives of patients was perceived as
important for staff to experience achievement at work (Allen, 2017; Jackson et al., 2018;
Jakimowicz et al., 2017; Jarden et al., 2018b; Jones et al., 2016; Wahlin et al., 2010). Lack of
funding for resources such as staff and equipment, service pressures and slow decision
making within the system often contributed to frustration when intensive care staff were
aware of what needed to change but felt unable to make this happen (Allen, 2017; Jackson et
al., 2018; Jakimowicz et al., 2017). Two of the included studies within the review only
answered the second of the two review questions (Jarden et al., 2018b; Jones et al., 2016) as
the meaning of well-being was not considered in its parts. However, all studies within the

sub-theme provided sufficient detail to generate new understandings from the findings.

“I feel like I'm stuck in that situation and I can’t do anything about it. | can’t fix it and

there’s no solution to it” (Jackson et al., 2018; page 31)

3. Feeling Supported at Work

This analytical theme concerned the support that intensive care staff give and receive
at work. Staff perceived their well-being to depend on how connected they felt to their team
and how valued they felt by the wider organisation. Within this theme, three related sub-

themes emerged of: working together, shared fun and moving forwards.
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3.1 Working Together
3.1.1 Multi-disciplinary decision making
Working alongside multi-disciplinary colleagues who respect each other regardless of

profession, hierarchy or seniority and worked to achieve the same goals was experienced by
intensive care staff as important for making joint decisions in the interest of patients
(Deflippis et al., 2020; Jakimowicz et al., 2017; Jarden et al., 2018b; Jones et al., 2016;
Mealer et al., 2012; Siffleet et al., 2015; Thornton & White, 1999; Wahlin et al., 2010; Wei et
al., 2020). Even when disagreement occurred, listening non-judgementally, sharing ideas and
clearly communicating treatment plans was experienced as positive for staff well-being
(Deflippis et al., 2020; Jakimowicz et al., 2017; Jarden et al., 2018b; Jones et al., 2016). As
most studies within the review were represented within the sub-theme, this highlights the
importance of professional relationships to well-being despite the different research aims and

team working terminology being excluded from the search terms.

“Working together, different professions, with the same goal in front of your eyes. And

supporting each other in all directions” (Wahlin et al., 2010; page 266)

3.2 Shared Fun
3.2.1 Socialising away from the bedside
Away from the clinical demands of work, camaraderie between colleagues was
described by intensive care staff as contributing to an enjoyable work atmosphere (Allen,
2017; Jackson et al, 2018.; Jakimowicz et al., 2017; Jarden et al., 2018b; Jones et al., 2016;
Siffleet et al., 2015; Thornton & White, 1999; Wahlin et al., 2010; Wei et al., 2020). Team
morale was perceived to be strengthened by knowing that colleagues understood their

experience and could talk through their concerns together (Allen, 2017; Jackson et al., 2018;
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Jakimowicz et al., 2017; Siffleet et al., 2015; Thornton & White, 1999; Wahlin et al., 2010).
Having time to step away from the bedside to socialise was important (Allen, 2017; Jackson
et al., 2018; Jarden et al., 2018b). Although qualitative methodology was appropriate for all
the studies within this sub-theme, the diversity in methodology impacts the strength of
support for answering the review question. This is because it is difficult to compare the study
findings when different data analysis protocols are adopted, and it cannot be guaranteed that

the researchers did and found what they said they did.

“I have good friends at work, and I think just being able to talk situations through because
sometimes — it’s good to talk it through with people that understand ” (Jakimowicz et al.,

2017; page 1604)

3.2.2 Letting off steam with humour

The ability to connect with colleagues on a personal level to offer them support was
perceived to involve humour, especially dark and sarcastic forms (Jackson et al., 2018;
Mealer et al., 2012; Thornton & White, 1999; Wahlin et al., 2010). Laughter was described as
a team stress-reliever which made the more challenging or boring work tasks more fun
(Jackson et al., 2018; Thornton & White, 1999). Despite humour frequently being identified
as important, only Thornton and White (1999) provided any detail about how humour is used
by staff. Furthermore, as most studies focussed on how humour contributed to stress
reduction rather than well-being, this limits the transferability of the findings to answer the

review questions.

“Humour is part of the team and the process of how the team works together” (Thornton &

White, 1999; page 273)
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3.3 Moving Forwards
3.3.1 Opportunities for professional development

Some intensive care staff perceived the ability to attend further training and
conferences as important for maintaining up to date knowledge, meeting professional
competencies and progressing within their careers (Jackson et al., 2018; Jakimowicz et al.,
2017; Jarden et al., 2018b; Siffleet et al., 2015; Wahlin et al., 2010). However, it is unclear
whether further development is only valued by staff as a means to meet the expectations for
their professional registration or more for those interested in obtaining management
positions. In addition, as only nurses and a few doctors were represented within the samples,
it is unclear whether professional growth is valued as highly by other MDT professionals

working in the ICU.

“...adequate training and individualised plans for professional growth (that are followed

through)” (Jarden et al., 2018b; page 18)

3.3.2 Formal resources
When the employing organisation provided intensive care staff with formal support, they
perceived themselves to be valued employees (Allen, 2017; Jackson et al., 2018; Jakimowicz
etal., 2017; Jarden et al., 2018b; Jones et al., 2016; Wei et al., 2020). Practical support
involved access to food, water and breaks at work but also feeling that preferences around
rotas and shifts were taken into consideration (Allen, 2017; Jackson et al., 2018). Emotional
support involved encouragement from senior managers, the provision of clinical supervision
and clinical psychology, as well as group support for teams, but this was generally poorly
defined across the studies within this sub-theme with a lack of detail about the contribution to
staff well-being (Jackson et al., 2018; Jakimowicz et al., 2017; Jarden et al., 2018b; Jones et

al., 2016; Wei et al., 2020).
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“...no debrief, no support from management, it’s just a job now — I can’t care as much as [

did, I can’t” (Jakimowicz et al., 2017; page 1604)
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Discussion

Overview of Findings

This review aimed to explore the indicators, positive lived experiences and personal
resources which enable intensive care staff to maintain their well-being at work. The majority
of the research has tended to draw predominately from staff experiences of ill-being in order
to consider how to support staff at work (Costa & Moss, 2018; Jarden et al., 2018a), but this
misses out on a significant proportion of positive experiences. This review demonstrates how
well-being involves staff using several skills and resources within themselves and others to
feel positive about themselves and their work in the ICU. By considering the underlying
definitions and meanings of ‘well-being’ within the search strategy, beyond the search term
‘well** used by Jarden et al. (2020), this review identified eleven more studies which have
value in adding to the understanding of well-being in intensive care staff. Furthermore, it
highlights how the qualitative literature on the topic is emerging.
Indicators of Well-Being

As described by Danna and Griffin (1999), well-being at work was found to depend
on interactions between the individual, job demands and the work setting, including the team
and the organisation. This review highlighted how intensive care staff draw upon a range of
personal resources (Bakker & Demerouti, 2017), from hope to confidence to passion, to
continue feeling engaged and motivated in their job. The first order descriptive themes fit
with a eudaimonic perspective on well-being by showing that any definition of well-being
should consider more than just experiencing happiness, given the clear focus on meaning and
purpose (Henderson & Knight, 2012; Ruggeri et al., 2020; Ryan & Deci, 2001). For instance,
the analytical theme ‘finding meaning at work” demonstrated how an indicator of well-being
was staff experiencing passion for caring and feeling rewarded by seeing patients improve

(Ryff & Keyes, 1995; Waterman, 1993). This resonates with findings from Galuska and
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Bursch (2020), as the PERMA model (Seligman, 2011) mapped strongly onto the indicators

of well-being within this review (see Table 6).

Table 6

Links between Indicators of Well-being in Intensive Care Staff and the PERMA model

Positive Engagement Relationships Meaning Accomplishment
Emotions
Resilience Confidence Harmony Purpose Achievement
Hope Competence Collaboration Privilege Rewarded
Optimism Passion Teamwork Pride Growth
Acceptance Enjoyment Camaraderie
Joy Empowerment
Happiness

Satisfaction

The included studies had very different research aims and ways of understanding
well-being. However, this highlighted the complexity of well-being which cannot be
understood without fully considering its meanings and conceptual underpinnings (Dodge et
al., 2012). Resilience was the most saliently reported indicator of well-being across three
studies (Allen, 2017; Jackson et al., 2018; Mealer et al., 2012). Shared ideas emerged about
resilience as a positive experience developing from a challenging situation and this
demonstrated how well-being does not necessarily mean focussing only on what is ‘positive’
(Gable & Haidt, 2005; Ryff & Singer, 2008).

Positive Lived Experiences and Personal Resources Maintaining Well-Being

Despite the broad definition of well-being, similar themes, which were all strongly
represented by the included studies, highlighted the many positive experiences at work which
help intensive care staff to maintain their well-being. This review demonstrated that staff

well-being involves the ability to use individual, team and organisational resources. It also
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highlighted that well-being may be less related to the ability of staff to engage in self-care
strategies outside of work, but more experiences at work often outside of personal control.

Some intensive care staff perceived that certain attributes and skills made them more
suited to working in the ICU but equally the associated challenges were often experienced as
getting easier over time with increased confidence. This offered support for Burgess et al.
(2010) where certain traits were associated with how intensive care nurses experienced and
overcame workplace stressors. Protecting themselves from the emotional challenges of caring
for unwell and dying patients by maintaining some distance was found to be particularly
beneficial to well-being (e.g. Henrich et al., 2017; Piquette et al., 2009).

Forming positive relationships, especially with colleagues who work alongside each
other with shared goals and understandings of the work pressures, were highly valued by
intensive care staff. This was perceived by staff to enable psychological safety, where it is
viewed as safe to challenge existing practices and generate new learning within teams
(Edmonson & Mogelof, 2006). It also highlighted the importance of organisations embedding
values of compassion within teams (Fotaki, 2015; West & Bailey, 2019). Increased job
satisfaction and improved patient outcomes have been identified as some of the consequences
when intensive care staff feel comfortable, supported and able to make things happen
together as a team (e.g. Bjurling-Sjéberg et al., 2017; Wheelan et al., 2003).

Having the support from their employing organisations was found to be necessary for
intensive care staff to utilise the other resources at the individual and relational level to
maintain their well-being in times of stress at work, but also during the rest of the time to
remain happy and healthy. Well-being was also found to be closely linked to their ability to
support patients, which Wilkin and Slevin. (2003) described within nurses as a process of
advocacy and delivering holistic care in the ICU. However, for this to happen, staff needed to

feel that they had both the time and the physical resources to do their job. This included being
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able to leave the ward for breaks at work, as well as accessing appropriate staffing,
equipment, training and emotional support. As a result, intensive care staff described feeling
passionate and motivated in their jobs, rather than stressed and exhausted. This supported the
definition of well-being from Dodge et al. (2012) and the J-DRM (Demerouti et al., 2001)

where job resources must exceed the challenges.

Strength of the Evidence and the Review

The included studies were generally high quality and met the essential criteria for
qualitative research to be replicable with clearly described data collection methods, rich
findings and valuable conclusions which fit with the study aims. However, there was
inconsistent reporting of the researcher’s role in half of the studies and a lack of detail when
describing ethical issues. In particular, Jahantigh et al. (2014) was the only study not meeting
the checklist criteria for ‘very good quality’, which indicates that the study findings may not
be valid. Despite this, several interpretations with reference to the review questions can be
made from the studies with some confidence in the methodological quality of the studies and
review.

The CASP checklist provided a helpful guide for determining the methodological
quality of the studies. It is the most used method for assessing qualitative studies (Dalton et
al., 2017) and is argued by Long et al. (2020) to be convenient for individuals new to
conducting systematic reviews. However, the current review may have been improved by the
development of a bespoke checklist to address some of the limitations of CASP including
additional clarification questions about data analysis and the researcher’s theoretical position
within the research (Long et al., 2020).

As the studies within this review were mostly published in the last five years, this

indicates that the findings are likely to be relevant, up to date and valuable for understanding
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the review topic. However, the findings cannot be generalised to consider the well-being of
the wider multi-disciplinary ICU team because qualitative studies can only capture the
experiences of one group of people at one specific time point and the sample comprised
mostly female nurses. In addition, as there is a lack of ethnicity across samples and only one
study represented a non-Western culture (Jahantigh et al., 2014), the findings are limited to
understanding well-being in Western cultures.

Charlesworth and Foéx (2016) argue that qualitative methodology is under-utilised
within intensive care research. The inclusion of only qualitative studies is a strength of the
review because of the depth of information that can be gained about unique staff experiences
of well-being (Sinuff et al., 2007). However, one challenge of reviewing solely qualitative
studies is that there is less of an agreed way of assessing quality, there are fewer tools to
choose from (Katrak et al., 2004) and studies can be harder to compare without specific
measures or statistics (Thomas & Harden, 2008). In addition, although there is always an
influence of the researcher’s own experiences on their interpretation of the data, this is
arguably greater within qualitative studies as the researcher makes decisions about how data
is organised into themes (Charlesworth & Foéx, 2016; Stenfors et al., 2020). Bias is
introduced further by the secondary interpretations made by the lead reviewer for the purpose
of this review, where the raw data is not available. The potential impact was minimised by
engaging in reflective memo writing and supervision.

Finally, the review is limited by how well-being was conceptualised. The search
terms were chosen after several revisions, by carefully examining the literature and
discussing this with research supervisors. Despite this, the search is not exhaustive as well-
being may be understood in multiple ways (Dodge et al., 2012) and choosing the terms was
ultimately a subjective process under responsibility of the lead reviewer. Searching for

articles in the title field only, excluding grey literature and not contacting authors to identify
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any unpublished work may have impacted the review quality by introducing the potential for
bias. The review is also limited by how the included studies operationalised well-being as a
lack of research in certain areas limits the ideas that could be generated to answer the review

questions.

Clinical Implications and Future Research

By exploring the positive experiences contributing to well-being in intensive care
staff, the intention of this review was not to ignore that working in the ICU can be a highly
challenging place to work but to acknowledge the other side which is often missed. The
evidence base has long focussed on measuring ill-being and work-related outcomes such as
absenteeism and retention (Shoorideh et al., 2015; van Dam et al., 2013). However, this
approach views staff as employees first and people second, and it can be perceived as
blaming of individuals who might struggle to cope with the demands. More research is
needed to adopt a 2WPP approach to explore the positive by considering its merit alone and
in parallel with the range of other experiences, without viewing well-being only in the
context of ill-being (Gable & Haidt, 2005; Lomas et al., 2020).

Looking at ill-being and well-being may superficially appear to be flip sides of the
same coin, yet there are fundamental differences and there is value in focussing more on the
positive. Firstly, learning about the positive has been argued as important for creating
positive change (Cameron, 2008). Secondly, it is not possible to remove all of the negative or
challenging elements of working in the ICU (Alameddine et al., 2009) and so it makes sense
to prioritise and optimise what staff say is going right. Finally, focussing more on the positive
may encourage more people to join the profession by viewing the ICU as a “positive place to

work” (Highfield, 2021, p.2).
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As well-being is multi-dimensional, more high-quality research should explore
indicators of well-being which may differ between professional roles, cultures and countries,
as discussed by Ruggeri et al. (2020), which is likely to impact how staff want to be
supported. By first going back to the basics to explore what contributes to happiness in
intensive care staff may be beneficial as happiness has been linked to positive emotions and
positive work outcomes (Lyubomirsky et al., 2005). Furthermore, the included studies
explored very specific concepts such as resilience or empowerment but ultimately identified
similar elements as important to staff, which this review broadly conceptualised as part of
well-being. Despite the different labels, all studies shared a collective research objective of
trying to understand how to best support intensive care staff at work. For future research
exploring the various components of wellbeing, explicitly stating the relevance to the well-
being literature may be helpful. This could enable people involved in supporting intensive
care staff looking for this type of research in the future to quickly locate the relevant
information without searching for the individual indicators as was necessary in this review.

Although intensive care staff manage their well-being through utilising skills and
strategies, they need help in doing this as the biggest barriers to well-being were frequently
experienced as linked to factors associated with working in chronically under-resourced and
under-funded systems. Widespread financial challenges which increase pressures on staff and
negatively impact the effectiveness of patient care (Robertson et al., 2017) cannot be resolved
without organisations doing more to support intensive care staff (Bajoreck & Holmes, 2020;
Highfield, 2019). Developing interventions which utilise the strengths and skills within the
team and direct resources towards creating opportunities for these experiences is important
for moving forward. Any intervention should consider the impact on the individual, team and
organisation (Brand et al., 2017; Jarden et al., 2018b) and three recommendations from the

findings are suggested below.
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1) Celebrating staff achievements by highlighting positive feedback and thanking staff
for their hard work in a challenging work environment.

2) Encouraging team working through group forums where staff can come together to
develop confidence in clinical skills, reflect on the meaning of their work and offer
peer emotional support.

3) Improving communal spaces where MDT staff can step away from the ward to relax

and connect with colleagues.

However, these ideas should not be overshadowed by the importance of organisations
supporting intensive care staff with access to resources, which are argued as critically
important to retention and recruitment (Cutler et al., 2020). As a result, one key research
focus should be looking at how healthcare organisations can do more to help intensive care
staff to feel valued and appreciated, despite the obvious barriers to well-being which lack of

funding and resources bring.

Conclusion

Overall, this review demonstrated both the complexity and importance of trying to
deepen the understanding of well-being amongst intensive care staff using qualitative
research. The evidence within the included studies showed how many staff have positive
experiences at work in the ICU which can act as protective buffers against burnout. Well-
being was maintained at work by using strategies and skills but also strongly depended on
several external influences which staff have less control over, especially the support
perceived and received from the organisation. Despite this, the review also highlighted the

lack of research into the well-being of different healthcare professionals working in the ICU
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and more qualitative research is needed to explore the strengths already present within the

MDT and the resources which keep staff coming back to work in the ICU.

54



References
Adams, A. M. N., Chamberlain, D., & Giles, T. M. (2019). The perceived and experienced
role of the nurse unit manager in supporting the wellbeing of intensive care unit
nurses: An integrative literature review. Australian Critical Care, 32(4), 319-329.

https://doi.org/10.1016/j.aucc.2018.06.003.

Alameddine, M., Dainty, K. N., Deber, R., & Sibbald, W. J. B. (2009). The intensive care
unit work environment: Current challenges and recommendations for the
future. Journal of Critical Care, 24(2), 243-248.

https://doi.org/10.1016/j.jcrc.2008.03.038.

Allen, J. (2017). Resilience in Critical Care Consultants: Elucidating
Intensivists’ Experience [Doctoral Thesis DClinPsy, Cardiff University] Online
Research @ Cardiff (ORCA).

https://orca.cf.ac.uk/104373/1/Josephine%20Allen%20-

%20Doctoral%20Thesis%20DClinPsy.pdf

Bajorek, Z., & Holmes, J. (2020, October 19). Health and Wellbeing Interventions in
Healthcare: A Rapid Evidence Review. Institute for Employment Studies Paper.
Retrieved February 11, 2021, from

http://allcatsrgrey.org.uk/wp/download/management/human resources/556.pdf

Bakker, A. B., & Demerouti, E. (2017). Job Demands—Resources Theory: Taking Stock and
Looking Forward. Journal of Occupational Health Psychology, 22(3), 273-285.

http://dx.doi.org/10.1037/ocp0000056

Bjurling-Sj6berg, P., Wadensten, B., Pdder, U., Jansson, I., & Nordgren, L. (2017).
Balancing intertwined responsibilities: A grounded theory study of teamwork in
everyday intensive care unit practice. Journal of Interprofessional Care, 31(2), 233-

244,

55


https://doi.org/10.1016/j.aucc.2018.06.003
https://doi.org/10.1016/j.jcrc.2008.03.038
https://orca.cf.ac.uk/104373/1/Josephine%20Allen%20-%20Doctoral%20Thesis%20DClinPsy.pdf
https://orca.cf.ac.uk/104373/1/Josephine%20Allen%20-%20Doctoral%20Thesis%20DClinPsy.pdf
http://allcatsrgrey.org.uk/wp/download/management/human_resources/556.pdf
http://dx.doi.org/10.1037/ocp0000056

https://doi.org/10.1080/13561820.2016.1255184

Boorman, S. (2009). NHS Health and Well-being: Interim Report. Department of Health,
London. Retrieved September 1, 2020, from

https://www.ias.org.uk/uploads/pdf/In%20the%20Workplace/NHS%20HWB%20Rev

iew%20Interim%20Report%20190809.pdf

Brand, S. L., Thompson Coon, J., Fleming, L. E., Carroll, L., Bethel, A., & Wyatt, K. (2017).
Whole-system approaches to improving the health and wellbeing of healthcare
workers: a systematic review. PloS One, 12(12), 1-26.

https://doi.org/10.1371/journal.pone.0188418

Burgess, L., Irvine, F., & Wallymahmed, A. (2010). Personality, stress and coping in
intensive care nurses: a descriptive exploratory study. Nursing in Critical Care, 15(3),
129-140.

https://doi.org/10.1111/j.1478-5153.2009.00384.x

Cameron, K. S. (2008). Paradox in Positive Organizational Change. The Journal of Applied
Behavioral Science, 44(1), 7-24.

https://doi.org/10.1177/0021886308314703

Cameron, K., Mora, C., Leutscher, T., & Calarco, M. (2011). Effects of Positive Practices on
Organizational Effectiveness. The Journal of Applied Behavioral Science, 47(3), 266-
308.

https://doi.org/10.1177/0021886310395514

Carr, A. (2011). Positive Psychology: The Science of Happiness and Human Strengths (2",
Ed.). Brunner-Routledge.

Charlesworth, M., & A Foéx, B. (2016). Qualitative research in critical care: Has its time
finally come? Journal of the Intensive Care Society, 17(2), 146-153.

https://doi.org/10.1177/1751143715609955

56


https://www.tandfonline.com/doi/full/10.1080/13561820.2016.1255184
https://www.ias.org.uk/uploads/pdf/In%20the%20Workplace/NHS%20HWB%20Review%20Interim%20Report%20190809.pdf
https://www.ias.org.uk/uploads/pdf/In%20the%20Workplace/NHS%20HWB%20Review%20Interim%20Report%20190809.pdf
https://doi.org/10.1371/journal.pone.0188418
https://doi.org/10.1111/j.1478-5153.2009.00384.x
https://journals.sagepub.com/doi/10.1177/0021886308314703
https://doi.org/10.1177/0021886310395514
https://doi.org/10.1177/1751143715609955

Chuang, C., Tseng, P., Lin, C., Lin, K., & Chen, Y. (2016). Burnout in the intensive care unit
professionals: A systematic review. Medicine, 95(50), 1-12.

http://dx.doi.org/10.1097/MD.0000000000005629

Costa, D. K., & Moss, M. (2018). The Cost of Caring: Emotion, Burnout, and Psychological
Distress in Critical Care Clinicians. Annals of the American Thoracic Society, 15(7),
787-790.

https://doi.org/10.1513/AnnalsATS.201804-269PS

Critical Appraisal Skills Programme (2018).CASP (Qualitative) Checklist. [online] Available
at:

https://casp-uk.b-cdn.net/wp-content/uploads/2018/03/CASP-Qualitative-Checklist-

2018 fillable form.pdf

Cutler, L., Berry, A., & Horsfield, C. (2020). A Workforce Survey of Critical Care Nurses in
the National Health Service. Nursing in Critical Care, 1-8.

https://doi.org/10.1111/nicc.12559

Dalton, J., Booth, A., Noyes, J., & Sowden, A. J. (2017). Potential value of systematic
reviews of qualitative evidence in informing user-centered health and social care:
findings from a descriptive overview. Journal of Clinical Epidemiology, 88, 37-46.

https://doi.org/10.1016/j.jclinepi.2017.04.020

Danna, K., & Griffin, R. W. (1999). Health and Well-being in the Workplace: A Review and
Synthesis of the Literature. Journal of Management, 25(3), 357-384.

https://doi.org/10.1177/014920639902500305

Defilippis, T. M. S,, Curtis, K., & Gallagher, A. (2020). Moral resilience through harmonised
connectedness in intensive care nursing: A grounded theory study. Intensive and
Critical Care Nursing, 57(102785), 1-7.

https://doi.org/10.1016/j.iccn.2019.102785

57


http://dx.doi.org/10.1097/MD.0000000000005629
https://doi.org/10.1513/AnnalsATS.201804-269PS
https://casp-uk.b-cdn.net/wp-content/uploads/2018/03/CASP-Qualitative-Checklist-2018_fillable_form.pdf
https://casp-uk.b-cdn.net/wp-content/uploads/2018/03/CASP-Qualitative-Checklist-2018_fillable_form.pdf
https://doi.org/10.1111/nicc.12559
https://www.jclinepi.com/article/S0895-4356(16)30303-1/fulltext
https://doi.org/10.1177/014920639902500305
https://doi.org/10.1016/j.iccn.2019.102785

Demerouti, E., Bakker, A. B., Nachreiner, F., & Schaufeli, W. B. (2001). The Job Demands-
Resources Model of Burnout. Journal of Applied Psychology, 86(3), 499-512.

https://doi.org/10.1037/0021-9010.86.3.499

Dixon-Woods, M., Agarwal, S., Jones, D., Young, B., & Sutton, A. (2005). Synthesising
qualitative and quantitative evidence: a review of possible methods. Journal of Health
Services Research & Policy, 10(1), 45-53.

https://doi.org/10.1177/135581960501000110

Dodge, R., Daly, A. P., Huyton, J., & Sanders, L. D. (2012). The challenge of defining
wellbeing. International Journal of Wellbeing, 2(3), 222-235.

https://doi.org/10.5502/ijw.v2i3.4

Edmondson, A. C., & Mogelof, J. P. (2006). Explaining Psychological Safety in Innovation
Teams: Organizational Culture, Team Dynamics, or Personality?. In Thompson, L., &
Choi, H. S. (Eds.). Creativity and Innovation in Organizational Teams (pp. 109-136).
Lawrence Erlbaum Associates Publishers.

Fotaki, M. (2015). Why and How is Compassion Necessary to Provide Good Quality
Healthcare?. International Journal of Health Policy and Management, 4(4), 199-
201.

https://doi.org/10.15171/ijhpm.2015.66

Fredrickson, B. L., & Losada, M. F. (2005). Positive Affect and the Complex Dynamics of
Human Flourishing. American Psychologist, 60(7), 678-686.

https://doi.org/10.1037/0003-066X.60.7.678

Gable, S. L., & Haidt, J. (2005). What (and Why) is Positive Psychology?. Review of General
Psychology, 9(2), 103-110.

https://doi.org/10.1037/1089-2680.9.2.103

58


https://doi.org/10.1037/0021-9010.86.3.499
https://doi.org/10.1177/135581960501000110
https://doi.org/10.5502/ijw.v2i3.4
http://www.ijhpm.com/article_2993_616.html
https://doi.org/10.1037/0003-066X.60.7.678
https://doi.org/10.1037/1089-2680.9.2.103

Galuska, L. A., & Bursch, B. (2020). Meaning, Joy, and Critical Care Nurse Well-Being: A
Call to Action. Critical Care Nursing Clinics of North America, 32(3), 349-
367.

https://doi.org/10.1016/j.cnc.2020.04.002

Galuska, L., Hahn, J., Polifroni, E. C., & Crow, G. (2018). A Narrative Analysis of Nurses'
Experiences with Meaning and Joy in Nursing Practice. Nursing Administration
Quarterly, 42(2), 154-163.

https://doi.org/10.1097/NAQ.0000000000000280

Henderson, L. W., & Knight, T. (2012). Integrating the hedonic and eudaimonic perspectives
to more comprehensively understand wellbeing and pathways to wellbeing.
International Journal of Wellbeing, 2(3), 196-221.

https://doi.org/10.5502/ijw.v2i3.3

Henrich, N. J., Dodek, P. M., Gladstone, E., Alden, L., Keenan, S. P., Reynolds, S., &
Rodney, P. (2017). Consequences of Moral Distress in the Intensive Care Unit: A
Qualitative Study. American Journal of Critical Care, 26(4), 48-57.

https://doi.org/10.4037/ajcc2017786

Highfield, J. A. (2019). The sustainability of the critical care workforce. Nursing in Critical
Care, 24(1), 6-8.

https://doi.org/10.1111/nicc.12394

Highfield, J. (2021). Intensive care as a positive place to work: Workforce wellbeing best
practice framework (1% Ed.). Intensive Care Society. Retrieved February 4, 2021,
from

https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/workforce wellbeing best practi

ce framework - fina.pdf

59


https://doi.org/10.1016/j.cnc.2020.04.002
https://doi.org/10.1097/NAQ.0000000000000280
https://doi.org/10.5502/ijw.v2i3.3
https://doi.org/10.4037/ajcc2017786
https://doi.org/10.1111/nicc.12394
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/workforce_wellbeing_best_practice_framework_-_fina.pdf
https://www.cc3n.org.uk/uploads/9/8/4/2/98425184/workforce_wellbeing_best_practice_framework_-_fina.pdf

Jackson, J., Vandall-Walker, V., Vanderspank-Wright, B., Wishart, P., & Moore, S. L.
(2018). Burnout and resilience in critical care nurses: A grounded theory of Managing
Exposure. Intensive & Critical Care Nursing, 48, 28-35.

https://doi.org/10.1016/j.iccn.2018.07.002

Jahantigh, M., Rezaee, N., & Rezaei, N. (2014). Hope of Patient Recovery in the ICU From
the Viewpoint of Iranian Nurses: Concept Analysis. Global Journal of Health
Science, 6(6), 105-111.

https://doi.org/10.5539/gjhs.v6n6p105

Jakimowicz, S., Perry, L., & Lewis, J. (2018). Insights on compassion and patient-centred
nursing in intensive care: A constructivist grounded theory. Journal of Clinical
Nursing, 27(7-8), 1599-1611.

https://doi.org/10.1111/jocn.14231

Jarden, R. J., Sandham, M., Siegert, R. J., & Koziol-McLain, J. (2018a). Intensive Care
Nurse Conceptions of Well-being: A Prototype Analysis. Nursing in Critical
Care, 23(6), 324-331.

https://doi.org/10.1111/nicc.12379

Jarden, R. J., Sandham, M., Siegert, R. J., & Koziol-McLain, J. (2018b). Strengthening
workplace well-being: perceptions of intensive care nurses. Nursing in Critical
Care, 24(1), 15-23.

https://doi.org/10.1111/nicc.12386

Jarden, R. J., Sandham, M., Siegert, R. J., & Koziol-McLain, J. (2020). Intensive Care
Nurses' Well-being: A Systematic Review. Australian Critical Care, 33(1), 106-111.

https://doi.org/10.1016/j.aucc.2018.11.068

Jones, J., Winch, S., Strube, P., Mitchell, M., & Henderson, A. (2016). Delivering

compassionate care in intensive care units: nurses' perceptions of enablers and

60


https://doi.org/10.1016/j.iccn.2018.07.002
https://doi.org/10.5539/gjhs.v6n6p105
https://doi.org/10.1111/jocn.14231
https://doi.org/10.1111/nicc.12379
https://doi.org/10.1111/nicc.12386
https://doi.org/10.1016/j.aucc.2018.11.068

barriers. Journal of Advanced Nursing, 72(12), 3137-3146.

https://doi.org/10.1111/jan.13064

Katrak, P., Bialocerkowski, A. E., Massy-Westropp, N., Kumar, V. S., & Grimmer, K. A.
(2004). A systematic review of the content of critical appraisal tools. BMC Medical
Research Methodology, 4(22), 1-11.

https://doi.org/10.1186/1471-2288-4-22

Keyes, C. L. M. (1998). Social Well-Being. Social Psychology Quarterly, 61(2), 121-140.

https://doi.org/10.2307/2787065

Leamy, M., Bird, V., Le Boutillier, C., Williams, J., & Slade, M. (2011). Conceptual
Framework for Personal Recovery in Mental Health: Systematic Review and
Narrative Synthesis. The British Journal of Psychiatry, 199(6), 445-452.

https://doi.org/10.1192/bjp.bp.110.083733

Lomas, T., & Ivtzan, I. (2016). Second Wave Positive Psychology: Exploring the Positive

Negative Dialectics of Wellbeing. Journal of Happiness Studies: An Interdisciplinary

Forum on Subjective Well-Being, 17(4), 1753-1768.

https://doi.org/10.1007/s10902-015-9668-y

Lomas, T., Waters, L., Williams, P., Oades, L. G., & Kern, M. L. (2020). Third wave positive

psychology: broadening towards complexity. The Journal of Positive Psychology,
1-15.

https://doi.org/10.1080/17439760.2020.1805501

Long, H. A., French, D. P., & Brooks, J. M. (2020). Optimising the value of the critical
appraisal skills programme (CASP) tool for quality appraisal in qualitative evidence
synthesis. Research Methods in Medicine & Health Sciences, 1(1), 31-42.

https://doi.org/10.1177/2632084320947559

61


https://doi.org/10.1111/jan.13064
http://biomedcentral.com/articles/10.1186/1471-2288-4-22
https://www.jstor.org/stable/2787065?origin=crossref
https://doi.org/10.1192/bjp.bp.110.083733
https://doi.org/10.1007/s10902-015-9668-y
https://doi.org/10.1080/17439760.2020.1805501
https://doi.org/10.1177/2632084320947559

Lyubomirsky, S., King, L., & Diener, E. (2005). The Benefits of Frequent Positive Affect:
Does Happiness Lead to Success? Psychological Bulletin, 131(6), 803-855.

https://doi.org/10.1037/0033-2909.131.6.803

Mealer, M., Jones, J., & Moss, M. (2012). A qualitative study of resilience and
posttraumatic stress disorder in United States ICU nurses. Intensive Care
Medicine, 38(9), 1445-1451.

https://doi.org/10.1007/s00134-012-2600-6

Mobher, D., Liberati, A., Tetzlaff, J., Altman, D, G., & The PRISMA Group.
(2009). Preferred Reporting Items for Systematic Reviews and Meta- Analyses: The
PRISMA Statement. PLoS Med, 6(7), 1-6.

https://doi.org/10.1371/journal.pmed.1000097

Parsons, C. L. (2008). Positive Psychology and Positive Interventions for Nurses. Master of
Applied Positive Psychology (MAPP). Capstone Projects, 1-56.

https://repository.upenn.edu/cgi/viewcontent.cqi?article=1131&context=mappcapston

€
Pearson, K. (2019, February). NHS Staff and Learners’ Mental Wellbeing Commission. NHS
Health Education England. Retrieved April 12, 2020, from

https://www.hee.nhs.uk/sites/default/files/documents/NHS%20%28HEE%29%20-

%20Mental%20Wellbeing%20Commission%20Report.pdf

Piquette, D., Reeves, S., & LeBlanc, V. R. (2009). Stressful intensive care unit medical
crises: How individual responses impact on team performance. Critical Care
Medicine, 37(4), 1251-1255.

https://doi.org/10.1097/CCM.0b013e31819¢149

62


https://doi.org/10.1037/0033-2909.131.6.803
https://doi.org/10.1007/s00134-012-2600-6
https://doi.org/10.1371/journal.pmed.1000097
https://repository.upenn.edu/cgi/viewcontent.cgi?article=1131&context=mappcapstone
https://repository.upenn.edu/cgi/viewcontent.cgi?article=1131&context=mappcapstone
https://www.hee.nhs.uk/sites/default/files/documents/NHS%20%28HEE%29%20-%20Mental%20Wellbeing%20Commission%20Report.pdf
https://www.hee.nhs.uk/sites/default/files/documents/NHS%20%28HEE%29%20-%20Mental%20Wellbeing%20Commission%20Report.pdf
https://doi.org/10.1097/CCM.0b013e31819c149

Prentice, T., Janvier, A., Gillam, L., & Davis, P. G. (2016). Moral distress within neonatal
and paediatric intensive care units: a systematic review. Archives of Disease in
Childhood, 101(8), 701-708.

https://doi.org/10.1097/CCM.0b013e31819¢1496

Robertson, R., Wenzel, L., Thompson, J., & Charles, A. (2017, March). Understanding NHS
financial pressures. How are they affecting patient care?. The Kings Fund. Retrieved
January 16, 2021, from,

https://www.kingsfund.org.uk/sites/default/files/field/field publication file/Understan

ding%20NHS%20financial%20pressures%20-%20full%20report.pdf

Ruggeri, K., Garcia-Garzon, E., Maguire, A., Matz, S., & Huppert, F. A. (2020). Well-being
is more than happiness and life satisfaction: a multidimensional analysis of 21
countries. Health and Quality of Life Outcomes, 18(1), 1-16.

https://doi.org/10.1186/s12955-020-01423-y

Ryan, R. M., & Deci, E. L. (2001). On Happiness and Human Potentials: A Review of
Research on Hedonic and Eudaimonic Well-being. Annual Review of
Psychology, 52(1), 141-166.

https://doi.org/10.1146/annurev.psych.52.1.141

Ryff, C. D., & Keyes, C. L. M. (1995). The Structure of Psychological Well-being
Revisited. Journal of Personality and Social Psychology, 69(4), 719-727.

https://doi.org/10.1037/0022-3514.69.4.719

Ryff, C. D., & Singer, B. H. (2008). Know Thyself and Become What You Are: A
Eudaimonic Approach to Psychological Well-being. Journal of Happiness
Studies, 9(1), 13-39.

https://doi.org/10.1007/s10902-006-9019-0

63


https://journals.lww.com/ccmjournal/Abstract/2009/04000/Stressful_intensive_care_unit_medical_crises__How.11.aspx
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Understanding%20NHS%20financial%20pressures%20-%20full%20report.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Understanding%20NHS%20financial%20pressures%20-%20full%20report.pdf
https://doi.org/10.1186/s12955-020-01423-y
https://doi.org/10.1146/annurev.psych.52.1.141
https://doi.org/10.1037/0022-3514.69.4.719
https://doi.org/10.1007/s10902-006-9019-0

Schotanus-Dijkstra, M., Pieterse, M. E., Drossaert, C. H., Westerhof, G. J., De Graaf, R., Ten
Have, M., ... & Bohlmeijer, E. T. (2016). What Factors are Associated with
Flourishing? Results from a Large Representative National Sample. Journal of
Happiness Studies, 17(4), 1351-1370.

https://doi.org/10.1007/s10902-015-9647-3

Seligman, M. E. (2011). Flourish: A Visionary New Understanding of Happiness and
Well-Being. Nicholas Brealey Publishing.

Seligman, M. E. & Csikszentmihalyi, M. (2000). Positive Psychology: An
Introduction. American Psychologist, 55(1), 5-14.

https://doi.org/10.1037/0003- 066X.55.1.5

Shoorideh, F. A., Ashktorab, T., Yaghmaei, F., & Alavi Majd, H. (2015). Relationship
between ICU nurses’ moral distress with burnout and anticipated turnover. Nursing
Ethics, 22(1), 64-76.

https://doi.org/10.1177/0969733014534874

Siffleet, J., Williams, A. M., Rapley, P., & Slatyer, S. (2015). Delivering best care and
maintaining emotional wellbeing in the intensive care unit: the perspective of
experienced nurses. Applied Nursing Research, 28(4), 305-310.

https://doi.org/10.1016/j.apnr.2015.02.008

Sinuff, T., Cook, D. J., & Giacomini, M. (2007). How qualitative research can contribute to
research in the intensive care unit. Journal of critical care. Journal of Critical
Care, 22(2), 104-111.

https://doi.org/10.1016/j.jcrc.2007.03.001

Stenfors, T., Kajamaa, A., & Bennett, D. (2020). How to... assess the quality of qualitative
research. The Clinical Teacher, 17(6), 596-599.

https://doi.org/10.1111/tct.13242

64


https://doi.org/10.1007/s10902-015-9647-3
https://doi.org/10.1037/0003-%09066X.55.1.5
https://doi.org/10.1177/0969733014534874
https://doi.org/10.1016/j.apnr.2015.02.008
https://doi.org/10.1016/j.jcrc.2007.03.001
https://doi.org/10.1111/tct.13242

Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative research
in systematic reviews. BMC medical research methodology, 8(1), 1-10.

https://doi.org/10.1186/1471-2288-8-45

Thornton, J., & White, A. (1999). A Heideggerian investigation into the lived experience of
humour by nurses in an intensive care unit. Intensive & Critical Care Nursing, 15(5),
266-278.

https://doi.org/10.1054/iccn.1999.1448

van Dam, K., Meewis, M., & van der Heijden, B. I. (2013). Securing intensive care: towards
a better understanding of intensive care nurses’ perceived work pressure and turnover
intention. Journal of Advanced Nursing, 69(1), 31-40.

https://doi.org/10.1111/].1365-2648.2012.05981.x

Vanderspank-Wright, B., Wright, D. K., & McMillan, K. (2019). Thinking about strengths in
end-of-life nursing practice: the case of intensive care unit nurses. International
Journal of Palliative Nursing, 25(8), 378-385.

https://doi.org/10.12968/ijpn.2019.25.8.378

Van Mol, M. M., Kompanje, E. J., Benoit, D. D., Bakker, J., & Nijkamp, M. D. (2015). The
Prevalence of Compassion Fatigue and Burnout among Healthcare Professionals in
Intensive Care Units: A Systematic Review. PloS ONE, 10(8), 1-22.

https://doi.org/10.1371/journal.pone.0136955

Wihlin, L., Ek, A., & Idvall, E. (2010). Staff empowerment in intensive care: Nurses’ and
physicians’ lived experiences. Intensive & Critical Care Nursing, 26(5), 262-269.

https://doi.org/10.1016/j.iccn.2010.06.005

Waterman, A. S. (1993). Two Conceptions of Happiness: Contrasts of Personal
Expressiveness (Eudaimonia) and Hedonic Enjoyment. Journal of Personality and

Social Psychology, 64(4), 678-691.

65


https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1054/iccn.1999.1448
https://doi.org/10.1111/j.1365-2648.2012.05981.x
https://doi.org/10.12968/ijpn.2019.25.8.378
https://doi.org/10.1371/journal.pone.0136955
https://doi.org/10.1016/j.iccn.2010.06.005

https://doi.org/10.1037/0022-3514.64.4.678

Wei, H., Kifner, H., Dawes, M. E., Wei, T. L., & Boyd, J. M. (2020). Self-care Strategies to
Combat Burnout Among Pediatric Critical Care Nurses and Physicians. Critical Care
Nurse, 40(2), 44-53.

https://doi.org/10.4037/ccn2020621

West, M., & Bailey, S. (2019, May 28). Five myths of compassionate leadership. The Kings
Fund. Retrieved April 5, 2021, from

https://www.kingsfund.org.uk/blog/2019/05/five-myths-compassionate-leadership

Wheelan, S. A., Burchill, C. N., & Tilin, F. (2003). The Link Between Teamwork and
Patients’ Outcomes in Intensive Care Units. American Journal of Critical
Care, 12(6), 527-534.

https://doi.org/10.4037/ajcc2003.12.6.527

Wilkin, K., & Slevin, E. (2003). The meaning of caring to nurses: an investigation into the
nature of caring work in an intensive care unit. Journal of Clinical Nursing, 13(1), 50-
59.

https://doi.org/10.1111/j.1365-2702.2004.00814.x

66


https://doi.apa.org/doiLanding?doi=10.1037%2F0022-3514.64.4.678
https://doi.org/10.4037/ccn2020621
https://www.kingsfund.org.uk/blog/2019/05/five-myths-compassionate-leadership
https://doi.org/10.4037/ajcc2003.12.6.527
https://doi.org/10.1111/j.1365-2702.2004.00814.x

Part Two: Empirical Paper

67



Experiences of Thriving and Relational Support in the Multi-Disciplinary Team
Working in the Intensive Care Unit - A Constructivist Grounded Theory and

Reflections on the Impact of COVID-19

*Katie Hope Reading®, Dr Jo Beckett?, Dr Chris Clarke® & Dr Jas Moorhouse®
aFaculty of Health Sciences, School of Health and Social Work, Aire Building, University of
Hull, Hull, HU6 7RX

b Tees, Esk & Wear Valleys NHS Trust, Foss Park Hospital, York, YO31 8TA

¢Hull University Teaching Hospitals NHS Trust, Anlaby Road, Hull, HU3 2JZ

*Corresponding Author Email: K.Reading-2018@hull.ac.uk

This paper is written in the format ready for submission to the Journal of Occupational Health
Psychology

(see Appendix H for submission guidelines)

Word count: 11,542

68



Abstract
Background: Protecting the well-being of intensive care staff is a priority for healthcare
organisations because of the established links between burnout, staff absence and turnover.
Thriving has been identified as helping intensive care staff to positively manage workplace
challenges. However, little is known about what contributes to thriving and how it can be
enhanced to support staff at work. As a result, this study aimed to explore whether relational
support can facilitate thriving within intensive care staff at work, as well as considering the

impact of COVID-19.

Methods: Twenty healthcare professionals from four NHS Trusts in the North East of
England took part in semi-structured interviews. A qualitative Constructivist Grounded
Theory methodology was used to guide data collection, sampling and analysis of emergent

categories and generate a theory to explain the research topic.

Results: Thriving was found to be a positive experience on a continuum of individual well-
being. Four superordinate themes of challenge, energy, support and access were found to
facilitate thriving at work. In addition, when these four conditions were enabled, thriving was
found to grow outwards from staff to the whole system including contributing to more

integrated multi-disciplinary team working and improved patient outcomes.

Conclusions: The findings provided an understanding of how thriving and relational support
are experienced at work in the ICU. This highlighted how thriving can emerge through
relationships and emphasised the role of the organisation in enabling thriving through

valuing, supporting and empowering intensive care staff.

Keywords: Intensive care, critical care, healthcare professionals, multi-disciplinary, staff,

well-being, positive, thriving, relationships, support, grounded theory.
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Introduction

Burnout in the Intensive Care Unit

Staff in the intensive care unit (ICU) work with incredible dedication and compassion,
but this work can also be emotionally and physically challenging. As a result, there is a high
risk of burnout (Chuang et al., 2016; Moss et al., 2016) which is often experienced as
extreme exhaustion leading to reduced ability to perform job tasks (Maslach & Leiter, 2016).
Reports from the National Health Service (NHS) show that stress from the pressure of
“chronic excessive workload” (Bailey & West, 2020) is contributing to increasing rates of
staff sickness and turnover (Copeland, 2019; Iliffe & Manthorpe, 2019; Survey Coordination
Centre, 2020). These factors can all negatively impact on service delivery and patient care

(Boorman, 2009; Sizmur & Raleigh, 2018).

The Impact of COVID-19

The COVID-19 pandemic placed further demands on intensive care staff including
even greater workloads, higher rates of patient death, but also fears for the safety of
themselves, their families and colleagues (Gonzalez-Gil et al., 2021; Greenberg et al., 2021;
Walton, et al., 2020). This once again highlighted the strains of putting further pressures on
an already under-resourced ICU environment and already stretched NHS workforce.
Nonetheless, as a result, an important consequence has been the growing pressure on the
NHS to take responsibility and act now to support the well-being of intensive care staff

(Billings, Abou Seif, et al., 2020; Wong et al., 2020).

Moving Away from Burnout and Towards the Positive
Most studies have tended to approach this issue of well-being by trying to

quantitatively measure and predict levels of burnout, with the aim of reduction (Colville et
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al., 2017; Embriaco et al., 2007; Feeley et al., 2021; Greenberg et al., 2021). However, this
approach neglects consideration of the experiences that may already be contributing to
intensive care staff being able to enjoy their work. Jarden et al. (2018a) described the
existence of a negative skew within intensive care research and advocated for more research
to begin “adopting [a] positive lens” (p.16). Positive psychology is the study of the strengths
and experiences that are working well for people, groups and organisations (Seligman &
Csikszentmihalyi, 2000; Sheldon & King, 2001). A second wave positive psychology
(2WPP) approach recognises that both positive and negative experiences promote well-being
(Ivtzan et al., 2015; Wong, 2019) and this is supported by the Job-Demands Resources Model
(J-DRM) where job demands and resources interchangeably contribute to burnout or well-
being at work (Demerouti et al., 2001).

Even outside of COVID-19, the nature of working in the ICU is likely to always be
experienced as challenging at times and as a result, some intensive care staff may feel unable
to cope with the job demands. However, despite the proportional lack of research, qualitative
studies have consistently shown that even the most stressful aspects of the job can give rise to
positive outcomes for intensive care staff (Billings, Ching, et al., 2020; Galuska & Bursch,
2020; Wahlin et al., 2010). More research must acknowledge the whole experience of
intensive care staff, including listening more to their positive experiences. This would
demonstrate to healthcare organisations the ways in which they can contribute to supporting

staff by enhancing what intensive care staff describe as promoting their well-being at work.

Thriving in the ICU
The concept of thriving fits well with 2WPP as it acknowledges the positive well-
being outcomes which can come from experiences that may or may not be considered

challenging (Burke, 2019; Spreitzer et al., 2005). Thriving at work has been defined broadly
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as developing on a positive trajectory towards personal and professional growth (Burke,
2019; O’Leary, 1998; Wendt et al., 2011), with vitality and learning (Spreitzer et al., 2005).
In a grounded theory study, Jackson et al. (2018) described how intensive care nurses
manage challenges at work either through burnout, survival, resilience or thriving. Thriving
was identified as staff positively managing and overcoming challenges to experience love,
passion and engagement for their work role. Furthermore, thriving has been found to be
beneficial for organisations because individuals who feel positive towards their work
environment have been identified as more likely to experience greater job commitment and
satisfaction, as well as reduced absenteeism and burnout (Kleine et al., 2019; Porath et al.,
2012; Spreitzer et al., 2012). Jackson et al. (2007) suggested that intensive care nurses
respond to workplace challenges by leaving their jobs, staying and experiencing stress or

staying and thriving.

Thriving and Relational Support

Spreitzer et al. (2005) developed a model which described how the contexts within
which people work encourage thriving through the social connections formed with others.
The importance of a strong support network, role models and feeling valued at work have
already been emphasised as important to the well-being of intensive care staff (Highfield,
2019; Wahlin et al., 2010). Thriving at work has also been found to be promoted by a
supportive environment (Liu & Bern-Klug, 2013) and developed within relationships with
colleagues and managers that are perceived as positive (Bergland & Kirkevold, 2008; Kleine
et al., 2019). However, no research has yet explored whether relational support is a job

resource used by intensive care staff to buffer against job demands and contribute to thriving.

Aims and Research Questions
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Further exploration of thriving may help to understand how many intensive care staff
continue to stay in their jobs, manage work demands and enjoy their work. The study by
Jackson et al. (2018) is limited by a small sample of female nurses at one hospital and
participants were not asked about their understanding of thriving. Since intensive care staff
work collaboratively in multi-disciplinary teams (MDT) (Dietz et al., 2014), the current study
therefore aimed to expand the understanding of thriving in a mixed sample of healthcare
professionals across four NHS Trusts. A further aim was to understand whether intensive
care staff use relational support as a tool to facilitate thriving and maintain their well-being at
work. As the study took place during COVID-19, intensive care staff experiences of the
research topic before and during the pandemic were explored and contrasted. Finally, the
study aimed to use Constructivist Grounded Theory (CGT) to generate a theory to explain
how relationships at work may sustain thriving, with a consideration of the clinical

implications for healthcare organisations improving support for intensive care staff.

The research questions were:

1. How do healthcare professionals understand the term ‘thriving’ and experience it at
work in the intensive care unit?

2. How do healthcare professionals experience seeking and receiving support through
their relationships at work in the intensive care unit?

3. How do healthcare professionals construct ‘thriving in the workplace’ in the context
of their experiences of different aspects of relational support at work in the intensive
care unit?

4. How, if at all, have healthcare professional’s perceptions of thriving and relational
support at work changed because of their experiences of working in the intensive care

unit during COVID-19?
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Method

Design

A qualitative design was utilised to answer the research questions as this allowed an
in-depth exploration of the experiences of healthcare professionals working in the ICU.
Individual semi-structured interviews were used as a guide for exploring thriving and
relational support. Data was analysed using the inductive principles of CGT (Charmaz,
2014). CGT was chosen because of its utility in generating categories and a theory to
understand and explain the topic of interest, which is grounded in the data (Strauss & Corbin,
1990; Charmaz, 2008). Furthermore, CGT uses each interview to guide the next (Charmaz,
2014) which is useful when actively seeking a heterogenous sample and exploring
similarities and differences between participants’ experiences. Finally, CGT remains open to
all experiences because a constructionist viewpoint considers there to be no objective truth

and recognises the role of the researcher in bringing their own assumptions (Charmaz, 2008).

Recruitment and Sample

Participants were recruited through purposive, snowball and theoretical sampling
between September 2020 and January 2021. In the context of COVID-19, this was six
months after the first lockdown in the second wave of the pandemic in the United Kingdom
(UK). Principal investigators and research teams supported recruitment by discussing the
research at team meetings and distributing posters (Appendix I). An overview of the

inclusion and exclusion criteria alongside the rationale are in Table 1.

Table 1

Inclusion/Exclusion Criteria and Rationale
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Inclusion Criteria Exclusion Criteria

Rationale

Over the age of 18

As participants over the age of 18 can

consent to taking part in the research.

Able to complete the interview

in English

As English is the only language that
the researcher can understand and

transcribe.

Working autonomously within Any students because they may be
clinical roles after completing rotating or on temporary

all service induction protocols placements

As participants need to have spent a
significant amount of time working in
the ICU to be able to discuss the

research topic.

Working in a clinical role as a Any staff working in non-clinical
healthcare professional roles such as administrative staff,

porters, cleaners etc

As the research is interested in how
being directly involved in patient care
impacts the understanding of the

research topic and well-being at work.

Currently working in a role
which involves a minimum of
one hour contact with patients in
the ICU per week

As the research is interested in all

multi-disciplinary staff experiences
and many staff work across several
wards including the ICU during the

week.

Have experience of working in Any redeployed staff without
the ICU both before and during  experience of working in the ICU
COVID-19 before COVID-19

As participants are required to reflect
on how COVID-19 has impacted their
perception of the research topic.

Twenty participants took part in the study, and all met the inclusion criteria. All

participants were healthcare professionals who worked in ICUs in six hospitals across four

NHS Foundation Teaching Trusts in Yorkshire, North East England. More detailed

information about setting and location was gained through a short questionnaire (Appendix J

and K). One third of individuals who expressed their interest did not take part because they

could not attend the interview (n=1), did not work in the ICU before COVID-19 (n=2), did

not respond to the researcher’s emails (n=3) and data saturation had already been reached
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(n=4). A summary of the participant demographics is provided in Table 2. ‘Allied health

professional’ was used to group participants from speech and language therapy,

physiotherapy, occupational therapy and dietetics backgrounds, who work across multiple

wards including the ICU.

Table 2

Sample Demographic Information

Demographic

Number of Participants (n=)

Age 25-34 (n=7), 35-44 (n=6), 45-54 (n=6), 55-64 (n=1)
Gender Female (n=16), Male (n=4)
Ethnicity White British (n=16), Other (n=4)

Relationship Status and Children

Single (n=2) , In a Relationship (n=2), Engaged
(n=2) , Married (n=14)/ Children (n=10)

Highest Level of Education

Bachelors (n=7), Masters (n=5), Post Graduate
Diploma (n=7), Royal College Fellow (n=1)

Professional Designation

Nurse (n=5), Consultant Doctor (n=3), Allied Health
Professional (AHP) (n=6) , Advanced Critical Care
Practitioner (ACCP) (n=3), Pharmacist (n=3)

Time Since Qualification in Professional

Designation (Years)

<5 = (n=5), 5-10 (n=2), 11-15 (n=3), 16-20 (n=2),
21-25 (n=3), 26-30 (n=4), 31-35 (n=1)
Range: 4 months to 32 years and 4 months/ Mean: 24

years and 10 months

Time Since Started in ICU (Years)

<5 (n=6), 5-10 (n=6), 11-15 (n=0), 16-20 (n=3), 21-
25 (n=4), 26-30 (n=1)
Range: 11 months to 27 years and 3 months/ Mean:

11 years and 4 months

Time Spent Working Per Week (Hours)

20-30 (n=2), 30-40 (n=15), >40 (n=3)
Range: 24 to 60 hours/ Mean: 38 hours

Time Spent in ICU Per Week (Hours)

5-10 (n=2), 11-20 (n=6), 21-30 (n=6,) 31-40 (n=6)
Range: 8 to 40 hours/ Mean: 26 hours

Overtime (Hours)

Yes (n=18), No (n=2)
Range: 1 to 20 hours/ Mean: 6 hours
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Demographic Number of Participants (n=)

Employment Status Permanent (n=20)
Full time (n=18), Part time >17.5 hours (n=2)

Pay Band Band 5 (n=1), Band 6 (n=6), Band 7 (n=6), Band 8
(n=5), Band 9 (n=2)

Ethical Considerations

Ethics approval was gained from the Faculty of Health Sciences Research Ethics
Committee at the University of Hull and the Health Research Authority (Appendix L).
Copies of the participant information sheets were provided, and participants had the
opportunity to ask questions at any point during the study. Written or verbal consent was
provided to participate in the study. All participants were aware that everything they said
during the interviews was confidential and all identifiable information about the person, team
or workplace would be anonymised during transcription. All participant information was
stored securely and in accordance with the ethical guidelines. Furthermore, participants were
provided with further information about how to access ongoing support, if needed, following
the interviews. The researcher also had no pre-existing relationship with any of the
participants before the interviews, apart from with one participant who was supporting data

collection, and no incentives were provided for taking part.

Data Collection

Interest in the study was generated by accessing a survey
(https://admin.onlinesurveys.ac.uk) through a QR code or direct link on the recruitment
poster (Appendix I). Once participants agreed that they had read and understood the

participant information sheet (Appendix M), they completed a demographic questionnaire
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(Appendix N) which took around 5-10 minutes and asked participants about themselves and
their work role.

After a period of 48 hours, participants were contacted through an initial email to
thank them for their interest (Appendix O). They were also provided with a copy of the
participant information sheet and an opportunity to ask any questions. A mutually convenient
time and date for interviews was then agreed with participants who met the inclusion criteria.
A second email communication followed to provide participants with the consent form
(Appendix P). Participants who had access to the facilities to do so were asked to print, sign
and scan back the consent form. Alternatively, verbal consent via audio recording was
obtained on the day of the interview.

Each participant was interviewed at one time point only. All interviews took place
remotely either on Microsoft Teams or over the telephone. As much as was possible to
maintain confidentiality, interviews took place outside of work hours. The semi-structured
interview schedule (Appendix Q) involved seven open-ended questions which asked
participants about their understanding and experiences of thriving, the perceived importance
of relational support at work and the impact of COVID-19. The interview schedule was
developed through discussion with research supervisors to ensure consistency with CGT. In
addition, principal investigators at each recruitment site who had some experience of working
in the ICU provided their perspective on the terminology and appropriateness of the interview
schedule for generating discussion around the research questions. An open interview style
was adopted as this allowed the interviewer to guide the line of questioning to answer the
research questions, whilst also enabling the participants to change the conversation flow
dependent on what they considered important to share about their experiences.

Interviews were audio-recorded using an NHS encrypted laptop and then immediately

transcribed. The interviews ranged in length from 46 minutes and 23 seconds to 81 minutes
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and 29 seconds. Following each interview, a discussion took place about how the interview
went and further information about how to access ongoing support from their employer and
external local organisations was provided (Appendix R). A third email (Appendix S) was sent
to thank participants for their involvement and provide them with the details of the further
support available.

All participants gave their consent to be sent a monthly email from the researcher
which provided them with updates on the research process. Once an initial theory had
emerged through data analysis, participants were also invited to comment on how well this fit
with their experiences. Follow-up feedback was provided by two participants, and this was

used to adapt the emerging theory.

Researcher Roles and Position

The epistemological position taken was relativist constructivism which assumes that
truth is constructed by people and the experience of reality is viewed through the lens of the
individual (Willig, 2013; Young & Collin, 2004) (see Appendix W for epistemological
statement). A constructivist stance also recognises the assumptions that are brought by the
researcher. The researcher has their own version of the truth based on their values and
experiences which may influence how they interpret what the participants say and how they
construct a unifying narrative (Charmaz, 2014). As qualitative research can be easily
impacted by the researcher, the chief investigator (KR) maintained an approach of reflexivity
(Finlay, 2002) and considered both their position and influence on the research throughout by
having monthly clinical research supervision, using memo writing notes and by keeping a
reflective diary (see Appendix X for reflective statement).

The chief investigator was a trainee clinical psychologist with an interest in physical

health and staff well-being. Their interest in the research was shaped by previous experience
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of a short volunteering placement in an ICU at one of the sites involved in the research. Two
academic research supervisors (JB and CC) and a secondary field supervisor (JM) supported
in the development of the research protocol and provided feedback on the overall analysis
and theory. One of the research team’s assumptions was that there are many positive
experiences to come out of working in the ICU environment which staff would be able to
discuss, including the potential for thriving. However, they were aware that this may

not have been a view shared with all of the participants in the sample and therefore invited
participants to discuss any experiences that might be helpful for understanding thriving,

including any more negative experiences.

Data Analysis

The first step of CGT (Charmaz, 2014) is purposive sampling to select participants for
the first few interviews that would answer the research question. The chief investigator took
field notes during the interviews to keep track of key ideas that emerged and reflective notes
were made immediately after the interview about the process of interviewing the participant.
Each transcript was first analysed using initial line-by-line coding (Willig, 2013) which
involved reading each sentence, highlighting key points and then assigning meaning to the
data through the identification of initial codes with related quotations (Appendix T). After
more interviews, line-by-line coding continued and evolved by comparing data to look at the
similarities and differences in the initial codes which became initial categories. Focussed
coding was then used to identify more conceptual categories (Charmaz, 2014).

Data collection and data analysis were ongoing. The method of constant comparative
analysis was used to compare new data from recent interviews to data that had been collected
in earlier interviews. Similarities and differences between the initial codes were explored to

identify the themes that were most significant within the data, for example those which
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appeared more frequently or seemed most important. In line with theoretical sampling, each
interview guided the next and new specific data was selectively collected to develop the
emerging theory and explore gaps in the emerging categories (Charmaz, 2014), whilst
remaining driven by the initial research question (Willig, 2013) (Appendix U). Over time, the
interview schedules were added to and became more focussed to explore the emerging codes
and categories in more detail. This approach enabled the chief investigator to be flexible and
generate new questions throughout the data collection process to explore any new ideas
which emerged from the previous interviews.

Theoretical coding involved developing a storyline to integrate the categories that had
emerged from the codes during the analysis into a theory (Willig, 2013). Categories were
organised under superordinate themes and sub-themes. Data collection ended when
theoretical data saturation had been achieved and it became evident that no new data could be
collected to provide more information about a particular category or a relationship between a

category (Charmaz, 2014).

81



Results

The results are organised into three main sections. The first explores how intensive
care staff understood and experienced thriving at work. A framework which includes a
written narrative and themes, as well as a diagrammatic model is presented to explain this
process. The second explores the impact of COVID-19 on staff experiences of thriving. The
final part connects thriving and relational support within a unifying grounded theory. The
grounded theory is presented in a written narrative and a diagrammatic model. The validity of
the findings is increased as an underlying principle in CGT is the co-creation of research, the
researcher engaged in reflexivity and because all sections of the results were subject to
member checking.
Thriving

The framework developed to understand thriving at work in the ICU was called
‘Intensive Care Staff: Navigating the Bumpy Road to Thriving’. A diagrammatic model is
presented in Figure 1. To achieve thriving at work, intensive care staff identified with going
on a journey, which has ups and downs. One participant explained this as a “peak and trough
kind of map” (Tessa), whilst another illustrated this by saying “when we go through life, we
might go through like a surviving state, we might go through a stable state and then we have
a thriving state” (Butterfly). Although the journey is not linear, navigating and moving
forwards in the direction towards a positive feeling was identified as important for thriving,
“thriving means that you are progressing...it’s a positive word...going in the direction that
you want to go in” (Susan). This process of thriving was found to depend on individual, team
and organisational factors. Four superordinate themes explained how thriving was achieved:
challenge, energy, support and access. Fourteen sub-ordinate themes (see Table 3) are

described below, alongside direct participant quotations.
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Table 3

Superordinate Themes and Sub-ordinate Themes Illustrating the Thriving Framework

Individual Factors Team Factors

Organisational Factors

Challenge Energy Support Access
Professional Able to Go the Extra A Cog in a Well- Availability of Physical
Development Mile Oiled Machine Resources

United through
Shared Experiences

Managing Emotions Recharging During

the Workday

Valued through Emotional
Support

Being a Clinical Lifting Each Other Up

Expert

Locating Energy
Boosts Outside of
Work

Compassionate Culture
Mindset

Forming Support
Bubbles

Leading by Example

When the four conditions for individual thriving were achieved, this had a perceived

positive impact on other relationships, “I think if you thrive, and you feel that you have

achieved something positive, then the whole team morale increases” (Simba). This process of

thriving growing outwards from the individual to other members of the team and patients was

named the ‘Ripple Effect’ (see red box in Figure 1 for model). However, for thriving to start

and continue, the organisation had to be experienced as reciprocating in the process of

facilitating thriving. A supportive organisation creating the right conditions for thriving was

identified as important for sending ripples back to the individual, therefore sustaining thriving

across time within the whole social system in the ICU.

83



Figure 1
A Model for Understanding How Individual Staff Experience Thriving at Work in the ICU -

‘Intensive Care Staff: Navigating the Bumpy Road to Thriving’ (Red box = The Ripple Effect)

Influence of the
Organisation

!

Individual Factors Team Factors  Organisational Factors

Challenge lfl}l Energy EE‘EI Support q‘}] Access

AVAVAVAN

Patients

A

T 1

!
Influence of the
Organisation
Note. Large arrow demonstrates the process towards individual thriving. Smaller arrows
within the red box show the direction of influence/movement within the social system within

which thriving in the ICU is facilitated. These arrows go both forwards and backwards to

illustrate the Ripple Effect.

1. Individual Factors
Intensive care staff identified actions they took to increase their likelihood of thriving
at work. Thriving was partly determined by the person, their compatibility with the ICU

environment and the use of specific strategies, leading to what one participant called going to
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work with the “bring it on aspect” (Fred). Thriving was often associated with a feeling of
achievement noticed at the end of the day when staff were leaving work and engaging in self-
reflection, “I walk out of the building...and I have a smile on my face...sense of pride”

(Susan). The two superordinate themes were challenge and energy.

1.1 Challenge
The nature of working in ICU is that every shift brings a different challenge which
can contribute to thriving. The presence of challenge was frequently described by intensive
care staff as enjoyable; part of the reason why they chose their careers and something which
provided them with more opportunities for learning, “I like being in that stretched zone

where you are getting challenged all the time” (Donald).

1.1.1 Professional Development

Engaging with more challenging work emerged as something that intensive care staff
felt was integral to their professional development. Most participants described recognising
thriving as developing from facing challenging situations head on, “sometimes the storm
moments are the moments that will get us to thrive” (Butterfly), even in the absence of good
patient outcomes, “we do thrive off the negatives as well...not everything goes well all the
time” (Simba). All staff spoke about the importance of learning, improving and moving
forward with their career goals, with several participants identifying thriving as similar to
child development, “babies, thriving...growing and developing” (Tessa). Thriving was also
found to change throughout an individual’s career as staff strived to reach the top of their
respective careers. However, doing so was described as often quickly resulting in the need for
change to get off the “hamster wheel” (Minnie) and locate new opportunities including

moving to management positions. One ACCP described their thriving as stepwise, “a stop
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and start thing, because | have maybe got to the maximum of what I can achieve and then |

have moved onto another role...then | have started to thrive again” (Susan).

1.1.2 Managing Emotions

Intensive care staff also expressed how thriving involved being able to put up barriers
and manage the emotional impact of caring for critically unwell patients. This was most
apparent during conversations with nurses, with one participant talking about the “bravado in
intensive care nursing...more valued that you like to get stuck in...to look after poorly
patients” (Ola). Some staff described not perceiving the work environment to be stressful,
whilst others identified with needing to “build a wall” (Fred) to separate from their emotions
during work as a form of self-protection. Being too emotionally connected to patients was
seen as a barrier to thriving as it could interfere with staff being able to do their jobs, “ir
would not do my mental health any good if I sat and cried at work all day every day”
(Sydney). For many, resilience was closely related to thriving and described as the ability to
manage stress at work most of the time when thriving, “survival instinct...get knocked down
and you stand up again” (Paddington). Several participants also reflected on how resilience
may be associated with age and experience, “the junior nurses... they just do not have the

resilience” (Lola).

1.1.3 Being a Clinical Expert
Thriving from being a “clinical expert” (Sydney) was described by intensive care
staff as feeling in control and able to manage both planned and emergency situations during
the workday, “working on automatic pilot” (Teresa). More time and experience made
working in the ICU feel like “second nature” (Simba). Confidence in their ability enabled

staff to continue persevering with the challenges of ICU working, knowing exactly what to
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do to help patients and being able to respond quicker in the future, “it does not necessarily
become easier, but you feel more confident and more competent” (Butterfly). Compared to
more experienced staff, junior members of the team described relying more on what one
nurse called “baby birding onto people” (Ola) to experience thriving through learning from
others until they could work more autonomously. ACCPs and consultants often spoke about
being competitive with themselves and sometimes others, with one ACCP stating, “thriving
is just being the very best that I can be at all times” (Lola). Accomplishing clinical tasks as a
consequence of hard work was described as satisfying for all, with one pharmacist describing

thriving as the “buzz that you have actually done something” (Tech Head).

1.2 Energy
Thriving was widely described as “feeling energised” (Paddington) and fluctuating
with changes in energy, “it is impossible to be in thriving the whole time because that also
consumes energy” (Butterfly). Experiencing fatigue was not found to stop thriving, as long as
intensive care staff could access energy sources which allow them to continue moving

forwards doing their jobs, as well as looking after themselves.

1.2.1 Able to Go the Extra Mile
A passion for the job motivated many intensive care staff who, when thriving, felt
able to do more for patients and their families. Most participants described thriving as feeling
rewarded by having a job that is perceived to be worthwhile, “feeling like you have got job
satisfaction...delivering optimum patient quality of care” (Dolly). In addition, they described
having the energy for “them little extra bits that you need to do to make a difference” (Mary)
such as being involved in service development, training and research. Feeling exhausted from

being overworked made it harder to thrive, as participants expressed feeling more
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disconnected from their emotions and finding it harder to look beyond the immediate clinical
tasks, “exhaustion...that grinds out sympathy, kindness, caring until you can just think...how
can I just get through this and get home and get to bed” (Fred). This was illustrated by one

AHP contrasting surviving and thriving, “survival is coping...getting through doing the bare

minimum, whereas thriving is doing more than that...going above and beyond” (Tessa).

1.2.2 Recharging During the Workday
Where possible during the workday, intensive care staff spoke about needing to

recharge by leaving the ICU ward environment and engaging with interactions and activities
which sustained their thriving. Distance and time away, which one AHP described as “non-
clinical time off the conveyer belt” (Ruby), was considered necessary to continue providing
the same level of care to patients. Several participants also highlighted the importance of
thriving coming from fulfilling their basic needs, “thriving is like being able to go for
lunch...something really basic...being able to go to the toilet” (Minnie). This included having
frequent and long enough breaks away from the ward to re-energise by getting a coffee with a
colleague or for nurses, where leaving the ward was not a luxury, being able to “step away
from your bedside to sit in a room separate to your patient” (Ola) and access a “tea trolley
on the unit...to just stand together and chat” (Teresa) was important. In addition, AHPs
occupying dual roles spoke about balancing their caseloads with colleagues and choosing
how long they spent in the ICU, “you know you can come out of that setting and have a

period away from it” (Simba).

1.2.3 Locating Energy Boosts Outside of Work

Thriving at work was also linked to the ability of intensive care staff to locate “the

small boosts of energy” (Butterfly) outside of work. At home, when thriving, staff felt more
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able to engage in their interests including socialising with family and friends, exercise and
relaxation which had the benefit of creating boundaries with work, as one AHP stated, “you
just lose yourself a little bit” (Rosalind). Thriving was described as a good feeling which
transferred between work and home and helped staff to deal with challenges at work, “I have

got energy, [ want to cook..., y’know that feeling carries on and I'm in a happy mood”

(Fred).

2. Team Factors
All intensive care staff agreed that the ICU is a large team involving a core team of
doctors, nurses and ACCPs, with other staff entering and exiting with their contributions. The
team were experienced as contributing to thriving by providing support across the various
relationships, “l do not think any one person can give you all of the support” (Rosalind).
Thriving was recognised when staff received positive feedback from others during the
workday which helped them to feel that their hard work was being recognised, “we all thrive

from that positive feedback loop” (Tech Head). The superordinate theme was support.

2.1 Support
A successful team was described as being unable to thrive working in isolation, “we
achieve things better as a team...and thrive off those things rather than doing things
individually” (Simba). Everyone plays an important role and contributes to thriving by
providing encouragement and support, “It is a sort of self-sustaining glorious circle, and the
colleagues make the job” (Fred). Both practical and emotional support from the team and

specific individuals were described as important.

2.1.1 ACogin aWell-Oiled Machine
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Feeling part of an integrated MDT where all staff work towards a shared goal as part
of a “cog in the team” (Vanessa) was identified as important for thriving. Intensive care staff
described how thriving developed from a sense of belonging where everyone was respected
and treated as an equal, “because | am valued, my opinions are trusted, I'm given jobs to do, |
feel trusted, I feel very much part of the team” (Minnie). Having a presence on the ward
where other members of the team recognise and appreciate the specialist skills which they
could bring to clinical tasks was described as important for thriving as a team. Most
participants identified with the loneliness that could come from working alone providing one-
to-one patient care. For intensive care staff working across multiple wards, especially AHPs,
being able to work jointly alongside other professionals was described as providing the extra
support that they needed to thrive in the ICU, with one AHP explaining how they benefitted
from “piggyback([ing] onto physiotherapists... become more part of a therapy team”

(Rosalind).

2.1.2 United through Shared Experiences

Intensive care staff also spoke about thriving as coming from feeling that their
colleagues could fully understand their experience of caring for critically unwell patients so
that support could come from anyone. One AHP described this as feeling “psychologically
safe” (Ferris) which allowed thriving to occur from talking freely and openly with colleagues
about the pressures and joys of the work. Sharing experiences with colleagues allowed
intensive care staff to process events, to work through issues and learn together, and most
often occurred informally on coffee breaks and “corridor conversations” (Tech Head). One
consultant described how trusting their colleagues to listen without judgement “zurns
something that could be horrific into something that’s survivable and even a great place to

be” (Fred). Despite this, participants occupying management positions often described
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struggling more to access support for themselves owing to the lack of “higher support”
(Dolly) in their role and concerns around over-burdening junior staff, with nurses in

particular identifying this issue, “I would be quite choosy who I spoke to...” (Mary).

2.1.3 Lifting Each other Up

Intuitively knowing what colleagues needed contributed to thriving as this enabled
intensive care staff to be able to respond effectively to lift each other’s mood. This reciprocal
process, which one AHP called “in-group regulation” (Rosalind), typically occurred within
the same professions when one person has a bad day, and the rest of the team will be
managing better and available to offer support. Staff spoke about a reliance on their
colleagues to be there for them and trusted them to do what was best for them when they felt
less able to care for themselves. This could involve colleagues offering to “take something
off” (Tessa) to reduce the load of work demands or being available on the side-lines to “keep
an eye on each other” (Rosalind). Several participants described how their colleagues knew
them so well that they felt like family, with one pharmacist stating, “We always feel like on
critical care that you are part of the family...we feed off each other and thrive off each other

supporting each other” (Tech Head).

2.1.4 Forming Support Bubbles
Thriving also depended on the ability of intensive care staff to create their own
“bubbles of support” (Ruby) with colleagues who share similar personalities including
humour. For AHPs and pharmacists occupying dual roles, multiple support bubbles in
different areas were important for meeting their different needs. Several participants
acknowledged how it was not possible to get along with all people but spoke about

gravitating towards a small group of “go to people...friends stroke colleagues, peers that you
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can go to” (Paddington) who had more of a “vested interest” (Dolly) in them as they knew
them on a more personal level and sometimes outside of work. Thriving grew from spending
time together in close proximity at work and having the space to develop friendships through

activities such as having lunch together.

2.1.5 Leading by Example

The presence of role models leading by example helped intensive care staff to thrive,
by doing things to “create like a steady ship” (Mary). Leading during medical emergencies,
consultants spoke about the importance of remaining calm so that the whole team feel more
able to cope and work together, “I'm going to be in a leadership role and I'm going to have to
show it, and usually I feel that you pull a face, and the feelings follow” (Fred). Through a
process of supporting others and feeling rewarded by seeing them develop, being a leader
was described as, “thriving from a distance” (Ferris) and “passing on the baton” (Susan).
For all staff, having a mentor throughout their career who encouraged them and managers
who are approachable, available but also honest when they are busy and visible outside of
their office were associated with thriving. Some staff also spoke about admiring managers
who sought their own support. However, several participants, especially senior nurses,
admitted that whilst they saw supporting others as a big part of their role, they often found it

hard to take their own advice.

3. Organisational Factors
In addition, thriving was intrinsically linked to the perceived ability of the wider
organisation which employed intensive care staff to take responsibility for supporting them.

Thriving was experienced when staff perceived themselves to have enough resources to meet
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job demands, “when you have got heaps in staff and resource...you come home having felt

like you have thrived” (Fred). The superordinate theme was access.

3.1 Access

Thriving was not possible with self-determination alone and was increased when the
organisation gave back to intensive care staff, “I am doing everything | can to make myself
resilient...I need the resources to take the job I am handed” (Fred). The availability and
accessibility of resources was frequently viewed as a measure of how much staff felt valued
as people and professionals by their employers and this contributed to challenges in thriving,

“AHPs are less important as the underfunded ones” (Tessa).

3.1.1 Availability of Physical Resources

Having sufficient physical resources including staffing, equipment and facilities was
described as necessary for thriving as it enables intensive care staff to make a positive
contribution to a patient’s recovery. This view was shared across professions, with one AHP
stating, “I think capacity and staffing is kind of probably one of my big things that hold my
profession and myself back in terms of thriving” (Rosalind). Exhaustion from having to
regularly justify the need for resources and fight to be provided with what they needed within
“money driven” (Donald) services was not identified as aligned with thriving. To thrive
amidst what one ACCP called the “politics of work” (Susan), consultants spoke about
celebrating the wins, “I'm just grateful that people have turned out to work...rather than get
upset that we were short of nursing staff”’ (Donald) and “we can do a lot with a little and it

feels fantastic when it happens” (Fred).

3.1.2 Valued through Emotional Support
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Feeling part of an organisation that is responsive to the needs of intensive care staff
through the provision of formal emotional support was identified as contributing to thriving.
Several participants described the importance of feeling valued as a person, rather than just
“a slot on a spreadsheet” (Fred), as described by one nurse, “I often feel like | am on a
factory line where my job is just to be as efficient as possible and to go home” (Ola). Most
staff expressed an awareness of the “safety net” (Teresa) of support available to them
including one-to-one, groups and training. A recognition from the organisation that intensive
care staff needed support in their jobs and this need should prioritised was important for
enabling thriving at work. However, very few participants described having accessed this
support by choice, with consultants identifying themselves as least likely. Thriving was
frequently experienced when intensive care staff overcame an initial resistance to benefit
from the support available and considered it to have become an important resource for
looking after themselves in the future, “once you have hooked a lot of people and they

understand the benefit...1I think more people would engage” (Minnie).

3.1.3 Compassionate Culture Mindset

Thriving was also found to relate to how intensive care staff perceived themselves to
be part of an organisation which prioritises staff well-being. Most participants spoke about an
engrained and un-spoken stigma where emotions are perceived as weaknesses, “ICU is one
of those places where it is just accepted that we just cope” (Susan). One nurse described a
fear of being judged for taking time off work and engaging in personal therapy, “my name is
going to be mud...and people are going to talk about me behind my back” (Ola). On the
other hand, intensive care staff described thriving as those times when they felt that the
organisation ethos was inclusive and encouraging of staff caring for their mental health

needs.
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Influence of Context — COVID-19

The socio-economic-political-cultural context is always changing and has a large
influence on the functioning of healthcare organisations, specifically the NHS, which is
publicly funded. The most dominant context which framed the experiences within this study
was COVID-19 and its impact on intensive care staff experiences of thriving during this time
was explored. In general, thriving during COVID-19 was experienced as more difficult, “/
have not been thriving through COVID, it is just survival” (Fred), but the barriers to thriving
often predated the pandemic, “a lot of the principles that we have been dealing with in our
approach to the pandemic are actually things we were also managing beforehand. So, we are
under-staffed, under-resourced, weren’t really being particularly acknowledged by the
organisation...” (Donald). The impact of COVID-19 on thriving is explored further using the

challenge, energy, support and access format.

1. Challenge
COVID-19 was experienced by all participants as a greater challenge, with fear and

anxiety having “got to everybody” (Fred). Most intensive care staff described how the same
level of achievement linked to thriving was often missing because of the increased patient
death rate, lack of confidence in the treatment being provided and reduced presence of
patients’ relatives on the ward, “I see it as a battle that we are not going to achieve very well
in...\tis a fairly thankless thing” (Susan). After an initial period of shock, “the rug pulled out
from underneath us” (Vanessa), all staff described finding equilibrium again where it became
easier over time to do the job. For several staff, COVID-19 had a positive impact in
accelerating growth through taking on new responsibilities and finding new solutions to

improve services, “a pandemic is horrific for the world, but amazing for my CV” (Minnie).
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2. Energy

Exhaustion was a shared experience which increased as the pandemic progressed, and
the initial adrenaline reduced, “it feels like you are sprinting all the time” (Tech Head). Many
intensive care staff spoke about how the job lost its excitement as their main priority became
getting through the workday. COVID-19 took away many of the extra opportunities that
previously helped staff to thrive and wearing PPE also made it more difficult to meet their
basic needs, ““...you can’t drink too much because then you might need a wee later on, but you
would not be able to don off again” (Mary). Thriving originated from finding different ways
to re-energise during COVID-19 including gratitude for the routine of coming to work,
focussing on areas where they could make a difference and looking towards the future with a

re-evaluation of what is important.

3. Support

COVID-19 contributed to the pushing and pulling of relationships. Artificial teams
grew from redeployed staff coming to support with the high patient demand and the loss of
staff owing to shielding, sickness and burnout. In addition, some AHPs were encouraged to
work remotely which contributed to feelings of isolation and also frustration from nurses who
did not have this option. Despite a common experience of less connection to the hospital
community, “felt like we were going round...with the plague” (Tech Head), most participants
felt that their team relationships in the ICU were strengthened by being “in the same boat”
(Ruby) and having “dragged each other through it” (Vanessa). All MDT staff wearing the
same PPE uniform and being present in one space was identified as contributing to thriving
as one unified team who worked more flexibly across roles and better supported each other,
as described by two AHPs, “everybody is watching out for everybody more closely” (Lizzie)

and “I feel like more of a team player rather than just like this extra one person” (Tessa).
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This was especially apparent for pharmacists and AHPs who described moving away from

their core departments, “critical care has held their hand out and brought us in”’ (Minnie).

4. Access

An increase in access to resources and speed of decision making was reported by
many intensive care staff during COVID-19, “we have had plenty of equipment thrown our
way, which would have taken years to try and get...here is a pandemic, now there is lots of
money” (Donald). However, this did not automatically coincide with thriving as several
participants described feeling no more valued by the organisation owing to experiencing the
same pressures and “terms and conditions attached” (Donald) to resources. When thriving
did occur, it was described as coming from staff feeling more able to openly discuss their
feelings and access emotional support from managers more frequently expressing their
gratitude and more formally, “psychology support available, so if you look on the backs of

every toilet door there are well-being numbers to ring and places to find advice” (Rosalind).

Unifying Grounded Theory

The unifying grounded theory goes beyond the ‘Navigating the Bumpy Road’ (see
Figure 1) framework for understanding thriving in intensive care staff to explain the
relationship between thriving and relational support. This was called ‘A ‘Social System
Facilitating’ Theory of Thriving in the ICU’ and a diagrammatic model is provided in Figure
2. The theory demonstrates how there are several relationships identified as important to
intensive care staff which have a role in generating and maintaining thriving at work.
Although COVID-19 had a significant impact on intensive care staff, similar things were

described as important to their experiences of the research topic both before and during
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COVID-19. As a result, the theory is transferrable across time as contexts change but the
principles underlying the theory remain the same.

In summary, healthcare professionals working in the ICU were found to experience
their individual well-being on a continuum from negative to positive. Thriving was perceived
to exist at the far end of the positive side, whilst burnout was on the opposite end. Fluctuating
along the continuum was a very normal process; however, some staff experienced themselves
as moving more quickly between the two points than others. The presence of challenge and
energy were important individual factors contributing to thriving.

When more individual staff felt able to face in the forwards direction towards
thriving, this was experienced as having a positive impact on the relational well-being of the
ICU team. More thriving was perceived to contribute to a sense that the MDT were more able
to work in an integrated way. As a result of feeling supported within the team through this
way of working, thriving was experienced as more likely at the level of the individual and the
ICU team as both felt more able to push forward together in the direction of thriving. On the
other hand, when staff experienced themselves as more towards the burnout end of the
continuum, this was often more associated with feelings of isolation and separation within the
ICU team. Hence the individual and relational well-being of the ICU team were experienced
as closely inter-linked. More detail about the specific terms linked to individual and relational
well-being, which were discussed and defined by participants, is provided in Appendix V.

Looking outside of the ICU ecosystem, there are additional influences on intensive
care staff. The organisation was experienced as having a significant impact on staff and team
thriving, as access to resources provided a strong foundation to support the whole system.
Participants’ experiences were identified as driven by all these different levels of the system:
staff, team, and organisation. When all levels contained within the boundaries of the hospital

and the NHS Trust in which they are employed were in sync and supportive, this enabled the
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full potential of thriving to be experienced. On the other hand, less support from other areas
within the system might enable intensive care staff to be resilient but struggle to achieve
thriving. Furthermore, there are also influences from the surrounding context, which included
COVID-19 within this study. Thriving within the system from the individual to the

organisation was also described as having an overall positive impact on patient care.
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Figure 2

Unifying Grounded Theory Linking Thriving and Relational Support in the ICU — A4 ‘Social

System Facilitating’ Theory of Thriving in the ICU
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Note. The blue circle represents the ICU, inside of the red circle represents the boundaries of
the hospital and NHS Trust and outside of the red circle represents the surrounding context,
which in this study was COVID-19. Arrows show the direction of influence/movement
within the social system within which thriving in the ICU is facilitated. For example, there
are direct and indirect influences from the surrounding context down to the ICU team which
contribute to individual and team thriving. Challenge and energy are represented as inputs to

the system and improved patient outcomes are a potential output.
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Discussion

Overview of Findings

This study aimed to develop an understanding of how thriving is experienced at work
by the MDT working in the ICU and to look at whether relational support is used as a tool by
staff to facilitate thriving. Thriving was explored owing to its potential utility for
understanding how to better support intensive care staff at work, as Jackson et al. (2018)
identified thriving as the ability to positively manage challenges at work in the ICU. Within
this study, thriving at work was found to be maintained through the presence of challenge,
energy, support and access to resources. In addition, more individual thriving contributed to
more thriving within teams, which resulted in a more integrated MDT in the ICU, with
corresponding benefits for the organisation and patients.
Thriving

Thriving was generally perceived as something which intensive care staff were
unfamiliar with describing. Terms including resilience and achievement were more often
identified, which is perhaps a reflection of the workplace culture of the NHS which is driven
by an organisation striving to meet targets and monitor outcomes for patient care (Henshall et
al., 2017). Resilience was described in the current study similarly to Jackson et al. (2018) as
the ability of individual staff to manage emotions, overcome challenges and continue at work.
In comparison, thriving was a conceptually distinct and different experience which all staff
were able to explain despite subtly different meanings resulting from working in different
roles and being at different stages of their careers.

Thriving was broadly experienced as a positive feeling which is the desirable end
goal of a process which intensive care staff purposefully navigate towards by moving
forwards in pursuit. More than this, thriving at work in the ICU was described as having a

relational component, as well as involving staff seeking out opportunities for learning and
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experiencing a passion for the job. This supports the definition from Spreitzer et al. (2005)
which views thriving as important for individuals being able to identify whether they are
making progress towards their goals. However, thriving is also experienced as a bumpy
journey. Intensive care staff described how fluctuations in and out of thriving over time were
normal as it was not possible to always maintain thriving when working in the ICU
environment. Thriving was experienced as a parallel process to burnout, which fits with the
2WPP perspective whereby individual well-being exists on a continuum (lvtzan et al., 2015;
Lomas & lvtzan, 2016) and offers support for the J-DRM (Demerouti et al., 2001) whereby
work engagement and burnout are outcomes of interacting job demands and job resources
(Bakker & Demerouti, 2017). The extent that intensive care staff experienced themselves as
moving between points on this continuum was unique for each person but anything from
neutral to positive was considered to be a good position. Additional steps were added to the
original four-item continuum from Jackson et al. (2018) including growth between resilience
and thriving. This was done to explain more of the complexity in well-being and staff
experiences, which also included feeling fulfilled caring, learning and contributing to
something perceived as meaningful.

Intensive care staff described an acute awareness of the emotional and physical
challenges of working in the ICU (e.g. Chuang et al., 2016; Hamric & Blackhall, 2007).
Feeling able to overcome these challenges was described as particularly integral to thriving.
However, there was also more nuanced reflection about how thriving actually emerged from
the embracing of challenges and developing confidence in clinical skills to feel able to meet
the job demands, which Su et al. (2014) described as engagement and mastery. Wendt et al.
(2011) identified thriving in work environments where emotional challenges are inherent but
used as motivational processes to help others. This could be one explanation for why several

intensive care staff highlighted that thriving was unrelated to happiness at work. Part of
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thriving in the ICU included accepting that staff cannot be completely satisfied with every
patient outcome, but they can continue to work hard and make improvements in the future.

The findings also demonstrated that not all intensive care staff who manage
challenges at work will experience thriving because they also need time to rest and recharge.
Intensive care staff described feeling energised by caring for patients, which supports the
model from Spreitzer et al. (2005) where accomplishing work tasks and learning generate
energy for thriving. However, intensive care staff also relied on replenishing their energy
through interactions and activities to sustain thriving when at work. Jackson et al. (2018)
suggested that actively doing something different serves the purpose of helping staff to step
away from the ICU environment where the stress is often located.
Relational Support

Support available at the team and organisational levels of influence were identified as
job resources for reducing the negative impact of job demands (Bakker & Demerouti, 2017;
Danna & Griffin, 1999). Without positive connections at work, intensive staff described
having to rely more on their own individual strategies for thriving but cannot fully achieve
thriving. Thriving was experienced when intensive care staff worked as part of an integrated
MDT; however, an integrated MDT also produced more thriving at an individual and team
level. Support for these findings comes from Spreitzer et al. (2005) who found that work
relationships are important for generating and maintaining thriving at work as thriving staff
are better able to work well together and support each other.

An integrated MDT involved mutual respect and understanding, which West et al.
(2020) described in nurses in terms of a core human evolutionary need for belonging. Being
able to talk openly with colleagues had a particularly restorative impact which supported
intensive care staff to manage the work demands. This process of trusting colleagues to listen

without judgement and learn together has been called psychological safety (O’Donovan &
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Mcauliffe, 2020). However, staff occupying management positions most often described
struggling to seek out and find adequate support within their roles. This is in contrast to
findings from Jackson et al. (2018) where more experience was associated with thriving, as it
suggests that a barrier to thriving may be occupying too much responsibility when the job
demands are too high. Although thriving could come from working autonomously, some
AHPs and pharmacists, who often worked in smaller teams across several wards, identified
with feeling less able to thrive when they were dissatisfied with feeling disconnected from
ICU colleagues.

In addition, thriving was experienced as related to the extent to which intensive care
staff felt valued and recognised in their roles by their employing organisation, which has been
identified as a fundamental need for healthcare workers (Henshall et al., 2017; Jarden et al.,
2018b). Having access to adequate staffing numbers was described as the most important
resource for staff being able to do their jobs and this is frequently reported in the literature
(e.g. Credland, 2020, Highfield, 2021). The ‘Ripple Effect’ explained how individual thriving
can spread outwards and enable others within the ICU system to also thrive. However,
thriving may be prevented if the culture surrounding their work is one where intensive care
staff are not provided with the correct resources, the emotional impact on mental health is not
acknowledged and decisions which are important to staff are dictated and imposed upon them
by the organisation.

COVID-19

Despite increases in the availability of equipment and staff support, many intensive
care staff explained that, in the context of the COVID-19 pandemic, survival was a better
description of their experience than thriving. Survival was experienced as exhaustion,
working under similar pressured work conditions but with additional demands. This shared

experience is seen across the literature (e.g. Arabi et al, 2021; Billings, Ching et al., 2020;
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Wong et al., 2020). However, regardless of the COVID-19 context, similar factors were
found to contribute to thriving. Most importantly, intensive care staff described the
strengthening of relationships with colleagues, as collectively coming together was necessary
to face the pandemic (Billings, Abou Seif, et al., 2020). When staff felt supported, this also
allowed room for some positive experiences including finding solutions to new problems.
This fits with the idea of post-traumatic growth, described by Dowthwaite (2020), which was
found in previous pandemics (Lau et al., 2006) and described by Woodford et al. (2020) to

include finding opportunities amidst the challenges for experiences such as pride or purpose.

Implications
Benefits of Focussing on Thriving

Resilience as a term used in healthcare to describe the ability of staff to recover
quickly and adapt well to challenging situations (Jackson et al., 2007) may be criticised for its
focus on individual responsibility (Reynolds & Trethewey, 2019; Southwick et al., 2014;
Traynor, 2018; van Breda., 2018). The use of this term may have inadvertently contributed to
more mental health stigma among intensive care staff. Not feeling able to cope with work
demands may be perceived as implying that staff are doing something wrong and likely
discourages colleagues sharing their very understandable emotional reactions to a challenging
work environment for fear of judgement (Billings, Abou Seif, et al., 2020; Chang et al.,
2019). The research findings challenge a negative research focus in the intensive care
literature (Jarden et al., 2018a) by showing that many multi-disciplinary professionals enjoy
their jobs in the ICU. Furthermore, they highlight that intensive care staff are often doing
everything they can to help themselves to be more resilient; however, it is impossible for
them to bounce back from adversity when there is no system of support around the individual

(Reynolds & Trethewey, 2019). As a result, thriving may be useful for acknowledging the
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additional influence of team and organisational factors on well-being and drawing attention
to factors which need to be changed within the ICU environment rather than suggesting that
staff need to get better at managing those factors. However, thriving should not become
another concept used to ignore systemic problems.
More Organisational Responsibility Moving Forward

Individuals are the product of systems but often have little ability to change their work
context (Spreitzer et al., 2005). As a result, healthcare organisations have a responsibility for
supporting staff to succeed in thriving (Arabi et al., 2021; Bryden et al., 2019; Highfield,
2019). By directly asking intensive care staff what needs to change in order for them to
thrive, this research provided important insight and learning into how they want and need to
be supported in the future. The findings highlighted areas where organisations can invest to
make system-wide changes which are more preventative and address the root of the problem
rather than reactive to managing burnout that already exists. Healthcare organisations which
enable the conditions for thriving can positively impact teams through reduced absenteeism
and turnover (Stevenson & Farmer, 2017; Stone et al., 2006). In addition, benefits to ICU
team working may lead to improvements in patient care as the likely outputs of a thriving
system (Bajoreck & Holmes, 2020; Kerlin et al., 2020; Wheelan et al., 2003). This is
supported by a review from Hall et al. (2016) which identified links between higher patient
safety and positive mental health factors among healthcare professionals. One potential
reason for this is that rather than focussed on individual survival, supported staff may feel
more able to work together with a united approach.

Moving on from COVID-19, now more than ever healthcare organisations including the
NHS must take a lead in providing a foundation for improving how intensive care staff are
supported to thrive at work (Berwick et al, 2019; Walton et al, 2020). For this to happen, staff

need a road map for the future, which outlines how to best navigate the journey towards
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thriving. Several points of change are suggested below. These points represent the most
frequently generated ideas by participants and demonstrate positive steps that can be taken to
encourage ripples of thriving throughout the whole MDT in the ICU.

1) Help staff to feel valued

e By reducing mental health stigma. This requires a culture shift to create a work
environment where it is not taboo to discuss difficult feelings and ask for help, which
can only be achieved by the organisation taking action to prioritise staff well-being
and encourage normalising conversations about mental health throughout the system
(Arabi et al, 2021; Stevenson & Farmer, 2017).

e By recognising self-care as equally important as mandatory training, providing staff
with the working conditions to rest and re-energise at work and enabling staff to step
away from the ward for self-reflection or socialising. This must include having access
to a consistent supply of food and water, encouraging breaks are taken, allowing staff
to leave the ward at least once on their shift and ensuring that all MDT staff have a
shared space to go to connect with colleagues (Billings, Abou Seif, et al., 2020;
Lissoni et al., 2020; Tomlin et al., 2020).

e By showing appreciation for staff and highlighting positive feedback as a whole MDT
on a regular basis. This could include during team meetings and through bulletin
boards and newsletters (Highfield, 2019). Marking the end of COVID-19 with some
form of reflection and celebration outside of work will be important (British
Psychological Society Covid19 Staff Wellbeing Group, 2020).

2) Help staff to feel supported

e By enabling all MDT staff to access formal emotional support within work which
meets their individual needs. Staff should not have to access personal therapy outside

of work for work-related issues. As a result, this should involve regular clinical
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3)

supervision and a dedicated clinical psychology lead (Highfield et al., 2021; Walton
et al, 2020) for each ICU, as well as group forums such as reflective practice and
Schwartz Rounds “Team Time” (The Point of Care Foundation, 2020) where staff can
reflect on the normal emotional impact of their work (Bajoreck & Holmes, 2020).

By providing staff with spaces to discuss clinical cases together in groups within and
between professions. This may be achieved by creating safe spaces where staff can
share skills and learn together (Bryden et al., 2019). Intensive care staff came through
COVID-19 together and retaining this community mindset will be important.

By providing managers with more support in their roles to care for themselves and be
able to support the rest of the team (Ervin et al., 2018). This could involve providing
managers with peer support schemes, enabling managers from different wards to
discuss the shared pressures of leadership and encouraging self-compassion (Bailey &
West, 2020).

Help staff to feel empowered

By helping staff in their professional development. This could involve allowing staff
time to attend training, as well as encouraging staff to seek out new challenges and
opportunities to progress in their learning throughout their careers (Bryden et al.,
2019; Highfield et al., 2021).

By including staff in the decisions which impact them and ensuring that this decision
making is converted into positive action for service improvement. This may be
achieved by the organisation encouraging staff of all levels to participate in service
development and inviting their ideas for innovation (Walton et al, 2020).

By providing staff with the resources that they need to do their jobs. This can only be

achieved through greater investment to provide staff with access to appropriate
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equipment and staffing numbers (Highfield et al., 2021), which are not just taken
away once COVID-19 is over.
Key Role for Clinical Psychology
Although an evolving role, clinical psychologists are widely recognised as core members
of the ICU MDT (Evin et al., 2018). One of many responsibilities includes nurturing and
promoting staff well-being using specialist knowledge of psychological theory and valuable
leadership skills (Lissoni et al., 2020; Wade & Howell, 2019). During COVID-19, there has
been an increased recognition of the mental health impact of working in the ICU, alongside
an increase in the funding and provision for clinical psychologists in ICU posts (Greenberg et
al., 2021). As a result, it is important that clinical psychologists listen to intensive care staff
about how they prefer to be supported and use their roles to make positive changes in the
workplace including by providing staff with reflective and confidential spaces, de-
stigmatising mental health, reframing the semantics surrounding burnout, as well as

advocating for organisational change.

Limitations and Future Research

The study met its objectives by recruiting a heterogenous sample which was deemed
to be representative of the wider multi-disciplinary ICU workforce. Previous research has
often focussed on nurses (Jackson et al., 2018; Jarden et al., 2018a) and has neglected to
consider how team working may be affected by some staff including AHPs working across
multiple wards including the ICU. More in-depth comparison between healthcare
professionals and within participant demographics were not explored as this was not within
the scope of the methodology utilised. However, further qualitative exploration of the impact
of occupying multiple roles on the relationships and well-being of intensive care staff is

needed.
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The inclusion of twenty participants recruited from across six NHS hospitals was a
strength because the results are more likely to reflect the experiences of intensive care staff
more generally rather than being impacted by the specific team relationships and contexts at
one hospital. However, several limitations with the sample can be noted. Firstly, the hospitals
were all located in a small region in the North East of England which might not reflect the
experiences of staff in other areas of the United Kingdom or other countries outside of the
NHS. Secondly, every effort was made to recruit participants from different professional
backgrounds, in line with the guidelines from Macnaughton and Webb (2019). However, this
was limited by the individuals who volunteered to be involved. For instance, there was also a
noticeable absence of more junior members of staff, especially doctors below consultant
level. One potential reason may be that staff rotated so did not have experience of working in
the ICU before and during COVID-19 or felt that their voices were less important. Thirdly,
there is some lack of diversity within the participant demographics, especially in age, gender,
ethnicity and employment status.

COVID-19 affected recruitment and interviewing as the researcher was unable to go
to the research sites to meet the staff teams. Despite this, participants provided positive
feedback around the use of remote interviewing including the ability to build rapport and
greater flexibility when arranging interview times, which fits with the existing literature
(Ward et al., 2015). However, COVID-19 was a constantly changing situation which affected
the four NHS Trusts differently at different times and significantly impacted how participants
felt on a particular day. As a result, the research can only provide a snapshot into some of the
experiences during the pandemic.

Finally, the research topic of thriving may have contributed to a self-selection bias
where participants who identified with the concept and had more positive experiences to

share were more likely to take part. However, most participants had mixed perspectives and

111



reflected on both highs and lows of working in the ICU. Furthermore, as all of the
participants continued to work throughout COVID-19, staff who experienced more burnout
and took time off work are potentially less represented within this study. This may be
important because Shevlin et al. (2021) identified that individuals with an increased fear of
being infected with COVID-19 may have been particularly vulnerable to poorer mental
health during COVID-109.

As managers within the study described thriving more as related to how they
supported other staff, ‘thriving from a distance’, further research should consider what helps
managers to thrive, what they need to feel supported in their roles, as well as their perception
of the stigma around mental health. The final unifying grounded theory which emerged from
this research to understand how thriving is facilitated through relationships at work could
apply to a range of healthcare settings. However, to develop the theory further with intensive
care staff, more research should explore what a thriving organisation looks like to develop the
understanding of the relationship between the well-being of intensive care staff and the

organisation.

Conclusion

Overall, this study highlighted how intensive care staff navigate a ‘bumpy road’ to
achieve thriving at work. Thriving was found to be a positive experience which healthcare
professionals aim to achieve by moving forwards along the well-being continuum. It was
perceived to develop from working in the ICU where challenges were experienced as
enjoyable, manageable and provided opportunities to grow. It also involved staff feeling
energised in their work and feeling able to recharge. However, individual experiences of
thriving were dependent on relational factors and were facilitated by support from both

colleagues and access to resources provided by the organisation. As a result of these four
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conditions being met and contributing to individual thriving, thriving within the team was
also perceived to be more likely as this produced a more integrated MDT work environment.
Now, more than ever, it is important that healthcare organisations take responsibility for
supporting intensive care staff to stay in their jobs and work together as teams. The
organisation is found to be at the start and the end of thriving and has a role in enabling

thriving to grow throughout the system.
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Appendix E. Further Participant Demographic Information

Authors (s) and Gender Age Professional  Years of experience  Ethnicity  Highest Level Employment Relationship Children
Year of Designation  inthe ICU of Education  Status Status
Publication
Allen (2017) 8 male and Intensivist More than 1 year
3 female Doctors experience as
intensivists and 10
participants had over 2
years’
Deflippis, Curtis 5 male and Nurses Range 2-30 years
and Gallagher 11 female
(2020)
Jackson, Vandall- 11 female 20-29=5  Nurses Range 4-36 as nurses ~ White = Diploma=1 Fulltime=6 Single=4 Children =
Walker, 30-39=3 and 1-24 in the ICU 10 Bachelors=8 Parttime=4 Common 8
Vanderspank- 40-49=1 Masters = 2 Law =2
Wright, Wishart 50-59=1 Divorced = 2
and Moore (2018) Engaged =1
Married = 1
Jahantigh, Rezaee 2 male and  Range 28- Nurses Range 3-15 years
and Razaei (2014) 5 female 40 years
Jakimowicz, Perry 4 male and Nurses Range 2-15+ years
and Lewis (2017) 17 female
Jarden, Sandham, 8 maleand Range 25- Nurses Married = 40
Siegert and Koziol- 57 female 63 years

McLain (2018b)
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Jones, Winch, 171 took Nurses Less than 5 =78
Strube, Mitchell part but of Over5=111
and Henderson the original
(2016) 190
participants:
41 male and
149 female
Mealer, Jonesand 1 maleand Range 35- Nurses Range 4-34 years Associates Single=6
Moss (2012) 26 female 59 years Nursing Married = 18
Degree =7 Other =3
Bachelors = 17
Masters/PHD
=3
Siffleet, Williams, 3 maleand Range 26- Nurses Range 3-25 years
Rapley and Slayter 12 female 50 years
(2015)
Thornton and 3 male and Nurses More than 1 year
White (1999) 5 female
Wahlin, Ek and 5maleand Range 27- Nurses and Range 5-35 years
Idvall (2010) 7 female 56 years Doctors
Wei, Kifner, 2 male and Nurses and Less than 10 years = White =
Dawes, Wei and 18 female Doctors 12 14
Boyd (2020) 10-19 years = 4 Black = 2
20-30 years =3 Asian =3
More than 30 years =  Hispanic =
1 1
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Appendix F: Quality Assessment Ratings for Reviewed Studies

Checklist
Item

Article 1-Was 2-lsa 3-Wasthe |4-Wasthe |5-Wasthe |6 - Hasthe 7 - Have 8-Wasthe | 9-1Is 10 - How | Overall

there a qualitative research recruitment | data relationship | ethical issues | data there a valuable | Score

clear methodology | design strategy collected in | between been taken analysis clear is the

statement | appropriate? | appropriate | appropriate | away that | research into sufficiently | statement | research?

of the aims to address to theaims | addressed | and consideration | rigorous? | of

of the the aims of | of the the participants | ? findings?

research? the research? research been

research? issue? adequately
considered?

Allen (2017) 1 1 1 1 1 1 1 1 1 1 10
Deflippis et al. 1 1 1 1 1 1 1 1 1 1 10
(2020)
Jackson et al. 1 1 1 1 1 1 1 1 1 1 10
(2018)
Jahantigh et al. 1 1 1 - - 0 - 0 0 - 3
(2014)
Jakimowicz et 1 1 1 1 1 1 1 1 1 1 10
al. (2017)
Jarden et al. 1 1 1 1 1 0 1 0 1 1 8
(2018b)
Jones et al. 1 1 1 1 1 0 1 1 1 1 9
(2016)
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Mealer, Jones 1 1 1 1 1 1 1 1 8
and Moss

(2012)

Siffleet et al. 1 1 1 1 1 1 1 1 8
(2015)

Thornton and 1 1 1 1 1 1 1 1 10
White (1999)

Wahlin et al. 1 1 1 1 1 1 1 1 10
(2010)

Wei et al. 1 1 1 1 1 1 1 1 8
(2020)

Total 12 12 12 11 11 10 11 11

Scoring Guidelines - To assess methodological quality of each study, each question was given one of three answers. An answer of yes was

scored as ‘1’°, an answer of no was scored as ‘0’ and an answer of ‘can’t tell” was scored as ‘-‘, which was considered equivalent to a score of
‘no’ but interpreted with caution. Following scoring, an overall quality rating score out of 10 was assigned to each paper by taking the sum of all

the answers of “yes’. A higher score was considered to indicate higher quality (Long et al., 2020).
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Appendix G. Codes, Descriptive and Analytical Themes from the Thematic Synthesis

Analytical Theme

First Order Descriptive Themes

Second Order Descriptive
Themes

Contributing Codes

Managing challenges at work

Strengths of character

Ability to cope

Protection from difficult
emotions

Tough/hardy personality type
Culture of ‘get on with it’
Excitement

Self-preservation
Vulnerability
Professional image

Positive outlook

Reflection and reframing

Successful management of
end-of-life care

Vicarious trauma
Self-awareness
Looking for the good

Maintaining dignity

Fighting

Spirituality

Acceptance of new stages of life

Getting the job done

Completing clinical tasks

Learning from previous
experiences

Feeling in control
Managing autonomously
Sharing knowledge with others

Adaptation to environment
Finding solutions
Responsibility
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Engaging in self-care Physically distancing from Boundaries
work Work-life balance
Shift working flexibility

Activities outside of work Hobbies
Relaxation
Connecting with family/friends

Finding meaning at work Instinctive carer Guided by values Purpose
Caring role

Uplifted by positive feedback  Rapport
Collaborative communication

Making a difference Contributing to patient Advocacy role
progression Holistic care
Transitions beyond the ICU

Feeling that change is possible  System pressures
Need for necessary change
Moving forwards and improving

Feeling supported at work Working together Multi-disciplinary decision Effective communication
making Respect of unique roles and
abilities

Agreement on goal/treatment plan
Ability to challenge
Visible role models

151



Shared fun

Socialising away from the
bedside

Letting off steam with humour

Shared understanding
Talking and listening
Trust

Team spirit

Similar personalities
Laughter

Moving forwards

Opportunities for professional
development

Formal resources

Stuckness
Career progression
Learning

Feeling valued and appreciated
Meeting basic needs

Meeting work demands
Reaching out for help
Accessing emotional support for
individual needs

Accessing emotional support for
team

Practical support
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Appendix H. Submission Instructions for ‘Journal of Occupational Health Psychology’

Journal of Occupational Health
Psychology

Description

The Journal of Occupational Health Psychology® publishes theory, research, and
public policy articles in occupational health psychology, an interdisciplinary field
representing a broad range of backgrounds, interests, and specializations.
Occupational health psychology concerns the application of psychology to improving
the quality of work life and to protecting and promoting the safety, health, and well-
being of workers.

The journal has a threefold focus, including organization of work, individual
psychological attributes, and work—nonwork interface in relation to employee health,
safety, or well-being.

The journal seeks scholarly articles, from both researchers and practitioners,
concerning psychological factors in relationship to all aspects of occupational safety,
health, and well-being.

Included in this broad domain of interest are
« articles in which work-related and nonwaork-related psychological factors play

a role in the etiology of occupational safety, health, and well-being
« articles examining the dynamics of occupational safety, health, and well-being
» articles concerned with the use of psychological approaches to improve
occupational safety, health, and well-being

Special attention is given to articles with a prevention and a promotion emphasis.
Authors should consider the financial costs and economic benefits of prevention and
promotion programs they evaluate.

Manuscripts dealing with issues of contemporary relevance to the workplace,
especially regarding the unique challenges of occupational safety, health, and well-
being experienced by minority, cultural, or occupationally underrepresented groups,
or topics at the interface of work and nonwork, are encouraged.

Each article should represent an addition to knowledge and understanding of
occupational health psychology.

&) Subscribe to the RSS feed for Journal of Occupational Health Psychology
Journal of Occupational Health Psychology® is a registered trademark of American
Psychological Association

Prior to submission, please carefully read and follow the submission guidelines
detailed below. Manuscripts that do not conform to the submission guidelines may
be returned without review.
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Submission

The Journal of Occupational Health Psychology is now using a software system to
screen submitted content for similarity with other published content. The system
compares each submitted manuscript against a database of 25+ million scholarly
publications, as well as content appearing on the open web.

This allows APA to check submissions for potential overlap with material previously
published in scholarly journals (e.g., lifted or republished material). A similarity report
will be generated by the system and provided to the Journal of Occupational Health
PsychologyEditorial office for review immediately upon submission.

To submit to the Editorial Office of Sharon Clarke, please submit manuscripts
electronically through the Manuscript Submission Portal in Microsoft Word format
(.doc) or LaTex (.tex) as a zip file with an accompanied Portable Document Format
(.pdf) of the manuscript file.

Prepare manuscripts according to the Publication Manual of the American
Psychological Association using the 7" edition. Manuscripts may be copyedited for
bias-free language (see Chapter 5 of the Publication Manual). APA Style and
Grammar Guidelines for the 7"edition are available.

SUBMIT MANUSCRIPT
Sharon Clarke, PhD
University of Manchester

Email

Do not submit manuscripts to the Editor's email address.
Manuscripts submitted for publication consideration in the Journal of Occupational

Health Psycho!o?y are evaluated according to the following general criteria:
« Mastery of the relevant literature

Theoretical/conceptual framework

Measures of key constructs

Research design

Data analysis

Interpretations and conclusions

Writing style (clarity)

Appropriateness of topic for Journal of Occupational Health Psychology
Theoretical contribution to occupational health psychology

Practical implications for occupational health psychology

Length of Submission

Standard manuscripts may not exceed 40 double-spaced pages (excluding figures,
tables, references, and appendices). Research Note (also known as Kevin's Corner)
manuscripts may not exceed 20 double-spaced pages (excluding figures, tables,
references, and appendices).

Additional materials, if needed, can be placed in a supplemental materials file.

154



Submission letters should include a statement regarding any possible conflict of
interest in conducting or reporting of the research and a statement of compliance
with APA ethical standards. Authors can (but are not required to) suggest up to five
reviewers who are especially qualified to review their work and who would not have a
conflict of interest in serving as a reviewer.

Masked Review Policy

The journal accepts submissions in masked review format only.

Each copy of a manuscript should include a separate title page with author names
and affiliations, and these should not appear anywhere else on the manuscript.
Furthermore, author identification notes should be typed on the title page. Authors
should make every effort to see that the manuscript itself contains no clues to their

identities.
Manuscripts not in masked format will not be reviewed.

Please ensure that the final version for production includes a byline and full author
note for typesetting.

Manuscript Preparation

Prepare manuscripts according to the Publication Manual of the American
Psychological Association using the 7th edition. Manuscripts may be copyedited for
bias-free language (see Chapter 5 of the Publication Manual).

Review APA's Journal Manuscript Preparation Guidelines before submitting your
article.

Double-space all copy. Other formatting instructions, as well as instructions on
preparing tables, figures, references, metrics, and abstracts, appear in the Manual.
Additional guidance on APA Style is available on the APA Style website.

Below are additional instructions regarding the preparation of display equations,
computer code, and tables.

Display Equations

We strongly encourage you to use MathType (third-party software) or Equation
Editor 3.0 (built into pre-2007 versions of Word) to construct your equations, rather
than the equation support that is built into Word 2007 and Word 2010. Equations
composed with the built-in Word 2007/Word 2010 equation support are converted to
low-resolution graphics when they enter the production process and must be

rekeyed by the typesetter, which may introduce errors.

To construct your equations with MathType or Equation Editor 3.0:
« Go to the Text section of the Insert tab and select Object.

« Select MathType or Equation Editor 3.0 in the drop-down menu.
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If you have an equation that has already been produced using Microsoft Word 2007
or 2010 and you have access to the full version of MathType 6.5 or later, you can
convert this equation to MathType by clicking on MathType Insert Equation. Copy
the equation from Microsoft Word and paste it into the MathType box. Verify that
your equation is correct, click File, and then click Update. Your equation has now
been inserted into your Word file as a MathType Equation.

Use Equation Editor 3.0 or MathType only for equations or for formulas that cannot
be produced as Word text using the Times or Symbol font.

Computer Code

Because altering computer code in any way (e.g., indents, line spacing, line breaks,
page breaks) during the typesetting process could alter its meaning, we treat
computer code differently from the rest of your article in our production process. To
that end, we request separate files for computer code.

In Online Supplemental Material

We request that runnable source code be included as supplemental material to the
article. For mare information, visit Supplementing Your Article With Online Material.
In the Text of the Article

If you would like to include code in the text of your published manuscript, please
submit a separate file with your code exactly as you want it to appear, using Courier
New font with a type size of 8 points. We will make an image of each segment of
code in your article that exceeds 40 characters in length. (Shorter snippets of code
that appear in text will be typeset in Courier New and run in with the rest of the text.)
If an appendix contains a mix of code and explanatory text, please submit a file that
contains the entire appendix, with the code keyed in 8-point Courier New.

Tables

Use Word's Insert Table function when you create tables. Using spaces or tabs in
your table will create problems when the table is typeset and may result in errors.

Academic Writing and English Language
Editing Services

Authors who feel that their manuscript may benefit from additional academic writing
or language editing support prior to submission are encouraged to seek out such
services at their host institutions, engage with colleagues and subject matter experts,
and/or consider several vendors that offer discounts to APA authors.

Please note that APA does not endorse or take responsibility for the service
providers listed. It is strictly a referral service.
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Use of such service is not mandatory for publication in an APA journal. Use of one or
more of these services does not guarantee selection for peer review, manuscript

acceptance, or preference for publication in any APA journal.

Submitting Supplemental Materials

APA can place supplemental materials online, available via the published article in
the PsycARTICLES® database. Please see Supplementing Your Article With Online
Material for more details.

Abstract and Keywords

All manuscripts must include an abstract containing a maximum of 250 words typed
on a separate page. After the abstract, please supply up to five keywords or brief
phrases.

References

List references in alphabetical order. Each listed reference should be cited in text,
and each text citation should be listed in the References section.
Examples of basic reference formats:

Journal Article

McCauley, S. M., & Christiansen, M. H. (2019). Language learning as language use: A
cross-linguistic model of child language development. Psychological Review, 126(1), 1—
51. https://doi.org/10.1037/rev0000126

Authored Book

Brown, L. S. (2018). Feminist therapy (2nd ed.). American Psychological
Association. https://doi.org/10.1037/0000092-000

Chapter in an Edited Book

Balsam, K. F., Martell, C. R., Jones. K. P., & Safren, S. A. (2019). Affirmative cognitive
behavior therapy with sexual and gender minority people. In G. Y. lwamasa & P. A. Hays
(Eds.), Culturally responsive cognitive behavior therapy: Practice and supervision (2nd

ed., pp. 287-314). American Psychological
Association. https:/doi.org/10.1037/0000119-012
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Figures

Graphics files are welcome if supplied as Tiff or EPS files. Multipanel figures (i.e.,
figures with parts labeled a, b, ¢, d, etc.) should be assembled into one file.

The minimum line weight for line art is 0.5 point for optimal printing.

For more information about acceptable resolutions, fonts, sizing, and other figure
issues, please see the general guidelines.

When possible, please place symbol legends below the figure instead of to the side.
APA offers authors the option to publish their figures online in color without the costs
associated with print publication of color figures.

The same caption will appear on both the online (color) and print (black and white)
versions. To ensure that the figure can be understood in both formats, authors
should add alternative wording (e.g., "the red (dark gray) bars represent") as
needed.

For authors who prefer their figures to be published in color both in print and online,
original color figures can be printed in color at the editor's and publisher's discretion

provided the author agrees to pay:
« 5900 for one figure

« An additional $600 for the second figure
« An additional $450 for each subsequent figure

Permissions

Authors of accepted papers must obtain and provide to the editor on final
acceptance all necessary permissions to reproduce in print and electronic form any
copyrighted work, including test materials (or portions thereof), photographs, and
other graphic images (including those used as stimuli in experiments).

On advice of counsel, APA may decline to publish any image whose copyright status

is unknown.
« Download Permissions Alert Form (PDF, 13KB)

Publication Policies

APA policy prohibits an author from submitting the same manuscript for concurrent
consideration by two or more publications.
See also APA Journals® Internet Posting Guidelines.
APA requires authors to reveal any possible conflict of interest in the conduct and
reporting of research (e.g., financial interests in a test or procedure, funding by
pharmaceutical companies for drug research).

« Download Disclosure of Interests Form (PDF, 38KB)
In light of changing patterns of scientific knowledge dissemination, APA requires
authors to provide information on prior dissemination of the data and narrative
interpretations of the data/research appearing in the manuscript (e.g., if some or all
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were presented at a conference or meeting, posted on a listserv, shared on a
website, including academic social networks like ResearchGate, etc.). This
information (2—4 sentences) must be provided as part of the Author Note.

Authors of accepted manuscripts are required to transfer the copgig ht to APA.
« For manuscripts not funded by the Wellcome Trust or the Research Councils

UK
Publication Rights (Copyright Transfer) Form (PDF, 83KE)

« For manuscripts funded by the Wellcome Trust or the Research Councils UK
Wellcome Trust or Research Councils UK Publication Rights Form (PDF,

34KB)

Ethical Principles

It is a violation of APA Ethical Principles to publish "as original data, data that have
been previously published" (Standard 8.13).

In addition, APA Ethical Principles specify that "after research results are published,
psychologists do not withhold the data on which their conclusions are based from
other competent professionals who seek to verify the substantive claims through
reanalysis and who intend to use such data only for that purpose, provided that the
confidentiality of the participants can be protected and unless legal rights concerning
proprietary data preclude their release" (Standard 8.14).

APA expects authors to adhere to these standards. Specifically, APA expects
authors to have their data available throughout the editorial review process and for at
least 5 years after the date of publication.

Authors are required to state in writing that they have complied with APA ethical
standards in the treatment of their sample, human or animal, or to describe the
details of treatment.

« Download Certification of Compliance With APA Ethical Principles Form
(PDF, 26KB)

The APA Ethics Office provides the full Ethical Principles of Psychologists and Code
of Conduct electronically on its website in HTML, PDF, and Word format. You may
also request a copy by emailing or calling the APA Ethics Office (202-336-5930).
You may also read "Ethical Principles," December 1992, American Psychologist, Vol.
47, pp. 1597-1611.

Other Information

Visit the Journals Publishing Resource Center for more resources for writing,
reviewing, and editing articles for publishing in APA journals.
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Appendix I. Recruitment Poster
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Appendix J: Questionnaire to Gather Recruitment Site Information

B\

&
UNIVERSITY
OF HULL

Version number and date: 6 — 27/08/20 [IRAS ID: 273786]

Title of the Research: An exploration of how critical care staff experience relational
support at work and whether this is related to thriving in the intensive care unit

Questionnaire about the intensive care unit

This questionnaire asks for information about the intensive care unit in order to gain
more of an understanding of the environment that staff are working in. Your time to
take part in this research is very much appreciated. Please provide your answers in
the spaces indicated below and send the completed form to the researcher, Katie
Reading, on the following email: K.Reading-2018@hull.ac.uk.

Completed by:

Name:

Role:

Date:

1. Name of the hospital

2. Name of the NHS Trust

3. Location of the hospital (town/city and county)

161



W =

T LN
UNIVERSITY
OF

HULL

4. The type of intensive care unit in the hospital where the research is
being conducted (e.g. medical, surgical, paediatric etc). If there are
multiple types, please list them all.

5. An estimate of the total number of staff who work in the intensive care
units at this hospital

6. An estimate of the total number of healthcare professionals/clinical staff
who work in the intensive care units at this hospital (excluding
administrative staff, domestic staff, porters, students etc)

7. An estimate of the number of staff who work in the intensive care units
at this hospital within each of the following professional designations:

Nurses

Doctors

Advanced Critical Care Practitioners

Physiotherapists

Occupational Therapists

Speech and Language Therapists

Dieticians
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Pharmacists

Clinical Psychologists

Others

8. An estimate of the total number of beds in the intensive care units at this
hospital

9. The nursing staff to patient ratio within the intensive care units at this
hospital

10. The number of clinical staff vacancies at present

11. Any other information that may be helpful for understanding the ICU
environment
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Appendix K: Information about the Recruitment Sites

Hospital NHS Trust  Location Number  Type of ICU Estimated Estimated Estimated Total ineach  Estimated Nursing Number of
in the Total Total Professional Designation Total Staff to  Vacancies
Sample Number of Number of Number of Patient for
Staff Clinical Beds Ratio Clinical
Staff Staff
Hull Royal Hull Hull 5 General ICU - 355 210 Nurse = 205 44 1:1 On
Infirmary University medical, surgical, Doctor = 65 Level 3 03/03/21 -
and Castle Teaching neurosurgical, Advanced Critical Care and 1:2  nursing (3)
Hill Hospital  Hospitals trauma, Practitioner = 30 Level 3
NHS Trust — cardiothoracic, Allied Health Professional
East cardiac, =15
Yorkshire occasionally Pharmacist = 2
paediatrics Dietician =4
St James Leeds Leeds 4 Hepatology, 500 475 Nurse = 350 59 1:1 On
University Teaching cardiothoracic, Doctor =70 Level 3 05/01/21 —
Hospital and  Hospitals general surgery, Advanced Critical Care and 1:2  medical
Leeds NHS Trust — medical, Practitioner = 15 Level 2 (4), nursing
General West oncology, upper Allied Health Professional (40), SLT
Infirmary Yorkshire Gl, renal, =20 (1)
neurosciences, Pharmacist = 8
cardiac, trauma Dietician = 4
Northern Sheffield Sheffield 4 General ICU 358 340 Nurse = 285 36 11 On
General Teaching Doctor = 40 Level 3 07/04/21 -
Hospital Hospitals Advanced Critical Care and 1:2  nursing
NHS Trust - Practitioner = 8 Level 2 (10-15%)
South Allied Health Professional
Yorkshire =7
Pharmacist = 5
James Cook  South Tees Middlesbrough 7 General ICU — 300 270 Nurse = 200 32 (Covib 11 On
University Hospitals medical and Doctor = 30 50) Level 3 12/01/21-
Hospital NHS Trust — surgical Advanced Critical Care and1:2 10-15
North Practitioner = 10 Level 2
Yorkshire
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Allied Health Professional
=7

Pharmacist = 5

Dietician =4
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Appendix L. Documentation of Research Ethics Committee Approval and Health Research
Authority Approval

Page removed for digital archiving.
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Page removed for digital archiving.
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Page removed for digital archiving.
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Page removed for digital archiving.
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Page removed for digital archiving.
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Appendix M: Participant Information Sheet

CH Lo
UNIVERSITY
OF HULL

Version number and date: 15 —08/07/20 [IRAS ID: 273786]

Information Sheet for Participants

You will be given a copy of this information sheet.

Title of the study: An exploration of how critical care staff experience relational support at work and
whether this is related to thriving in the intensive care unit (ICU)

| would like to invite you to participate in a research study which forms part of my Clinical Psychology
doctorate thesis. The study is exploring how critical care staff working within the ICU experience
relational support at work and whether this is related to the experience of thriving. Relational support
at work involves any interactions with people in the ICU during the working day which provide informal
or formal channels of support to staff.

Before you decide whether you would like to take part, it is important for you to understand why the
research is being done and what your participation will involve. Please take time to read the following
information sheet carefully and discuss it with others if you wish before making your decision as to
whether you would like to be involved. Please ask me if there is anything that is not clear or if you
would like more information.

What is the purpose of the study?

A lot of research interest has been directed towards identifying how healthcare organisations can
support the wellbeing of staff working in the ICU. Much of this research has focussed on reducing
burnout; however, whilst this has been helpful, more research effort is needed to explore how staff
experience the positive aspects of working in the ICU. Previous research has found that some staff
working in the ICU use thriving to positively manage workplace stress and challenges. However, it is
still unclear what factors promote thriving. One idea is that relational support at work could contribute
to whether staff identify with the experience of thriving at work. Thriving at work can be defined as a
positive staff response, such as experiencing passion, enjoyment, vitality and engagement in their
work role which may emerge through successfully managing challenges at work and/or through
feeling valued for their contribution and/or working in an environment where there are opportunities for
nurturing learning and growth. To take part in this study, you do not have to identify with this definition
of thriving. The research is interested in critical care staff experiences of working in the ICU whether
or not this involves thriving at work, now or in the past. It is equally valuable to gain an understanding
of what ICU staff consider to be barriers to thriving and how they think that thriving could be
developed.

Although this research project was developed before the outbreak of COVID-19, the rationale for
doing it has been further strengthened as the pandemic has shown just how important it is to ensure
that all staff working in the ICU feel safe and supported in their roles. The current study will explore
critical care staff experiences of thriving, workplace relationships, seeking and receiving support at
work in the ICU. The questions will ask you to think back on a time before COVID-19 but there will
also be opportunities to reflect on the impact of COVID-19 and to consider whether your perceptions
of thriving and relational support have changed.

Why have | been invited to take part?

You are being invited to participate in this study because you are a healthcare professional working in
a permanent clinical role that involves spending time in the ICU on an ongoing basis. Eligible
participants must be over 18 and a proficient English speaker. You need to have completed your staff
induction into the service which enables you to work autonomously in a clinical role with at least one
hour of contact with patients in the ICU each week.

What will happen if | take part?
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If you choose to take part in this study, you will be asked to read the participant information sheet and
complete a demographic questionnaire. This will take around 10-15 minutes. The questionnaire will
ask questions about yourself including your age, gender and ethnicity. It will also ask questions about
your job and role in the ICU including your professional role, employment status and number of hours
spent working in the ICU each week. Completing this questionnaire will allow myself to check that you
fulfil the criteria to take part in this study. Once you have completed the questionnaire, you will be
asked to leave your contact details and provide consent to be contacted by myself. This will enable
me to contact you to arrange a convenient date and time to meet to answer some questions about
your experiences of working in the ICU. Your interest in the study is very much appreciated and every
effort will be made to include all eligible participants. However, this may not be possible and so not
every person who registers their interest will be selected to take part in the study. The information
gained from your completion of the demographic questionnaire will influence the selection of
participants for interview. It is important to a gain a sample of staff with varied characteristics so that
the similarities and differences between staff experiences can be explored. If you request this, you will
be contacted every month throughout the study to inform you about the progress of the study and
whether you have been selected to take part in the study. You can also contact me at any time, and |
can help to answer any of your questions about the study.

In light of the current COVID-19 situation, interviews will most likely take place virtually. Therefore, it is
important that you have access to an electronic device, preferably a laptop or computer, so that you
can use video conferencing tools such as Skype, Zoom or Microsoft Teams from your own home. For
the best audio quality, it is recommended that headphones are used. It will also be possible to
conduct interviews over the telephone if this suits you better. Interviews will take place at a mutually
convenient time. We are aware of how busy and demanding work shifts can be in the ICU. As a
result, we ask that staff attend the interviews between shifts outside of their working hours. Before the
interview, you will be sent a consent form over email. On the day of the interview, you will be asked if
you are happy for an audio recording to be started as we read and discuss each item of the consent
form. Verbal consent will be gained relating to each item as part of the audio recording. If you are
happy to proceed with the interview at this stage, you will be asked to sign the consent form. If you
have the facility to do so, you will then be asked to scan and return the signed consent form to myself
over email.

The interviews will be audio-recorded with your consent. Interviews will be relaxed. They will last as
long as you want them to but typically between 30-60 minutes with around 10 minutes before and
after for introductions and endings. A maximum of 90 minutes will be required of you on the day of the
interview. You will not be expected to stay any longer than the agreed time on the day. Discussions
will involve talking about your role working in the ICU including any experiences of thriving and
relational support. There are no right or wrong answers and the research is only interested in your
opinions, your beliefs and your experiences of working in the ICU. If you feel that the topic causes any
distress, breaks can be taken at any time and the interview can also be ended at your request.

Do | have to take part?

No. Participation is completely voluntary. You should only take part if you want to and choosing not to
take part will not disadvantage you in any way. Once you have read the information sheet, please
contact me if you have any questions that will help you to make a decision about taking part. If you
decide to take part, we will ask you to sign a consent form on the day of the interview and you will be
given a copy of this consent form to keep. If you decide to take part in the study but later change your
mind, this is also ok.

What if | change my mind about taking part?

You are free to withdraw from the study at any time before the data has been analysed without having
to give a reason. Withdrawing from the study will not affect you in any way. Owing to the data analysis
method being used, data analysis will happen within one week following the interview. After data
analysis, withdrawal of your data will no longer be possible as the demographic questionnaire and
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interview data will have been anonymised and/or committed to the final report. If you choose to withdraw
from the study before this point, the data collected will be destroyed.

What are the possible risks of taking part?

In total, participating in the study will require a minimum of 60 minutes and a maximum of 110 minutes
of your time which may be inconvenient for you. It is not expected that this study will cause you
emotional distress. However, some people may experience upset when they talk about their
experience of working in the ICU because it may bring to mind difficult memories and feelings. If this
happens to you during the interview, support and reassurance will be provided. You will have the
opportunity to take a break, discuss a topic more and/or end the interview. You can also withdraw
from the study up until the point where the results are being analysed. A list of contacts will be given
to you at the end of the interview which outline the different sources of support available to you from
your workplace, the trust and external organisations, should they be needed.

What are the possible benefits of taking part?

We cannot promise that you will have any direct benefits from taking part in the study. However,
sometimes people can find it useful to have the opportunity to reflect and talk about their experiences.
We hope that the information that you give us will help us to gain a better understanding of staff
experiences of relational support and thriving at work in the ICU. As a result, this may help to inform
the support systems that are available to staff working in the ICU. It is now more important than ever
in the time of COVID-19 to consider the changes that are needed to current staff support systems.
One positive to come from the pandemic is that senior managers, leaders of healthcare organisations
and governments are now more than ever reflecting on the value of their key workers, especially in
the field of critical care medicine. They have all had a small glimpse at some of the challenges and
triumphs of working in the ICU and whilst they are listening, it is vital that the frontline staff voices
emerge strongly from within the ICU following COVID-19.

Data handling and confidentiality

GDPR stands for the 2016 General Data Protection Regulation. In the UK, we follow the GDPR rules
and have a law called the Data Protection Act. All research using person identifiable data must follow
UK laws and rules. Researchers must show how they protect the privacy of the people who take part
in their research by ensuring that all identifiable information is kept confidential to the individual and
only those in the research team who need to know. There are special rules to keep confidential
patient information safe and secure. A research ethics committee checks this before the research
starts. Some of the research team will need to know your name and contact details so they can
contact you about your research appointments or to send you information about the study.
Researchers must always make sure that as few people as possible can see this sort of information
that can show who you are. In this study, your name will be removed from the research data and
replaced with a code number. By doing this, the research data can then be matched up with the rest
of the data relating to you by the code number. Any information that could be used to identify you will
be anonymised. Researchers must make sure that they write the reports about the study in a way that
no-one can work out that you took part in the study. Information collected from this study will be used
for this study only and will not be used for any other purpose. Participant contact details and code
numbers will be transferred to a password-protected Microsoft Excel document stored on an NHS
encrypted laptop which only the researcher has access to. The information will be backed up to the
secure network drives at the University of Hull and will be stored for no longer than six months after
the completion of the study. The information will be deleted once the study has ended and the
researcher has contacted all participants who requested feedback on the study findings.

For interested participants that are not interviewed, personal information from the demographic

questionnaire on the online survey will be manually deleted immediately once no new participants
need to be recruited. For participants that are interviewed, personal information from the demographic
questionnaire on the online survey will be manually deleted after an interview has taken place.
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Personal information provided on the demographic questionnaire will then be anonymised using the
code number assigned to you at the start of the study. The information will then be transferred to a
password-protected Microsoft Excel document stored on an encrypted NHS laptop which only the
researcher has access to. Information from the demographic questionnaire such as age and
professional role will be combined with other anonymised participant responses in a summary table in
the final research write up to provide context to the sample. The Microsoft Excel document containing
the information from the demographic questionnaire will be backed up to the secure network drives at
the University of Hull. This will be done by uploading the Microsoft Excel document stored on the NHS
encrypted laptop to Microsoft One Drive to share with academic research supervisors. The document
will be stored for no longer than six months after the completion of the study. The information will be
deleted once the study has ended and the findings of the study have been written up.

Participant consent that is obtained through an audio recording will be saved as an audio file in a
password-protected folder. Participant consent that is obtained through a written signature on the
participant consent form will be saved as a password-protected Microsoft Word document. All files will
be stored on an NHS encrypted laptop which only the researcher has access to. The files will be
named according to the anonymous code number that was assigned to each participant on the
consent form. The consent information will be backed up to the secure network drives at the
University of Hull using Microsoft One Drive and will be stored for no longer than six months after the
completion of the study before then being deleted.

To protect the security of the audio recordings, an encrypted NHS recording device will be used.
Interviews will be kept strictly confidential. The only time that information cannot be kept confidential is
if you disclose something that suggests that you or someone else is at risk of harm. If this happens
during the interview, the researcher is legally obligated to report this to appropriate authorities to
ensure that you and other people are safe. It is unlikely that this will occur but should it happen, the
researcher will discuss this with you at the time. During the study, all interviews will be transcribed
and transferred to a password-protected Microsoft Word document stored on an NHS encrypted
laptop which only the researcher has access to. After the data has been transcribed, all audio
recordings will be destroyed. Anonymised transcripts of the recordings will be stored and backed up
to the secure drive at the University of Hull using Microsoft One Drive. Anonymised research data
transcripts will be under the responsibility of the academic research supervisors and will be stored for
a period of ten years on secure drives at the University of Hull.

Data protection statement

You have the right to access information held about you. Your right of access can be exercised in
accordance with the GDPR. If you want to complain about how researchers have handled your
information, you should contact the research team. If you are not happy after that, you can contact the
Data Protection Officer. The research team can give you details of the right Data Protection Officer. If
you are not happy with their response or believe they are processing your data in a way that is not
right or lawful, you can complain to the Information Commissioner’s Office (ICO) (www.ico.org.uk or
0303 123 1113). The data controller for this project will be the University of Hull. The University will
process your personal data for the purpose of the research outlined above. In legal terms this means
that the University process your data for research purposes as part of ‘a task in the public

interest’. You can provide your consent for the use of your personal data in this study by completing
the consent form on the day of the interview. Information about how the University of Hull processes
your data can be found at https:/fwww.hull.ac.uk/choose-hull/university-and-region/key-
documents/data-protection.aspx.

How is the project being organised and funded?

The researcher carrying out this this research is a student at the University of Hull and this research is
being carried out as part of a doctorate level training program in Clinical Psychology, with the
approval of Hull University Teaching Hospitals.
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What will happen to the results of the study?

The results of the study will be summarised in a written thesis as part of a Doctorate in Clinical
Psychology. The thesis will be freely available to access on the University of Hull's on-line repository
https://hydra.hull.ac.uk. Once the final report has been completed, feedback will shared with all
participants who have requested it. It is hoped that feedback will be provided within nine months of
your involvement in this research. Feedback will also be provided to relevant contacts at each hospital
research site and with the associated NHS Trusts. However, the Trust will not be informed about
which staff have taken part in the research. Participant information and any other details of individuals
mentioned within the interview will be anonymised. Feedback will involve a summary of the main
findings alongside some anonymised, verbatim guotes. The research may also be published in
academic journals or presented at conferences. Participants will not be identifiable in the final study
reports or in any conference presentations.

Who has reviewed this study?

Research studies are reviewed by an independent group of people, called a Research Ethics
Committee, who protect the interests of people who participate in research. This study has been
reviewed and has been given a favourable opinion by the Faculty of Health Sciences Ethics
Committee at the University of Hull. The project has also received the required Health Research
Authority (HRA) approval for NHS staff research.

What should | do next?

If you are still interested in taking part in the research, please let me know by completing the consent
to be contacted slip at the end of the online survey. You can also contact me if you have any further
questions that you would like to be answered before registering interest in the study. If we agree an
interview time, we will then meet. We will discuss informed consent and you will have the opportunity
to ask any questions before we then begin the interview.

Who should | contact for further information?

If you have any questions or require more information about this study, please contact me using the
following details:

Katie Reading

Clinical Psychology

Aire Building

The University of Hull

Cottingham Road

Hull

HUB 7RX

Telephone: 07429 675 176

Email address: K.Reading-2018@hull.ac.uk

What if there is a problem?

If you have concerns about any part of this study, it may be helpful to discuss these with the
researcher who will do their best to answer your questions. You can contact them with the details
provided above. If you wish to make a complaint about the conduct of the study, you can contact the
University of Hull using the research supervisor's details below for further advice and information:

Dr Jo Beckett
Clinical Psychology
Aire Building

The University of Hull
Cottingham Road
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Hull

HU6B 7RX

Telephone: 01482 463 568

Email address: Jo.Beckett@hull.ac.uk

Dr Chris Clarke

Clinical Psychology

Aire Building

The University of Hull

Cottingham Road

Hull

HUG 7RX

Telephone: 01482 464 106

Email address: C.Clarke@hull.ac.uk
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Appendix N: Online Survey — Participant Demographic Questionnaire

Critical care staff experiences of
relational support and thriving at work in
the intensive care unit

Page 1: Introduction

I would like to invite you to participate in a research study which forms part of my Clinical
Psychology doctorate thesis. The study is exploring how critical care staff working within
the intensive care unit (ICU) experience relational support at work and whether this is
related to the experience of thriving. Relational support at work involves any interactions
with people in the ICU during the working day which provide informal or formal channels
of support to staff.

If you are sitill interested in taking part in this study, please read the participant
information sheet on the next page of the survey. Once you feel that you have understood
the participant information sheet, you will be asked to complete a

demographic questionnaire. The questionnaire will ask you questions about yourself and
your work role. The final part of this survey will involve providing your contact

details. This will allow myself as researcher to contact you to discuss meeting for an
interview about the topic of interest.

If you have any questions about the survey before you continue, please contact myself,
Katie Reading, as the principal investigator on: 07429 675 176 or K.Reading-
2018@hull.ac.uk.

Your interest and involvement in this study is really appreciated.
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Page 3: Demographic Questionnaire

By continuing with the online survey, you have stated that you have read and understood
the participant information sheet. This indicates that you are aware of the purpose of the
study, your involvement in the study and you give your consent for your data to be used
in this research.

The next stage of the survey is to complete the demographic questionnaire. The
guestionnaire involves fifteen questions about yourself and your job role. This

information is important to gain because it allows myself to check that you fulfil the criteria
to take part in this study. In addition, it helps to guide the selection of participants for
interview so that a diverse sample is obtained. It also allows for an exploration of the
different factors which might influence the experience of support at work.

All questions marked with an asterix (*) are required.

Please select the category that includes your age.

Under 18
18-24
25-34
35-44
45-54
55-64

65 or Over

i e e T B B B |

Please indicate your gender identity.

Please select exactly 1 answer(s).

I Male
I Female
I™ Prefer notto say

10723
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- Other

If you selected Other, please specify:

Please indicate your ethnicity.

Please indicate your relationship status. *% Required

Single

In a relationship

Married

r

r

~ Engaged
r
 Divorced
~

Other

If you selected Other, please specify:

Please indicate whether you have children. % Required

[~ Children

™ No children
11/ 23
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Please indicate your highest level of education. * Required

I~ Diploma

I Bachelor's Degree
" Master's Degree
" Doctoral Degree
I~ Other

If you selected Other, please specify:

Please select the category that best describes your professional designation.

Please select exactly 1 answer(s).

Nurse

Doctor

Respiratory Therapist
Physiotherapist
Occupational Therapist
Healthcare Assistant

Dietician

Clinical Psychologist

Radiographer

J [ i e A R R R R R B B

Pharmacist

Speech and Language Therapist

Advanced Critical Care Practitioner

12/23
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I~ Other

If you selected Other, please specify:

Please indicate the specific title attached to your role if this applies, for example,
consultant anaesthetist or outreach nurse. % Required

Please indicate the length of time (in years and months) since qualification in the
professional designation as indicated above. % Required

Please indicate the length of time (in years and months) since you started to work in the
intensive care unit.

Please indicate the total length of time (in hours) that you work each week.

13/23
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Please indicate the total length of time (in hours) that you work in the intensive care unit
each week.

Do you ever work over your typical working hours? # Required

I Yes
T No

If so, in a typical week, how much time (in hours) do you spend working overtime? %
Required

Please select the category that best describes your current employment status.

I~ Full time

I Parttime (less than 17.5 hours per week)
I Parttime (more than 17.5 hours per week)
I Rotating

I Other

If you selected Other, please specify:

14 /23
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Please indicate the type of contract that you are employed under. #* Required

I Permanent

™ Temporary
I~ Other

If you selected Other, please specify:

Please indicate the pay banding that you are employed at. * Required

Please select no more than 1 answer(s).

1

L A e R D B B

O W N O U s WM

15/23
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Page 4: Consent to Contact

If you are still interested in taking part in this study, please leave your contact details in
the spaces provided below. Completing the demographic questionnaire and providing
your contact details will provide me with your consent to contact you about the study.

All questions marked with an asterix (*) are required.

Please provide your full name. % Required

Please enter the name of the hospital where you work in the intensive care unit.

Please enter the name of the NHS trust that you are employed by. % Required

If you selected Other, please specify:

16/23
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Page 5: Consent to Contact

Have you completed your induction into the service which allows you to work
autonomously in your clinical role? (*Please be aware that answering no to this question

will result in the termination of this survey) % Required

~ Yes
T No

17723
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Page 6. Consent to Contact

Please enter a valid telephone number.

Please enter a valid email address.

What is your preferred method of contact?

Are there any specific times of the day that you would prefer to be contacted?

18/23
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Page 7: Consent to Contact

| am incredibly thankful for your interest in this study and appreciate every person who wants to
be involved. However, as the study requires a diverse sample of healthcare professionals (who
vary, for example, in age, professional role and years of experience), it is not possible

for everyone who registers their interest to take part in the interviews.

Do you understand that registering your interest in this study does not automatically
mean that you will be contacted for an interview? (*Please be aware that answering no
will result in the termination of this survey) * Required

 Yes
 No

19/23
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Page 8: Consent to Contact

Some people may wish to be updated on the progress of the study as it continues over the next
few months. As a result, | am able to provide a short, monthly email to all those who request it.
The email will provide information about the number of participants that have already been
interviewed and how much longer your permission to be contacted for interviews will be needed.
In addition, an email will be sent when no new participants are required to update you about the
end of the study.

Do you consent to being sent monthly updates about the study over email (using the
email address provided above)? #* Required

T~ Yes
T No

20/ 23
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Page 9: Consent to Contact

It is important that you understand the purpose of the study and your involvement. Do you
consent to being sent a copy of the participant information sheet and my contact details
(using the email address provided above)? This will allow you to be able to get in contact
at any time if you have any questions or queries about the study. % Required

T Yes
 No

21/ 23
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Page 10: Thank you

Thank you for your interest in this study exploring how critical care staff experience relational
support and thriving at work in the intensive care unit.

Shortly after you submit this survey, if you have requested me to do so, you will receive an email
providing you with a copy of the participant information sheet and my contact details should you
have any questions about the study.

The next step will involve arranging a mutually convenient time and date for the interviews. As
you will now be aware, it is unfortunately not possible for me to contact everyone who is
interested in this study to arrange an interview. However, | do want to keep in touch to provide
updates about the progress of the study. If you have requested updates, you will be receiving an
email in the near future. You will receive this email once each month until no new participants are
needed.

Thank you again for your interest in this study. If you have any questions or require more
information, please contact me using the following contact details:

Katie Reading
Clinical Psychology, Aire Building, The University of Hull, Cottingham Road, Hull, HU6 7RX

Telephone: 07429 675 176/ Email address: K.Reading-2018@hull.ac.uk

Key for selection options

19 - Please enter the name of the NHS trust that you are employed by.
Hull University Teaching Hospitals NHS Foundation Trust
Leeds Teaching Hospitals NHS Foundation Trust
South Tees Hospitals NHS Foundation Trust
Sheffield Teaching Hospitals NHS Foundation Trust
Other

23 - What is your preferred method of contact?
Telephone
Email

22/23
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Appendix O: Email Confirmation to Participants — Pre-Interview

Email 1 — After Completion of Online Survey

G e\

UNIVERSITY
OF HULL

(INSERT HOSPITAL BADGE)
Dear (INSERT NAME)

Thank you for your interest in this study exploring how critical care staff experience relational support
and thriving at work in the intensive care unit.

You are receiving this information because you completed an online survey for this study. In the
survey, you gave me consent to send you a copy of the participant information sheet (Appendix 1
attached to this email) and my contact details using the email address that you provided.

What happens next?

The next step will involve waiting for me to get back in touch, using your preferred method of contact,
to arrange a mutually convenient time and date for the interview. It is unfortunately not possible for me
to contact everyone who is interested in this study. However, if you have requested updates about the
progress of the study, you will receive an email from myself once each month until no new
participants are needed. | am very grateful for everyone who wants to be involved in this research. |
wish that | could speak to everyone but | hope that what | can do is capture some of the shared
experiences of critical care staff.

All my best,

Katie Reading (Trainee Clinical psychologist and Chief Investigator)
Contact: K.Reading-2018@hull.ac.uk/ 07429 675 176)
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Email 2 — Before the Interview

C Do
UNIVERSITY
OF HULL

(INSERT HOSPITAL BADGE)

Dear (INSERT NAME)

Thank you for your interest in this study exploring how critical care staff experience relational support
and thriving at work in the intensive care unit.

You are receiving this information because you have spoken to myself and we have agreed a suitable
time and date for the interview stage of this study. Before the interview, please take some time to read
the following information carefully.

¢ Appendix 1 — Information on how to prepare your home environment for a video interview
¢ Appendix 2 — Information on how to access and use MS Teams for video conferencing
¢ Appendix 3 — Participant consent form

What happens next?

Once you have read the attached information and feel happy to proceed, please provide a written
signature and date on the consent form and scan the document back to myself via email. If you do not
have the facility to do this, do not worry, we will cover the information again on the day of the interview
and verbal consent can be provided as an alternative.

If you have any questions or need any further support, do not hesitate to contact myself using the
contact details below. | look forward to speaking to you more about your experiences on the day of
the interview.

All my best,

Katie Reading (Trainee Clinical psychologist and Chief Investigator)
Contact: K.Reading-2018@hull.ac.uk/ 07429 675 176)
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(INSERT HOSPITAL BADGE)

Appendix 1: Preparing your home environment for a video interview

+ Make sure that you sit in a space where you feel comfortable.

o Make sure that you are on your own in the room so that you feel safe to disclose experiences
at work. The interviewer will also be doing the same to ensure the confidentiality of the
interview.

¢ |tis good to have a background free of distractions (a plain wall often works best).

» Wearing headphones can improve sound quality.

e Check your camera and microphone/headset are working ahead of time.

Appendix 2: How to access and use video conferencing tools

How to use Microsoft Teams:

* You do not need to download anything to join Microsoft Teams.
» The interview/meeting settings have been set to maximise the security of the interview.
Please do not share access codes as this will compromise security.

* You will receive the MS Teams invite via the email address that you provided.

* |t might ask you to accept the meeting but don’'t do anything with it (if you do accept the
meeting you will find it disappears into the ‘trash folder’ rather than the ‘index folder'.

¢ When it gets to around 5-10 minutes before the meeting, click the link that says ‘Join
Microsoft Teams Meeting’

* You will be asked to enter your name.

* You will then see a message which says that you are waiting for the meeting host. The
meeting host will let you into the meeting at the right time.

e You can find out more about Microsoft Teams here https://biz30.timedoctor.com/how-to-use-
microsoft-teams/
+ If you experience any technical difficulties, you can call myself on: 07429 675 176.
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Appendix P: Participant Consent Form

G S e
UNIVERSITY (INSERT HOSPITAL BADGE)
OF HULL

Version number and date: 7 — 18/04/20 [IRAS ID: 273786]

Consent Form

Title of study: An exploration of how critical care staff experience relational support at work and
whether this is related to thriving in the intensive care unit

Please initial
Name of Researcher: Katie Reading box

1. | confirm that | have read and understand the participant information sheet (version 12 - dated

18/04/20) for the above study. | have had the opportunity to consider the information, ask questions
and have had these answered satisfactorily.

2. | understand that my participation is voluntary, and it is up to me to decide whether or
not to take part in this study.

3. lunderstand that | am free to withdraw at any time before data analysis has occurred
without giving any reason and without any cost or my legal rights being affected. Owing
to the data analysis method being used, data analysis will happen within one week
following the interview. | understand that if | withdraw from the study before the
interview, the demographic information that | have already given on the online survey
will be destroyed. | understand that once the interviews have been linked to the
demographic information from the online survey and both sets of data have been
anonymised, | cannot withdraw my data. | understand that the data | have provided up
to the point of withdrawal will be retained.

4. | understand that the research interview will be audio recorded and that my anonymised
verbatim quotes may be used in research reports and conference presentations. |
understand that the research will be submitted for publication in a research journal. |
understand that the research findings will be shared with my NHS Trust; however, my
information will be anonymised and the Trust will not be informed about my participation
in the study or any other person mentioned during the interview.

5. lunderstand that | will be given a copy of this consent form.

6. | agree to take part in the above study.

Name of Participant Date Signature

Unigue anonymised participant number
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Do you want to hear about the results of the study?

(INSERT HOSPITAL BADGE)

Yes

No

Name of Person Date
taking consent

Signature
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Appendix Q: Interview Schedule

Version number and date: 5 — 17/04/20 [IRAS ID: 273786]

Semi-Structured Interview Schedule

Introduction

Introduce myself, my role and thank for taking part

Check audio and visual are working

Check that the participant has read the participant information sheet and

understands why they are here being interviewed

- Recap, if necessary, the purpose and acknowledge that this is not a COVID-19
study, but it feels important to bring it into the interview at the end

Check that the participant still wants to proceed with the interview

Gain informed consent

- Check whether the participant has signed, scanned and emailed the consent
form to myself

- If not — start the audio recording, obtain verbal consent relating to each item and
then stop the audio recording

Ask whether there are any questions at this stage

Before — Checks

Check that the participant is in a quiet place where they will not be interrupted and
can talk openly

Discuss what would happen if we lost internet connection - keep the audio recording
going, either ask each other to repeat what we have just said or if it stops completely:
first try to close and re-open the link and secondly move to using the telephone
Check how long the participant has available for the interview, reassure that it should
not last longer than an hour and we can pause/take a break at any time

Discuss the interview process — the aim is to have a conversation and see where it
leads, and | will try to say as little as possible

Check that the participant is happy for some brief notes to be taken during

Remind that anything discussed is confidential and any names/specific situations
mentioned during will be anonymised

Before — Introduction of the Topic

Some people love working in the intensive care unit, others can find it difficult, and
others can experience something in the middle. Research has talked about the
experience of thriving as being part of some staff experiences. We are currently

unsure about what promotes thriving at work in the intensive care unit, but one idea
is that thriving may be related to relational support at work. This is something that |

would like to talk to you about today. How does that sound?

And just a reminder here that the first few questions will ask you to think back to a
time before COVID-19 but then there will be space at the end to reflect on your

experiences of working during COVID-19 and to consider whether your perceptions
of the research topic have changed

Any questions before we start?

Start the audio recording
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Version number and date: 5 — 17/04/20 [IRAS |1D: 273786]

Questions added 18/11/20
Questions added 08/12/20

Interview Questions

Thriving

« When you read the information sheet, what were your first thoughts about the word
thriving?

+« What does ‘thriving at work in the intensive care unit’ means for you as an (insert
designation e.g. nurse)?

- If the participant doesn't understand the idea of thriving — sensitise to the concept
of what thriving could or could not mean and potentially provide the definition
from the information sheet

« Could you tell me more about any experiences of thriving that you have had whilst
working in the ICU — either direct experiences of your own thriving, thriving you may
have observed in others or imagined ideas around thriving?

- If not — move onto asking - what do you think are barriers to you experiencing
thriving?

- Prompts: Who, if anyone, was involved? When was that? How were they
involved? Did you learn anything from this experience?

¢« What are the tools that you need in order to manage and thrive at work in the ICU?

¢« To what extent have you experienced thriving throughout your career working in the
ICU and how has it changed over time?

¢« What do you think are the similarities and differences between thriving and resilience?

Relationships and Support at Work

« How important do you think relational support at work is to your job role in the ICU?
- If the participant doesn't understand the idea of relational support — provide the
definition from the information sheet
¢ Who would you consider to be within your team at work in the ICU?
« When there are distressing/challenging situations that happen at work in the ICU, how
is this managed within the team?
« \What are your experiences of being supported within the relationships that you have
at work in the ICU?

- Prompts: Where does support come from? What did the support look like? Was it
accessible/readily available? Did it help? What do you look for in a person/service
to offer support? Differences between giving and receiving?

¢ What factors do you think contribute to someone seeking support at work in the ICU?

Thriving and Support at Work
e What role, if any, does relational support at work have in enabling you to experience

thriving at work in the ICU?
- Prompts: Can you tell me more about your reasons for this?

197



Version number and date: 5 — 17/04/20 [IRAS |D: 273786]

COVID-19 Reflection

« To what extent has COVID-19 affected what you previously experienced or thought
about relational support and thriving at work in the ICU?

- Prompts: How have your perceptions changed since COVID-19?7 How has that
perception changed over this time? What has changed to make you think this
way? To what extent have you felt supported to experience thriving during
COVID-19? What has been most helpful?

« Moving forward and looking towards the future, what do you think is needed for staff
to experience a sense of thriving at work in the ICU?

- Prompts: What is currently being done well? What changes are needed?

Conclusion

+ We have come to the end of my guestions now, is there anything else you want to
discuss or share about your experiences of support or thriving at work?

s |s there anything you would like to ask me?

« End the audio recording

« Discuss how the participant found the interview — if found anything upset then ask if
they have someone to talk to

« Discuss signposting to support

« Discuss next steps — | will send a summary email with my contact details and further
information on accessing support if needed,

« Ask if there is a pseudonym which | can use to refer to them within the research

« Next steps — | will send an email providing with my contact details and information
about how to access further support attached and if consent obtained then | will be in
touch at a later date to update about the research findings
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Appendix R: Sources of Support Information for Participants

T@EAN Hull Universit

u niversi
UNIVERSITY Teaching Hospitals
OF HULL

Version number and date: 5 - 18/08/20 [IRAS |D: 273786]

Sources of Support

At Work

Have a chat with your Line Manager/Supervisor as they can listen and help you to access
appropriate support from within the service.

The COVID-19 Staff Support 24/7 Helpline can be accessed by telephone on: 01482 461 227.

The Chaplaincy Department provide the Pastoral Care Service for Staff which can be
accessed 24 hours per day by email on: chaplaincy.team@hey.nhs.uk and by telephone on:
01482 675 966 for Hull Royal Infirmary or 01482 623 091 for Castle Hill Hospital.

Occupational Health services offer information and support to promote and maintain the
physical and psychological health and wellbeing of employees in the workplace. Occupational
health can be contacted by telephone on: 01482 675 059 for Hull Royal Infirmary or 01482 623

051 for Castle Hill Hospital.

Staff can access support from Focus Counselling Service via Occupational Health by
telephone on: 01482 891 564.

During COVID-19, you can access personal support coaching sessions, clinical psychology
sessions and psychological first aid training by email on: staff.support@hey.nhs.uk.

Visit Pattie to see the full range of staff support services.

External Support

Speak to your GP who can advise and help you to manage physical and psychological health
concerns. They can also signpost to other services including community groups and
psychological therapy.

Improving Access to Psychological Therapies (IAPT) provide psychological support to
individuals with common mental health difficulties. IAPT run a service in Hull called Let's Talk.
This can be accessed through an online self-referral: https://www.letstalkhull.co.uk or by
telephone on: 01482 247 111. Alternatively, IAPT run a service in in East Riding called the East
Riding Emotional Wellbeing Service. They can be by telephone on: 01482 335 451 or by email
on: HNF-TR.SelfReferral@nhs.net.

Additional Contacts

If you still have concerns which have been raised by taking part in this study, you may contact
the researcher at: K.Reading-2018@hull.ac.uk or by telephone on: 07429 675 176. However —
note that they are unable to provide psychological advice or support and can only have a
conversation about the impact of the research and signpost to other services.

If you are struggling to find the service that you require and you feel that you still need additional
help with signposting to appropriate services which meet your needs, you can contact Clinical
Psychologist Dr Jas Moorhouse on: Jaswinder.Moorhouse@hey.nhs.uk.
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T@EdN The Leeds
UNIVERSITY Teaching Hospitals
OF HULL

Version number and date: 6 - 11/08/20 [IRAS ID: 273786]

Sources of Support

At Work

Have a chat with your Line Manager or Supervisor as they can listen and help you to
access appropriate support from within the service.

All staff in Adult Critical Care can access individual, confidential support with a Clinical
Psychologist by emailing leedsth-tr.accpsychology@nhs.net or by speaking to either Dr
Helen Horton or Dr Nate Shearman in person.

All staff can access free and confidential counselling provided by Care First, the Leeds
Teaching Hospitals Trust Employee Assistant Programme (EAP). Care First has a 24/7
helpline service for staff which can be accessed by telephone on: 0800 174 319 and they
can also offer short-term face to face or telephone counselling.

Occupational Health services offer information and support to promote and maintain the
physical and psychological health and wellbeing of employees in the workplace. For St
James' University Hospital, they can be contacted at: occupationalhealth@leedsth.nhs.uk or
by telephone on: 01132 065 228.

External Support

Speak to your GP who can advise and help you to manage physical and psychological
health concerns. They can also signpost to other services including community groups and
psychological therapy.

Improving Access to Psychological Therapies (IAPT) provide psychological support to
individuals with common mental health difficulties. IAPT in Leeds is called Leeds Mental
Wellbeing Service. They offer a range of therapies and also self-help resources which can
be accessed 24/7 online. They also provide face to face classes, workshops and talking
therapies: either individually, in groups or online. For more information, they have a website:
hitps://www.leedscommunityhealthcare.nhs.uk/our-services-a-z/leeds-mental-wellbeing-
service/what-we-offer/ and can be accessed either by email at: leeds.mws@nhs.net or by
telephone on: 0113 843 4388.

Additional Contacts

If you still have concerns which have been raised by taking part in this study, you may
contact the researcher at: K.Reading-2018@hull.ac.uk or by telephone on: 07429 675 176.
However — note that they are unable to provide psychological advice or support and can only
have a conversation about the impact of the research and signpost to other services.
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Version number and date: 6 - 11/08/20 [IRAS |ID: 273786]

Sources of Support

At Work

Have a chat with your Line Manager or Supervisor as they can listen and help you to
access appropriate support from within the service.

All staff in Adult Critical Care can access psychological support with a Clinical Psychologist
from the Department of Psychological Services at Sheffield Teaching Hospitals. They can
be contacted by telephone on: 0114 226 6929. Please ask to speak to either Dr Emma
Williamson or Dr Nathan Babiker, both of whom have experience supporting staff in Critical
Care.

The Staff Health and Wellbeing section of the Trust intranet can provide you with
additional sources of support including a 24-hour advice and counselling service, promoting
wellbeing and resilience sessions and mindfulness sessions.

Occupational Health services offer information and support to promote and maintain the
physical and psychological health and wellbeing of employees in the workplace. They can
be contacted by telephone on: 0114 271 4737.

External Support

Speak to your GP who can advise and help you to manage physical and psychological
health concerns. They can also signpost to other services including community groups and
psychological therapy.

Improving Access to Psychological Therapies (IAPT) provide psychological support to
individuals with common mental health difficulties. IAPT in Sheffield have online self-help
resources which can be accessed at: http:/fiaptsheffield.shsc.nhs.uk/how-can-i-access-self-
help/. They also offer a 6-session stress management course and an online therapy
programme called Silver Cloud which is designed to help manage stress, low mood and
anxiety. For more information on the services available, IAPT can be accessed by telephone
on: 0114 226 4380.

Sheffield NHS Single Point of Access for mental health support can be accessed by
telephone on: 0114 226 3636 or by email on: SPA_AdultMentalHealth@shsc.nhs.uk.
Additional Contacts
If you still have concerns which have been raised by taking part in this study, you may
contact the researcher at: K.Reading-2018@hull.ac.uk or by telephone on: 07429 675 176.

However — note that they are unable to provide psychological advice or support and can only
have a conversation about the impact of the research and signpost to other services.
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UNIVERSITY South Tees Hospitals
OF HULL

Version number and date: 5 — 18/09/20 [IRAS ID: 273786]

Sources of Support

At Work

Have a chat with your Line Manager/Supervisor as they can listen and help you to
access appropriate support from within the service.

The Medical Psychology Service have developed a confidential and dedicated

staff support service to listen and provide information/strategies to help staff well-
being during COVID-19. This service is available Monday to Friday between 10am
and 4pm. They can be contacted by telephone on: 01642 854 758 or via email at:

stees.psychology@nhs.net.

Extra Life @ South Tees provides information about health and wellbeing activities
including trust choir and tai chi. Both groups are held in the Trinity Holistic Centre at
The James Cook University Hospital.

Occupational Health services offer information and support to promote and
maintain the physical and psychological health and wellbeing of employees in
the workplace. They can be contacted at: occupationalhealth@stees.nhs.uk
or by telephone on: 01642 282 482.

External Support

Speak to your GP who can advise and help you to manage physical and
psychological health concerns. They can also signpost to other services including
community groups and psychological therapy.

For Teesside & Surrounding Areas:

You may wish to self-refer to “IMPACT on Teesside”, a new service designed to
assess and support people with a variety of mental health concerns in the
Hartlepool, Stockton, Middlesbrough, Redcar and Cleveland areas. You can access
the service by telephone on: 01642 573 924.

For County Durham & Darlington:

You may wish to self-refer to “Talking Changes”. You can access the service by
telephone on: 0191 333 3300.

For North Yorkshire:
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You may wish to self-refer to “North Yorkshire Increasing Access To
Psychological Therapies - lAPT”. You can access the service by telephone on:
01609 768 890.

Instead offin addition to the above for support 24 hours a day, you may wish to
telephone the Samaritans. You can contact them by freephone: 116123 or text
“SHOUT" to: 85258.

Additional Contacts

If you still have concerns which have been raised by taking part in this study, you
may contact the researcher at: K.Reading-2018@hull.ac.uk or by telephone on:
07429 675 176. However — note that they are unable to provide psychological advice
or support and can only have a conversation about the impact of the research and
signpost to other services.

If you are struggling to find the service that you require and you feel that you still
need additional help with signposting to appropriate services which meet your needs,
you can contact Clinical Psychologist Dr Alice Webster on:
alicewebster1@nhs.net.
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Appendix S: Email Confirmation to Participants

Email 3 — After the Interview

C Do

UNIVERSITY
OF HULL

Dear (INSERT NAME)

(INSERT HOSPITAL BADGE)

Thank you for your again for taking part in this study exploring how critical care staff experience
relational support and thriving at work in the intensive care unit. By sharing your experiences as part
of this study, you have contributed to research which hopes to inform the support systems that are
available to critical care staff.

You are receiving this information because you were interviewed for the study. Attached to this email
you will find further information on how to access further support if it is needed (Appendix 1).

What happens next?

If you have requested feedback about the findings of the study, | will be in contact once the study has
ended.

If you have any questions or queries at any stage, please do not hesitate to get in contact with me.
All my best,

Katie Reading (Trainee Clinical psychologist and Chief Investigator)
Contact: K.Reading-2018@hull.ac.uk/ 07429 675 176)
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Appendix T. Worked Example of Initial Coding on Transcript

Following transcription of the audio recording, initial coding took place by reading the

transcript line by line and attaching codes. Working
Thriving is united as one
positive — R = Researcher and P = Participant despite
nostalgic different
thought? the first question is asking a bit more about this idea of thriving so I am backgrounds
ing if you could tell me a bit about what thriving kind of means for the because of a
job that ou do in the intensive care unit? shared goal
Shared
interestand | P, Oh thriving, oh the good times. It's everybody working for a common purpose, you know, Active
motivation | everybody's chosen to be there, um, you’ve got a team of people sort of all facing the same process —
to care for | way withToads of different professional areas and skills coming in, doing the best fo doing
I;J?Ifl]fel{limt_ 1ents. Those days are just absolutely fantastic, you know, you make things happen for s:_:}mctlung
©d10 | pbeople... you work hard, you do the necessary for a bunch of patients and it's just, um, that's mvolves
choice of . . hard work
why I do what I do, it’s fantastic.
career
R. Can you tell me a bit more about what those days kind of look like then when you are| Influence of
thriving? time —
Suggestion thIiving 1s
that thriving | P. So beforg COVID, I would get in sort of half an hour early to have a quick wander around being
18 not ' ve a quick eyeball of all the patients from the end of the bed. We usually look after proactive
“‘é‘:“l.mg eight patients during the day so just so I've got a little mental image of what each patient —
C(l}l\l}lnfg;‘? looks like, whether they are intubated, you know, whether they are seriously sick, whether Thriving in
) they're on a down slope or an up slope, who the nurses are that day... because in ITU there is | relationships
— one to one nursing and that can actually really dominate the way you interact for that day. N ““fh q
Benefits of | The nurse in charge is the key as well so I will sort of say hi to them, then we'll go Pau]fmb an
sharingin | handover meeting. The night resident, so the junior doctor, the day team an will talk it colleagues
knowledge h and just go round each patient quickly, so that's half an hoy then ward round
and learning . . .
. © | and usua ve got some sort of a rough idea of the deci om the end-o-bed-o-grams
from others — T - . .o R .
part of the but the main thing ching and communicating on a ward round and then y’know getting Balance
job the fine details and making sure nothing is missed and then finally it's sort of time for a cup bem’f{f-‘n_
of tea, a break, a round up and then sort of the jobs that come out of the ward roun then acqm-npl]sl{mg
" all the while I will be dealing with pop up problems, emergencies which appear. The show clinical tasks
Additional Ry 4 ' o . . and taking a
demands part | PEVer stops on the [ it is 24/7 business. There's no, it is not like when I was a medical break to
of the nature | SHO, t‘ ceremonia.il “.rard round and tl}en you start th'inking abc.tut things... . not!]ing reward
of the role can wait so it's all about this kind of energy to it and... attention to detail but dealing with
and working | things as they arise, possibly ergencies at the same time, um... and then gett
in the ICU i ifng them all out. ICU
dynamic
- es that compare to a day where maybe you wouldn't necessarily identify with | environment
Thnvmg always
involves changing but
energy . . routine
P. Um, you come in and there's patients scattered all over the place, there’s not enough staff, importa
' 2 ’ portant
there's not enough beds, you are on the back foot from minute one... you can’t... there's so and being
much h@bpening that you can’t ever get ahead of the units and catch up with what's going on, | comfortable
Thriving becayse you are just reactive rather than being, you know, two steps ahe d it's totally in knowing
linked to usting. So you get home having not achieved much for the patients you’vehad, y’know, what to do
resources CT scans that ngtd to happen, the proactive sedation holes and waking people
available
to meet
work Reflection at the end of the Importance of being
demands? day helps to recognise if ahead to keep up with
thriving or not demand
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Connection Not
between thriving —
how feel at lack of
wﬁg:na;d ou are saying no, keep them sedated, it is too dangerous because [ Eﬁ;{?ﬂiﬁg
might not have the resources to do ar xcavation. I will just keep them safe.. for both
— obviously there's a lot of delayed risks just by doing that an you come home, and you go staff and
Thriving I'm exhausted, I've worked pretty hard, what have [ achieved, y'know, I've stuck 5029/” atients
linked to people in beds and seen some of the patients, b en't moved anybody forward. p
perceived
level of R. So when you do ¢ then, so going back to kind of a day where you may be Feeling
achievement thrivin, would you know at the end of the day that it has been one of those days unable to
- task ere you have been thriving? provide for
focussed .
. L patients leads
P. Yeah well, because I'm sort of a fairly hyperkinetic nerd, so you know ummm, I, I've"got to neglecting
Thriving energy, | want to cook, I want to go and train on the bike or whatever I want to, ow, that own needs
associated feeling carries on and I'm in a happy mood whereas you know other days Jjust get home,
with positive Wﬁ gravity and it’s just boompf, and that's kngw a}ll you feel -
emmotions ke doing is putting the television on, eating some kind of crap food, shovelling it down and _Exhaustlon
then going to bed and it's um. .. it's, it kind of feels like you've had the life drained out of you impacts the
that day and you do not feel like you have achieved a lot and usually you have go ability to self-
and do it again. care
Lack of
motivation )A'nd in terms of that thriving before COVID, how often would you say you identified Going
for work with that idea of thriving? through
when no / tough times
energy P. Umm, ups and downs. We have had a very dark patch as a unit because of in-attention together as
from th rganisation, underfundmg, understaffing but you know, so we would have runs of a staff team
Thriving
fluctuates — System
up and . ; - impact of lack
down many staff you have, and the funding, and that sort of thing seems to have a big of resources
influence on thriving? impacts the
. . . individual’s
P. Absolutely. I don't control any of the inputs so there's elective surgery and there is huge ability to
Acceptance pressu €t through and essentially that runs to a formula, so I've got no control and thrive
of lack of influence over that. The emergencies I have no control over whatsoever. .. somebody crashes
control part their car and that's it, I need to provide five beds suddenly and there is no way that I can
of working influence that situation. Umm. .. the staffing things, the nurse staffing again I don't control...
in the ICU separate professiong, separate management. .. you know there's no way I can control that so a Impact of
i handed to cope with I have no 1nﬂuew leadership
ing vou know how is.#™ow you’re the boss man and now vou are in control and role
ghed because a lot ofit’is uncontrollable. .. on the good days, when you've got good
One team but ple who are pushin, ards and you've got heaps of staff and resources, even though
differences in that is completely ntrollable, you come home having felt like you have thrived because
governance you dealt with alkof those things, y'know stuff happens.
Thriving is
much do you think that aspect of whether you have control over the things that feeling able
Being zoing on affects your own personal experience of thriving? to cope with
Tﬁglﬁ?;? P. Umm, I think if I was completely focused on everything being down to contr challgxlfg es in
would not have probably done ITU and probably wouldn't have done i y Trust. I left my the ICU and
first consultant job in a smaller hospital with much less pres © major trauma or also wanting
anything like that because I was missing the kind of ‘bring it on’ aspect and the fun and those
having lots of colleagues around ang working around each other. On the great days, you challenges as
know, you've got a good bu people who are facing forwards and moving on and you've enjoyable

got enough resources pe, it doesn’t really matter what happens, it is Tantastic.

Support from colleagues helps staff to
thrive even when provided with the
minimum in terms of resources

forward together

Trajectory of growth when
thriving in the team — moving
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Appendix U: Example of Coding Process

Quote from Transcript Initial Line by Line Coding Focussed Theoretical
Coding Coding
“If you are working in an intensive care setting, you need to have within | Considered an inherent part of the person Managing Individual —
your personality that ability to adapt and change and that willingness to Emotions Challenge
thrive because otherwise you won’t be able to cope with it because of Specific coping strategies essential
the challenges that you are faced with, such as your patient might
deteriorate really fast, and you need to think and talk to doctors and Willingness to thrive — need to seek it, aim
nurses and to everyone that is supporting in intensive care. You need to | for it and allow it to happen
think on your feet, but you also need to be open to accept when the time
has come for that patient and that's something that is really challenging | Fast paced environment and decision
because like emotionally, yes you might try to find coping mechanisms | making- life or death for patients
but at the end of the day, you are a human being with emotions and
feelings and it's impossible to detach yourself completely from the Working with colleagues
outcome” (Butterfly)
Need mental clarity under pressure
Work constantly changing and person needs
to adapt too
Recognition of human side — caring for
patients and themselves
“If I think about thriving in my job, all of it, then I think mainly about Staff occupying multiple roles and Being a Individual —
being like a clinical expert so getting to the point where like you've responsibilities Clinical Expert | Challenge

completed all of your competencies, so you feel very comfortable
looking after all patient groups. A big part of the job for me..., so I did a
clinical education year, so a big part of the job for me is like supporting
junior staff and educating and so | think thriving is about being a clinical
expert and being able to answer any questions... like we always have
this like phrase at work which is kind of like ‘you're kind of ready for
the next step when you get to the point where you can deal with

Clinical job working with patients is
important to staff

Feeling in control and able to manage all of
the tasks involved
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anything that comes through the door’ so say it’s 3 o'clock in the
morning and there's no one to help you, no matter how sick the patient
is, whatever comes through the door then someone can just lock you in a
room and you can completely manage that situation, as well as
potentially having a junior nurse with you and having like a really
difficult family to deal with at the same time, so you know just getting to
the point where you're comfortable and you can deal with all of that on
your own” (Sydney)

Taking on different responsibilities
throughout a career and wanting to pass on
knowledge and skills to junior staff

Managing competing demands at one time
under pressure

“It’s almost like I've come to the end of the line maybe, I'm done with Reaching goals and achievements Professional Individual —
this now and it's time for me to move and it’s time for me to do Development | Challenge
something else. I'm very career driven, and | like learning and | feel that | Looking for extra challenges linked to career

if I'm not constantly learning or being challenged, it's a... I feel like it’s

a bit of a waste actually, for me, and I'm not generalising for everybody | Benefits of learning

but just for me personally, if I'm not learning and if I’m not achieving

something new or | don't know, I get very itchy feet if I'm really not Movement forwards

going somewhere. If things stop and then I start to just think same old

same old every single day, | start wanting something new, hence why | Need something different to thrive as

did this role, this training role two years ago, over two years ago, familiarity brings boredom

because it was something completely new, something completely

different. I knew it was going to be a big challenge and that is why | New things are interesting

wanted to take it on because I felt a bit stale” (Susan)

“Yeah, so I think thriving.... you will have people who will kind of feel | Enjoying the work linked to thriving Able to Go the | Individual —
that they are thriving y’know. I enjoy the work to some extent but those Extra Mile Energy

ones that are really passionate about the role and you know feel
supported and particularly valued in the role will put in and go that extra
mile by putting in extra effort and they will work a little bit longer and
they will be really involved in audits and really involved in driving the
service forward and because of the kind of positive effects that will have
on others and the positive effects that will have on patient care,
everything kind of moves along with it” (Ferris)

Specific extremely passionate people want to
do more than the typical workload
requirements

Extra effort and energy from feeling
motivated
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Going the extra mile involves doing things
to move the service forward

Positive impacts throughout the system —
staff member, team, patient and organisation

“I think normally if | feel upset at work then | just feel like | need to be | Work can be challenging and make staff feel | Recharging Individual —
removed from the situation for a short while so to be able to go for a upset During the Energy
walk or to go on my break or do something like to be removed from it Workday
and then that normally makes me feel better” (Sydney) Physical separation is important for recovery

Being able to leave the ward creates distance

to process emotions

Go to strategies for managing emotions at

work which usually help as practiced over

time
“I've always quite enjoyed my time off because I'm not like completely | Time outside of work is valued Locating Individual —
work orientated, so I've always enjoyed my time off and I've got things Energy Boosts | Energy
that I like doing that obviously work well to just reset my brain and try | Able to achieve some work-life balance is Outside of
and just get a bit of normality and I think you have to, I think I've important Work

learned that through working in intensive care” (Paddington)

Doing things that are enjoyable — hobbies
and interests that make feel good and have
been useful over time

Leaving what helps to manage the work
stress — having a go to tool kit for coping at
home

Intense work can be all consuming
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Need to step outside of the ICU environment
which is seen as not normal

“Oh thriving, oh the good times. It's everybody working for a common Thriving is a good feeling ACogina Team — Support
purpose you know everybody's chosen to be there, um you’ve got a team Well-Oiled
of people sort of all facing the same way with loads of different Everyone sharing the good feeling Machine
professional areas and skills coming in, doing the best for patients.
Those days are just absolutely fantastic you know you make things Sharing a goal which everyone agrees to, is
happen for people, you work hard you know you do the necessary fora | aware of and is working towards
bunch of patients and it's just, ugh that's why I do what I do, it’s
fantastic” (Fred) Large skill mix in the ICU
Main priority is patient care
Doing the best that can be done
Making progress — achieving things
Reason for choice of career
“I spoke with one of my sisters, bless her, she gave me massive moral Connection to family outside of work is a United through | Team — Support
support during the first wave but because her experiences were different, | different kind of relationship Shared

it's not that she didn't understand what | was going through and of
course, she was there for me, but it's different because unless you go
through it, it's very hard to really understand what the other person is
actually feeling and she was trying her best to cheer me up and to
support me but it got to a point that I just had to say ‘okay like thank you
very much and like I'll catch up tomorrow’ because I felt that it wasn't
helping and it's not her fault at all, it was just because her view of the
situation is based on her own personal experience which is completely
opposite from my own personal experience so yeah, I think that’s the
big point, always find people that understand where you are because
they will be the people that will be able to first, help you look at things

Needing more to support than someone
being physically there

Recognition of family member doing their
best to understand but having difficulty
without experience of working in the ICU

More depth of understanding important

Experiences
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from a different perspective and second, that will be able to actually
listen to what you're saying and will be open to your worries” (Butterfly)

Acknowledging everyone has different
experiences even of the same experience

Different needs require different people and
needs are different across time

People who understand the work
environment are the first people you go to
for support about work as they are validating
and can actively work through problems
with you rather than just listen

“I mean, fortunately, we've all been a little bit, um, on a different roller
coaster so on the days that some people are really flat, other people are
quite cheerful and kind of help pick those people up and then it tends to
switch so not everyone is being down and in the dumps all at the same
time and | think it's about that kind of in-group regulation of just
keeping an eye on each other, but then also you know if there was a
situation that | didn't feel happy about, | would then feel comfortable to
just kind of catch one of the other girls and just say ‘can I have a chat
with you about that’ and then it's just whether we go grab a coffee and
have a chat and sit down to talk about it, or if it's not appropriate then it's
kind of about making the time and getting those opportunities because |
think if you don't make the time, you just burn yourself out really *

(Rosalind)

Everyone is on their different journeys — ups
and downs

Mood within the team fluctuates often

Not everyone in the team is feeling low or
happy all the time and that is normal

Seeing someone feeling down leads to the
team coming around them to offer support

Look out for each other by being a physical
presence around them

If disagreements happen then try to work
through them together

Having time to speak together is important
for managing problems

Lifting Each
Other Up

Team — Support
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“Umm, I think for me personally, I do have one really close friend at Friendships form at work Forming Team — Support
work so she'll come into my office and she will know straight away by Support
how | am set, how | am feeling and she will close my door and she will | Intuitively knowing what is wrong Bubbles
go, just vent and I think just her knowing that I need to vent something
without opening my mouth and saying something inappropriate is Close peers know what you need and help
important” (Lola) you to get it
Providing a safe space to talk about things
that are frustrating
“When they are in there and they have a leader or team members who Staff enjoy their jobs when leaders show that | Leading by Team — Support
are very passionate about the role, it almost rubs off on that individual they enjoy their jobs as there is a transfer of | Example
and therefore you kind of set an example of what is expected in that role | good feelings
and what is expected within the team and therefore you kind of bring
them along with you as opposed to somebody who's quite negative, Leaders need to act as role models to set a
umm just does the job and you know that's fine and things, that again good example
has a similar effect on individuals that are coming through as these will
be... we quite often get students and new graduates who are Everyone holds expectations which need to
inexperienced in hospitals and things and if they are kind of well led and | be made clear
somebody is thriving as a leader and thriving as an individual as part of
the team and they are supporting that individual as well they will kind of | Leaders who are negative can make staff feel
bring them with them, umm, and they will again start to thrive because negative
they are in an environment where you know you feel valued” (Ferris)
People thrive from seeing other people
thriving
Less experienced staff look up to senior staff
to help them to thrive
“Things like, umm.... funding and you know, just the general lack of Money has a big impact Availability of | Organisation -
money that there is in the NHS and the general lack of resources can try Physical Access
and put barriers in the way from the achievements that you have on shift | To provide resources, the NHS needs money | Resources

212




but actually I have found that working as a team and involving other
people that have maybe have a bit more power to put resources in place
and things like that, make things known, can sort of help you to
overcome those barriers if you like so I'm one for making sure that |
speak up about things” (Susan)

Lack of resources negatively impact the
sense of achievement as staff cannot make
things happen as they want to

Having power can contribute to change

Importance of having conversations about
the barriers which get in the way

«Sorry if this is politics but Boris Johnson is all worried about protecting
the NHS but I think what Boris Johnson is forgetting is that the NHS is
nothing without its people so he should be more worried about
supporting his people and keeping his people so his doctors, his nurses,
his allied health professionals, his admins... the skeleton of the NHS
happy because it doesn't matter if he empties the hospitals because if he
doesn't have the staff motivated to treat the patients, you won't get
anywhere so | would say that for people, for us to carry on to moving
forward, definitely that and of course | know that there are a lot of, quite
a few resources available within my trust and | can imagine them being
within the other Trusts too to support the mental health of the staff and
to help staff cope better but... a big part of it is the feeling valued and
feeling appreciated and it's, so... a big part of it is being supported and a
big part of it is feeling valued and feeling appreciated for the job you are
performing” (Butterfly)

Politics of the country impacting work in the
ICU

Staff viewed as a resource in healthcare —
the backbone of the organisation

Need motivated staff to move forward
healthcare innovation and change

Mental health support beneficial for staff

Feeling valued and appreciated is a higher
importance than being provided with things

Valued
through
Emotional
Support

Organisation -
Access

“The other thing is that there's a culture throughout the organisation that
doesn't tolerate explosive bullying aggressive behaviours, so people just
don't do it because they know that they just won’t get away with it.”
(Fred)

The organisation has specific values and
principles for employees

Views must be shared by all staff not just
intensive care staff

Compassionate
Culture

Organisation -
Access
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If bad behaviour is not accepted by everyone
then it doesn’t happen

No bullying creates a positive work
atmosphere for staff
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Appendix V: Further Explanation of Terms Linked to Individual and Relational Well-Being

(Definitions taken from participant interviews)

Individual Well-being

Relational Well-being

Definition Definition
Negative ~ Burnout e Constant exhaustion — Isolation e Dissatisfied in a team
feeling that there is nothing of one
left to give e Sat across multiple
e Time off work departments with no
e Withdrawal sense of belonging
e Usual coping strategies e Feeling alone in
ineffective decision making
Survival e Physical fatigue Separation e Distanced from others
e Emotional shut off e Tension
e Struggling to meet basic
self-care needs including
sleep and nutrition
Neutral Coping ¢ Doing their best Joint e Sharing the workload
e Getting tasks done Working e Utilising each other’s
e Leaving work at work strengths
Resilience e Keep going most of the time
e Managing emotions
e Meeting competencies
Growth e Adapting to challenges Collaboration e Belonging
e Doing extra things e Working through issues
e Seeking out new Learning together
opportunities
Positive Thriving Feeling engaged at work Integrated e Facing forwards
Enjoying the challenges MDT together

Energy to push forward

Feeling supported and
valued

e Mutual respect
e Shared decision making
¢ Intuitive reciprocal

support

215



Appendix W: Epistemological Statement

It is important for all researchers to reflect on their positioning within their research as
they bring their own assumptions about the data based on their own experiences (Charmaz,
2014). One way that the researcher influences the research is through the ontological and
epistemological position that they assume (Ritchie et al., 2013). This statement aims to
explore the development of the ontological and epistemological positions which underpin this
thesis and to consider how the positions taken by the researcher influenced the grounded
theory which emerged from the data.

Ontology is concerned with the meaning and nature of reality (Ritchie et al., 2013).
The two dominant perspectives are realist and relativist (Willig, 2013). The former considers
that there is a truth which exists and is measurable (Ritchie et al., 2013), whilst the latter
views all experiences to be subjective as there are multiple context-dependent ways of
understanding a single experience (Willig, 2013). Epistemology is the study of knowledge
and how we acquire and know what we do about reality (Willig, 2013). Positivism is the
view that there is only one way to understand reality which is objective, and this typically
aligns with a more scientific approach (Willig, 2013). On the other hand, constructivism is
the opposite in assuming that meaning is always constructed and so reality is viewed through
the lens of the individual which is framed through their thoughts, perceptions and experiences
(Ritchie et al., 2013; Young & Collin, 2004).

A relativist ontology fits with a constructivist epistemology (Guba & Lincoln, 1994)
and this position was adopted within this research. This approach considers there to be no
objective truth which can be experienced and identified through research enquiry (Guba &
Lincoln, 1994; Young & Collin, 2004). This is because research is a constructed reality

(Ritchie et al., 2013), which is also influenced by the researcher co-constructing the research
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through their interpretation of each participant’s explanation of their experience (Taghipour,
2014).

Methodology is the approach taken in order to acquire knowledge and understand
something about reality (Willig, 2013). Constructivist Grounded Theory (CGT) was the
chosen qualitative methodology which influenced how data collection and data analysis were
framed (Willig, 2013). CGT was considered to be most appropriate because it uses inductive
principles of generating a theory which is grounded in the data about how a particular
experience is understood (Ritchie et al., 2013). CGT was chosen over Interpretative
Phenomenological Analysis (IPA) because IPA aims to gain a detailed insight into an
individual’s lived experience (Smith et al., 2009; Willig, 2013), whilst CGT has more utility
for contrasting similarities and differences between participant experiences to develop a
theory for understanding those experiences (Charmaz, 2014). The use of theoretical sampling
and the constant comparative method within CGT also enabled the exploration of gaps within
the data through new interviews and adapting the interview schedule as the interviews
progressed (Charmaz, 2014; Hood, 2007).

The following choices about ontology, epistemology and methodology, which make
up the research paradigm, were made as they were considered most helpful for answering the
research questions. The research explored the experiences of healthcare professionals
working in the intensive care unit (ICU), specifically the experiences of thriving and
relational support. To do so, qualitative methodology was regarded as important for gaining a
more in-depth insight into the personal experiences of staff which cannot be gained using
statistical analysis but also to add to the lack of qualitative research within the field of
intensive care (Charlesworth & Foéx, 2016). It was important to remain open to all
participant experiences, whether more positive or negative. As a result, semi-structured

interviews were used as the chosen data collection method as this allowed flexibility during
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the interviews to explore different directions that were important for the participants and their
understanding of the research topic. Furthermore, thriving is a relatively new concept and
there is currently no unifying model for understanding thriving within the ICU literature. The
epistemological and ontological positions were adopted because whilst an external reality
might exist about working in the ICU, it is recognised that there are multiple interpretations
of the research topic which might be affected by a range of personal and professional
influences. This includes the researcher’s own underlying values and beliefs. As a result, the
emergent theory, which is co-constructed between researcher and participants, can only be
one of many context dependent versions of what is happening which is known through how
each individual views this and assigns meaning to their experiences (Willig, 2013).

In addition to the empirical paper, thematic synthesis was the methodology utilised
within the systematic literature review. A critical realist ontology and epistemology may be
viewed as underpinning thematic synthesis (Barnett-Page & Thomas, 2009). Critical realism
considers reality to be neither objective nor subjective but recognises that there is more to
understand beyond what we know about reality based on our constructions of reality
(Fletcher, 2017). Therefore, behind every observable experience is an underlying,
unobservable structure and the experience cannot be understood through the human lens
alone without knowledge of the underlying mechanisms which have generated the event
(Fletcher, 2017). This fits with thematic synthesis because subjective experiences are brought
together for re-interpretation and quality assessment tools are used to objectively measure the
quality of the papers. However, thematic synthesis is also compatible with the relativist
constructivist approach adopted within this thesis because all of the papers reviewed are
qualitative and this approach underpins the guiding values and principles of the researcher
who understands that the findings cannot be generalised as there are multiple truths which are

context dependent.
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It is the researcher’s responsibility to engage in a reflexive process with relation to the
research (Finlay, 2002). A constructivist stance considers the assumptions brought by the
researcher who has their own version of the truth (Charmaz, 2014). The main assumption
brought to the research was that there are many positive experiences of working in the ICU
which could be explored with participants. This assumption was based on some very limited
previous insight into what it is like to work in an ICU. This included a brief volunteering role
in an acute hospital setting, a placement experience as a trainee clinical psychologist in a staff
support role during COVID-19 and information learned through reading relevant literature
and witnessing the media coverage during COVID-19. As a result, it was important to engage
in reflective writing and supervision to consider the outsider perspective that was being
brought to the research. This was important for considering the approach taken to both data

collection and data analysis.
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Appendix X: Reflective Statement

Backaground to Portfolio Thesis

Development of Ideas

When I initially thought about ideas for this thesis, | was drawn to the role of
psychology within physical health settings. | had recently been working as a therapeutic care
volunteer which involved listening, interacting and engaging patients in activities aimed at
improving quality of life whilst at hospital. This experience demonstrated to me the
interconnection of mental and physical health, as well as the incredible strength of both staff
and patients. Then when | started the doctorate, my partner also qualified as a doctor. | often
found myself reflecting on the differences in the support that we had at similarly critical
points in our careers. This made me think about how healthcare professionals are supported at
work, as well as how experiences may differ between professions.

At the research fair, | was immediately drawn to the topic proposed by Dr Jas
Moorhouse exploring burnout and resilience with staff in the intensive care unit (ICU). My
very limited experience of working in the ICU came from my therapeutic care volunteer role.
I remember feeling shocked and sad after my first visit, witnessing often unconscious patients
surrounded by beeping machines. However, my perceptions significantly changed over time
as | saw how there were opportunities for positive staff experiences coming from a really

emotionally and physically challenging work environment.

The Research Question

In my scoping search, terms such as burnout and moral distress within intensive care
nurses jumped out of my laptop screen. | could not help but feel that something was missing
about what keeps intensive care staff coming to work. Dr Emma Wolverson first encouraged

me to read about second wave positive psychology (2WPP) which then led me to explore
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resilience in the ICU when Dr Chris Clarke became my research supervisor. When Dr Jo
Beckett joined the research team, she suggested that I think more critically about resilience in
healthcare and a pivotal paper by Jackson et al. (2018) introduced me to the idea of thriving
which I chose to explore further as my research question.

When COVID-19 started to impact the United Kingdom in March 2020 and the media
spotlight focussed on the ICU, | felt overwhelmed and wondered whether it was appropriate
for me to research thriving during this time of change, fear and exhaustion for staff. A
conversation with Dr Nathan Babiker encouraged me to ask myself why I would ignore the
elephant in the room. This turned my worry into excitement, and | felt motivated that I could
continue to explore thriving and acknowledge the impact of COVID-19 through the inclusion
of an additional research question. My perspective was that, in line with 2WPP, intensive
care staff could still thrive amidst the additional challenges of COVID-19, and they deserved
to be given a voice through research whilst the world was listening. Research can become all-

encompassing, and | learned that seeking different perspectives is really important.

Conducting the Empirical Research

Ethics Process

Trying to predict the impact of COVID-19 on the research was difficult as everything
was so unknown. Several feasibility adjustments and back-up plans were put in place to try
and prepare for all eventualities. This included changing from face-to-face interviews to
using the telephone or Microsoft Teams, as well as submitting an amendment to use Twitter
for recruitment. | also tried to remain a few steps ahead of deadlines and submit ethics earlier
than was suggested. Knowing myself and how I like to be organised was important for
learning about who | am as a new researcher. | found that having a clear idea of the tasks that

| needed to complete in what time frame was important for keeping me on track, as well as
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breaking down bigger tasks into smaller parts so that | could feel the sense of
accomplishment from ticking things off on my to do list.

The whole ethics process took about seven months and was relatively easy until | had
to apply for capacity and capability approvals. | stand behind my decision to recruit from four
NHS Trusts as | think that it really adds to my research but holding in mind the different
procedures and protocols at each site was really challenging. It was also hard maintaining
momentum during this process when we were in lockdown. | had imagined pressing the
submit button on ethics and feeling like a weight had been lifted. However, a lot of the time |
felt that | was navigating the whole process quite blindly trying to jump through the hoops
and worried about my progress. | managed this by reassuring myself that NHS ethics was
completely new to me. I also took advantage of the times when I was not constantly replying
to emails to engage in webinars and discussions in ICU forums, which helped when it came
to writing my introduction and discussion sections. One thing that | should have done more is

ask for help from people with more experience of research and ethics submissions.

Recruitment

| was passionate about building connections with multiple hospitals and with the help
from Jas, this was something that | achieved quite early on. Unfortunately, after a couple of
face-to-face meetings, all communication moved to over email and Microsoft Teams as
COVID-19 restricted travel. As a result, | had to rely more heavily on key contacts to support
recruitment. | was blown away by the support that I received but I had to learn to give up
some control to others, whilst also making sure that things got done on time. | often found
myself getting into personal battles between sending more emails to follow up on actions that
had been agreed, whilst also feeling guilty, holding back a little and recognising the pressure

that they were under. | felt that everyone understandably had bigger priorities than research
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during COVID-19, but Jo really encouraged me to keep going as research was my priority as
chief investigator. Approaching any research in the future, | will definitely ask directly for
people’s phone numbers because a lot of time can be wasted waiting for email responses.

| eventually got the green light to move forward in September 2020 and initially
recruitment was slow. One challenge that | experienced was that | could see people accessing
the online survey but not completing it. | found myself refreshing the survey at every
opportunity and wondering whether | had been approachable enough. However, | knew that |
was doing my best and noticed that my worry was just a reflection of my passion for the
research. Setting up email alerts which informed me when someone completed the online
survey helped to create boundaries between myself and the research. To increase recruitment,
| also started to ask research contacts for email templates which introduced myself and my
research interest to be distributed within their teams. This change from predominately using
posters was successful as it allowed myself as the researcher to connect more with potential
participants despite the physical distance created by COVID-19. It also helped me to target
specific groups such as pharmacists who spend less time in the physical ward environment.
Participants who had been interviewed also started to offer to support recruitment.
Confidentiality was managed by encouraging participants not to mention to colleagues that

they had been interviewed and limiting the demographic information within the write-up.

Data Collection

My first interview was with a speech and language therapist who shared their
experience of growth during COVID-19. Hearing about this gave me the boost | needed to
continue to push forward with renewed energy for recruitment. For my first experience of
research interviews, | was proud that | was able to strike an open and conversational tone. |

did try the approach of saying as little as possible to limit the researcher’s influence on the
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interviews, but | found this quite difficult as there was so much that | wanted to explore. My
interview style is something that | would like to develop through future research.

I was initially worried about developing rapport during remote interviews. However, |
was regularly humbled when participants spoke about how it felt like | was sat in the room
with them, they felt put at ease and enjoyed the opportunity to reflect. As intensive care staff
were so busy, one of the most important things that | could do for them in return was to be
flexible with my time. | also think that rapport was achieved by developing the relationships
with participants outside of the interviews. This involved communication over email,
speaking about my passion for the research at the end of the interviews and keeping in touch
through a monthly email to provide updates on the research progress. | would definitely

consider using Microsoft Teams again for future research because it increased accessibility.

Data Analysis

Juggling all of the steps in data analysis was demanding, especially as someone new
to qualitative research. I often worried that I was not doing ‘proper grounded theory’. |
managed this by creating a flow chart which explained the process involved but Chris also
reminded me that everyone has a different approach and doing my own version is good.

The benefit of ongoing data collection and analysis was that | felt really immersed in
the data to develop themes. | noticed how participants spoke about thriving as a journey of
growth and exhaustion during COVID-19. This resonated with myself completing the
doctorate and working in the NHS through COVID-19, which gave me an interesting
perspective of being on the outside but also on the inside trying to understand the experiences
of intensive care staff. There were so many things that | wanted to discuss in the research, but
| was restricted by the word limits of my chosen journals. One thing that helped was to view

COVID-19 as a context that influenced the findings. Jo and Chris also reminded me that |
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needed to ensure that my results told the story of my research in a way that best answered the
research questions. | found that drawing diagrams was an essential part of my research

approach as this enabled me to visualise the interactions and processes taking place.

Systematic Literature Review

Choosing a topic for the review came quite naturally and linked with the empirical.
Following my initial shock at the lack of research, | was interested to see how much research
had actually explored the more positive experiences associated with well-being in the ICU.
The hardest part of the review process was deciding what indicators of well-being to include
within the search terms to ensure that my search was comprehensive but did not bring up too
many unrelated studies. In addition, | struggled with working on the review alongside my
empirical research. As this process took a long time, | had to keep running the searches to
make sure that no new articles were published. My ability to multi-task definitely improved
and I learned the importance of building research teams for any future research. I also
panicked when initially realising the similarities between the findings of the empirical and
review. Thankfully my partner reassured me that this surely made sense because similar
experiences are likely to contribute to both thriving and well-being and the findings just

further emphasise the importance of the clinical implications.

Final Reflections

Reflecting on this research process, | can now understand why people say that
research is a rollercoaster of emotions. At times | have felt really disconnected from the
research and overwhelmed by the task ahead of me. However, thinking about where | started
from to now seeing my ideas having come to life makes me feel proud. For myself, what
started as a small seed of interest in staff well-being has now grown into something that |

want to pursue as a career. Positive psychology has also impacted my values and approach to
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clinical work. It has also helped me during COVID-19 whilst writing my thesis, by
encouraging me to look towards my own strengths and resources during a challenging time.

Thinking about all of the people who have helped me along the way will forever make
me smile. Without the kindness and willingness of others to help, | would not have been able
to succeed in meeting my research goals. | am most proud that | was able to involve
participants in the research beyond just taking part in the interviews. For me, this made the
research feel really meaningful and provided me with energy to keep going. | hope that
participants felt valued and can see their contribution to the research through the direct
quotations and the unifying theory. The importance of the co-creation of research will be
something that I will always hold in mind when | approach any future research.

| am also glad that I took a different approach by highlighting some of the positive
experiences associated with ICU work. When | first met Jas to discuss the research, she spoke
of the lack of clinical psychology support in the ICU. It is strange now thinking that we are
coming out of a global pandemic which has drawn the attention of everyone to the well-being
of intensive care staff. | hope that my research comes at a useful time to highlight the
continued need to invest in intensive care staff beyond COVID-19 and | am keen to continue
to use my voice to amplify their voices through research dissemination and publication. | plan
to discuss the research at each of the hospitals where participants were recruited through a
presentation where anyone interested can attend. | also hope to speak to some of the senior
management team including board executives to ensure that they are also aware of the
findings. In addition, I plan to publish the research findings.

The research also helped me to notice when | was actually not thriving myself and
this allowed me to think about what | needed to change to thrive. Throughout the research
process, | found myself becoming less self-critical and allowing myself to really enjoy it

when | realised that everyone approaches research differently. Accepting the process which
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inevitably involves delays and using those down times to keep busy with other tasks and
prioritise my own self-care was an important learning experience. Intensive care staff taught
me that moving forward in a positive direction, no matter the pace, is good and that is what |

did.
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