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Abstract of Dissertation 
 

 
The Role of Emotional Regulation on Acute Care Nurses’ Burnout Delivering Care to 

COVID-19 Patients: An Exploratory Sequential Mixed Method Study of Nebraska 
Nurses 

Burnout is a psychological syndrome that is multifactorial, context-dependent, and 

due to chronic work-related stressors affecting professional behavior and attitudes (Hert, 

2020; Maslach & Leiter, 2016; NASEM, 2019). Nurses’ burnout can have negative 

consequences on the nursing profession, healthcare organizations, patients, and the health 

(physical, psychological, behavioral, and emotional) of the nurse (Golonka et al., 2017; 

Lee & Cha, 2023; NASEM, 2019; Sullivan et al., 2022; Villarante et al., 2024). The core 

components of burnout are emotional exhaustion, negative emotions and attitudes, such as 

cynicism towards people and work (Golonka et al., 2017) and reduced personal 

accomplishment (Maslach, 2017). Emotional regulation strategies (cognitive reappraisal 

and expressive suppression) are often used to down-regulate negative emotions to reduce 

the emotional impact (Gross 1998; 2002). The exploratory sequential mixed method study 

design was utilized to study the role of emotional regulation on acute care nurses from 

March 2020 through September 2022 in Nebraska. In the first phase of the qualitative 

study, the structure of the phenomenon identified was “powering through emotional 

experiences and emotional challenges in caring for COVID-19 patients” and 4 themes and 

14 sub themes emerged. Quantitative cross-sectional study between October 1, 2020, 

through March 31, 2021, indicated congruence between the theme powering through 

(staffing shortages) and high patient-nurse ratio. High patient-nurse ratio was statistically 

significantly associated with emotional exhaustion (b = 7.88, SE = 1.35, p < .05) and 
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depersonalization (b = 3.58, SE = 0.81, p < .05) after controlling for covariates. 

Congruence was observed between the theme showing up to work and cognitive 

reappraisal. Cognitive reappraisal was significantly (b = -0.25, SE = .09, p = .009) 

associated with emotional exhaustion and depersonalization (b = -0.17, SE = 0.05, p = .002) 

and with personal accomplishment (b = 0.53, SE = 0.06, p = .001) after controlling for 

covariates. The theme support in managing emotions corroborated with the support 

variable in the quantitative study although only marginally associated with emotional 

exhaustion. An additional finding of the study was on the moderation analysis with support 

as the variable. The study found that among nurses who did not receive support, cognitive 

reappraisal was statistically (b = -0.64, SE = .19, p < .05) associated with emotional 

exhaustion after controlling the covariates. For those who received support, cognitive 

reappraisal was not associated (b = -0.06, SE = 0.12, p < .05) with emotional exhaustion. 

Cognitive reappraisal was associated with personal accomplishment among the 

participants who reported having support (b = 0.42, SE = 0.08, p = .001) and the participants 

who reported a lack of support (b = 0.73, SE = 0.12, p = .001). Addressing burnout requires 

a targeted and combined intervention at the organization and individual levels that will be 

unique to each healthcare organization. Additional research is needed to understand 

burnout using the latent profile analysis along with the other instruments, such as the Areas 

of Worklife, Perceived Organizational Support, and the Process Model of Emotional 

Regulation Questionnaire. 
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Chapter 1 – Introduction 

Nebraska, in the United States (U.S.) is currently facing nursing shortages, with 73 

of the 93 counties having less than the national average of Registered Nurses (RNs) to 

patients (Legislative Bill, 2023). The projected shortfall of RNs in Nebraska is expected to 

increase from 2017 to this year by 236%, to a shortfall of 3,830 (Nebraska Center for 

Nursing, 2018). Hospitals with better RNs staffing levels are associated with better 

inpatient outcomes including higher patient satisfaction, lower mortality, and fewer 

readmissions (Aiken et al., 2021). 

RNs are licensed individuals who have specialized knowledge and behavior 

requirements to practice nursing1 lawfully and safely (Flook, 2003). They perform a range 

of activities such as conducting physical exams, providing health promotion and 

counselling, administering medications and interventions, etc. (Pittman, 2019). They work 

in diverse healthcare settings, such as preventive, primary, and acute care in collaboration 

with other health professionals (National Academies of Sciences, Engineering, and 

Medicine, [NASEM], 2021). Acute care nurses are RNs working in the hospitals and have 

an immense responsibility in providing safe care in a complex environment with increased 

patient acuity, short staffing, and long working hours (Campbell et al., 2021). Acute care 

nurses were disproportionally at greater risk of being exposed to the Coronavirus disease 

20192 (COVID-19) being on the frontline and frequently in contact with the COVID-19 

patients (Cordova et al., 2022). 

 
1 Per the American Nurses Association (2015), nursing is “the protection, promotion, and optimization of health and abilities, prevention 
of illness and injury, facilitation of healing, alleviating of suffering through the diagnosis and treatment of human response and advocacy 
in the care of individuals, families, and groups, communities, and populations” (Pittman, 2019, p. 6). 
2 Coronavirus disease (COVID-19) is an infectious disease caused by the SARS-CoV-2 virus (WHO, 2025). It causes flu-like symptoms 
and can develop into pneumonia, among other acute and non-acute effects (Kwek et al., 2006). 
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COVID-19 was declared a Public Health Emergency of International Concern 

(PHEIC) on January 30, 2020, and a global pandemic causing the infectious disease by the 

severe acute respiratory syndrome (SARS)3 Corona virus-2 (SARS CoV-2) on March 11, 

2020 (World Health Organization, 2025). This resulted in significant morbidity and 

mortality affecting millions (Sarker et al., 2023), and overburdening several sectors, 

including the healthcare sectors across the world (Haileamlak, 2021). The uncertainty of 

the evolving dynamics of the virus remained a constant characteristic of the COVID-19 

pandemic (Cristea et al., 2022). The U.S., too, grappled with it, especially during the initial 

months (Cordova et al., 2022). Although the pandemic officially ended on May 5, 2023 

(Sarker et al., 2023), it has strained the U.S. healthcare system exacerbating the nursing 

staffing shortages among other pre-existing challenges to an extent never seen in the past 

(Schneider, 2024). But the demand for healthcare is growing as the population continues 

to grow in age, size, and complexity (Patel et al., 2024).  

Per Budden et al. (2013), an aging U.S. population, aging RN workforce, and the 

prediction of 30 million U.S. seeking medical care in the future per the Patient Protection 

and Affordable Care Act, are some of the factors predictive of the possible RN shortages. 

An aging population, aging nursing workforce, and lack of resources for nursing education 

and training were identified as factors contributing to the shortages in Nebraska (Nebraska 

Healthcare Workforce Collaborative, 2025). Compared to 2010, the total population in 

Nebraska is expected to increase by 9% to 2 million in 2030 (Schafer et al., 2023). 

Although it is hard to say if the demand for healthcare has increased in Nebraska, but 

indirect measure of the enrollment in various health insurance programs (such as Medicaid 

 
3 It is an acute respiratory disease caused by a novel strain of coronavirus (Kwek et al., 2006). 
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and CHIP, Affordable Care Act marketplace, Medicare) has increased in 2024 from 2020 

(KFF, 2024).  

A cross-sectional study on 7,887 RNs working in New York and Illinois, found that 

41% of them ended their career in healthcare, including 22% experiencing burnout and 

18% due to insufficient staffing, other than planned retirement during the COVID-19 

pandemic (between April 13 - June 20, 2021) (Muir et al., 2024). During these initial 

months (between April 1-30, 2021) into the pandemic, an unpublished study concerning a 

large Nebraska health system reported 50% of the 1,200 Nebraskan nurses, including acute 

care nurses, were experiencing burnout and other mental health issues (Penn et al., 2021). 

Factors including a surge in patient volumes and acuity amplified the pre-existing issues 

(such as high patient-to-nurse ratio, low pay, workplace safety concerns) of burnout during 

the COVID-19 among the U.S. nursing workforce (Martin et al., 2023).  

A systematic review from 2010-2021 identified burnout and stress, staff turnover, 

barriers to training, ineffective planning and policies in recruiting workforce, as the likely 

themes influencing nursing shortages (Tamata & Mohammadnezhad, 2022). Another study 

reported that nursing shortages could also be a driver of burnout, as observed in a cross-

sectional survey data on 50,000 U.S. RNs in 2018 (Shah, 2021). The study reported an 

overlap between high rates of burnout and inadequate staffing among those working in the 

Southeast of U.S. in South Carolina and Georgia, compared to the West in California, 

warranting further exploration of the relationship between nursing shortages and burnout 

(Shah, 2021).  

It is beyond the scope of this study to identify the factors contributing to the current 

nursing shortages in Nebraska. However, burnout is a public health crisis impacting 1 in 3 
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RNs and the provision of safe patient care in the U.S. (Muir et al., 2022). It is more 

prevalent in the U.S. hospitals where there is a high number of patients per nurse and among 

younger RNs (Bakhamis et al., 2019). To ensure a safe and effective healthcare system, an 

adequate supply of RNs is critical in the U.S. nursing workforce (Budden et al., 2013), 

including Nebraska. Therefore, identifying factors contributing to burnout, especially 

among the acute nurses who were disproportionately exposed to COVID-19, could help 

address the gap in literature on Nebraskan nurses’ burnout and the current nursing 

shortages.  

Nurses’ Burnout  

Burnout among nurses including RNs, nursing assistants, etc., is a widespread 

phenomenon that is described as a reduction in nurses’ energy, feeling emotionally 

exhausted, frustrated, and lacking motivation to continue tasks, that could further lead to 

reductions in work efficacy (Mudallal et al., 2017). At workplace, burnout emerges from 

chronic emotional stress dealing with people, especially in health and service occupations 

(Maslach et al., 1997). Nurses’ burnout can have negative consequences on the nursing 

profession, healthcare organizations, patients, and the health (physical, psychological, 

behavioral, and emotional) of the nurse (Lee & Cha, 2023; NASEM, 2019; Sullivan et al., 

2022; Villarante et al., 2024). 

At the organizational level, it is associated with decreased patient satisfaction, 

productivity, organizational commitment, worsening safety and quality of care (Jun et al., 

2021), unprofessional behaviors towards coworkers and patients (Villarante et al., 2024), 

increased turnover rates and poor performance (Bakhamis et al., 2019), absenteeism, etc. 

(Maslach, 2017). At the individual level, burnout negatively impacts the physical, 
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psychological, and behavioral health of nurses (Lee & Cha, 2023). The physical health 

problems associated with burnout are headache, fatigue, hypertension, musculoskeletal 

problems (Hert, 2020; NASEM, 2019), and high blood cortisol level and an increased risk 

for type 2 diabetes (Edu-Valsania et al., 2022).  

Psychological problems associated with burnout include risk of suicide, sleep 

disorders, difficulty concentrating, and depression (Lee & Cha, 2023; NAS, 2019) and Post 

Traumatic Stress Disorder (PTSD) (Kerlin et al., 2020; Liang et al., 2024). Fateminia et al. 

(2022) reported that PTSD was common among 309 frontline Iranian nurses during the 

COVID-19 outbreak (late November 2019 – January 2020) and a significant predictor of 

burnout. Although not among nurses, a mixed method study on 196 Israeli midwives and 

gynecologists reported burnout was a significant predictor of PTSD (Halperin et al., 2024).  

Another systematic review reported depression among 304 Turkish intensive care unit 

nurses was significantly associated with burnout during COVID-19 (between December 

25, 2020 – March 25, 2021) (Karadağ & Çiçek, 2023).  

In addition, the behavioral health issues due to burnout could include smoking and 

detrimental use of alcohol, etc. (Lee & Cha, 2023; Maslach & Leiter, 2016). Burnout has 

been associated with decreasing self-esteem, increasing feelings of anxiety, frustration, 

anger, fear, impairing the ability to provide optimum care to the patients (Villarante et al., 

2024). Studies have shown depression and anxiety are important risk factors of burnout 

among healthcare workers (Karadağ & Çiçek, 2023) without any conclusive overlap 

between these constructs (Koutsimani et al., 2019).  
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Acute Care Nurses’ Burnout in the United States During the COVID-19 Pandemic 

There is limited information on the acute care nurses’ burnout in Nebraska during 

COVID-19. Provided below are a few studies describing the experiences of acute care 

nurses working either in the critical care, emergency departments, medical surgical, and/or 

step-down units in the U.S. hospitals.  

Nearly 65% of the 3000 RNs/acute care nurses (working in emergency, critical 

care/intensive care units (CCN/ICU), medical surgical, and/or step-down units) reported 

burnout due to high levels of physical exhaustion and inadequate PPEs, during the first 

wave of COVID-19 between October 6-October 26, 2020, New Jersey, USA (Cordova et 

al., 2022). Cordova et al. (2022) also reported that 35% of the nurses’ experiencing burnout 

during the COVID-19 pandemic were intending to leave4 in the next 12 months in 2021 (χ 

2(2) = 507.5; p = .001). On the contrary, McKinsey research reported that financial 

considerations, planning to retire, or returning to school played a more important role with 

nurses intending to leave rather than the COVID-19 pandemic (Martin et al., 2023). 

Typically, the drivers contributing to the nurse’s intent of leaving are insufficient staffing 

levels, perceiving lack of support or being listened to, desiring higher pay, and the 

emotional toll on the job (Galanis et al., 2021).  

Acute care nurses (including critical care and emergency nurses) are particularly 

vulnerable to experiencing a higher level of stress and burnout compared to other nursing 

specialties (Gomez-Urquiza, 2017; Villarante et al., 2024). Perhaps due to high patient 

acuity, greater use of advanced technology, high workloads, high levels of responsibility, 

caring for families in crisis, and dealing with situations that could be morally distressing 

 
4 “Intent to leave is defined as the likelihood that nurses would leave their current hospital position for another nursing position outside 
the hospital setting and the probability of permanently leaving the organization” (Cordova et al., 2021, p. 2) 
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(Epp, 2012; Gomez-Urquiza, 2017; Villarante et al., 2024). The ICU nurses were providing 

complex mechanical ventilation, invasive ventilation procedures such as Extracorporeal 

Membrane Oxygenation (ECMO) procedures, which were very intense and required 

technical know-how of using them during COVID-19 pandemic (Almedia & Poeira, 2023). 

This could have resulted in work overload and frustration among ICU nurses (Ribeiro et 

al., 2021).  

Guttormson and colleagues (2022) in a cross-sectional study reported 488 critical 

care nurses experiencing shortages of PPEs and perceiving a lack of support from the 

administration was significantly (p < .001) associated with higher levels of burnout during 

the COVID-19 pandemic (October 2020 – January 2021). The study also reported 

statistically significant (p < .001) lower burnout when the respondents felt fully supported 

vs partially supported and not supported.  Villarante and colleagues (2024) reported on 270 

critical care nurses reporting burnout in a cross-sectional national survey in the U.S. 

between March 13, 2020 – May 2020. Factors associated with burnout were unhealthy 

work environment, less experience, not receiving breaks for lunch or other purposes, 

assigned worked in another non-Magnet5 institution, and the lack of wellness space.  

Those in the emergency departments working across the Southeast of the United 

States between January 1 through March 6, 2023, found high levels of burnout (Munn et 

al., 2025). Burnout was associated with high patient acuity, higher volumes of emergency 

patients, high workload, workplace verbal abuse and physical assaults from patients and 

visitors, and lower perception of their own safety. Munn et al. (2025) also reported on 

factors such as working during day or night shift, perceiving higher support from the nurse 

 
5 “The Magnet designation recognizes hospitals with excellent nurse work environments and improved patient care — as reflected in 
clinical workforce satisfaction, patient satisfaction, and better patient outcomes” (Lasater et al., 2019, p.1) 
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manager, being compensated adequately, and receiving resources that were associated with 

lower levels of burnout (Munn et al., 2025).  Studies have indicated burnout among surgical 

unit nurses are related to factors such as increased time pressure and workload, feeling 

unprepared for surgeries, requiring continuous learning, and lacking communication 

between members (Fountouki & Theofanidis, 2022). However, very limited research on 

surgical nurses were reported during the COVID-19 pandemic treating COVID-19 patients 

within the U.S. 

Muir et al. (2024) concluded that improving the systemic problems, such as nurse’s 

staffing levels, supporting nurses’ work-life balance (for example, shorter shift lengths, 

childcare needs, and weekday schedules), and reducing and preventing burnout are within 

the scope of the employers that might improve nurse retention. To ensure continuity of 

quality care, it is, therefore, essential to retain nurses, especially acute care nurses who are 

irreplaceable and have specialized knowledge and are highly trained in managing acuity 

(Almedia & Poeira, 2023).   

Researchers have suggested that it is important to identify organizational factors or 

job stressors (e.g., work overload, lack of social support, lack of resources, etc.) and 

individual factors (such as self-esteem, individual coping strategy, personality traits, 

personal resources6) affecting burnout (Shin et al., 2014). Individual characteristics might 

help with coping and adjusting to job demands and preventing the onset of burnout (Jenaro 

et al., 2007). Reappraisal is a form of coping strategy that is within the broad domain of 

emotional regulation strategies and has been reported to be protective against burnout 

 
6 Personal resources are “the aspects of the self that are generally linked to resiliency and refer to individuals’ sense of their ability to 
control and impact upon their environment successfully” and can significantly affect the appraisal of work stresses and selection of 
coping strategies. They are identified (such as self-efficacy, self-control, hope, optimism, internal locus of control, emotional stability, 
etc.)   (You et al., 2015, p. 140). 
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(Edu-Valsania et al., 2022). The process to influence which emotions one has, when to 

have, and how to experience and express them is called emotional regulation (Gross, 2003). 

Emotional Regulation  

According to James Gross’s process model on emotion regulation (Figure 1), 

emotions may be regulated at two intervals: a) before the emotion generative process by 

reappraising the situation (i.e., changing how we think about a situation to decrease the 

emotional impact), b) or after the emotion has been generated, inhibiting/suppressing the 

ongoing emotional expression/behavior (Gross, 1998; 2002). Reappraisal and suppression 

are the two most widely studied emotional regulation strategies helpful in down regulating 

the emotional impact (Gross, 2002).  

Reappraisal was found to be positively correlated with positive emotions 

(enjoyment, high self-esteem/pride) and negatively with anxiety, anger, frustration, 

emotional exhaustion among 168 nurses in South Korea (Lee & Jang, 2019). Positive 

emotions have been positively associated with fostering well-being and negative emotions 

with burnout (Golay et al., 2021). Reappraisal decreases both subjective negative 

experience and behavioral expression of negative emotion (John & Gross, 2004). 

Reappraisal is a form of an emotional regulation strategy that is favorable with seeking 

support (Gross, 2002) and protective against burnout (Edu-Valsania et al., 2022). 

Suppression, by contrast, fails to decrease subjective negative emotional experience 

but decreases positive emotional experience (John & Gross, 2004). Suppression, however, 

changes the expressive behavior when responding to an event (i.e., by decreasing emotional 

expression) (Gross, 2002). It leads to greater physiological activation of cardiovascular 

(heartbeat) and electrodermal systems (blood pressure) (John & Gross, 2004). Suppression 
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has also been associated with higher burnout vs reappraisal with lower burnout in a study 

on 105 healthcare residents, nurses and physicians in Clinico Hospital of Valencia, Spain 

(Martin-Brufau et al., 2020).  

Thus, the ability to self-regulate emotions can help in meeting the job’s emotional 

demands (Gonnelli et al., 2016).  Emotional regulation can help down regulate emotions 

and reduce the emotional impact (Gross, 1998). However, the perception of work 

environment and its interpretation happens cognitively and the response to this perception 

and interpretation is grounded in emotions (Golay et al., 2021). 

Emotions in Nursing 

Emotions are a coordinated set of behavioral, experiential, and physiological 

response tendencies that influence how one responds to a situation (Gross, 2002). It is 

dependent on an individual’s upbringing, education, life experiences, cultural factors, 

among many other factors (Jimenez-Herrera et al., 2020).  

The profession of nursing7 is emotionally demanding (Fasbinder et al., 2020). 

Nurses are expected to exhibit professional emotions and behaviors on the job (Gonnelli et 

al., 2016). Professional emotions include displaying positive emotions such as maintaining 

a public image that is caring, compassionate, empathetic, and controlling unpleasant 

emotions of sadness, anger, distress, and frustration (Lee & Jang, 2019). This display of 

positive emotions while suppressing negative emotions at work is called “professional 

face,” which is to promote patient’s well-being (Fasbinder et al., 2020; Gonnelli et al., 

2016).  

 
7Per the American Nurses Association (2015), nursing is “the protection, promotion, and optimization of health and abilities, 
prevention of illness and injury, facilitation of healing, alleviating of suffering through the diagnosis and treatment of human response 
and advocacy in the care of individuals, families, and groups, communities, and populations” (Pittman, 2019, p. 6).   
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On the contrary, suppression of intense negative emotions repeatedly is responsible 

for toxic emotional reactions (Ashkansay & Cooper, 2008) and could negatively impact 

health and well-being (Golay et al., 2022). Positive emotions (such as joy, high self-esteem) 

are associated with well-being and are a means to achieve psychological growth and 

improved well-being overtime (Fredrickson, 2001) and support in adapting to stressful 

situations (Ahmead et al., 2022).  

An individual nurse’s emotional state may influence his or her cognitive ability and 

behaviors in managing emotions in organizations (Ashkansay & Cooper, 2008). 

Identifying and removing or counteracting sources of negative emotions at work is, 

therefore, an important step in fostering employee well-being (Golay et al., 2021). The core 

components of burnout are emotional exhaustion, negative emotions and attitudes, such as 

cynicism towards people and work (Golonka et al., 2017) and reduced personal 

accomplishment (Maslach et al., 1997). Emotional regulation strategies (cognitive 

reappraisal and expressive suppression) are often used to down-regulate negative emotions 

to reduce the emotional impact (Gross 1998; 2002). 

Problem statement 

Very little is known about the role of emotional regulation strategy on nurses 

(Gonnelli et al., 2016; Fasbinder et al., 2020), and its association with burnout while 

continuing to provide care during the COVID-19 pandemic.  

Purpose of the study 

To the best of my knowledge, there is no known comprehensive study undertaken 

to understand emotional experiences, approaches to regulate emotions, and the factors 

contributing to the acute care nurses’ burnout in Nebraska. The approach taken by 
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Nebraskan nurses at the individual level who continued to deliver care/services during 

COVID-19 could be beneficial to the nursing community. This could help with developing 

interventions for both practicing nurses and nursing students for mitigating risk of burnout. 

Preventing burnout could reduce the intent of leaving, help retain nurses and perhaps help 

with addressing the problem of nursing shortages in Nebraska. A country with a greater 

proportion of nurses can maintain national public safety and be better prepared for future, 

especially pandemic; therefore, the need for a robust nursing team (Wang et al., 2022). 

Nurses are the backbone of the healthcare industry (Alwani, 2020) and are indispensable 

in safeguarding public health (American Nurses Association, 2023). 

There are two aims for this exploratory sequential mixed method study: 

Aims 

1. Qualitative study: Explore the lived emotional experience, emotional responses, 

and identify variables/stressors potentially contributing to acute care nurses’ 

burnout delivering care during COVID-19, especially in acute care settings in 

Nebraska between March 2020 – December 2022.  

2. Quantitative study: Assess the relationship between emotional regulation strategies 

on burnout among acute care nurses delivering care after controlling for covariates 

(such as demographic characteristics, and other factors emerging from qualitative 

data analysis).  

Hypothesis Ha1: Cognitive reappraisal should be negatively associated with emotional 

exhaustion and depersonalization and positively associated with personal 

accomplishment. 
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Hypothesis Ha2: Suppression should be positively associated with emotional 

exhaustion and depersonalization and negatively associated with personal 

accomplishment. 

Hypothesis Ha3: Support should moderate the association between emotional 

regulation strategies and burnout. 
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Chapter 2 – Literature Review 

Burnout  

Since the publication of Herbert Freudenberger (1974), when the term “burnout” 

was first described, more than 140 definitions of burnout have been suggested (Hillert et 

al., 2020). Per Maslach and colleague (1981), burnout is defined as a psychological 

syndrome emerging as a response to chronic interpersonal8 stressors on the job (Maslach 

& Leiter, 2016). The three qualitative dimensions and characteristics of burnout are 

emotional exhaustion, depersonalization, and reduced personal accomplishment (Epp, 

2012; Maslach et al., 1997). The emotional exhaustion dimension is described when an 

individual feels a lack of energy and is worn out. When one begins to feel detached from 

the job, has a negative attitude and develops cynicism towards clients, it is described as 

depersonalization. The third dimension of burnout, the reduced personal accomplishment, 

is when an individual perceives as having reduced productivity on the job (Maslach, 2017). 

The 11th Revision of the International Classification of Diseases (ICD-11) of the World 

Health Organization (WHO) adopted Maslach and colleague’s definition of burnout in 

2019 (Bianchi et al., 2024). Therefore, for the purposes of this study, Maslach and 

colleagues’ definition of burnout will be used, although the WHO ruled out burnout as a 

medical condition (WHO, 2019).  

The study of burnout began as a “grassroots” phenomenon based on people’s 

experiences at work in the late twentieth century (Leiter & Maslach, 2004, p. 92). Several 

stage or phase theories of burnout evolved in the late twentieth century, to understand the 

 
8 Interpersonal – “These interpersonal relationships, which emerged early on as a major factor in the burnout experience, include 
relationships between provider and recipient (in many health and human services occupations), relationships between coworkers, 
relationships between employees and supervisors or managers, and relationships between workers and their friends and family members” 
(Maslach, 2017, p. 145). 
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development of burnout (Hillert et al., 2020). Phases or stages ranged from 2 to 12, such 

as the Edelwich and Brodsky (1980) – 5-stage theory, to 3-stage theories by Cherniss 

(1980), Lauderadale (1982) and Maslach (1982), and 12-stage theory of Freudenberger and 

North (1992) as listed in Figure 2 (Hillert et al., 2020). For example, Freudenberger 

shortened version of 12-stage theory describes the course of burnout in 5-stage theory 

based on the subjective experience (both cognitive and emotional) to the occupational 

overload among individuals previously committed to work (Hillert et al., 2020). The 5-

stage model begins with the honeymoon stage, the stress begins to set in in the 2nd stage, 

which leads to the stage of chronic stress, the burnout stage, and the last is the habitual 

stage of burnout (Hert, 2020). Likewise, Maslach and colleagues (2016) described the 

sequence of the three dimensions based on exploratory qualitative studies in stages. 

Emotional exhaustion is the first stage followed by feeling detached from the job and 

people in the depersonalization stage. Finally, leading to unfulfillment and feeling 

ineffective on the job as the reduced personal accomplishment stage (Maslach & Leiter, 

2016). Very few attempts have been made to delineate between these stages or 

operationalizing them earlier (Hillert et al., 2020). 

Various questionnaires were developed to operationalize and measure burnout 

focusing on different dimensions of burnout such as Bergen Burnout Inventory focused on 

three dimensions, while the Oldenburg Burnout Inventory on two dimensions (emotional 

exhaustion and depersonalization), and Shirom-Melamed Burnout Measure and 

Copenhagen Burnout Inventory focused on one dimension, such as exhaustion (Maslach 

& Leiter, 2016; Hillert et al., 2020). The Maslach Burnout Inventory (MBI) developed in 

1981 was the first instrument to measure burnout comprehensively using psychometric 
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research (Maslach, 2017; Maslach & Jackson, 1981). MBI has been considered as a 

standard tool, translated, and validated in many languages to measure burnout (Maslach & 

Leiter, 2016).  It is considered as the “gold standard” for measuring burnout (Williamson 

et al., 2018, p. 532). Although Bianchi and colleagues recently disputed MBI as the gold 

standard and reported that it failed to measure burnout (Bianchi et al., 2024). They, 

however, did not provide another alternative or gold standard for measuring burnout. 

Therefore, this study will use the MBI instrument for measuring burnout due to its wide 

application and scientific validation across the globe (Mankowska, 2025).  

Empirical studies have shown correlation between depersonalization and emotional 

exhaustion since its experience is related to emotional exhaustion (Maslach et al., 1997). 

While the feeling of reduced personal accomplishment could either be due to one feeling 

emotionally exhausted and depersonalized or as an antecedent of burnout (Edu-Valsania et 

al., 2022). These three dimensions are distinct and do not always correlate but are 

interrelated, giving rise to different patterns of burnout during varying times (Leiter & 

Maslach, 2016).  

Theories and Models of Burnout 

Several current and empirically proven explanatory theories and models emerged 

based on theories of job stress or strain due to the imbalances between demand and 

resources (Maslach and Leiter, 2016). A few theories were based on individual’s 

perception of lacking self-effectiveness or not receiving feedback on the job, etc., as 

explained in the social cognitive theory; or lacking equity or not being rewarded on the job 

as described in the social exchange theory; or due to responses to existing organizational 

stressors as described in the organizational theory; versus emotional contagion theory when 
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an individual begins to experience, imitates like others (Edu-Valsania et al., 2022).  Other 

models such as the Job Demand-Resource (JD-R), Conservation of Resources (COR), and 

Areas-of-Worklife Scale (AWS) postulated imbalance between demands and resources and 

mismatch between individual and occupational stressors (Maslach & Leiter, 2016). Thus, 

these theories and models demonstrated the antecedents of burnout as both individual and 

organizational factors primarily because of certain working conditions (Edu-Valsania et 

al., 2022).   

Compared to the JD-R and COR and other imbalance models of burnout, the AWS 

is comprehensive, structured, reliable, and a valid tool used in the U.S. Canada, Finland, 

etc., (Brom et al., 2015) in identifying and describing six organizational areas shown in 

Figure 3, where any imbalance can have an effect on the individual’s level of burnout  

(Leiter & Maslach, 2004; Maslach & Leiter, 2016). The six AWS include workload, 

control, reward, community, fairness, and values (Leiter & Maslach, 2004) that were 

developed based on theoretical (such as the Job Characteristics model, Effort-Reward-

Imbalance-model, the well-established demand-control model), and empirical studies 

(Brom et al., 2015). For example, the area of community is the relationship of the employee 

with the people and characterized by lack of support and trust and unresolved conflict as a 

greater risk of burnout (Maslach & Leiter, 2016). 

The AWS model conceptualizes the incongruity and mismatching of relationships 

between the individual and these six areas on the burnout-engagement9 continuum (Brom 

et al., 2015; Leiter & Maslach, 2004). The greater the mismatch, the greater the likelihood 

of burnout and conversely the greater the engagement (Maslach & Leiter, 2016).  However, 

 
9 The three dimensions of engagement are the state of high energy, strong involvement, and a sense of efficacy (Leiter & Maslach, 
2004). 
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if one or more aspects of worklife are incongruous, it can act as a stressor and threaten 

employees’ well-being (Brom et al., 2015). Each of these six areas can correlate and can 

be matched directly or indirectly through other areas of worklife against the three 

dimensions of burnout (Maslach, 2017). The area of “workload is expected to have a direct 

association with emotional exhaustion; control is predicted to relate to reward, workload, 

fairness, and community; and value is expected to mediate the relationships of all areas 

(except workload) with the three burnout facets” (Brom et al., 2015, p. 62).  If there is an 

imbalance, misalignment, misfit, or problematic relationship between the individual and 

job environment (occupational stressors), then burnout seems to be a consistent theme 

(Maslach, 2017). It is beyond the scope of this study to assess any of these theories or use 

the AWS model. Instead, the six organizational areas of AWS will be used as a reference 

for assessing job stressors.  

Research on burnout has given importance to internal factors (personal variables) 

and external factors (including organizational factors, etc.) as shown Figure 4 (Hert, 2020) 

along with situation-specific factors (Maslach, 2017). This interaction between several 

factors suggests the multifactorial approach necessary for treating and preventing burnout 

(Hert, 2020). Edu-Valsania and colleagues (2022) provided a list of individual factors 

(Table 1) that could help modulate burnout. At the individual level, personality traits, 

socio-demographic variables, and coping strategies could predispose or facilitate or 

modulate the experience of burnout. For example, the individual’s characteristics such as 

believing in greater external locus of control10, demonstrating type A behavior pattern, 

 
10 “Locus of control refers to the degree to which people believe they have control over events and their lives (internal locus of 
control) and the degree to which they believe that events occur due to external causes such as chance or the decisions of others 
(external locus of control). The greater the external locus of control, the greater the probability of developing burnout, especially in 
ambiguous or novel situations, in which the persons believe they have little or no possibility of controllability” (Edu-Valsania et al., 
2022, p. 9). 
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having high expectations, and increased involvement, influences the individual’s ability 

with managing and coping with work demands and resources (Edu-Valsania et al., 2022). 

Individual characteristics might help with coping and adjusting to job demands and prevent 

the onset of burnout (Jenaro et al., 2007). Researchers have suggested that the individual’s 

coping strategy plays a critical role in predicting burnout (Shin et al., 2014).  

Coping 

Coping refers to “constantly changing cognitive and behavioral efforts to manage 

specific external and/or internal demands that are appraised as taxing or exceeding the 

resources of the person” (Shin et al., 2014, p. 45). Coping approaches that are commonly 

cited as coping behaviors are problem- and emotion-focused coping strategies (Lee et al., 

2016). Problem-focused coping is negatively associated with burnout (Beier et al., 2023), 

perhaps because it helps with managing and controlling the problem causing distress 

(Schoenmakers et al., 2015). The emotion-focused coping strategy can help with regulating 

emotions or distress in an uncontrollable situation (Edu-Valsania et al., 2022; 

Schoenmakers et al., 2015). Although studies have indicated emotion-focused coping 

strategy to be positively associated with burnout (Beier et al., 2023), except for reappraisal, 

seeking social support and religious support (Edu-Valsania et al., 2022). Reappraisal is a 

form of an emotional regulation strategy that is favorable with seeking support (Gross, 

2002) and protective against burnout (Edu-Valsania et al., 2022). “Coping includes 

emotional regulation under stress and all strategies of emotional regulation can be 

considered as ways of coping” even though they are two distinct constructs and are 

conceptualized as a process of regulation (Compas et al., 2014, p. 4). 
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Emotional Regulation 

Emotional regulation is the process by which individuals influence which emotions 

to have, when to have, how to experience or express and respond to them (Gross, 2002). It 

happens when one evaluates the situation as “good-for-me/bad-for-me” as the 

psychological states within the broad term of affective states (Gross, 2015, p.2).  

Sometimes, it can also be used by individuals to change the intensity (i.e., by increasing or 

decreasing emotional experience or behavior), duration (increasing or decreasing the time 

for an emotion to last), and quality (viewing differently about a situation) of emotion 

(Gross, 2015). It could be intrinsic (targeting to regulate one or more aspects of emotion 

within oneself) or extrinsic (where one or more aspects of emotion in someone else is being 

targeted for regulation rather than the individual who is regulating) (Gross, 2015). 

However, the most common goal of emotional regulation strategy in daily life appears to 

be either increasing positive emotion (e.g., joy, self-esteem, etc.) or decreasing negative 

emotion (such as sadness, anger, etc.) (Gross, 2015). 

When stress is high, emotional regulation strategies are important for better 

psychological health and correlated with effective coping better social functioning, 

increased wellbeing at school or work (Kobylinska et al., 2023). Problems in emotional 

regulation have been speculated by psychologists to play a significant role in the 

maintenance and development of maladaptive behavior and psychiatric disorders (such as 

depression, anxiety, PTSD, insomnia, etc.) due to high levels of negative emotions (Werner 

& Gross, 2010). Thus, the field of emotional regulation has gained attention in 

understanding its manifestation, maintenance, and contribution to the field of psychiatric 

problems and stimulated the development of treatments (Werner & Gross, 2010).   
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There are many theories/models on how to regulate emotions such as the dual-route 

model encompassing the Cognitive Emotion Regulation model and Experiential-Dynamic 

Emotion Regulation model (Greicucci et al., 2020); polyvagal theory that links “the 

evolution of autonomic nervous system to affective experience, emotional expression, 

vocal communication, and contingent social behavior” (Porges, 2006, p. 62); the explicit 

(effortful forms) and implicit (automatic forms) of emotion regulation in the dual-process 

framework (Gyurak et al., 2011), and many more. For this study, the pioneering work of 

Dr. James Gross’s model that is based on appraisal theory11 will be used. It is a widely 

accepted model that provides a wide range of opportunities for reducing emotional impact 

unlike the other models that focus on regulating the emotion either cognitively or after one 

has experienced the emotion or autonomically (Greicucci et al., 2020; Eldesouky & 

English, 2018). In addition, Dr. Gross’s model emphasizes the five strategies or five modal 

points in the emotion generative process where one can regulate their emotions (Gross, 

2015). At each modal point, one can intervene to change emotion (Olderbak et al., 2023). 

Thus, the emotional regulation strategies of Dr. Gross are flexible in meeting the changing 

demands of the environment/situation (Eldesouky & English, 2018).  

Emotional regulation is primarily used to down-regulate negative emotions to 

decrease the emotional (experiential and behavioral aspects of anger, sadness, anxiety) 

impact (Gross 1998; 2002). However, in theory the emotional regulation strategies can be 

used to up-regulate or down-regulate positive (feelings of love, interest, and joy) or 

negative emotion or maintain an emotion per regulation-related goal (McRae, 2016; 

 
11 “Appraisal theory of emotion proposes that emotions or emotional components are caused and differentiated by an appraisal of the 
stimulus as mis/matching with goals and expectations, as easy/difficult to control, and as caused by others, themselves or impersonal 
circumstances” (Moors, 2017, p. 1). 
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McRae & Gross, 2020).  The emotional goal to be achieved is a feature of emotion 

regulation that influences the activation of the specific trajectory of emotion in response to 

a situation (Gross, 2015). Therefore, the pursuit of emotional regulation goal could be 

conscious and deliberate or implicit, outside of conscious awareness (for example, when 

one quickly turns away from an upsetting material) (McRae & Gross, 2020). 

The Extended Process Model of Emotion Regulation 

James Gross (2015) elaborated on his conceptual framework of emotion regulation 

in the extended process model that unfolds into three separate stages that could also be 

referred to as first-level, second-level, and third-level valuation systems. The first stage or 

the first-level valuation system is the identification stage where the individuals identify an 

emotion to be regulated as their goal. The second stage or the second-level evaluation 

system is for selecting the appropriate emotional regulation strategies.  The third stage or 

third level is the implementation or the action or tactic that needs to be taken for 

implementing the selected strategy. The individual evaluates the approach and tactic 

depending on his or her emotional state and determines if it must be “maintained, switched, 

or stopped” (O’Brien et al., 2025).  

Each of these three stages consists of four separate steps as shown in Figure 5a. The 

first step is assessing the internal or external context of the World or the situation. When 

an individual perceives the situation requires attention with the goal of influencing the 

emotional response is the next step, the Perception. It is in the third Valuation step; the 

individual can choose to modify his or her own appraisal of the situation to change the 

emotional impact. The last step is the Action that should be taken to alter one’s emotional 

state (Gross, 2015; O’Brien et al., 2025). Per Gross (2015), the valuation system of 
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determining something good or bad is the essential theme of the extended process model 

of emotion regulation. The valuation system between stages continues until the perceived 

state of the world coincides with the individual’s emotion regulation goal (Gross, 2015).  

An individual can select and initiate the approach for achieving the emotional goal 

from the five emotional regulation strategies as shown in Figure 6 (John & Gross, 2004). 

Which influences the action to be taken at the implementation stage. At the broadest level, 

these five emotional regulation strategies are grouped into two groups: the antecedent-

focused strategy and the response-focused strategy primarily used to downregulate a 

negative emotional impact (Gross, 1998; Gross, 2002) using tactics as shown in Table 2 

(McRae & Gross, 2020). The antecedent-focused strategy refers to the things one does 

before the activation of the emotion response tendencies that can change our behavior and 

physiological response (Gross, 2002). Per Gross (2002), the antecedent-focused strategy is 

further grouped into four families/stages of emotional regulation strategies within the 

emotion generating process such as situation selection, situation modification, attention 

deployment, and cognitive change to change the emotional impact. Among the antecedent 

strategies, the most widely studied among nurses is cognitive change (Lee & Jang, 2019; 

Martin-Brufau et al., 2020), which is the last of the 4 antecedent-focused emotion 

regulation strategies.  

Reappraisal is a type of cognitive change, when an individual construes a 

“potentially emotion-eliciting situation in non-emotional terms” (Gross, 2002, p. 283). It 

can cognitively help with appraising an event (Schmidt et al., 2010). It has, however, been 

argued that cognitive reappraisal might be ineffective “if it leads to a sense of unreality or 

lacks a factual basis” and effective if it is “linked to an individual’s experience and 
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replicable across emotional states” (Wang & Yin, 2023, p. 2). Wang and Yin (2023) 

emphasized the success of cognitive appraisal is influenced by situational factors, 

individual’s differences in experiences, and employing it in situations where success is 

unlikely could pose risk to physical and mental health. Since it occurs before the onset of 

emotions, it does not require any sustained cognitive effort or self-regulation or other 

cognitive resources for processing events so that they can be remembered later (Wang & 

Yin, 2023). It does not impact the memory unlike suppression (Gross, 2002). Reappraisal 

instead focuses on social interaction as it allows interpersonal behaviors that are 

emotionally engaging and responsive (Cutuli, 2014). Reappraising situations consistently 

was found to increase positive emotion experience and positive expressive behavior and 

lesser negative emotion experience and expressive behavior (Srivastava et al., 2009). 

The remaining 3 forms of antecedent-focused emotion regulation strategies are 

less-widely studied, especially among nurses. The first among these strategies is “situation 

selection” where an individual could consider approaching or avoiding a situation, place 

or object to regulate emotion. Once the situation is selected, the second strategy suggested 

is to modify the situation, where the individual tries to guess and judge his or her efforts to 

likely alter the emotional impact. Following that, there is a third strategy, which is the 

attention deployment strategy, where an individual can select from the many aspects of the 

situation to focus on. This stage also includes rumination when someone wants to get to 

the bottom of the issue or distract oneself completely from the issue to regulate emotion 

(Gross, 1998; 2002).  

The response-focused strategy “refer to things we do once the emotion is already 

underway, after the response tendencies have been generated” (Gross, 2002, p. 282). The 
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emotional response has three distinct components which are: a) experiential component 

(i.e., the subjective feeling of the emotion); (b) behavioral component (i.e., behavioral 

responses); and (c) the physiological component (i.e., responses, such as heart rate and 

respiration) (Gross, 1998). These three components are a coordinated set of emotional 

responses that facilitate the adaptive response to a perceived challenge/opportunity, which 

may be modulated, giving the “final shape to the emotional response” (Gross, 1998, p. 

225). Expressive suppression is a type of response focused strategy that modulates the 

response and is defined as “inhibiting ongoing emotion-expressive behavior” (Gross, 2002, 

p. 283). It influences experiential, behavioral, or physiological components of the 

emotional response (Gross, 2015). Therefore, suppression decreases behavioral expression, 

but fails to decrease emotion experience, and impairs memory. Suppression also increases 

physiological responding, such as activation of cardiovascular and electrodermal systems 

(blood pressure) among suppressors and their social partners (Gross, 2002; John & Gross, 

2004). Ultimately, the individual determines the strategy and initiates the implementation 

of the strategy it wants to take in pursuing its goal of regulating emotion (Gross, 2015; 

O’Brien et al., 2025). Per Gross and John (2003), the emotional regulation strategies can 

be measured by Emotional Regulation Questionnaire (ERQ), which the study intends to 

use. This instrument has been widely used globally among adults and children and has been 

demonstrated to have a good internal consistency (Gross, 2003), in various occupational 

settings, especially among nurses (Martín-Brufau et al., 2020). 

Thus, the extended process model as shown in Figure 5b explains the multisystem 

response to the emotions in the context of a transaction between person-situation (Lindsey, 

2020). To the best of my knowledge, the application of extended process model of emotion 
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regulation framework has not been studied on the acute care nurses, especially during 

COVID-19 and within the United States. Understanding the emotions, emotional 

experiences of nurses responding to the COVID-19 situation (i.e., the World), and the 

emotional regulation strategies including selection and implementation of strategies among 

acute care nurses, especially with relation to burnout could help with developing 

interventions.   

Emotion Regulation and Burnout 

Burnout is a context-dependent phenomenon due to work-related stressors affecting 

professional behavior and attitudes (NASEM, 2019). The core components of burnout are 

emotional exhaustion and negative emotions and attitudes (such as cynicism towards 

people and work) (Golonka et al., 2017) and reduced personal accomplishment that may 

make the workers feel unhappy and dissatisfied on the job (Maslach et al., 1997). 

Emotional regulation strategies are primarily used to down-regulate negative emotions to 

reduce the emotional impact (Gross 1998; Gross, 2002). However, most of the research in 

the field of burnout has been focused on environmental factors and its interaction with 

demographic variables and sparsely on addressing individual differences (Khouri et al., 

2022). Since individual factors (such as personality traits, socio-demographic variables, 

strategies for coping) predispose them to experience burnout differently (Edu-Valsania et 

al., 2022), some individuals could be more susceptible to experiencing burnout (Khouri et 

al., 2022). The selection of emotion regulation strategy is influenced by context including 

environmental and close relationships between friends, family, romantic partner and 

individual factors such as personality traits (McRae & Gross, 2020). Although studies 

regarding the use of emotional regulation strategy in different social relationships are 
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limited, Lindsey (2020) emphasized the critical role of social relationships in influencing 

the ability of an individual in selecting and maintaining an emotion regulation strategy.  

Hughes and colleagues (2020) and Edu-Valsania et al., 2022, described the 

personality traits differences between an extroverted and neurotic individual and its 

influence on selecting the strategy for emotional regulation and experiencing burnout, 

respectively. In general, extroverted people are typically proactive and regulate their 

emotions by accepting and reappraising the situation instead of avoiding them before 

expressing their emotional state (Hughes et al., 2020). Studies have shown negative 

correlation between extraversion and components of burnout (Edu-Valsania et al., 2022).  

Those high on neuroticism would select avoidance to a threatening scenario, but if in that 

situation, they would ruminate before suppressing unpleasant feelings instead of 

reappraising or solving the problem (Hughes et al., 2020).  Burnout has been positively 

correlated with neuroticism or emotional instability (Edu-Valsania et al., 2022). Therefore, 

individual differences could influence the selection of emotional regulation strategies and 

their respective experiences of occupational stressors contributing to burnout.  The new 

Process Model Emotional Regulation Questionnaire was recently developed to address 

these individual differences across the five emotional regulation strategies that can be 

combined with assessing personality traits and situational variances (Olderbak et al., 2023), 

but it is beyond the scope of this study.  

Emotional Regulation and Burnout in Acute Care Nurses delivering care during the 

COVID-19 pandemic 

There is a lack of data on emotional regulation strategies and burnout in acute care 

nurses caring for COVID-19 patients during the pandemic in the United States, including 
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Nebraska. Described below are two studies on emotional regulation strategies and burnout 

in healthcare workers in Spain and Israel. 

A cross-sectional study conducted prior to COVID-19 by Martin-Brufau et al. 

(2020) reported an association between emotional regulation strategies and burnout. The 

study was conducted on 105 residency students pursuing medicine and nursing in Clinico 

Valencia Hospital, Spain. The study used ERQ and MBI instruments to collect data on 

emotional regulation strategies and burnout, respectively, in February 2013 and March 

2014. It found emotional suppression was associated with an increase in burnout 

(depersonalization scale; ß = 0.20, p < 0.05, CI 0.15–2.48) vs cognitive reappraisal that led 

to decrease in burnout (higher personal accomplishment; ß = 0.35, p < 0.01, CI 0.16–2.56), 

after controlling for demographic variables and workload conditions. The results indicated 

that having a supportive supervisor might reduce the need for using emotional regulation 

strategies. 

On the contrary, Khouri et al. (2022) did not find any association between 

reappraisal or suppression and burnout among 98 Israeli healthcare workers during the 

period of April 13-28, 2020. The study used ERQ but used Shirom Melamed Burnout 

Measure for measuring burnout. Therefore, it would be helpful to understand the 

relationship between emotional regulation strategies among acute care nurses’ burnout, 

especially during COVID-19.  

Conceptual Framework  

The National Academy of Sciences, Engineering, and Medicines (NASEM) (2019) 

System Model of Clinician Burnout and Professional Well-being as shown in Figure 7 was 

adapted with modifications as the conceptual framework for this study. It was selected 
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because the model is iterative and provides a holistic approach in reducing risk of burnout 

and promoting wellness. In addition, it emphasized the importance of stakeholders at every 

level of the system in embracing their responsibilities to build a safe and healthy work 

environment to foster and support a culture of wellness.  

The model has three components: a) the three-level system (frontline care delivery, 

healthcare organization, and external environment); b) the work system factors; and c) the 

individual mediating factors to address burnout and foster professional well-being while 

improving patient care. The Frontline care delivery is the interaction between the patients 

and families and the clinicians or learners (including trainees and students) and their 

perception of the organizational conditions, organizational climate, that is influenced by 

the external environment. The external environment is comprised of politics, market, 

among other factors. These external environmental factors influence the actions and 

decisions of the healthcare organizations, the clinicians delivering care at the frontline, and 

work system factors contributing to burnout and well-being. The six AWS organizational 

factors will be used as a reference for assessing the work system factors contributing to 

burnout (Maslach & Leiter, 2016). 

Professional well-being is conceptualized as “job-related and generally a function 

of job satisfaction, finding meaning in work, feeling engaged and fulfilled with work, 

having a high-quality working life, and professional fulfillment” (NASEM, 2019, p. 55). 

Well-being at work is generated by positive experiences contrary to negative experiences 

that generate negative emotions (Golay et al., 2022). Positive experiences generate positive 

emotions (such as enjoyment, satisfaction, etc.) that should broaden one’s thoughts and 

actions, based on the broaden-built theory, that can be creative and helpful in building 
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personal resources for coping, and reducing the autonomic arousal of negative emotions 

(such as fear, anxiety, hopelessness, etc.)  (Tugade and Fredrickson, 2007).  

Individuals’ uniqueness may be related to their intrinsic traits (such as demographic 

variables, age, gender, general disposition, cultural background, coping strategies) or their 

individual states (sleep deprivation, mood, and mindfulness) among other contextual 

factors play a crucial role in worker’s performance, and the subjective responses to 

workload and difficulty of task (NASEM, 2019). Thus, per the NASEM (2019), the 

individual factors could mediate the effects of the work system factors and clinician’s 

burnout and professional well-being. The Extended Process Model on Emotion Regulation 

framework will be applied to understand the context of the COVID-19 pandemic situation 

and ERQ will be used for measuring individual’s emotional regulation strategies as a form 

of coping strategy.  Thus, the modified System Model of Clinician Burnout and 

Professional Well-being (NASEM, 2019) included the six AWS factors as a reference for 

assessing the work system factors and the Extended Process Model of Emotional 

Regulation framework as shown in Figure 8.  
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Chapter 3 – Methods 

The mixed method approach (Figure 9) was used to gain a comprehensive 

understanding of the research question: the role of emotional regulation on acute care 

nurses’ burnout delivering care to COVID-19 patients during the pandemic. The first phase 

of the study was the qualitative assessment followed by the quantitative assessment. 

Qualitative study design was chosen to ascertain data on the contextual and individual 

factors and occupational stressors during COVID-19. This led to identifying variables and 

items for the survey instrument in the quantitative assessment phase. Data were integrated 

twice throughout the study: a) the “building” approach was used to select the variables to 

inform the data collection in the second phase, b) The “merging” approach was used for 

integrating data and results from both qualitative and quantitative studies to form “joint 

display” (Fetters et al., 2013).  The joint display helped with coalescing findings visually 

and to gain new insights or information beyond the independent qualitative and quantitative 

data analysis and results (Guetterman et al., 2015). There is limited guidance in the 

literature on conducting mixed method research leading to a gap in the methodological 

validity and connection between these two phases (Shiyanbola et al., 2021; Younas et al., 

2020). However, congruity could be assessed by coalescing the findings from both the 

phases that could further increase credibility of the study (Shiyanbola et al., 2021).   

Study Design 

An exploratory sequential mixed method study design was used for conducting this 

study to understand the role of emotional regulation strategies on acute care nurses’ burnout 

delivering care to COVID-19 patients in Nebraska. 
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The qualitative study approach was used to explore emotional experiences and 

emotional responses to occupational stressors among acute care nurses delivering care to 

COVID-19 patients between March 1, 2020, until September 30, 2022. The 

phenomenological study design was used to examine the lived experiences of nurses and 

analyzed systematically for understanding the phenomenon. Phenomenological research 

has been widely used in developing a baseline for understanding various concepts of 

nursing, especially among medical-surgical, emergency room, maternal-child, and 

gerontological nursing (Beck, 1994). Phenomenology, being a descriptive methodology 

focuses on the process of understanding human behavior and experience (Knnack, 1984). 

The four steps including bracketing, intuiting, and interpreting/analyzing, were used as the 

method for describing the phenomena (Greening, 2019). Bracketing is one of the key 

elements within the phenomenological process that requires the researcher to bracket out 

any preconceived beliefs and opinions or presuppositions and confront the data/phenomena 

in its purest form (Greening, 2019). It followed the guideline established in the 

Consolidated Criteria for Reporting Qualitative Research (Jang et al., 2022).  

In the quantitative study, a cross-sectional survey was conducted online over a 

period of 7 months (August 1, 2023 – February 15, 2024) in Nebraska, USA to evaluate 

the relationship between emotional regulation strategy and burnout after controlling for 

sociodemographic variables (age, gender, and ethnicity, types of medical department) and 

other covariates. Covariates such as the length of experience, nurse/patient ratios in the 

primary place of employment, number of beds at the primary place employment, any 

support received during the timeframe between October 1, 2020 – March 31, 2021, and 

combined number of hours worked. These covariates were selected based on the qualitative 
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study findings in the first phase of this mixed method study. In addition, the study assessed 

if the association between emotional regulation strategies and burnout differed by the levels 

of support received.  

Sampling and Recruitment 

There were two different samples used in this exploratory sequential mixed method 

study. In the qualitative study, participants were nurses delivering direct care to COVID-

19 patients in hospitals between March 1, 2020, until September 30, 2022, with one 

participant working in Iowa and others in Nebraska. Participants were recruited using the 

convenience/purposive sampling method attending a small, not for profit, private 

Midwestern College of Nursing either enrolled in the bachelor (RN-BSN), masters, or 

doctoral program during the Fall 2022 semester. One of the faculty members at the 

Midwestern College of Nursing sent out an email announcement thrice between September 

2022 – February 2023 to 195 students (100 – DNP; 80 – MSN; 15 RN-BSN) for 

recruitment. There were two inclusion criteria: a) the acute care nurses were delivering 

direct care to COVID-19 patients between March 1, 2020 – September 30, 2022, b) the 

participants were RN with an active nursing license. Those who were not working as a RN 

during the timeframe or were not providing direct care to COVID-19 patients or were not 

enrolled at the private Midwestern College of Nursing during Fall 2022 were excluded.  

In the quantitative study, the acute care nurses working either in Intensive Care 

Units, emergency department, medical surgical/step-down units between October 1, 2020 

– March 31, 2021, were recruited through convenience sampling. The survey was 

advertised in the 2023 Fall issue of the Nebraska Board of Nursing Newsletter in August 

and emailed personally to acute care nurses (approximately 4000) four times with a gap of 
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two weeks to a month from October 5, 2023, until Feb 1, 2024.  The inclusion criteria were 

the following: a) the nurses were required to have an active nursing license as a RN and at 

least 20 years in age or above, b) worked between October 1, 2020 – March 31, 2021, in 

an intensive care/medical surgical, step-down, and or emergency department. The time 

frame selected for ascertaining data in the quantitative phase was based on the qualitative 

study findings, where the nurses reported experiencing several challenges attending 

COVID-19 patients.  It also coincided with the period when Nebraska saw its first surge in 

COVID-19 cases in 2020 (Table 3) (USA Facts, 2025).  The nurses were recruited using 

convenience sampling. Based on the power calculation using the correlation, bivariate 

normal model, a sample size of 352 was adequate to attain the statistical power of 80% (α 

= 0.05, two tailed), and an effect size of 0.3 using the STATA software. There were 366 

acute care nurses who had completed the screening questions, demographic details, work-

related questions, and both the MBI–Human Services Survey (HSS) for Medical Personnel 

HSS (22 items) and ERQ (10 items) instruments.  

Qualitative Data Collection and Analysis 

Data Collection 

Data were collected through semi-structured, in-depth interviews, from October 17, 

2022, through December 21, 2022, using the George Washington University (GWU) Zoom 

services. The interviews were live, synchronous, conducted by a well-trained researcher in 

English (primary investigator) and lasted for 60-90 minute. Each participant was given a 

Zoom login password to ensure confidentiality. Data collected through the qualitative 

research/interviews were audio and video recorded and transcribed verbatim using GWU 

Zoom services within 24 hours of the interview. The transcripts were deidentified and kept 
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confidential on a password protected computer during the study period. The data were 

collected until it reached saturation when no new dimensions were identified. 

Data Analysis 

For developing the codebook, two independent coders including the primary 

investigator and secondary investigator (who has a doctoral degree and is a professor of 

qualitative research) interpreted discrete pieces of one transcript, open coded, and labeled 

based on the characteristics of the study data. Thereafter, the coders compared their coding 

to look for connections, discussed the context behind each observation and moved towards 

developing the codebook with parent and child codes. The investigators met multiple times 

to validate the codes with the descriptions. A theme matrix informed by the interview guide 

(Table 4) was used as a reference for developing the codebook. A third-party person, with 

a doctoral degree, an Assistant Professor of qualitative research, was asked to review and 

critique the codebook, including the description of parent codes and child codes. The final 

codebook (Table 5) resulted in 10 parent codes and 4 child codes. A random selection of 8 

excerpts from different transcripts was used to check for intercoder reliability (IRR) with 

the secondary investigator. The “Test” function in the Training Center was used to measure 

IRR using the software Dedoose (which is a cross-platform application for analyzing 

qualitative and mixed methods research (Dedoose, 2021)). The remaining 11 transcripts 

were divided among two coders and transcribed at the paragraph level once 100% IRR was 

achieved. The codebook with the code summary template was used to summarize codes 

and prepared for analysis. Data were coded using the Dedoose software. 

Data analyses were guided by Colaizzi’s (1978) seven-step descriptive 

phenomenological method as shown in Table 6 (Knack, 1984): a) The primary investigator 
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read all themes multiple times to understand the overall meaning of each of the themes; b) 

Significant and meaningful statements including contrary statements from each description 

were extracted; c) Meanings from those statements were formulated to identify and 

discover the latent meanings with context to delivering care to COVID-19 patients; d) 

Further, the statements were organized into themes and sub-theme clusters; e) The research 

results were integrated to describe the phenomenon under study; f) The structure of the 

phenomenon was identified; and g) The study findings (themes/sub-themes) were validated 

by the secondary investigator and third-party person and two participants.  

Responses of participants were analyzed and grouped into three categories: few, 

when 1-3 participants reported same experience; some – when 4 or more participants but 

less than 8 reported similar experience, and most – when 8 or more participants experienced 

similar things. Throughout this process of data analysis, conscious efforts were made to 

distance oneself from thoughts, feelings, and point of view about the phenomenon, 

following Husserl’s (1859-1938) process of ‘bracketing’ (Jang et al., 2022). Efforts were 

made to avoid any exaggeration or data distortion or reduction and focused on 

understanding the emotional experiences of the participants to the maximum extent 

possible.  

An integrative approach of both inductive reasoning while conducting 

phenomenological study and deductive reasoning primarily based on the Extended Process 

Model of Emotional Regulation was used for understanding the context conditions and 

identifying emotions and approaches for managing emotions in the acute care settings 

during the pandemic. The combination of inductive and deductive modes of coding and 
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analysis offered the ability to move back and forth across theory and data and constantly 

helped with refining themes (Azungah, 2018).  

Mixed Method Data Integration (Building Approach) 

The building approach as shown in Figure 10 by Younas and colleagues (2020) was 

used in the method-level data integration process. It was based on the preliminary key 

concepts, themes, and quotes that emerged during the qualitative phase for developing new 

items and using existing instruments in the quantitative phase. Both inductive and 

deductive approach were applied for selecting the key variables in the quantitative survey. 

The key variables selected from the preliminary qualitative data analysis were based on the 

experiences of majority of the participants (i.e., more than 8 participants) reporting these 

issues impacting care giving. A few occupational stressors (such as workload, role of 

support, and poor working hours/overtime) and demographic variables (such as age, years 

of experience), emotion regulating strategies (by thinking positively/reappraising a 

situation), and health outcome (including experiencing burnout) emerged as the new items 

for quantitative evaluation as shown in Table 7. In addition, based on the literature review, 

the variable support was assessed for moderation effect between emotional regulation 

strategies and burnout.  

Fifty-three survey items, including the selected variables and adapted items related 

to occupational (work system) stressors and demographic details along the 10-item ERQ 

and 23-item MBI instruments were compiled using this approach. Most of the survey items 

were scored on a binomial scale of “yes” and “no,” except a few items in the demographic 

and work experience that had multiple options to select from. Both the ERQ and MBI 
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measured responses using a 7-point Likert scale of “strongly disagree” to “strongly agree” 

and “never” to “every day,” respectively.  

Quantitative Data Collection and Analysis 

Data Collection 

Once the survey instrument was developed, the survey instrument was reviewed by 

two statisticians and the doctoral committee members. Based on the feedback, the framing 

of a few items was revised and finalized. Thereafter, the survey instrument was assessed 

for face and content validity by seven registered nurses working in an acute care setting 

and three nurse educators with doctoral degrees and revised again for finalization.  

The cross-sectional survey was administered through George Washington 

University (GWU) online electronic (Research Electronic Data Capture), RedCap, a secure 

web-based application for online surveys and databases.  The screening questions in the 

survey included informed consent and a question on providing direct care to COVID-19 

patients working in acute care to be eligible to participate in the survey. Both MBI-HSS 

(MP) (Maslach & Jackson, 2016) and ERQ instruments were used to measure burnout and 

emotional regulation strategies, respectively. The support (between October 1, 2020 – 

March 31, 2021) variable was also the moderator variable between emotional regulation 

strategies and burnout.  The support variable had 4 questions as listed below: 

a) I participated in the Employee Assistance Program. 

b) I participated in the debriefing session held daily or after a trauma/sudden demise 

of a COVID-19 patient. 

c) I reached out to my family/friend/spouse/partner/co-worker. 

d) I reached out to a mental healthcare provider. 
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The responses were either a yes or no. The “support” variable was created as 1 if the 

participant reported no to any of these questions and 0 if they reported yes to at least one 

of the questions. None of the 4 items on support were independently assessed since any 

association could be due to chance or being a small study sample.  

Demographic characteristics such as age, gender, race/ethnicity, and work department 

were added to the survey since they have been associated with burnout (Martin-Brufau et 

al., 2020) and a few questions specifically related to work during the time frame of the 

study between October 1, 2020 – March 31, 2021, are listed below. Of which, items b, c, 

d, e, and f were included for evaluating workload: 

a) Years worked as a registered nurse as of March 31, 2021. 

b) Number of organizations (healthcare facilities) worked.  

c) The average number of combined hours worked during a typical week.  

d) Hours worked at one organization (healthcare facility) if it were more than 40 

hours/week. 

e) Number of hospital beds at the primary place of employment. 

f) Nurse patient ratio if it was higher in at least one of the organizations.  

Data Analysis 

Descriptive analyses were conducted for each of the demographic characteristics 

and work-related variables where the mean and standard deviation (SD) were provided for 

the continuous variables, and the percentage/frequency was reported for the categorical 

variable. Bivariate analyses were conducted between the three dimensions of burnout and 

the predictors using Pearson’s correlation coefficient and Analysis of Variance (ANOVA) 

for covariates, which was further compared as the crude estimate in the multivariate 
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regression models.  Three (3) multivariable regression models were used to determine if 

emotional regulation strategies were associated with burnout. In Model 1, emotional 

regulation strategies were studied for association with each of the dimensions of burnout 

after controlling for the covariates including demographic characteristics and work-related 

information, except support. In Model 2, the association between emotional regulation 

strategies and burnout dimensions was evaluated after controlling for covariates and 

support. Further, interaction was included for evaluating moderating analysis by support in 

Model 3. Data were stratified if moderation effect of support between emotional regulation 

strategies and burnout dimensions was found. The p < .05 indicates statistical significance 

and statistical software STATA version 18.0 was used for statistical analyses. 

Reporting of Mixed Methods Data Integration (Merging Approach) 

 The joint display of qualitative and quantitative data occurred at the reporting level 

to merge and compare the data between the two phases. This process resulted in matching 

themes and quotes from the qualitative phase with the corresponding items along with their 

statistically significant levels in the quantitative survey. This process of mixed method data 

integration and reporting is described in the results section.  

Ethical Considerations 

The study was approved by the Institutional Review Board of the Nebraska 

Methodist College (IRB Approval #: NMC2223_168) from 8 September 2022 through 27 

February 2023. Participants were informed about the purpose of the study, confidentiality, 

data collection procedures, and security measures (private room, closed doors, headphones, 

code word, etc.). Written informed consent forms were signed electronically and sent via 

email. In addition, participants were informed that they could withdraw from the study, 
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even after consenting, at any time before or during the interview without any obligation. 

The information gathered from transcripts and video recording were deidentified from the 

transcripts and aggregated data were kept on a password protected computer, and data were 

shared with other coders on a secure network.  

The quantitative study was approved by the Nebraska Methodist College 

Institutional Review Board (IRB) at Josie Harper Campus, Omaha, Nebraska. The IRB 

approval #: NMC2223_216. The screening questions in the quantitative survey included 

the informed consent to participate in the survey.  
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Chapter 4 – Results 

Background Characteristics of Study Participants 

Thirteen participants in the phenomenological research had a mean age of 36.5 

years, with an average work experience of 9.5 years. All nurses worked at hospitals. Eleven 

out of 13 nurses were female. Majority of the nurses worked in the emergency department, 

three worked in the ICU, three in the medical surgical unit, three were cross trained to work 

in the emergency department and/or ICU and/or medical surgical units. One of the nurses 

was working in Iowa as a travel nurse. Most of the nurses were pursuing a degree in Master 

of Science in nursing (MSN) program, four were enrolled in the Doctoral of Nursing 

Practice (DNP) degree program and one was pursuing RN-Bachelor of Science in nursing 

program.  Of the thirteen nurses, eleven nurses worked full-time, the remaining worked 

part-time. The demographic characteristics of thirteen nurses who participated in the study 

are provided in (Table 8). 

The descriptive characteristics of the study participants in the quantitative study are 

presented in Table 9. It shows 90% of acute care nurses were females and 93% of the nurses 

were Non-Hispanic White. Forty-six (46) percent of the nurses worked in the medical 

surgical/step-down unit, 32% in critical care, and 23% in the emergency department. The 

age group between 30-39 comprised the highest group of respondents at 34%, followed by 

25% in age group 40-49, and 23% within age group 20-29, with the lowest group between 

age group 60-69 at 7%. One fourth (1/4th) of the nurses responding to the survey had 6-10 

years of work experience and another 24% had 11-20 years of experience, followed by 

19% with 2-5 years, 14% had less than 2 years, and only 8% had more than 21 years and 

9% had 30 years of work experience. More than half of the nurses worked between 20 to 
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40 hours/week vs 42% worked more than 40 hours/week. Eighty-one percent worked in 

one organization vs 16% worked in two organizations. Seventy-three percent of the nurses 

reported working at organizations where the patient-to-nurse ratio was higher compared to 

27% reporting lower ratios. Thirty-five percent had more than 251 beds at their primary 

place of employment vs 24% with less than or equal to 25 beds, 21% with 101-250 beds, 

and the remaining 20% between 26-100 beds. 

Qualitative Themes  

The essential structure of the phenomenon was identified as “powering through 

emotional experiences and emotional challenges in caring for COVID-19 patients.” The 

essence of the phenomenon is presented in four theme clusters and fourteen themes that 

emerged from analyzing the acute care nurses’ emotional experiences caring for COVID-

19 patients between March 1, 2020, until September 30, 2022, as described in Table 10. 

Four themes identified were: emotional experiences adapting to new 

arrangements/protocols; emotional experiences providing care to COVID-19 patients and 

interacting with families; emotional challenges providing care to COVID-19 patients; and 

actions taken to manage emotions for providing care to COVID-19 patients. The influence 

of external environment and healthcare organization on the work system factors and 

frontline care delivery helped understand the context conditions.  

A few highlights of the qualitative themes summarizing the context conditions are 

described here. The detailed qualitative results and discussion are provided in Appendix 

A:  
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Context Conditions 

Most of the participants were adaptive to the physical and organizational changes 

as described on Modifying areas/room theme between February – March 2020. Physical 

modifications included arranging areas and spaces to ensure negative air flow and to solely 

house COVID-19 patients in designated areas or floors. A few of the participants did, 

however, experience difficulties in providing care when sharing a unit with both COVID 

and non-COVID patients. For example, one participant had to turn down the excruciatingly 

loud ventilation system in each of the rooms briefly to listen to the patient’s heart sounds 

and then turn them back on once done.  

Most of the participants were supportive and compliant with the organization’s 

policies on wearing the PPE as described in the theme requiring full PPEs. However, some 

reported difficulties such as experiencing headaches, breakouts in the face and nose, feeling 

hot, exhausted, etc., when wearing them for long hours.  Donning and doffing added time 

when attending emergencies of COVID-19 and non-COVID-19 patients simultaneously. 

Participants reported a lack of PPEs very early in the pandemic but that did not impact with 

caregiving.  

The participants accepted, enforced, and complied with the healthcare facilities 

visitor’s policies throughout the pandemic as described in Enforcing strict COVID-19 

testing policies for patients and caregivers and Enforcing strict COVID-19 visitors’ 

policies themes, except one. One participant complained about the lack of communication 

on updates on visitors’ policies from the senior management affecting with care giving 

COVID-19 patients and providing guidance to visitors in a timely manner.  
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All participants were required to get the COVID-19 vaccine.  One participant 

reported this requirement added to the emotional toll of remaining employed only if 

vaccinated, as described in the theme COVID-19 vaccine. On the contrary, another 

participant jumped on the offer of getting vaccinated to not only protect herself but also 

contain the spread of virus. Participants expressed COVID-19 vaccine became a 

contentious topic because it was further influenced by comments from a public figure that 

disrupted with the process of caregiving and adding to the frustration of the participants. 

These public figures, including politicians, influenced the beliefs of COVID-19 disease 

among COVID-19 patients and families as described in Spinning your wheels, but nothing 

is changing, and in the influence of news, media, and politics themes. The lack of direction 

on treatment strategies or frequently changing guidance on treatment strategies from the 

organization, Federal agencies, and international organizations affected with care giving 

and patient outcomes as described in the nightmare, long-drawn-out theme. 

In addition, the inability of families to visit patients at the time of death, witnessing 

the pain and suffering and unusually high number of deaths, was traumatic and left some 

participants emotionally burnt out. Each of these are described in themes, paralyzing, 

proning, …entering the death chamber and traumatic experience and burnout. Further, the 

shortages in staffing and supplies exacerbated with care giving described in Powering 

through and shortages in supplies themes leaving them helpless, sad, etc. Therefore, 

qualitative research helped gain insights into the context situation and the influence of 

organization’s policies, and external environment on caregiving during the COVID-19 

pandemic. The participants overwhelmingly expressed negative emotional experiences 
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getting through the challenges of COVID-19, especially during the first surge between 

October 1, 2020 – March 31, 2021. Described below are a few of the themes: 

Emotional challenges providing care to COVID-19 patients  

There were a range of emotional challenges that the participants experienced. They 

were overwhelmed, overworked, due to shortages in staff and experienced other challenges 

due to limited supplies.  

• “Powering through”   

Most of the participants shared that they were overwhelmed and stretched too thin 

when taking care of more than the usual number of patients at a time, including COVID-

19 patients, to compensate for staffing shortages. A few of the participants felt sad that they 

were not able to be by the bedside of the COVID-19 patients just before dying due to 

staffing shortages. This experience left a very sad memory in their minds, especially 

because they were the patients’ only contact. One of the participants felt that she and her 

co-worker were so busy attending to other COVID-19 patients that they could not be 

around all of them at the same time. They did not do justice, especially to one of their 

patients who the participant believed must have felt scared being alone right before dying. 

As caregivers, they are taught to be provide comfort to the dying patients but in this 

instance, they could neither hold the patient’s hand nor be around at the time of death 

because of limited staffing. The participant felt responsible for the death of the patient. But 

as soon as the patient’s body was wheeled away a new patient occupied that bed. In another 

instance, due to staffing shortage, a participant felt horrible leaving her COVID-19 patient 

with dementia to die alone. At the time of death, the participant was required to provide 

care to other patients on the COVID-19 floor.  
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The dementia patient died alone. I just felt horrible because I wasn't in there with 

her, and the other nurse was too busy, and we couldn't be in there with her, either, 

so she died alone, probably died scared, and it just burned like a hole in my soul, 

because, you know, you always, if your patients dying like the first role they teach 

you is don't leave them. Stay with them, and I would we couldn't do that. There was 

no extra staff we had. (ID07) 

Another participant stated that it was a very stressful situation when their healthcare 

facility exceeded the patient capacity from 8 to 23 with less than 6 nurses to provide care. 

Since most of the nurses were out due to COVID-19 illness.  The participant felt as if she 

powered through those patients and did not feel good at the end of the day because she was 

unable to provide the best care that she could have if they were adequately staffed.  

A few people were out with COVID, and that adds to the shortage of nurses as well. 

But you know you just power through, and you take care of them, and you get things 

done. I mean by the end of the day. You're like I don't know if I charted on those 

patients, right? I hope I did. But at least they're all still alive after I got taken care 

of them, you just don't feel good at the end of the day after doing something that 

you're not normally doing. You felt like you didn't do your best job. (ID012) 

A few participants were overworked and attended two emergencies simultaneously 

due to staffing shortages. One of the participants was angry at the circumstances and sad 

and grieved for the two COVID-19 patients’ emergencies she was attending simultaneously 

with a physician. They were the only staff available to provide care that would have had a 

team (including 3 nurses, 2 respiratory therapists, and a doctor) had it been in a non-

isolating room. The other participant was also attending to two patients simultaneously, 
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performing the cardiopulmonary resuscitation (CPR) on one patient in the trauma room 

and attending to a COVID-19 patient in the other room suffering cardiac arrest. This 

participant also officiated the process of declaring a COVID-19 patient as dead because the 

physician was attending an emergency. These two instances left the participant feeling 

helpless, unable to assuage the sadness of the bereaved family, and unable to fix the 

situation.  

One participant felt that she and her colleagues were drowning as nurses. The 

participant not only drew blood from the COVID-19 patients but also provided 

housekeeping services such as cleaning patients’ toilets, making their beds, and helped 

another staff with tracking the patient’s vitals because the healthcare facility wanted to 

limit the number of staff going into that unit. This participant was extremely stressed, 

overwhelmed with the amount of work that was unrelated to her nursing skills but 

continued to work despite limited resources for a year that then led to burnout. 

We were drowning as nurses that worked at the COVID unit. And then, when we 

were asked to rotate out of the COVID unit, the other nurses didn't want to float to 

the unit. So, it literally was us just surviving in the unit. It was difficult. (ID08) 

Actions taken to manage emotions for providing care to COVID-19 patients  

None of the participants received any formal training to manage or cope with the 

emotional challenges, except two participants who were either trained in emergency 

preparedness or were ex-military personnel. Most participants either internalized or 

reassessed the situation with a positive attitude. Two participants chose to suppress their 

feelings and emotions. In 2022 more than half of the participants switched from acute care 

to other departments within nursing and one of the participants moved to another 



49 
 

department in the Fall of 2021. This section describes the various approaches of 

participants to manage through emotional challenges.  

• “Showing up”  

Some participants internalized and reassessed the circumstances and saw a silver 

lining to continue to show up as caregivers. Two of them, who were self-motivated, showed 

up at work to ensure that the work was getting done. The participant who had received 

training in emergency preparedness and catastrophic events was able to address an 

overflow of patients during the pandemic. Additionally, she continued to come to work 

feeling that she was summoned to serve in a war and to fight for the people and to support 

her colleagues as much as they were supporting her to provide care to COVID-19 patients.  

I did kind of relate it in a way, and this may seem extreme, but you know people 

that will go to war. It's like, okay. Well, my number's been called, and I’m going 

to keep showing up, and I’m going to fight for these people. Because again I’m 

driven by compassion and care, and I want to be there. (ID01)  

This feeling of camaraderie was noticed in another participant recollection. She felt 

that she was part of the team and that her co-workers were counting on her to be present at 

work. In addition, she would go to work and check on her patients and their family 

members. It was a mutual feeling where both patients and nurses were eagerly looking 

forward to seeing each other the next day. She felt that she was tough, she knew what she 

was doing, and kept on showing up at work.  

On the other hand, one participant adapted to the emotional challenges experienced 

during COVID-19 because of his experience serving three past combat tours in the military. 

In retrospect, the participant stated that he learned to build resilience and was aware of the 
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tools to be used for addressing emotionally stressful situations he encountered during the 

pandemic, which prevented him from experiencing burnout.  He was able to recognize his 

negative emotions such as anger, anxiety, fear, upset along with being physically tired, and 

was able to channel his emotions since the beginning of the pandemic. Another participant 

accepted the outcome of the patient’s health no matter how unfortunate it was. Also, she 

realized that the only power of control that the participant had was during her 12-hour shift 

at work.  

• “Tucked emotions”  

Two participants, “tucked in their emotions” (ID10), stayed angry and quiet because 

they did not want to admit that they were struggling to manage through these emotional 

challenges. One of the participants was not sure about the resources available for seeking 

help apart from complaining to her colleagues or charge nurse. The other participant 

recognized that she was sad, cried with the patients, seemed to be frustrated and hurt, while 

also being physically tired. Yet, she continued to push her emotions down and kept 

showing up at work.  

• Support in managing emotions 

Most of the participants reached out for help and used various social support 

systems as shown in Table 11 and described in Appendix A, section 4.4. A few used 

support services being offered at work or school, such as the Employee Assistance Program 

(EAP) and/or reached out to their supervisors and leadership, and/or their families/spouses, 

and/or friends including co-workers for support. Overwhelmingly, the participants reached 

out for their co-worker’s support followed by family or spouse support. Having these 
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support systems helped the participants to share their experiences, discuss issues, and 

sustain themselves in times of uncertainty.  

No one knew where the end was, no one knew exactly what we needed to do to get 

ahead of it, and so that added to people's, frustrations, and emotions and people 

who were angry and you know, short-tempered at times, just a lot of extra pieces 

that go on top of an already bad situation. They can make it tough. (ID03) 

Health impacts of caring for COVID-19 patients during pandemic  

Participants experienced a range of physical, mental, and emotional health issues 

working on the COVID-19 units and caring for COVID-19 patients. After two years, in 

retrospect, one participant remembered that “it was bad to be a nurse during that time” 

(ID07). She felt exhausted, probably just mentally exhausted and drained. “The world shut 

down. One couldn’t do anything.” (ID07). Another participant did not want to come to 

work the next day after taking care of COVID-19 patients throughout the first surge in 

Nebraska, and she was frustrated and short and it was too much to handle.  

An asthmatic participant began worrying that she would not survive since she was 

infected with COVID-19 at work. She began experiencing symptoms of having an allergy 

or sinus infection that got drastically worse. However, she was fine even though it was not 

a “pleasant experience suddenly losing the sense of taste and smell” (ID05). A few 

participants were diagnosed with depression, a few experienced burnouts, and a few were 

traumatized. 

• Burnout 

Three participants started experiencing burnout delivering care to COVID-19 

patients during the pandemic. One participant stated being “emotionally burnout” (ID08) 
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for two years. During the first year while she was working on the Covid unit, and the next 

year she took up the job of a travel nurse, which was physically taxing. This participant 

stated that “it's going to take me years to get out of burnout” (ID08).  

So, prevention is the biggest thing that any nurse can do. But as nurses we don't 

really have control over that. We don't have control over the ability to stop our own 

burnout other than leaving and going somewhere else. Because it really stems from 

the situation that the administration is going to put you in. (ID08). 

Another participant expressed saying that “I think there’s a still a huge burnout” 

(ID09). The third participant explained that she was not feeling burned out in 2020 

compared to 2021 fall, maybe because it wasn’t as severe at the delta surge in 2021 or 

maybe with all that hype in 2020, she was mentally prepared to deal with it better (ID013). 

This participant stated that if the patient’s outcomes were better, then there would not be 

as many burnouts and emotional distress among nurses.  

I think everything would have been a lot easier. Our things would have been better 

if there were better patient outcomes like the moral in the story. If the patient’s 

outcomes were better, I think that there wouldn't have been as much burnout and 

there wouldn't be as much emotional distress among nurses. (ID013) 

Mixed Method Results 

The joint display as shown in Table 12 matched the qualitative themes to 

quantitative survey items on work stressors such as workload and support and individual 

factors (emotional regulation strategies) in relation to burnout. For example: the theme 

“powering through” indicated shortages in staff was matched with the survey item 

number 14 on high patient-to-nurse ratio.  
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We were drowning as nurses that worked at the COVID unit. And then, when we 

were asked to rotate out of the COVID unit, the other nurses didn't want to float to the 

unit. So, it literally was us just surviving in the unit. It was difficult. (ID08) 

The descriptive analysis of high patient-to-nurse ratio (item #14) was reported by 

265 (73%) as yes and 100 (27%) as no. In the bivariate analysis the high patient-nurse ratio 

was statistically significantly associated with emotional exhaustion and depersonalization 

(p < .05). And multivariate regression analysis also indicated high patient-nurse ratio was 

statistically significantly associated with emotional exhaustion (b = 7.88, SE = 1.35, p < 

.05) and depersonalization (b = 3.58, SE = 0.81, p < .05) after controlling for covariates 

(demographic and work-related variables) and support. Thus, the qualitative data and 

quantitative data reported congruity when evaluating this item. Similarly, another item on 

the number of hospital beds was included within the item on workload. The qualitative 

study indicated that the influx of patients was less in the beginning but by fall of 2020, the 

COVID-19 units were full, as reported by a few participants. One participant reported, 

“people were really sick in the intensive care units, they were sicker, staying longer, and it 

would cause backup, like in the emergency rooms where people were coming and requiring 

beds but were not available” (ID06). In the multivariate regression analysis, the item 

number 13 on the number of hospital beds found only those healthcare facilities with more 

than 251 beds (b = 5.18, SE = 1.65, p < .05) and those with 26-100 beds (b = 4.25, SE = 

1.87, p < .05) compared to healthcare facilities with less than 25 beds were associated with 

emotional exhaustion after controlling for covariates and support. Similarly, qualitative 

quotes on other items on workload, support, emotional regulation strategy, and burnout 

were matched with their respective quantitative items on the survey reporting either on 
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congruity, discordance, or expansion of study data. There were two items 10 and 11 on 

working greater than 40 hours and the average of the combined hours worked per week, 

respectively, did not find any association in the quantitative phase with burnout rather 

discordance.  

Quantitative Results 

Detailed quantitative results are provided in Appendix B. The results specific to the 

mixed method study are provided here. The mean scores of the two emotional regulation 

strategies were: cognitive reappraisal was 29.86 (SD = 6.04) and expressive suppression 

was 15.54 (SD = 5.17). The reliability coefficients were consistent with other studies on 

nurses, with Cronbach α = .88 and Cronbach α = .79, for cognitive reappraisal and 

expressive suppression. In addition, the quantitative study also analyzed the burnout data 

using the MBI. The mean scores of the 3 dimensions of burnout observed in our study were 

the following: emotional exhaustion was 36.96 (SD = 12.17), 14.55 (SD = 7.14) for 

depersonalization, and 32.11 (SD = 7.97) personal accomplishment indicating high 

burnout. Eighty percent of the nurses experienced high levels of emotional exhaustion, 

73% experienced high levels of depersonalization, and 67% reported low levels of personal 

accomplishment. Cronbach’s alpha reliability coefficients for items in the emotional 

exhaustion dimensions were 0.93, 0.78 for depersonalization, and 0.82 for personal 

accomplishment. These reliability coefficients were in alignment with the internal 

consistency/reliability estimates of 0.90, 0.79, and 0.71 for emotional exhaustion, 

depersonalization, and personal accomplishment per Maslach et al. (1996), and Beckstead 

(2002). 



55 
 

Both bivariate and multi-variate regression analysis were conducted to determine 

the association of emotional regulation strategies, demographic, and work-related 

variables, and the support (moderator variable), with burnout as the outcome variable. In 

model 3, the study found cognitive reappraisal was negatively associated with emotional 

exhaustion and depersonalization and positively associated with personal accomplishment 

after controlling for covariates including support. Expressive suppression was not 

significantly associated with any dimension of burnout as shown in Table 13. 

In addition, the study found having support moderated the relationship between 

cognitive reappraisal as the emotional regulation strategy and two dimensions of burnout 

(such as emotional exhaustion or personal accomplishment). Stratified analysis showed 

that among those nurses who did not receive support, cognitive reappraisal was 

significantly (b = -0.64, SE = .19, p < .05) associated with emotional exhaustion after 

controlling for the covariates. Among the participants who reported having any support, 

there was no statistically significant association between cognitive reappraisal and 

emotional exhaustion. Expressive suppression was not statistically significantly associated 

with emotional exhaustion among those who lacked support and those who had support.  

Cognitive reappraisal was significantly associated with personal accomplishment 

among the participants who reported having support (b = 0.42, SE = 0.08, p = .001) and 

the participants who reported a lack of support (b = 0.73, SE = 0.12, p = .001). However, 

the strength of the association was stronger among those who reported lack of support 

compared to those who reported having support. Irrespective of having support or lacking 

support, expressive suppression was not significantly associated with personal 

accomplishment. 
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Chapter 5 – Discussion 

The study attempted to gain a comprehensive understanding of the role of 

emotional regulation strategies on the acute care nurses’ burnout using the exploratory 

sequential mixed method study design in Nebraska during the COVID-19 pandemic. 

Emotional regulation and burnout are distinct constructs and are dependent on the situation, 

context, and subjected to individual’s experience (Gross, 2015; Maslach, 2017; NASEM, 

2019). Emotional regulation strategies and burnout experience are often driven by negative 

emotions (Gross, 2015; Golonka et al., 2017) that are dependent on the contextual factors 

(including environmental factors, occupational stressors, etc.) and individual factors 

(personality traits, coping mechanisms) (Edu-Valsania et al, 2022; Hughes et al, 2020; 

Maslach, 2017).  

Qualitative  

Qualitative study design, especially using the phenomenological study design, was 

beneficial in developing a baseline understanding of nurses lived experiences and 

emotional responses from March 2020 through September 2022. Phenomenological 

research has been widely used in developing a baseline for understanding various concepts 

of nursing, especially among medical-surgical, emergency room, maternal-child, and 

gerontological nursing (Beck, 1994). It helped with gaining a deeper understanding of the 

interaction between the external environment (federal agencies, international health 

organizations, and politics) and organization’s policies and/or guidance that influenced 

caregiving to COVID-19 patients. A few highlights of the contextual factors, occupational 

factors, individual’s emotional regulation strategies and emotional responses of the 
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qualitative study specifically applicable to the mixed method study are provided below. 

The detailed qualitative study discussion is provided in Appendix A. 

Discussion on a few qualitative themes specific to context conditions and 

occupational factors are provided here. The qualitative data found the Nebraskan acute care 

nurses, too, were going through the uncertainties of COVID-19 disease and infections. 

Charting through epidemiological and non-epidemiological (including informational, 

social, and economic) uncertainties influenced people’s assessment of the COVID-19 

disease risk and trust in strategies to contain the COVID-19 pandemic (Cristea et al., 2022).  

The acute care nurses in Nebraska were morally distressed unable to provide end-

of-life care to COVID-19 patients due to short staffing and witnessing unusually high 

volumes of deaths during the initial surge of COVID-19 (between October 1, 2020 – March 

31, 2021). Likewise, thirty-four Israeli nurses reported professional and ethical issues 

regarding end-of-life care due to many deaths from March 2020 until May 2021 in a 

phenomenological interpretive qualitative study (Sperling, 2024). The death of patients 

does elicit emotional, spiritual, behavioral, physical, and cognitive responses affecting 

them at work and outside of work (Wilson & Krishbaum, 2011). Educating nurses on grief 

theory and providing support were suggested as approaches for developing coping 

strategies (Wilson & Krishbaum, 2011). 

 The influence of media and political figures created an atmosphere of mixed 

messaging on the severity and virulence of COVID-19 affecting the beliefs of the public 

and making it difficult for caregiving. Astonishingly, Cameron et al. (2023) reported the 

beliefs, attitudes regarding government control, behaviors (such as more protective 

behavior, less risky behavior), vaccine intention, regarding COVID-19 were influenced by 
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the political views of California residents across three diverse regions in June 2020 (N = 

669) and February 2021 (N = 611). Another content analysis of 49 nurses in United States 

and Brazil between March 2020 – April 2021, expressed that the community was 

disconnected and did not believe in COVID-19 (Abbott-Andersen et al., 2022). 

 Our study found a range of experiences of the acute care nurses: stretched thin due 

to short staffing, overloaded with work, feared getting infected with COVID-19 and 

infecting their families, felt isolated working in the COVID-19 units, and a few of them 

began doubting on their abilities with care giving. Lee and Lee’s (2020) phenomenological 

study on South Korean nurses providing direct care to COVID-19 patients reported nurses 

feeling isolated, working long hours/overtime, feared getting infected, and self-doubted in 

providing adequate care to the patients between July through September 2020 (Lee & Lee, 

2020). Eighteen Israeli nurses also feared getting infected or infecting their families since 

they were caring for COVID-19 patients (Marey-Sarwan et al., 2022).  

Our study also found a lack of guidance and frequent changes in the treatment 

strategies were confusing and led to frustration, leaving the nurses feeling defeated, 

helpless, lacking control of the situation. This is in alignment with another 

phenomenological study that reported eighteen nurses feeling confused due to frequent 

updates on clinical guidelines and high levels of stress and helplessness with sudden 

increase in COVID-19 patients between July 2020 through September 2020 in South Korea 

public hospitals (Lee & Lee, 2020).  

The participants were experiencing a range of emotionally challenging situations 

with the majority stating negative emotional experiences. This identification of the 

COVID-19 pandemic situation eliciting negative emotions aligns with Dr. Gross’s theory 
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of Extended Process Model of Emotion Regulation. It is when an individual identifies the 

emotion as negative emotion necessitating the need for action to down-regulate its 

emotional impact. This connection between identifying COVID-19 situational factors 

eliciting negative emotional experience is a direct application of the Extended Process 

Model of Emotion Regulation and seems to be the first time this framework was utilized, 

especially among acute care nurses in Nebraska. Although not among nurses, the 

application of this framework was studied among Post Traumatic Stress Disorder (PTSD) 

subjects as shown in Figure 5a (O’Brien et al., 2025).  

Since all participants continued to provide care between March 2020 – September 

2022, the qualitative study ascertained the nurses’ emotional regulation strategies 

throughout this timeframe. The nurses selected and implemented a range of emotional 

regulation strategies from both antecedent and response focused strategies, with the 

majority using the antecedent forms, as explained in the joint display. But none of the 

participants left the nursing profession. However, most chose to move out of the acute care 

settings into other settings in early 2022 that seemed less emotionally challenging, 

indicating turnover rates. None of the participants expressed themselves being 

overwhelmed or burnout because of attending school during the COVID-19 pandemic. 

 The average turnover rate among nurses in the United States in 2019 was 27.65% 

compared to Australia (15.1%) and Israel (23%) (Bae, 2022), with 17.8% turnover rate for 

bedside RNs (Thomas et al., 2022). On average, the cost of turnover for healthcare facilities 

ranges between $40,100 - $64,000 per RN including advertising and recruitment; 

onboarding and training, among other costs (Bae, 2022) equating to $3.6 - $6.5 billion 

annually nationally (Weston, 2024).  With turnover rates higher among step down, 
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emergency services, and behavior health highest compared to RNs working in women’s 

health, pediatrics, and surgical services (Nursing Solutions, Inc, 2025).  

Therefore, the qualitative study contributed toward understanding the subjective 

interpretation of the participants and the context dependent experiences during the COVID-

19 pandemic. In addition, the findings of the qualitative study helped in the application of 

the Extended Process Model of Emotion Regulation’s three stages. Lastly, the qualitative 

study narrowed down on the duration of the quantitative study focusing on the intense 

emotional experiences of the acute care nurses during the first surge in COVID-19 cases 

(October 1, 2020 – March 31, 2021) in Nebraska.  

Quantitative 

The subsequent quantitative study was conducted to determine the relationship 

between a few occupational stressors, individual factors (such as the emotional regulation 

strategies), demographic variables, and burnout.  

The study reported the acute care nurses in Nebraska were experiencing high levels 

of burnout (per mean scores) during the first COVID-19 wave between October 1, 2020, 

through March 31, 2021. Other cross-sectional studies in Texas (using the Maslach and 

Jackson’s instrument on burnout) on nurses including acute care nurses between May – 

July 2020 (Beier et al., 2023) and in New Jersey (using a single item to measure burnout) 

from October 6 – 26, 2020, United States, reported emotional exhaustion and burnout 

during the first surge in COVID-19 cases, respectively (Cordova et al., 2022). However, 

there is a lack of data on the baseline quantitative evaluation of burnout levels among 

Nebraskan acute care nurses before the pandemic. Thus, it is difficult to say with certainty 
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that the factors contributing to burnout were because of the sudden emergence of COVID-

19 disease.   

A systematic review and meta-analysis examining burnout using MBI among 

nurses working in acute care, frontline, general hospitals etc., settings before and after 

COVID-19 did not find any statistically significant difference between the burnout scores, 

except qualitatively (Rizzo, et al., 2023). Rizzo and colleagues (2023) concluded that 

COVID-19 exacerbated the already existing problem of burnout but was not the only factor 

responsible for explaining the persistence problem of nurses’ burnout. In addition, the 

study did not ascertain data during the non-peak of COVID-19 cases for comparison. 

Therefore, the results are temporal and specific to that time. 

Compared to male nurses, our study found that female nurses experienced 

emotional exhaustion. None of the other subscales of burnout were associated with gender. 

This is in concurrence with a cross-sectional multi-level study on 1,539 in Northwest 

Italian tertiary hospital between 2019 and 2020 (Clari et al., 2022). Clari and colleagues 

(2021) indicated females were more likely to report emotional exhaustion than men who 

were slightly more depersonalized than women.  Another meta-analysis of 183 studies 

using 409 effect sizes found females are more likely to experience emotional exhaustion 

than men (Purvanova & Muros, 2010). Perhaps women are more emotionally involved with 

work, and feel professional responsibilities, and more likely to identify with others’ 

problems resulting in higher levels of exhaustion than males (Nowacka et al., 2025). 

Our study found evidence of depersonalization being negatively associated and 

personal accomplishments as positively associated with nurses working in medical 

surgical/step-down units compared to those working in the emergency department. 
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Depersonalization was also negatively and significantly associated with nurses working in 

intensive care, compared to those in the emergency departments after controlling for 

covariates and support, as reported in the study. A comparative study by Mahmoudi and 

colleagues (2020) on 743 nurses reported that both med-surgical and critical care nurses 

experienced burnout using the Persian version of Copenhagen Burnout Inventory 

instrument. However, the medical surgical nurses experienced the lowest levels of burnout 

compared to the critical care nurses in Iran when assessed between May to September 2017 

(Mahmoudi et al., 2020). After controlling support and other covariates, our study found 

that one of the dimensions of burnout, personal accomplishment, was significantly and 

positively associated with medical surgical department/step-down compared to emergency 

department. A cross-sectional study data collected from 11,743 nurses practicing in 60 

Magnet hospitals in United States in 2021 reported emergency nurses are significantly 

more likely to report high burnout, job dissatisfaction, and intent to leave compared to 

inpatient (such as medical-surgical nurses) (Turnbach et al., 2024).  

The study reported on cognitive reappraisal as the predominant form of emotional 

regulation strategy among Nebraskan nurses. The result also indicated cognitive 

reappraisal was negatively associated with emotional exhaustion and depersonalization and 

positively with personal accomplishment after controlling covariates. On the contrary, 

expressive suppression was marginally significantly associated with emotional exhaustion 

and depersonalization and not statistically significantly associated with personal 

accomplishment. Martin-Brufau et al. (2020) reported emotional exhaustion, and personal 

accomplishment was negatively and positively associated with cognitive reappraisal, 

respectively. They also found an association between suppression and depersonalization. 
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However, their cross-sectional study was conducted on 105 medical and nursing residency 

students and prior to the COVID-19 pandemic (February 2013 and March 2014) at the 

Clinico Hospital of Valencia, Spain.   

Lee and Jang (2019) reported cognitive reappraisal was negatively associated with 

emotional exhaustion among 168 nurses working in medical surgical wards in South Korea 

between May 2017 through June 2017 in a cross-sectional study. Reappraisal was found to 

be positively correlated with positive emotions (enjoyment, high self-esteem/pride) and 

negatively with anxiety, anger, frustration, emotional exhaustion (Lee & Jang, 2019).  A 

three-week study using ERQ of eighty-nine geriatric nurses (89 nurses x 20 days including 

weekends) working in Zurich found a statistically significant association between daily 

reappraisal of positive emotions was negatively related to negative effects (e.g., sad, 

anxious, sluggish, etc.) and positively associated to positive effects (e.g., happy, joy, self-

esteem, etc.) and cognitive well-being. Whereas daily suppression of positive emotions 

was negatively related to positive effects and cognitive well-being and positively related 

to negative effects (Katana et al., 2019). Positive emotions have been positively associated 

with fostering well-being (Golay et al., 2021). 

Finding an association between cognitive reappraisal with the dimensions of 

burnout could help with developing an intervention strategy at the individual level while 

incorporating a system level approach to holistically mitigate burnout (NASEM, 2019). 

The work system factors particularly the new items on workload and role of support and a 

few demographic variables in relationship to burnout are shown in the joint display. 

Detailed quantitative analysis discussion is provided in Appendix B.  
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Integration 

Integration of data (qualitatively and quantitatively) took place at two points: a) in 

the methods section using the building approach to create new items for quantitative 

measurements based on the preliminary qualitative study, b) when the data were merged 

in the results section to determine congruity or divergence between the two phases of the 

study.  

Identifying the occupational stressors emerging from the qualitative study were 

helpful with developing the new items for measuring workload. The joint display found 

the qualitative and quantitative findings regarding shortages in staff (patient-to-nurse ratio) 

were consistent. Our study reported a high patient-to-nurse ratio statistically significantly 

(p < .05) associated with emotional exhaustion and depersonalization after controlling for 

covariates. A cross-sectional survey of 2,321 nurses working in ICU across 78 hospitals in 

Belgium between December 2021 and January 2022 reported high patient-to-nurse ratio 

associated with higher risk of depersonalization and emotional exhaustion (Bruyneel at al., 

2022).  

Another cross-sectional analysis of 10,184 U.S. nurses between April 1998 and 

November 30, 1999, in Pennsylvania reported on the relationship between high patient-to-

nurse ratio on patient care and organizational commitment (Aiken et al., 2002). They 

reported hospitals with high patient-to-nurse ratios and that an addition of a patient per 

nurse was associated with 23% increase in the odds of nurses’ burnout; 15% increase in 

the odds of nurses’ job dissatisfaction, 7% increase in likelihood of the patient’s dying 

within 30 days, and 7% increase in failure in responding to post-surgical complications 

efficiently (Aiken et al., 2002). Another analysis of secondary data from a 2006 survey of 
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7,076 registered nurses working in Pennsylvania hospitals reported on the significant 

association between high nurse-patient ratio with urinary tract and surgical site infections 

after controlling covariates (Cimiotti et al., 2012). Cimiotti and colleagues (2012) 

concluded that hospitals with a 30% reduction in burnout led to a total of 6,239 fewer 

infections and cost savings of $68 million annually. 

The lack of statistically significant findings for two items: working extra hours or 

overtime and the average number of combined hours worked per week indicated 

discordance with the qualitative phase data since it did not yield any statistically significant 

results. Our study found the number of hospital beds > 251 and between 26-100 compared 

to hospitals with less than or equal to 25 beds at the primary place of employment was 

significantly associated with emotional exhaustion after controlling for covariates. This 

finding was consistent with the qualitative phase although no specific supportive evidence 

on the exact number of beds was collected during the qualitative phase. Our study found 

an association between 26-100 beds with emotional exhaustion. Due to the limited 

supportive literature on the number of beds in relation to burnout, Longo and colleagues 

(2023) study was used as an indirect measure of hospital beds with regards to burnout 

intervention strategies. They reported organizations with 100-499 beds compared to those 

with less than 100 beds were more likely to implement interventions addressing burnout 

among clinicians. They conducted the cross-sectional study to assess the routine actions 

and interventions for addressing clinician’s burnout and promoting well-being on 396 

American hospitals and 85 Federally Qualified Healthcare Centers (FQHC) from April 21 

through June 23, 2022.  
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 Studies reporting on the relationship between acute care nurses working in more 

than 2 organizations and the dimension of burnout was limited. Our study, thus, expanded 

the knowledge database between this new item and the two dimensions of burnout 

(emotional exhaustion and depersonalization).  

The factor on community support was assessed for various kinds of support in the 

qualitative phase and grouped together into one variable (support). The qualitative phase 

helped identifying the types of social support that were available and utilized. The data is 

consistent between qualitative and quantitative phases. A few new items such as utilizing 

the Employee Assistance Program or participating in a debriefing session were identified 

as organizational support services. The other item identified was nurses reaching out to 

their co-workers overwhelmingly and were able to build a relationship of emotional 

support, especially during the peak of the pandemic from Fall 2020 through Spring 2021. 

Some nurses reported reaching out to family and spouses but had varied experiences with 

some feeling extremely comforted and others lacking the trust in confiding in them.  

Thus, the support variable was created in the quantitative survey as an aggregate of 

items # 15-1 (utilizing EAP), 15-2 (debriefing session), 15-3 (family, friends, co-workers, 

and spouse), and 15-4 (reaching out to mental healthcare provider). Support was 

statistically significantly associated and marginally significantly associated with emotional 

exhaustion in the bivariate and multivariate analysis, respectively. Perhaps the emotional 

regulation strategies were interacting with support variable. Therefore, the moderation 

analysis clarified that when the nurses did not receive support, cognitive reappraisal was 

associated but negatively with emotional exhaustion and vice versa. This finding supports 

Martin-Brufau et al. (2020) reporting on lower levels of emotional exhaustion among the 
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study participants (comprising of the medicine and nursing residency students) when they 

felt supported by their supervisors. Since the study found interaction between support and 

emotional regulation, it is plausible that emotional regulation strategies could moderate the 

relationship between support and burnout. The study ascertained data on leadership support 

with a new item which was an open comment in the quantitative survey.  

Nowacka et al (2025), concluded the organization, which is place of employment, 

plays an important role as it could either create healthy and favorable conditions for their 

well-being or accelerate burnout for nurses. Zhang and colleagues (2024) reported affective 

perceived organizational support and supervisor support as the main factors influencing 

burnout among 1058 nurses from 5 public hospitals in a cross-sectional study in Beijing, 

China, from May through August 2023. The affective perceived organizational support and 

supervisor support are of paramount importance in ensuring a supportive environment that 

values employee’s contributions, concerns for their well-being, promotes opportunities for 

growth and ensures positive work-environment (Zhang et al., 2024). Muir et al. (2024) 

concluded that improving nurse staffing levels, supporting nurses’ work-life balance (for 

example, shorter shift lengths, childcare needs, and weekday schedules), and reducing and 

preventing burnout might improve nurse retention. 

Overall, the exploratory sequential mixed method identified the influence of new 

items on workload factors and support and emotional regulation strategies on Nebraskan 

acute care nurses delivering care to COVID-19 patients during the COVID-19 pandemic. 

Most of the items on workload and support reported consistent results in the mixed method 

study, except for two items in the workload category (working extra hours and the average 

combined number of hours). Additionally, the study found at the individual level, cognitive 
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reappraisal was statistically negatively associated with emotional exhaustion and 

depersonalization and positively associated with personal accomplishment. Whereas 

suppression was not statistically significantly associated with any dimension of burnout. 

Finally, the variable support moderated the relationship between cognitive reappraisal and 

emotional exhaustion, and cognitive reappraisal and personal accomplishment.  
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Chapter 6 – Implications 

Burnout is a complex syndrome (Westerman et al., 2014) multifactorial 

phenomenon (Hert, 2020). Our study attempted to explore and identify a few factors 

(workload and support) based on the qualitative findings that were reported by most of the 

participants delivering care to COVID-19 patients during the COVID-19 pandemic. It was 

beyond the scope of this study to address all occupational and individual factors emerging 

from the qualitative phase potentially contributing to burnout. Therefore, this study could 

perhaps be used as a baseline to understand the range of occupational stressors and 

individual’s emotional regulation strategies although specific for this sample population of 

acute care nurses experiencing burnout. Identifying these occupational and individual 

factors will be unique to each healthcare organization and specific to their situation/context 

and can vary over time. Provided here are a few suggestions for conducting further research 

and opportunities for addressing burnout if it exists or to alleviate or perhaps prevent it 

from happening.  

Ideas for conducting future research: 

1. One of the main associations reported in our study was on the patient-to-nurse ratio 

that was positively and statistically significantly associated with two dimensions 

(emotional exhaustion and depersonalization) of burnout. The new item on support 

was marginally associated only with one of the dimensions (emotional exhaustion) 

of burnout. It is evident that not all dimensions of burnout were associated with 

these two variables. However, what behavioral outcomes are associated with 

someone feeling emotionally exhausted vs depersonalized? How can one develop 
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targeted intervention only to mitigate emotional exhaustion or depersonalization as 

the two dimensions of burnout?  

A new approach would be required to continue understanding the burnout 

profile by using the latent profile analysis that is a person-centered approach 

providing a broader range of patterns that might exist between the burnout and 

engagement continuum to design interventions (Leiter & Maslach, 2016). The 

approach uses cluster analysis for grouping individuals into specific groups based 

on their profile analysis. For example, those experiencing only one dimension of 

burnout such as emotional exhaustion would fit into the overextended profile of the 

5 profiles.  

Ideally, if an organization has financial resources, then it would be helpful 

to investigate the concept of burnout across various profiles and combining the 

assessment with AWS scale for a deeper understanding of the concept burnout 

(Leiter & Maslach, 2016). Apparently, the AWS should be predictive of job-related 

outcomes such as “work behaviors (e.g., performance, absenteeism) and social 

behaviors (e.g., quality of home life), and personal health outcomes” (Leiter & 

Maslach, 2004, p. 125; Maslach, 2017). 

Therefore, burnout could have an impact on the organization as well as on 

the individual (Maslach & Leiter, 2016). Thus, per Leiter and Maslach (2004), the 

AWS model provides an opportunity for developing interventions for changing 

individual’s behavior instead of only identifying and changing the job situation. 

Profile analysis along with AWS was beyond the scope of this research. Our study, 
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however, continued to use burnout dimensions to study correlations with the 

independent variables since any levels of these dimensions could be problematic. 

2. Since the variable on support was created as an item combining 4 other items on 

support, for better understanding of support, the Perceived Organizational Support 

(POS) scale could be used for assessing organizational support. Literature showed 

that perceived organizational support is positively related to increased employee 

commitment, job involvement, and trust, employee performance, job satisfaction 

and decreased employees’ counterproductive work behaviors, reduced levels 

burnout and work-family conflict (Caesens et al., 2020). The size and structure of 

the organization or hospital, type of staffing, hours worked per shift, day-to-day 

workload, type of unit, in addition to the physical condition of the workplace are 

necessary factors for organizations to consider achieving positive outcomes per 

Donabedian's theory (Lowe et al., 2020).  

3. The third item that our study found was the association between emotional 

regulation strategies on burnout. Cognitive reappraisal was negatively associated 

with emotional exhaustion and depersonalization and positively associated with 

personal accomplishment indicating the individual’s factors could play a role with 

mitigating burnout. Prospective increases in cognitive reappraisal were associated 

with higher levels of state mindfulness in all 15 participants who received 

mindfulness meditation induction training for a week compared to other 15 who 

were asked to suppress, and the remaining who were in the mind wandering group 

(Garland et al, 2015). Garland and colleagues (2015) explained that participants 

were assessed with the ERQ before the experimental induction training into 3 
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different groups and tested using on the Toronto Mindfulness Scale immediately 

after receiving the induction training and after 1 week using the ERQ subscale on 

cognitive reappraisal. They reported reappraisal significantly increased over time 

with the act of mindfulness meditation (during state mindfulness) (Garland et al., 

2015). 

Training in mindfulness develops de-centered (ability to shift one’s own 

subjective experience into another experiential perspective (Bernstein et al., 2015)) 

meta-cognitive awareness that is thought to promote cognitive reappraisal 

(Kaunhoven & Dorjee, 2021). Perhaps interventions strategies could be developed 

to assess the effectiveness of mindfulness trainings with regards to mitigating 

burnout.  

4. Like the latent profile analysis of burnout, the ERQ has recently been expanded to 

study the individual differences with a 45-item questionnaire, the Process Model of 

Emotion Regulation Questionnaire (PMERQ), which our study did not use. Further 

research using this new PMERQ could be helpful in assessing each of the five 

emotional regulation strategies equally from engagement and dis-engagement 

orientations (Olderbak et al., 2023). 

The recovery from burnout has proven beneficial when combined interventions 

were directed towards the individual and organization in the long-term (Ahola et al., 2017; 

Demerouti, 2024). Awa et al. (2010) reported in a systematic review of 25 studies (before 

January 2008) that combined person- and organization-directed interventions had positive 

effects lasting longer than 12-months than individual-directed interventions lasting only 

for 6 months for mitigating burnout among nurses. Another systematic review of 16 
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intervention studies on geriatric nursing staff studied (from 2000 to January 2012) also 

reported combined approaches both at work and person-directed reduced burnout from 1 

month to 12 months (Westermann et al., 2014). But continuity of interventions is essential 

to mitigate burnout (Cohen et al., 2023). 

Therefore, identification of interventions at the systems level seems to be the way 

for improving patient care and fostering an improved state of professional well-being 

(NASEM, 2019). Below are a few suggestions of actions as reported by the study 

participants during the qualitative phase of this study and from the mixed methods results 

on the external environment, organizational, and individual level.  

External Environment 

The participants spoke about having more focused information sharing on what was 

known instead of politicizing. Cameron et al. (2023) reported the political views of 

California residents across three diverse regions in June 2020 influenced their beliefs, 

attitudes regarding government control, behaviors (such as more protective behavior, less 

risky behavior), vaccine intention, regarding COVID-19.  

Another nurse recommended having more transparency in information sharing, 

suggesting that one could say what we know but we’re not certain, because we’ve never 

dealt with this before. This is what we are recommending now, but it may change. (ID005). 

Additional suggestions were to state information and data from a medical standpoint rather 

than a political standpoint and thought that politics should not have been involved. 
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Organization Level 

Each organization’s situation is unique and requires specific resources for 

addressing burnout. Described below are a few suggestions that could be utilized if 

applicable to the healthcare facility. 

The first step would be to identify if the staff in the organization are indeed 

experiencing burnouts. Although based on the literature, MBI is the gold standard for 

measuring burnout but there is a financial cost associated with it. If the organization has 

funds, then it would be helpful to anonymously or through a third-party administer the MBI 

and request staff to take the assessment. Perhaps consider conducting the latent profile 

analysis using the MBI instrument to identify the prevalence of distinct patterns or profiles 

and gain an improved understanding of the employee experience. For a better 

understanding of the phenomenon, the MBI instrument could be administered with the 

AWS to identify specific areas for specific profile patterns in creating a person-centered 

intervention. However, if financial resources are limited, then one could select from the 

range of other theories, models, and tools to meet the needs of the organization from 

literature.  

Provided below are a few ideas for addressing a few occupational stressors and 

promoting the wellbeing of employees, preventing burnout, and preparing in advance for 

future pandemics: 

Creating a Wellbeing Team 

Each healthcare organization could have policies in place to conduct annual check-

ups of their employees on burnout and wellbeing scale and consider opportunities for 

improvement following the Plan-Do-Check-Act model. For example, healthcare 
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organizations (especially hospitals) could utilize the iterative process of The Impact 

Wellbeing Guide of the National Institute for Occupational Safety and Health and Dr. 

Lorna Breen Heroes’ Foundation, in addressing gaps and limitations in operations; forming 

the professional wellbeing team including hospital staff to collaboratively identify barriers 

and develop a long-term measurable professional wellbeing plan (NIOSH, 2024). It was 

developed to help hospital leaders and executives take actions in improving the wellbeing 

of healthcare workers. It offers detailed background information and resources/tools on six 

evidence-informed actions that are the key principles for addressing burnout and fostering 

wellbeing at hospitals. Each of these actions prioritizes two-way communication and builds 

trust using a systems-based approach designed to be accomplished within six months for 

sustaining wellbeing in the long-term (NIOSH, 2024). 

Appropriate Staffing 

 Staffing is a complex process that is dependent on many other variables such as 

patient needs and acuity, nurse competencies, and the work environment12 (American 

Association of Critical Care Nurses (AACN), 2016). For determining the standard 

competency levels of the nurse to work in Critical Care unit, the preceptors and managers 

could consider using the Competence Framework and Toolkit for Progressive and Critical 

Care: Initial Competency 2022 (AACN, 2022) when hiring. The other factors such as the 

location of the healthcare facility, either in rural or urban areas, could be a determinant 

when allocating staffing resources (Smith et al., 2019). For example, the rural areas across 

the U.S. healthcare system have less skilled and less educated nurses and with greater 

number of patients per nurse (Smith et al., 2019). Although in Nebraska, certain regions, 

 
12 The nurse work environment, defined as “the organizational characteristics of a work setting that facilitate or constrain professional 
nursing practice” (Lake, 2002, p. 178).  
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especially rural areas, have a low population and the demand for healthcare is less to sustain 

different types of nursing care staff (Nebraska Center for Nursing, 2017). Therefore, there 

is a need for nurses to be multifaceted in providing care in the rural areas (Nebraska Center 

for Nursing, 2017). 

Transforming Leadership 

The COVID-19 pandemic highlighted the challenges of the nursing leadership for 

creating conditions to maintain and sustain a nursing workforce (Gottlieb et al., 2021). One 

of the important factors in reducing burnout is through transforming leadership styles that 

could increase employee’s sense of belonging, stimulate motivation, and help with 

accomplishing tasks (Bu et al., 2024). Transformational leadership style has been 

correlated with structural and psychological empowerment of nurses; where the leader 

inspires, motivates, encourages employees to innovate change to shape the future and 

growth of the organization successfully (Gottlieb et al., 2021). Perhaps the new leadership 

framework on Strengths-Based Nursing and Healthcare Leadership (SBNH-L), developed 

by Gottlieb and colleagues (2021) could guide the leaders to create a culture of autonomy, 

empowerment, and self-confidence among staff. Nurse leaders play the most versatile role 

of incorporating, interchanging, adjusting, and maximizing the situation to introduce 

change (Charalambous, 2023). 

One of the participants suggested that if the leaders were transparent about the 

evolving nature of the COVID-19 disease, then the public would not have been so 

sensitized to ever changing course of it. This would have reduced confusion and helped 

with administering care. In addition, having higher management, and a staff manager, as 
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part of a team who could come in and help to ensure that everyone was doing well both 

mentally and physically would have been beneficial during the pandemic. 

To improve would be leadership. The leadership being able to recognize the 

struggles of the staff and acknowledge them. I think being able to have a leader that 

was available emotionally. If there was better communication with leadership 

making sure that there is support staff if anybody needed it. (ID08) 

Education and Training  

A longitudinal study on early career RNs students working in Swedish nursing 

homes reporting of burnout at work were observed to have problems related with sleeping 

and cognitive functions 11-15 years after graduation (Rudman et al., 2020). Cognitive 

impairment has been associated with reduced ability in down-regulating negative emotions 

among burnout individuals and increasing susceptibility to depression (Golonka et al., 

2017). Providing resources for preventing burnout as part of nursing education and 

onboarding programs “should preferably be introduced early on” (Rudman et al., 2020, p. 

1). Since burnout is multifactorial (Hert, 2020). It requires a multipronged training 

approach at the organizational and individual level as suggested by the qualitative research 

participants to prepare for future pandemics:  

More than half of the participants provided suggestions for conducting 

training/educational sessions on emergency preparedness in the nursing school irrespective 

of field of work in nursing perhaps simulating different immersion types. A scoping review 

on healthcare workers training and education during the COVID-19 pandemic between 

December 1, 2019, and October 13, 2021, reported e-learning, virtual training, and 
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simulated techniques were effective in improving clinical training and education (Boutros 

et al., 2023).  

Participants suggested training on the following topics: learning about 

handwashing and preventing transmissible diseases, providing adequate tools and 

resources for providing care, and educating staff on coping mechanism. A few participants 

suggested developing training courses on YouTube, and bite-size videos that are realistic 

and ongoing. Another participant suggested having different immersion situations or 

enacting different roles will be helpful for nurses to learn about the other side of what they 

could be encountering. A systematic review indicated that immersive virtual training on 

hospital incident scenarios was desirable since inaccessible real-life situations could be 

simulated in preparing for future emergencies (Cohen et al., 2013).  

One participant suggested educating children in high school about health literacy 

where the students understood the meaning of full code and power of attorney to make 

things easier for comprehension.  More training in nursing schools on de-escalation 

techniques would be helpful because it can easily be done over the phone for patients and 

families suggested by another participant. In addition, participants suggested training staff 

on conflict management, crisis intervention techniques, and things related to mental 

wellness for healthcare providers. Bardi et al. (2021) described their adaptable and flexible 

de-escalating strategies to the escalating needs of ICU beds in response to the surge to 

COVID-19.  Other behavioral de-escalation techniques when interacting with patients and 

families as suggested by Wong and colleagues (2020) during the COVID-19 pandemic. 

Participants suggested training the nurse leaders and physicians on emotional 

resilience and providing them with tools and resources to help understand the signs and 
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indicators when someone is struggling. Although research on resilience among nurse 

leaders is limited during COVID-19, a scoping review found supportive and safe work 

environment, communication on a regular basis and leadership styles such as 

transformational, authentic, ethical, and exemplary of nurse leaders were beneficial in 

supporting and building nurses’ resilience (Sihvola et al., 2022) 

Counseling Services 

Four participants suggested having counselors and two suggested making 

counseling services mandatory. One of the participants insisted that counseling services 

should be provided within the 24-hours of someone experiencing a situation like trauma. 

Otherwise, it is difficult to help the person recover from trauma. Participants emphasized 

that taking care of one’s mental health is as important as physical health. The most 

important thing is the ability to identify that one needs help or is willing to seek help or 

services that can be available online or one could text and if not comfortable seeing face-

to-face. One participant suggested advertising these services using a QR code in bathrooms 

and break rooms. 

If an organization/hospital/facility could provide 5 counseling session services, 

then maybe more people would take advantage of it. (ID01) 

Therapy should be very, very strongly recommended with the therapist at bare 

minimum within the organization. (ID013) 

One participant emphasized that it is fine to ask for help and that it will not make 

the situation worse for them. Studies have shown that those receiving psychological 

counselling helped reduce stress in hospitals (Malinowska-Lipień et al., 2021). 
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Debriefing Sessions 

Having debriefing sessions or mandating debriefing sessions at the end of the day 

would be helpful. It would give an opportunity for employees to talk about their 

experiences for the day before going home, especially on traumatic days. Clinical 

debriefing sessions during COVID-19 facilitated teams and educators to share knowledge, 

promoted continuous learning and exchange of information on patient care, mitigated 

stress, and built resilience (Stafford et al., 2021). 

During COVID-19, we did not get a whole lot of closure, because we could not talk 

to the families when someone passed away. (ID01)  

Educating nurses on grief theory and providing support were suggested as 

approaches for developing coping strategies since deaths of patients does elicit emotional, 

spiritual, behavioral, physical, cognitive responses affecting them at work and outside of 

work (Wilson & Krishbaum, 2011).  

Having in-house Resources  

Being prepared by having surplus equipment but knowing how long it can sit on 

the shelf might be helpful to be prepared for pandemics in future suggested one participant. 

Although staffing is always going to be an issue, being adequately staffed will be helpful, 

suggested another participant. Having an incentive program for being healthy would be 

great, exclaimed a participant. Having a program that paid for healthcare and feels if the 

model could be switched to more preventative lifestyle, then that would be helpful. In 

addition, providing free exercise classes or yoga classes would be a great opportunity to 

consider. 
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Team Building 

Encouraging team building activities helps establish favorable working 

relationships and build trust and increase cohesion between nursing teams (Bu et al., 2024). 

In addition, these activities build longitudinal relationships through peer support and 

mentoring programs. There are effective strategies for building teams, as Dirks (2019) 

recommended: a) clarifying work and goals of teams; b) ensuring participation by 

individuals from multiple disciplines; c) providing opportunities to simulate various case 

scenarios such as trauma, resuscitation, or cardiac arrest; and d) followed by a debriefing 

session.  

Improving the US healthcare system 

Per the Office of the US Surgeon General Advisory on Building a Thriving Health 

Workforce report, the healthcare workers in the United States are at a disadvantage due to 

a population that is getting older. The healthcare workers will be caring for an older 

population who would be living with multiple, chronic, and complex health issues 

compared to other wealthy nations (Office of Surgeon General, 2022).  

One of the participants suggested that the US healthcare system should focus on 

preventive healthcare rather than pushing pills and providing “quick fixes to people” 

(ID013). The participant emphasized that the people should spend time educating 

themselves and developing a healthy lifestyle in collaboration with their healthcare 

provider rather than mitigating disease.  

Individual Level 

At the individual level, per the Critical Care Societies Collaborative, the individual 

is accountable for maintaining his or her own physical and emotional health (Kerlin et al., 
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2020). Therefore, one must be able to identify the symptoms of burnout and determine the 

need for self-care and mitigating fatigue (such as exercising, getting adequate sleep, and 

meditating or engaging in mindfulness practices) (Kerlin et al., 2020). Perhaps nursing 

schools providing baccalaureate and master’s programs could consider having mandatory 

courses on promoting self-care and wellness including having healthy diet, exercising, 

meditating, etc. (Strout et al., 2023). Increasing state mindfulness through meditation has 

been reported to be positively associated with increasing the ability to cognitively 

reappraise (Garland et al., 2015). Cognitive reappraising has been associated with positive 

experience which helps to seek support and promotes wellbeing (Gross 2002; Golay et al., 

2021). Lee and Cha (2023) in their systematic review and meta-analysis reported the most 

common intervention was the face-to-face mindfulness for alleviating burnout. 

A few methods were suggested by the participants in the qualitative study that could 

be helpful in calming the brain such as counting tiles on the ceiling, looking in another 

direction, or using box breathing or therapy called playing the tape to the end. The therapy 

requires one to consider the choices and consequences of those before deciding on an 

action.  

It is just really slowing down just a little but, sitting with the emotion, and not 

allowing the motion to determine your action. (ID03) 

Therefore, in addition to the strategies at personal and organizational levels 

(Villarante et al., 2024), a systems level approach is essential to mitigate the impact of 

burnout (NASEM, 2019). 
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Limitations 

There are several limitations to the study’s conclusions. The study did find burnout 

among the acute care nurses, but it does not have any baseline for comparison. It is difficult 

to determine if COVID-19 as a situation had an influence on the work system and 

individual factors on the burnout levels. Based on the qualitative study, the quantitative 

phase restricted the duration of study when Nebraska experienced the first wave of increase 

in COVID-19 cases. Perhaps the quantitative results would have been different had the 

timeframe of the study evaluated the items during the low period of COVID-19 cases in 

Nebraska. The qualitative study did not ascertain if the participants went back to school 

because of their negative experience at work or burnout although most left working in acute 

care in 2022. The study did not use the AWS, MBI latent profile analysis, and PMERQ in 

this study to gain an in-depth understanding of burnout and its association with emotional 

regulation strategies. Further research using each of these scales would provide valuable 

insights in understanding burnout and emotional regulation as constructs. Only two 

occupational stressors (workload and support), were incorporated in the quantitative survey 

since they were mentioned by most of the participants leaving the other less represented 

variables unquantified in quantitative phase. Only burnout as a health outcome was 

assessed even though a few participants were diagnosed with depression and compared 

COVID-19 as a traumatic event. Other health outcomes such as PTSD and depression 

could be evaluated in future studies. The mixed method study might be subjected to recall 

and selection biases since only those participants who were actively employed shared their 

experience in the past. However, achieving data saturation in qualitative research and 

aggregate scores in quantitative study with adequate statistical power could address this 
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limitation. The study did not find any association between expressive suppression and 

burnout but aligned with the hypothesis on cognitive reappraisal and burnout. The variable 

support did not moderate the relationship between suppression and burnout. The study did 

not evaluate on the association between patient’s death that a few participants in the 

qualitative study reported seeing more than the usual amounts. It would be helpful to 

further investigate the relationship between patient deaths and acute care nurses’ burnout.  

Conclusion 

The study attempted to understand the association between emotional regulation 

strategies and the complicated phenomenon of burnout using the exploratory sequential 

mixed method study. It was beneficial to understand the full range of experiences of nurses 

from March 2020 – September 2022 through the qualitative study, the first phase. It was 

evident that burnout is multifactorial and could be due to several occupational, individual, 

and situational factors that were beyond the scope of this research to address. However, 

through the qualitative research, the study was able to understand the situation and 

ascertain data on the perception, experiences, and responses of nurses providing care to 

COVID-19 patients. In the second phase, the quantitative study (between October 1, 2020 

– March 31, 2021), two organizational factors such as workload and support, individual 

factors including cognitive reappraisal and expressive suppression as forms of emotional 

regulation strategies, were evaluated against burnout. Both workload and support have 

historically been depicted to be among the key factors associated with one or more 

dimensions of burnout. Ensuring adequate workload and support seemed to be consistent 

with other studies. At the individual level, providing tools for state mindfulness and other 

strategies could help with cognitive reappraisal, which was negatively associated with 
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emotional exhaustion, depersonalization, and positively associated with personal 

accomplishment. Further research is required to understand the concept of burnout in 

association with AWS, PMERQ, POS, personality traits to develop a person-centered 

intervention strategy that would be specific to nursing specialty and healthcare 

organization. Thus, understanding burnout and preventing it from happening could also 

help address nursing shortages. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



86 
 

References 
 

Abbott-Anderson, K., Dos Santos, M. R., Schweiss, C., Meiers, S., Meiers, S., Ponto, J., 

& Szylit, R. (2022). Living in COVID’s disbeliefs, media, and fear: Nurses in Brazil and 

the United States share their experiences. Creative Nursing, 28(4), 213–220. 

https://doi.org/10.1891/CN-2022-0037 

 Abraham Haileamlak. (2021). Editorial message. Ethiopian Journal of Health Sciences, 

31(6). https://doi.org/10.4314/ejhs.v31i6.1 

 Ahmead, M., El Sharif, N., & Asad, S. (2022). Healthcare Workers’ Emotions, 

Perceived Stressors, and Coping Strategies at Workplace during the COVID-19 

Pandemic in Palestine. International Journal of Environmental Research and Public 

Health, 19(19), 11966. https://doi.org/10.3390/ijerph191911966  

 Ahola, K., Toppinen-Tanner, S., & Seppänen, J. (2017). Interventions to alleviate 

burnout symptoms and to support return to work among employees with burnout: 

Systematic review and meta-analysis. Burnout Research, 4, 1–11. 

https://doi.org/10.1016/j.burn.2017.02.001 

 Aiken, L. H. (2002). Hospital Nurse Staffing and Patient Mortality, Nurse Burnout, and 

Job Dissatisfaction. JAMA, 288(16), 1987. https://doi.org/10.1001/jama.288.16.1987 

 Aiken, L. H., Sloane, D. M., Brom, H. M., Todd, B. A., Barnes, H., Cimiotti, J. P., 

Cunningham, R. S., & McHugh, M. D. (2021). Value of Nurse Practitioner Inpatient 

Hospital Staffing. Medical Care, 59(10), 857–863. 

https://doi.org/10.1097/MLR.0000000000001628 

https://doi.org/10.1891/CN-2022-0037
https://doi.org/10.3390/ijerph191911966
https://doi.org/10.1016/j.burn.2017.02.001


87 
 

 Almeida, C., & Poeira, A. F. (2023). Burnout in Nurses of an Intensive Care Unit during 

COVID-19: A Pilot Study in Portugal. Healthcare, 11(9), 1233. 

https://doi.org/10.3390/healthcare11091233 

 Alwani, S. S., (2020). Nurses are the Backbone of a Healthcare System. Liaquat 

National Journal of Primary Care, 2(2), 55. https://doi.org/10.37184/lnjpc.2707-

3521.2.10  

 American Association of Critical Care Nurses (AACN). (2016). Standards for 

Establishing and Sustaining Healthy Work Environments. Retrieved May 20, 2025, from 

https://www.aacn.org/nursing-excellence/standards/aacn-standards-for-establishing-and-

sustaining-healthy-work-environments 

 American Association of Critical Care Nurses (AACN). (2022). Competence Framework 

for Progressive and Critical Care: Initial Competency 2022. Retrieved May 20, 2025, 

from https://www.aacn.org/nursing-excellence/standards/aacn-competence-framework-

for-progressive-and-critical-care. 

 American Nurses Association. (2017). What is Nursing & What do nurses do? | ANA 

Enterprise. (2017, October 14). ANA. https://www.nursingworld.org/practice-

policy/workforce/what-is-nursing/  

 Anne Schneider, D. O. (2024). Impact on Health Systems from COVID-19 and the Role 

of Social Determinants of Health. Family Practice Management, 31(2), 23–26. 

http://localhost:4503/content/brand/aafp/pubs/fpm/issues/2024/0300/covid19-health-

disparities.html 

https://doi.org/10.37184/lnjpc.2707-3521.2.10
https://doi.org/10.37184/lnjpc.2707-3521.2.10
https://www.aacn.org/nursing-excellence/standards/aacn-standards-for-establishing-and-sustaining-healthy-work-environments
https://www.aacn.org/nursing-excellence/standards/aacn-standards-for-establishing-and-sustaining-healthy-work-environments
https://www.nursingworld.org/practice-policy/workforce/what-is-nursing/
https://www.nursingworld.org/practice-policy/workforce/what-is-nursing/


88 
 

 Awa, W. L., Plaumann, M., & Walter, U. (2010). Burnout prevention: A review of 

intervention programs. Patient Education and Counseling, 78(2), 184–190. 

https://doi.org/10.1016/j.pec.2009.04.008 

 Azungah, T. (2018). Qualitative research: deductive and inductive approaches to data 

analysis. Qualitative Research Journal, 18(4), 383–400. https://doi.org/10.1108/QRJ-D-

18-00035 

 Bae, S. (2022). Noneconomic and economic impacts of nurse turnover in hospitals: A 

systematic review. International Nursing Review, 69(3), 392–404. 

https://doi.org/10.1111/inr.12769 

 Baka, L., Prusik, M., & Jasielska, D. (2023). Toward a better understanding of the health 

impairment process. Types of demand and burnout component matter. Frontiers in 

Psychiatry, 13, 1037053. https://doi.org/10.3389/fpsyt.2022.1037053 

 Bakhamis, L., Paul, D. P., Smith, H., & Coustasse, A. (2019). Still an Epidemic: The 

Burnout Syndrome in Hospital Registered Nurses. The Healthcare Manager, 38(1), 3–10. 

https://doi.org/10.1097/HCM.0000000000000243 

 Bardi, T., Gómez-Rojo, M., Candela-Toha, A. M., De Pablo, R., Martinez, R., & 

Pestaña, D. (2021). Rapid response to COVID-19, escalation and de-escalation strategies 

to match surge capacity of Intensive Care beds to a large scale epidemic. Revista 

Española de Anestesiología y Reanimación (English Edition), 68(1), 21–27. 

https://doi.org/10.1016/j.redare.2020.09.002 

 Beck, C. T. (1994). Phenomenology: Its use in nursing research. International Journal of 

Nursing Studies, 31(6), 499–510. https://doi.org/10.1016/0020-7489(94)90060-4 

https://doi.org/10.1016/j.pec.2009.04.008
https://doi.org/10.1108/QRJ-D-18-00035
https://doi.org/10.1108/QRJ-D-18-00035
https://doi.org/10.3389/fpsyt.2022.1037053
https://doi.org/10.1016/0020-7489(94)90060-4


89 
 

 Beier, M. E., Cockerham, M., Branson, S., & Boss, L. (2023). Aging and Burnout for 

Nurses in an Acute Care Setting: The First Wave of COVID-19. International Journal of 

Environmental Research and Public Health, 20(8), 5565. 

https://doi.org/10.3390/ijerph20085565 

 Bernstein, A., Hadash, Y., Lichtash, Y., Tanay, G., Shepherd, K., & Fresco, D. M. 

(2015). Decentering and Related Constructs: A Critical Review and Metacognitive 

Processes Model. Perspectives on Psychological Science, 10(5), 599–617. 

https://doi.org/10.1177/1745691615594577 

 Bianchi, R., Swingler, G., & Schonfeld, I. S. (2024). The Maslach Burnout Inventory is 

not a measure of burnout. Work, 79(3), 1525–1527. https://doi.org/10.3233/WOR-240095 

 Boutros, P., Kassem, N., Nieder, J., Jaramillo, C., Von Petersdorff, J., Walsh, F. J., 

Bärnighausen, T., & Barteit, S. (2023). Education and Training Adaptations for Health 

Workers during the COVID-19 Pandemic: A Scoping Review of Lessons Learned and 

Innovations. Healthcare, 11(21), 2902. https://doi.org/10.3390/healthcare11212902 

 Brom, S. S., Buruck, G., Horváth, I., Richter, P., & Leiter, M. P. (2015). Areas of 

worklife as predictors of occupational health – A validation study in two German 

samples. Burnout Research, 2(2–3), 60–70. https://doi.org/10.1016/j.burn.2015.05.001 

 Bruyneel, A., Bouckaert, N., Maertens De Noordhout, C., Detollenaere, J., Kohn, L., 

Pirson, M., Sermeus, W., & Van Den Heede, K. (2023). Association of burnout and 

intention-to-leave the profession with work environment: A nationwide cross-sectional 

study among Belgian intensive care nurses after two years of pandemic. International 

Journal of Nursing Studies, 137, 104385. https://doi.org/10.1016/j.ijnurstu.2022.104385 

https://doi.org/10.3390/ijerph20085565


90 
 

 Bu, T., Peng, C., Liu, J., Qiu, X., Qiao, Z., Zhou, J., Ke, S., Kan, Y., Hu, X., Qiao, K., 

Liu, X., Cao, D., & Yang, Y. (2024). Nurse burnout: deep connections and solutions 

revealed by network analysis. BMC Nursing, 23(1), 531. https://doi.org/10.1186/s12912-

024-02190-7 

 Budden, J. S., Zhong, E. H., Moulton, P., & Cimiotti, J. P. (2013). The 2013 National 

Nursing Workforce Survey of Registered Nurses. Journal of Nursing Regulation, 4(2), 

S3–S65. https://doi.org/10.1016/S2155-8256(15)30136-8 

 Caesens, G., Bouchat, P., & Stinglhamber, F. (2020). Perceived Organizational Support 

and Psychological Empowerment: A Multi-Sample Study. Journal of Occupational & 

Environmental Medicine, 62(7), 526–531. 

https://doi.org/10.1097/JOM.0000000000001889 

 Cameron, L. D., Lawler, S., Robbins-Hill, A., Toor, I., & Brown, P. M. (2023). Political 

views, health literacy, and COVID-19 beliefs and behaviors: A moderated mediation 

model. Social Science & Medicine, 320, 115672. 

https://doi.org/10.1016/j.socscimed.2023.115672 

 Charalambous, A. (2023). Theoretical Frameworks of Leadership in Nursing: Critical 

Reflections. Seminars in Oncology Nursing, 39(1), 151362. 

https://doi.org/10.1016/j.soncn.2022.151362 

 Cimiotti, J. P., Aiken, L. H., Sloane, D. M., & Wu, E. S. (2012). Nurse staffing, burnout, 

and healthcare–associated infection. American Journal of Infection Control, 40(6), 486–

490. https://doi.org/10.1016/j.ajic.2012.02.029 

 Clari, M., Gonella, S., Gatti, P., Garzaro, G., Paleologo, M., Cortese, C. G., & Dimonte, 

V. (2022). Multi-level analysis of individual and work environment factors associated 

https://doi.org/10.1016/j.socscimed.2023.115672


91 
 

with nurses’ perceived emotional exhaustion. Applied Nursing Research, 63, 151514. 

https://doi.org/10.1016/j.apnr.2021.151514 

 Cohen, C., Pignata, S., Bezak, E., Tie, M., & Childs, J. (2023). Workplace interventions 

to improve wellbeing and reduce burnout for nurses, physicians and allied healthcare 

professionals: a systematic review. BMJ Open, 13(6), e071203. 

https://doi.org/10.1136/bmjopen-2022-071203 

 Cohen, D., Sevdalis, N., Taylor, D., Kerr, K., Heys, M., Willett, K., Batrick, N., & Darzi, 

A. (2013). Emergency preparedness in the 21st century: Training and preparation 

modules in virtual environments. Resuscitation, 84(1), 78–84. 

https://doi.org/10.1016/j.resuscitation.2012.05.014 

 Committee on Systems Approaches to Improve Patient Care by Supporting Clinician 

Well-Being, National Academy of Medicine, & National Academies of Sciences, 

Engineering, and Medicine. (2019). Taking action against clinician burnout: A systems 

approach to professional well-being. National Academies Press. 

https://doi.org/10.17226/25521 

 Compas, B. E., Jaser, S. S., Dunbar, J. P., Watson, K. H., Bettis, A. H., Gruhn, M. A., & 

Williams, E. K. (2014). Coping and emotion regulation from childhood to early 

adulthood: Points of convergence and divergence. Australian Journal of Psychology, 

66(2), 71–81. https://doi.org/10.1111/ajpy.12043  

 Cristea, F., Weishaar, H., Geurts, B., Delamou, A., Tan, M. M. J., Legido-Quigley, H., 

Aminu, K., Mari-Sáez, A., Rocha, C., Camara, B., Barry, L., Thea, P., Boucsein, J., Bahr, 

T., Al-Awlaqi, S., Pozo-Martin, F., Boklage, E., Jegede, A. S., & Bcheraoui, C. E. 

(2022). A comparative analysis of experienced uncertainties in relation to risk 

https://doi.org/10.1136/bmjopen-2022-071203
https://doi.org/10.17226/25521
https://doi.org/10.1111/ajpy.12043


92 
 

communication during COVID19: a four-country study. Globalization and Health, 18, 

66. https://doi.org/10.1186/s12992-022-00857-x 

 Cutuli, D. (2014). Cognitive reappraisal and expressive suppression strategies role in the 

emotion regulation: an overview on their modulatory effects and neural correlates. 

Frontiers in Systems Neuroscience, 8, 175. https://doi.org/10.3389/fnsys.2014.00175  

 De Cordova, P. B., Johansen, M. L., Grafova, I. B., Crincoli, S., Prado, J., & 

Pogorzelska‐Maziarz, M. (2022). Burnout and intent to leave during COVID‐19: A cross‐

sectional study of New Jersey hospital nurses. Journal of Nursing Management, 30(6), 

1913–1921. https://doi.org/10.1111/jonm.13647  

 Dedoose Version 9.0.17, cloud application for managing, analyzing, and presenting 

qualitative and mixed method research data (2021). Los Angeles, CA: Sociocultural 

research consultants, LLC www.dedoose.com 

 Demerouti, E. (2024). Burnout: A comprehensive review. Zeitschrift Für 

Arbeitswissenschaft, 78(4), 492–504. https://doi.org/10.1007/s41449-024-00452-3 

 Dirks, J. L. (2019). Effective Strategies for Teaching Teamwork. Critical Care Nurse, 

39(4), 40–47. https://doi.org/10.4037/ccn2019704 

 Edú-Valsania, S., Laguía, A., & Moriano, J. A. (2022). Burnout: A Review of Theory 

and Measurement. International Journal of Environmental Research and Public Health, 

19(3), 1780. https://doi.org/10.3390/ijerph19031780 

 Eldesouky, L., & English, T. (2019). Individual differences in emotion regulation goals: 

Does personality predict the reasons why people regulate their emotions? Journal of 

Personality, 87(4), 750–766. https://doi.org/10.1111/jopy.12430 

https://doi.org/10.3389/fnsys.2014.00175
https://doi.org/10.1111/jonm.13647
http://www.dedoose.com./
https://doi.org/10.1007/s41449-024-00452-3


93 
 

 Epp, K. (2012). Burnout in critical care nurses: a literature review. Dynamics (Pembroke, 

Ont.), 23(4), 25–31. 

 Fasbinder, A., Shidler, K., & Caboral‐Stevens, M. (2020). A concept analysis: Emotional 

regulation of nurses. Nursing Forum, 55(2), 118–127. https://doi.org/10.1111/nuf.12405 

 Wang, D., Xie, X., Tian, H., Wu, T., Liu, C., Huang, K., Gong, R., Yu, Y., Luo, T., Jiao, 

R., & Zhang, L. (2022). Mental fatigue and negative emotion among nurses during the 

COVID-19 pandemic. Current Psychology, 41(11), 8123–8131. 

https://doi.org/10.1007/s12144-022-03468-2  

 Fateminia, A., Hasanvand, S., Goudarzi, F., & Mohammadi, R. (2022). Post-Traumatic 

Stress Disorder among Frontline Nurses during the COVID-19 Pandemic and Its 

Relationship with Occupational Burnout. Iranian Journal of Psychiatry. 

https://doi.org/10.18502/ijps.v17i4.10693 

 Fetters, M. D., Curry, L. A., & Creswell, J. W. (2013). Achieving Integration in Mixed 

Methods Designs—Principles and Practices. Health Services Research, 48(6pt2), 2134–

2156. https://doi.org/10.1111/1475-6773.12117 

 Flook, D. M. (2003). The professional nurse and regulation. Journal of PeriAnesthesia 

Nursing, 18(3), 160–167. https://doi.org/10.1016/S1089-9472(03)00085-6 

 Fountouki, A., & Theofanidis, D. (2022). Professional burnout: Models explain the 

phenomena in nursing. International Journal of Caring Sciences, 15(1), 1587-1597. 

https://www.internationaljournalofcaringsciences.org/docs/74.%20Theofanidis.pdf 

 Fredrickson, B. L. (2001). The role of positive emotions in positive psychology: The 

broaden-and-build theory of positive emotions. American Psychologist, 56(3), 218–226. 

https://doi.org/10.1037/0003-066X.56.3.218  

https://doi.org/10.1111/nuf.12405
https://doi.org/10.1007/s12144-022-03468-2
https://doi.org/10.1037/0003-066X.56.3.218


94 
 

 Galanis, P., Vraka, I., Fragkou, D., Bilali, A., & Kaitelidou, D. (2021). Nurses’ burnout 

and associated risk factors during the COVID‐19 pandemic: A systematic review and 

meta‐analysis. Journal of Advanced Nursing, 77(8), 3286–3302. 

https://doi.org/10.1111/jan.14839 

 Garland, E. L., Hanley, A., Farb, N. A., & Froeliger, B. (2015). State Mindfulness 

During Meditation Predicts Enhanced Cognitive Reappraisal. Mindfulness, 6(2), 234–

242. https://doi.org/10.1007/s12671-013-0250-6 

 Garland, E. L., Hanley, A., Farb, N. A., & Froeliger, B. (2015). State Mindfulness 

During Meditation Predicts Enhanced Cognitive Reappraisal. Mindfulness, 6(2), 234–

242. https://doi.org/10.1007/s12671-013-0250-6 

 Golay, D., Salminen Karlsson, M., & Cajander, Å. (2021). Negative Emotions Induced 

by Work-Related Information Technology Use in Hospital Nursing. Computers, 

Informatics, Nursing, 40(2), 113–120. https://doi.org/10.1097/CIN.0000000000000800 

 Golkar, A., Johansson, E., Kasahara, M., Osika, W., Perski, A., & Savic, I. (2014). The 

Influence of Work-Related Chronic Stress on the Regulation of Emotion and on 

Functional Connectivity in the Brain. PLoS ONE, 9(9), e104550. 

https://doi.org/10.1371/journal.pone.0104550 

 Golonka, K., Mojsa-Kaja, J., Popiel, K., Marek, T., & Gawlowska, M. (2017). 

Neurophysiological Markers of Emotion Processing in Burnout Syndrome. Frontiers in 

Psychology, 8, 2155. https://doi.org/10.3389/fpsyg.2017.02155 

 Gómez-Urquiza, J. L., De La Fuente-Solana, E. I., Albendín-García, L., Vargas-Pecino, 

C., Ortega-Campos, E. M., & Cañadas-De La Fuente, G. A. (2017). Prevalence of 

https://doi.org/10.1111/jan.14839
https://doi.org/10.1097/CIN.0000000000000800


95 
 

Burnout Syndrome in Emergency Nurses: A Meta-Analysis. Critical Care Nurse, 37(5), 

e1–e9. https://doi.org/10.4037/ccn2017508 

 Gonnelli, C., Raffagnino, R. and Puddu, L. (2016) The emotional regulation in nursing 

work: An integrative literature review and some proposals for it’s implementation in 

educational programs. IOSR Journal of Nursing and Health Science, 5, 43-49. Retrieved 

July 5, 2023, from https://www.iosrjournals.org/iosr-jnhs/papers/vol5-issue6/Version 

7/F0506074349.pdf  

 González-Romá, V., Schaufeli, W. B., Bakker, A. B., & Lloret, S. (2006). Burnout and 

work engagement: Independent factors or opposite poles? Journal of Vocational 

Behavior, 68(1), 165–174. https://doi.org/10.1016/j.jvb.2005.01.003 

 Gottlieb, L. N., Gottlieb, B., & Bitzas, V. (2021). Creating Empowering Conditions for 

Nurses with Workplace Autonomy and Agency: How Healthcare Leaders Could Be 

Guided by Strengths-Based Nursing and Healthcare Leadership (SBNH-L). Journal of 

Healthcare Leadership, 13, 169–181. https://doi.org/10.2147/JHL.S221141 

 Grecucci, A., Messina, I., Amodeo, L., Lapomarda, G., Crescentini, C., Dadomo, H., 

Panzeri, M., Theuninck, A., & Frederickson, J. (2020). A Dual Route Model for 

Regulating Emotions: Comparing Models, Techniques and Biological Mechanisms. 

Frontiers in Psychology, 11, 930. https://doi.org/10.3389/fpsyg.2020.00930 

 Greening, N. (2019). Phenomenological Research Methodology. Scientific Research 

Journal, VII(V). https://doi.org/10.31364/SCIRJ/v7.i5.2019.P0519656 

 Gross, J. J. (1998). Antecedent- and response-focused emotion regulation: Divergent 

consequences for experience, expression, and physiology. Journal of Personality and 

Social Psychology, 74(1), 224–237. https://doi.org/10.1037/0022-3514.74.1.224  

https://www.iosrjournals.org/iosr-jnhs/papers/vol5-issue6/Version%207/F0506074349.pdf
https://www.iosrjournals.org/iosr-jnhs/papers/vol5-issue6/Version%207/F0506074349.pdf
https://doi.org/10.31364/SCIRJ/v7.i5.2019.P0519656
https://doi.org/10.1037/0022-3514.74.1.224


96 
 

 Gross, J. J. (2002). Emotion regulation: affective, cognitive, and social consequences. 

Psychophysiology, 39(3), 281–291. https://doi.org/10.1017/s0048577201393198  

 Gross, J. J. (2015). Emotion Regulation: Current Status and Future Prospects. 

Psychological Inquiry, 26(1), 1–26. https://doi.org/10.1080/1047840X.2014.940781 

 Gross, J. J. (2015). The Extended Process Model of Emotion Regulation: Elaborations, 

Applications, and Future Directions. Psychological Inquiry, 26(1), 130–137. 

https://doi.org/10.1080/1047840X.2015.989751 

 Gross, J. J., & John, O. P. (2003). Individual differences in two emotion regulation 

processes: Implications for affect, relationships, and well-being. Journal of Personality 

and Social Psychology, 85(2), 348–362. https://doi.org/10.1037/0022-3514.85.2.348  

 Guetterman, T. C., Fetters, M. D., & Creswell, J. W. (2015). Integrating Quantitative and 

Qualitative Results in Health Science Mixed Methods Research Through Joint Displays. 

The Annals of Family Medicine, 13(6), 554–561. https://doi.org/10.1370/afm.1865 

 Guttormson, J. L., Calkins, K., McAndrew, N., Fitzgerald, J., Losurdo, H., & Loonsfoot, 

D. (2022). Critical care nurse burnout, moral distress, and mental health during the 

COVID-19 pandemic: A United States survey. Heart & Lung, 55, 127–133. 

https://doi.org/10.1016/j.hrtlng.2022.04.015  

 Gyurak, A., Gross, J. J., & Etkin, A. (2011). Explicit and implicit emotion regulation: A 

dual-process framework. Cognition and Emotion, 25(3), 400–412. 

https://doi.org/10.1080/02699931.2010.544160 

 Halperin, O., Idilbi, N., Robes, D., Biderman, S. N., Malka-Zeevi, H., & Green, G. 

(2024). Predicting post-traumatic stress disorder: The complex relationship between 

https://doi.org/10.1017/s0048577201393198
https://doi.org/10.1037/0022-3514.85.2.348
https://doi.org/10.1016/j.hrtlng.2022.04.015


97 
 

burnout, intentions to leave and emotional support among healthcare professionals. 

Nursing Outlook, 72(2), 102134. https://doi.org/10.1016/j.outlook.2024.102134 

 Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. (2009). 

Research electronic data capture (REDCap)—A metadata-driven methodology and 

workflow process for providing translational research informatics support. Journal of 

Biomedical Informatics, 42(2), 377-381 

 Hert, S. D. (2020). Burnout in Healthcare Workers: Prevalence, Impact and Preventative 

Strategies. Local and Regional Anesthesia, 13, 171–183. 

https://doi.org/10.2147/LRA.S240564 

 Hillert, A., Albrecht, A., & Voderholzer, U. (2020). The Burnout Phenomenon: A 

Résumé After More Than 15,000 Scientific Publications. Frontiers in Psychiatry, 11, 

519237. https://doi.org/10.3389/fpsyt.2020.519237 

 Hughes, D. J., Kratsiotis, I. K., Niven, K., & Holman, D. (2020). Personality traits and 

emotion regulation: A targeted review and recommendations. Emotion, 20(1), 63–67. 

https://doi.org/10.1037/emo0000644 

 Impact Wellbeing (TM) Guide: taking action to improve healthcare worker wellbeing. 

(2024). U.S. Department of Health and Human Services, Public Health Service, Centers 

for Disease Control and Prevention, National Institute for Occupational Safety and 

Health. https://doi.org/10.26616/NIOSHPUB2024109  

 Jang, H.-Y., Yang, J.-E., & Shin, Y.-S. (2022). A phenomenological study of nurses’ 

experience in caring for COVID-19 patients. International Journal of Environmental 

Research and Public Health, 19(5), 2924. https://doi.org/10.3390/ijerph19052924 

https://doi.org/10.26616/NIOSHPUB2024109
https://doi.org/10.3390/ijerph19052924


98 
 

 Jenaro, C., Flores, N., & Arias, B. (2007). Burnout and coping in human service 

practitioners. Professional Psychology: Research and Practice, 38(1), 80–87. 

https://doi.org/10.1037/0735-7028.38.1.80 

 Jiménez-Herrera, M. F., Llauradó-Serra, M., Acebedo-Urdiales, S., Bazo-Hernández, L., 

Font-Jiménez, I., & Axelsson, C. (2020). Emotions and feelings in critical and emergency 

caring situations: a qualitative study. BMC Nursing, 19(1), 60. 

https://doi.org/10.1186/s12912-020-00438-6  

 John, O. P., & Gross, J. J. (2004). Healthy and Unhealthy Emotion Regulation: 

Personality Processes, Individual Differences, and Life Span Development. Journal of 

Personality, 72(6), 1301–1334. https://doi.org/10.1111/j.1467-6494.2004.00298.x 

 Jun, J., Ojemeni, M. M., Kalamani, R., Tong, J., & Crecelius, M. L. (2021). Relationship 

between nurse burnout, patient and organizational outcomes: Systematic review. 

International Journal of Nursing Studies, 119, 103933. 

https://doi.org/10.1016/j.ijnurstu.2021.103933  

 Karadağ, S., & Çiçek, B. (2023). Anxiety, Depression and Burnout Levels of Nurses 

Working in COVID-19 Intensive Care Units. OMEGA - Journal of Death and Dying, 

003022282311563. https://doi.org/10.1177/00302228231156313  

 Katana, M., Röcke, C., Spain, S. M., & Allemand, M. (2019). Emotion Regulation, 

Subjective Well-Being, and Perceived Stress in Daily Life of Geriatric Nurses. Frontiers 

in Psychology, 10, 1097. https://doi.org/10.3389/fpsyg.2019.01097 

 Kaunhoven, R. J., & Dorjee, D. (2021). Mindfulness Versus Cognitive Reappraisal: the 

Impact of Mindfulness-Based Stress Reduction (MBSR) on the Early and Late Brain 

https://doi.org/10.1186/s12912-020-00438-6
https://doi.org/10.1016/j.ijnurstu.2021.103933
https://doi.org/10.1177/00302228231156313


99 
 

Potential Markers of Emotion Regulation. Mindfulness, 12(9), 2266–2280. 

https://doi.org/10.1007/s12671-021-01692-8 

 Kerlin, M. P., McPeake, J., & Mikkelsen, M. E. (2020). Burnout and Joy in the 

Profession of Critical Care Medicine. Critical Care, 24(1), 98. 

https://doi.org/10.1186/s13054-020-2784-z 

 KFF. (2024). Election 2024: State Healthcare Snapshots. 

https://www.kff.org/statedata/election-state-fact-sheets/ Published: (2024, September 30). 

 Khouri, M., Lassri, D., & Cohen, N. (2022). Job burnout among Israeli healthcare 

workers during the first months of COVID-19 pandemic: The role of emotion regulation 

strategies and psychological distress. PLOS ONE, 17(3), e0265659. 

https://doi.org/10.1371/journal.pone.0265659 

 Knaack, P. (1984). Phenomenological Research. Western Journal of Nursing Research, 

6(1), 107–114. https://doi.org/10.1177/019394598400600108 

 Kobylińska, D., Lewczuk, K., Wizła, M., Marcowski, P., Blaison, C., Kastendieck, T., & 

Hess, U. (2023). Effectiveness of emotion regulation strategies measured by self-report 

and EMG as a result of strategy used, negative emotion strength and participants’ 

baseline HRV. Scientific Reports, 13(1), 6226. https://doi.org/10.1038/s41598-023-

33032-2 

 Koutsimani, P., Montgomery, A., & Georganta, K. (2019). The Relationship Between 

Burnout, Depression, and Anxiety: A Systematic Review and Meta-Analysis. Frontiers 

in Psychology, 10, 284. https://doi.org/10.3389/fpsyg.2019.00284 

 Kwek, S.-K., Chew, W.-M., Ong, K.-C., Ng, A. W.-K., Lee, L. S.-U., Kaw, G., & Leow, 

M. K.-S. (2006). Quality of life and psychological status in survivors of severe acute 

https://doi.org/10.1007/s12671-021-01692-8
https://doi.org/10.3389/fpsyg.2019.00284


100 
 

respiratory syndrome at 3 months postdischarge. Journal of Psychosomatic Research, 

60(5), 513–519. https://doi.org/10.1016/j.jpsychores.2005.08.020 

 Lake, E. T. (2002). Development of the practice environment scale of the nursing work 

index†‡. Research in Nursing & Health, 25(3), 176–188. 

https://doi.org/10.1002/nur.10032 

 Lasater, K. B., Richards, M. R., Dandapani, N. B., Burns, L. R., & McHugh, M. D. 

(2019). Magnet hospital recognition in hospital systems over time. Health Care 

Management Review, 44(1), 19–29. https://doi.org/10.1097/HMR.0000000000000167 

 Lee, H.-F., Kuo, C.-C., Chien, T.-W., & Wang, Y.-R. (2016). A Meta-Analysis of the 

Effects of Coping Strategies on Reducing Nurse Burnout. Applied Nursing Research, 31, 

100–110. https://doi.org/10.1016/j.apnr.2016.01.001 

 Lee, M., & Cha, C. (2023). Interventions to reduce burnout among clinical nurses: 

systematic review and meta-analysis. Scientific Reports, 13(1), 10971. 

https://doi.org/10.1038/s41598-023-38169-8 

 Lee, M., & Jang, K.-S. (2019). Nurses’ emotions, emotion regulation and emotional 

exhaustion. International Journal of Organizational Analysis, 27(5), 1409–1421. 

https://doi.org/10.1108/IJOA-06-2018-1452 

 Lee, N., & Lee, H.-J. (2020). South Korean nurses’ experiences with patient care at a 

COVID-19-designated hospital: growth after the frontline battle against an infectious 

disease pandemic. International Journal of Environmental Research and Public Health, 

17(23), 9015. https://doi.org/10.3390/ijerph17239015 

https://doi.org/10.1038/s41598-023-38169-8
https://doi.org/10.1108/IJOA-06-2018-1452
https://doi.org/10.3390/ijerph17239015


101 
 

 Legislative Bill. (2023). Legislature of Nebraska, one hundred eight legislature, first 

session, legislative bill 503. 

https://nebraskalegislature.gov/FloorDocs/108/PDF/Intro/LB503.pdf 

 Leiter, M. P., & Maslach, C. (2003). Areas of worklife: A structured approach to 

organizational predictors of job burnout. In Research in Occupational Stress and Well-

being (Vol. 3, pp. 91–134). Emerald (MCB UP). https://doi.org/10.1016/S1479-

3555(03)03003-8 

 Liang, L., Hu, Y., Fei, J., Yuan, T., Gao, R., Yue, J., Song, Q., Zhao, X., & Mei, S. 

(2024). Association between burnout and post‐traumatic stress disorder among frontline 

nurse during COVID ‐19 pandemic: A moderated mediation analysis. Journal of Clinical 

Nursing, 33(3), 1076–1083. https://doi.org/10.1111/jocn.16916 

 Lindsey, E. W. (2020). Relationship context and emotion regulation across the life span. 

Emotion, 20(1), 59–62. https://doi.org/10.1037/emo0000666 

 Longo, B. A., Schmaltz, S. P., Williams, S. C., Shanafelt, T. D., Sinsky, C. A., & Baker, 

D. W. (2023). Clinician Well-Being Assessment and Interventions in Joint Commission–

Accredited Hospitals and Federally Qualified Health Centers. The Joint Commission 

Journal on Quality and Patient Safety, 49(10), 511–520. 

https://doi.org/10.1016/j.jcjq.2023.04.007 

 Lowe, M. A., Prapanjaroensin, A., Bakitas, M. A., Hites, L., Loan, L. A., Raju, D., & 

Patrician, P. A. (2020). An exploratory study of the influence of perceived organizational 

support, coworker social Support, the nursing practice environment, and nurse 

demographics on burnout in Palliative Care Nurses. Journal of Hospice & Palliative 

Nursing, 22(6), 465–472. https://doi.org/10.1097/NJH.0000000000000686 



102 
 

 Mahmoudi, S., Barkhordari-Sharifabad, M., Pishgooie, A.-H., Atashzadeh-Shoorideh, F., 

& Lotfi, Z. (2020). Burnout among Iranian nurses: a national survey. BMC Nursing, 

19(1), 69. https://doi.org/10.1186/s12912-020-00461-7 

 Malinowska-Lipień, I., Suder, M., Wadas, T., Gabryś, T., Kózka, M., Gniadek, A., & 

Brzostek, T. (2021). The correlation between nurses’ COVID-19 infections and their 

emotional state and work conditions during the SARS-CoV-2 pandemic. International 

Journal of Environmental Research and Public Health, 18(23), 12715. 

https://doi.org/10.3390/ijerph182312715 

 Mańkowska, B. (2025). Burnout phenomenon still unresolved. The current state in 

theory and implications for public interest. Frontiers in Organizational Psychology, 3, 

1549253. https://doi.org/10.3389/forgp.2025.1549253 

 Marey‐Sarwan, I., Hamama‐Raz, Y., Asadi, A., Nakad, B., & Hamama, L. (2022). “It’s 

like we’re at war”: Nurses’ resilience and coping strategies during the COVID‐19 

pandemic. Nursing Inquiry, 29(3), e12472. https://doi.org/10.1111/nin.12472 

 Martin, B., Kaminski-Ozturk, N., O’Hara, C., & Smiley, R. (2023). Examining the 

impact of the COVID-19 pandemic on burnout and stress among U.S. Nurses. Journal of 

Nursing Regulation, 14(1), 4–12. https://doi.org/10.1016/S2155-8256(23)00063-7  

 Martín-Brufau, R., Martin-Gorgojo, A., Suso-Ribera, C., Estrada, E., Capriles-Ovalles, 

M.-E., & Romero-Brufau, S. (2020). Emotion regulation strategies, workload conditions, 

and burnout in healthcare residents. International Journal of Environmental Research 

and Public Health, 17(21), 7816. https://doi.org/10.3390/ijerph17217816 

 Maslach, C. (2017). Finding solutions to the problem of burnout. Consulting Psychology 

Journal: Practice and Research, 69(2), 143–152. https://doi.org/10.1037/cpb0000090 

https://doi.org/10.3390/ijerph182312715
https://doi.org/10.1016/S2155-8256(23)00063-7
https://doi.org/10.3390/ijerph17217816
https://doi.org/10.1037/cpb0000090


103 
 

 Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout. Journal 

of Organizational Behavior, 2(2), 99–113. https://doi.org/10.1002/job.4030020205 

 Maslach, C., Jackson, S. (2016) MBI - Human Services Survey for Medical Personnel - 

MBI-HSS (MP): Copyright ©1981.  All rights reserved in all media. Published by Mind 

Garden, Inc., www.mindgarden.com 

 Maslach, C., Jackson, S. E., & Leiter, M. P. (1997). Maslach Burnout Inventory: Third 

edition. In C. P. Zalaquett & R. J. Wood (Eds.), Evaluating stress: A book of 

resources (pp. 191–218). Scarecrow Education 

 Maslach, C., & Leiter, M. P. (2016). Understanding the burnout experience: recent 

research and its implications for psychiatry. World Psychiatry, 15(2), 103–111. 

https://doi.org/10.1002/wps.20311 

 Maslach, C., & Leiter, M. P. (2022).  The Burnout Challenge: Managing People’s 

Relationships with Their Jobs.  Cambridge, MA: Harvard University Press.   

The Burnout Challenge: Managing People’s Relationships with Their Jobs.    

 www.theburnoutchallenge.com 

 McRae, K. (2016). Cognitive emotion regulation: a review of theory and scientific 

findings. Current Opinion in Behavioral Sciences, 10, 119–124. 

https://doi.org/10.1016/j.cobeha.2016.06.004  

 McRae, K., & Gross, J. J. (2020). Emotion regulation. Emotion, 20(1), 1–9. 

https://doi.org/10.1037/emo0000703 

 Moors, A. (2017). Appraisal Theory of Emotion. In V. Zeigler-Hill & T. K. Shackelford 

(Eds.), Encyclopedia of Personality and Individual Differences (pp. 1–9). Springer 

International Publishing. https://doi.org/10.1007/978-3-319-28099-8_493-1 

http://www.mindgarden.com/
https://doi.org/10.1002/wps.20311
https://amzn.to/3fJ74ll
http://www.theburnoutchallenge.com/
https://doi.org/10.1016/j.cobeha.2016.06.004


104 
 

 Mudallal, R. H., Othman, W. M., & Al Hassan, N. F. (2017). Nurses’ Burnout: The 

influence of leader empowering behaviors, work conditions, and demographic traits. 

INQUIRY: The Journal of Healthcare Organization, Provision, and Financing, 54, 

004695801772494. https://doi.org/10.1177/0046958017724944  

 Muir, K. J., Porat-Dahlerbruch, J., Nikpour, J., Leep-Lazar, K., & Lasater, K. B. (2024). 

Top Factors in Nurses Ending Healthcare Employment Between 2018 and 2021. JAMA 

Network Open, 7(4), e244121. https://doi.org/10.1001/jamanetworkopen.2024.4121 

 Neal M Ashkanasy - Cary L Cooper-Research Companion To Emotion in Organizations-

Edward Elgar (2008) | PDF | Affect (Psychology) | Emotions. (n.d.). Scribd. Retrieved 

July 5, 2023, from https://www.scribd.com/document/395648651/Neal-M-Ashkanasy-

Cary-L-Cooper-Research-Companion-to-Emotion-in-Organizations-Edward-Elgar-2008 

 Nebraska Center For Nursing. (2017). Nebraska’s Multi-Regional Nursing Workforce 

Model, Main Findings 2017-2025. NEBRASKA-Nurse-Workforce-Supply-Demand-

Forecast-2017-2025-Oertwich-Moore-Ramirez-9-26-2018.pdf 

 Nebraska Healthcare Workforce Collaborative, (2025). Nebraska nursing workforce 

shortage. The crisis. 1-12. Click here to access the link. 

 Nowacka, A., Gniadek, A., Micek, A., Świątek, P., Wadas, T., & Wolfshaut-Wolak, R. 

(2025). Occupational Burnout in Nurses and Corporate Employees in Małopolska 

Region, Poland. Healthcare, 13(2), 123. https://doi.org/10.3390/healthcare13020123 

 Nursing Solutions, Inc. (2025). 2025 NSI National Healthcare Retention & RN Staffing 

Report. 

https://www.nsinursingsolutions.com/documents/library/nsi_national_health_care_retenti

on_report.pdf 

https://doi.org/10.1177/0046958017724944
https://doi.org/10.1001/jamanetworkopen.2024.4121
https://www.scribd.com/document/395648651/Neal-M-Ashkanasy-Cary-L-Cooper-Research-Companion-to-Emotion-in-Organizations-Edward-Elgar-2008
https://www.scribd.com/document/395648651/Neal-M-Ashkanasy-Cary-L-Cooper-Research-Companion-to-Emotion-in-Organizations-Edward-Elgar-2008
https://center4nursing.ne.gov/wp-content/uploads/2024/01/NEBRASKA-Nurse-Workforce-Supply-Demand-Forecast-2017-2025-Oertwich-Moore-Ramirez-9-26-2018.pdf
https://center4nursing.ne.gov/wp-content/uploads/2024/01/NEBRASKA-Nurse-Workforce-Supply-Demand-Forecast-2017-2025-Oertwich-Moore-Ramirez-9-26-2018.pdf
https://www.nebraskahospitals.org/file_download/inline/59fe69a8-0508-4580-b2fc-a8fe8c09d0d8#:%7E:text=Factors%20contributing%20to%20this%20shortage,for%20nursing%20education%20and%20training.
https://www.nsinursingsolutions.com/documents/library/nsi_national_health_care_retention_report.pdf
https://www.nsinursingsolutions.com/documents/library/nsi_national_health_care_retention_report.pdf


105 
 

 O’Brien, H., Felmingham, K., Lau, W., & O’Donnell, M. (2025). Developing an 

extended process model of emotion regulation in PTSD. Behaviour Research and 

Therapy, 184, 104668. https://doi.org/10.1016/j.brat.2024.104668 

 Office of the Surgeon General (OSG). (2022). Addressing health worker burnout: The 

U.S. Surgeon General’s advisory on building a thriving health workforce. US 

Department of Health and Human Services. 

http://www.ncbi.nlm.nih.gov/books/NBK595228/ 

  Olderbak, S., Uusberg, A., MacCann, C., Pollak, K. M., & Gross, J. J. (2023). The 

Process Model of Emotion Regulation Questionnaire: Assessing Individual Differences 

in Strategy Stage and Orientation. Assessment, 30(7), 2090–2114. 

https://doi.org/10.1177/10731911221134601 

 Papathanasiou, I. (2015). Work-related Mental Consequences: Implications of Burnout 

on Mental Health Status Among Healthcare Providers. Acta Informatica Medica, 23(1), 

22. https://doi.org/10.5455/aim.2015.23.22-28  

 Patel, E., Munn, L. T., Broyhill, B., & Fraher, E. P. (2024). Drivers of hospital nurse 

practitioner turnover: A national sample survey analysis. Nursing Outlook, 72(4), 

102180. https://doi.org/10.1016/j.outlook.2024.102180 

 Penn, R., Robertson, W., Kindschuh, A., Clark, A., & Zweifel. M. (2021). The physical, 

cognitive, and emotional effects of COVID-19 on infected compared to non-infected 

healthcare personnel in a healthcare system.  [Unpublished manuscript]. Nebraska 

Methodist Health System. 

https://doi.org/10.5455/aim.2015.23.22-28


106 
 

 Pittman, P. (2019). Activating Nursing to Address Unmet Needs in the 21st Century. 

Health Policy and Management Faculty Publications. "Activating Nursing to Address 

Unmet Needs in the 21st Century" by Patricia Pittman 

 Porges, S. W. (1997). Emotion: An Evolutionary By‐Product of the Neural Regulation of 

the Autonomic Nervous Systema. Annals of the New York Academy of Sciences, 807(1), 

62–77. https://doi.org/10.1111/j.1749-6632.1997.tb51913.x 

 Purvanova, R. K., & Muros, J. P. (2010). Gender differences in burnout: A meta-

analysis. Journal of Vocational Behavior, 77(2), 168–185. 

https://doi.org/10.1016/j.jvb.2010.04.006 

 Ribeiro, A. I., Triguero-Mas, M., Jardim Santos, C., Gómez-Nieto, A., Cole, H., 

Anguelovski, I., Silva, F. M., & Baró, F. (2021). Exposure to nature and mental health 

outcomes during COVID-19 lockdown. A comparison between Portugal and Spain. 

Environment International, 154, 106664. https://doi.org/10.1016/j.envint.2021.106664 

 Rizzo, A., Yıldırım, M., Öztekin, G. G., Carlo, A. D., Nucera, G., Szarpak, Ł., Zaffina, 

S., & Chirico, F. (2023). Nurse burnout before and during the COVID-19 pandemic: a 

systematic comparative review. Frontiers in Public Health, 11, 1225431. 

https://doi.org/10.3389/fpubh.2023.1225431 

 Rudman, A., Arborelius, L., Dahlgren, A., Finnes, A., & Gustavsson, P. (2020). 

Consequences of early career nurse burnout: A prospective long-term follow-up on 

cognitive functions, depressive symptoms, and insomnia. EClinicalMedicine, 27, 100565. 

https://doi.org/10.1016/j.eclinm.2020.100565 

 Sarker, R., Roknuzzaman, A. S. M., Nazmunnahar, Shahriar, M., Hossain, Md. J., & 

Islam, Md. R. (2023). The WHO has declared the end of pandemic phase of COVID‐19: 

https://hsrc.himmelfarb.gwu.edu/sphhs_policy_facpubs/963/
https://hsrc.himmelfarb.gwu.edu/sphhs_policy_facpubs/963/
https://doi.org/10.3389/fpubh.2023.1225431


107 
 

Way to come back in the normal life. Health Science Reports, 6(9), e1544. 

https://doi.org/10.1002/hsr2.1544 

Schafer, J., Vogel, M., Grell, T., Paez, M., & Parker, A. (2024). 2023 Status of the 

Nebraska Healthcare Workforce. University of Nebraska Medical Center, University of 

Nebraska at Omaha, Center for Public Affairs Research. 1-37. 

https://www.unmc.edu/familymed/_documents/ahec/healthcare-workforce-2024.pdf 

 Schmidt, S., Tinti, C., Levine, L. J., & Testa, S. (2010). Appraisals, emotions and 

emotion regulation: An integrative approach. Motivation and Emotion, 34(1), 63–72. 

https://doi.org/10.1007/s11031-010-9155-z  

 Schoenmakers, E. C., Van Tilburg, T. G., & Fokkema, T. (2015). Problem-focused and 

emotion-focused coping options and loneliness: how are they related? European Journal 

of Ageing, 12(2), 153–161. https://doi.org/10.1007/s10433-015-0336-1   

 Shah, M. K., Gandrakota, N., Cimiotti, J. P., Ghose, N., Moore, M., & Ali, M. K. (2021). 

Prevalence of and Factors Associated With Nurse Burnout in the US. JAMA Network 

Open, 4(2), e2036469. https://doi.org/10.1001/jamanetworkopen.2020.36469 

 Shin, H., Park, Y. M., Ying, J. Y., Kim, B., Noh, H., & Lee, S. M. (2014). Relationships 

between coping strategies and burnout symptoms: A meta-analytic approach. 

Professional Psychology: Research and Practice, 45(1), 44–56. 

https://doi.org/10.1037/a0035220 

 Shiyanbola, O. O., Rao, D., Bolt, D., Brown, C., Zhang, M., & Ward, E. (2021). Using 

an exploratory sequential mixed methods design to adapt an Illness Perception 

Questionnaire for African Americans with diabetes: the mixed data integration process. 

https://doi.org/10.1007/s11031-010-9155-z
https://doi.org/10.1007/s10433-015-0336-1


108 
 

Health Psychology and Behavioral Medicine, 9(1), 796–817. 

https://doi.org/10.1080/21642850.2021.1976650 

 Sihvola, S., Kvist, T., & Nurmeksela, A. (2022). Nurse leaders’ resilience and their role 

in supporting nurses’ resilience during the COVID‐19 pandemic: A scoping review. 

Journal of Nursing Management, 30(6), 1869–1880. https://doi.org/10.1111/jonm.13640 

 Smith, J. G., Plover, C. M., McChesney, M. C., & Lake, E. T. (2019). Isolated, Small, 

and Large Hospitals have Fewer Nursing Resources than Urban Hospitals: Implications 

for Rural Health Policy. Public Health Nursing (Boston, Mass.), 36(4), 469–477. 

https://doi.org/10.1111/phn.12612 

 Sperling, D. (2024). “They choke to death in front of your very eyes”: nurses’ lived 

experiences and perspectives on end-of-life care during COVID-19. BMC Palliative 

Care, 23(1), 35. https://doi.org/10.1186/s12904-024-01352-3 

 Srivastava, S., Tamir, M., McGonigal, K. M., John, O. P., & Gross, J. J. (2009). The 

Social Costs of Emotional Suppression: A Prospective Study of the Transition to College. 

Journal of Personality and Social Psychology, 96(4), 883–897. 

https://doi.org/10.1037/a0014755  

 Stafford, J. L., Leon-Castelao, E., Klein Ikkink, A. J., Qvindesland, S. A., Garcia-Font, 

M., Szyld, D., & Diaz-Navarro, C. (2021). Clinical debriefing during the COVID-19 

pandemic: hurdles and opportunities for healthcare teams. Advances in Simulation, 6(1), 

32. https://doi.org/10.1186/s41077-021-00182-0  

 Strout, K., Schwartz-Mette, R., McNamara, J., Parsons, K., Walsh, D., Bonnet, J., 

O’Brien, L. M., Robinson, K., Sibley, S., Smith, A., Sapp, M., Sprague, L., Sabegh, N. 

S., Robinson, K., & Henderson, A. (2023). Wellness in Nursing Education to Promote 

https://doi.org/10.1186/s12904-024-01352-3
https://doi.org/10.1037/a0014755


109 
 

Resilience and Reduce Burnout: Protocol for a Holistic Multidimensional Wellness 

Intervention and Longitudinal Research Study Design in Nursing Education. JMIR 

Research Protocols, 12, e49020. https://doi.org/10.2196/49020 

 Sullivan, V., Hughes, V., Wilson, D. R. (2022). Nursing Burnout and Its Impact on 

Health Nursing Clinics. Nursing Clinic, 57(1), 153 – 169. Nursing Burnout and Its 

Impact on Health - Nursing Clinics 

 Sun, N., Wei, L., Shi, S., Jiao, D., Song, R., Ma, L., Wang, H., Wang, C., Wang, Z., 

You, Y., Liu, S., & Wang, H. (2020). A qualitative study on the psychological experience 

of caregivers of COVID-19 patients. American Journal of Infection Control, 48(6), 592–

598. https://doi.org/10.1016/j.ajic.2020.03.018 

 Tamata, A. T., & Mohammadnezhad, M. (2023). A systematic review study on the 

factors affecting shortage of nursing workforce in the hospitals. Nursing Open, 10(3), 

1247–1257. https://doi.org/10.1002/nop2.1434 

 Thomas, A. O., Bakas, T., Miller, E., Johnson, K., & Tubbs-Cooley, H. L. (2022). 

Burnout and Turnover among NICU Nurses. MCN: The American Journal of 

Maternal/Child Nursing, 47(1), 33–39. https://doi.org/10.1097/NMC.0000000000000780 

 Times, T. N. Y. (2020, April 1). Nebraska Coronavirus Map and Case Count. The New 

York Times. https://www.nytimes.com/interactive/2023/us/nebraska-covid-cases.html  

 Tugade, M. M., & Fredrickson, B. L. (2007). Regulation of positive emotions: Emotion 

regulation strategies that promote resilience. Journal of Happiness Studies, 8(3), 311–

333. https://doi.org/10.1007/s10902-006-9015-4 

 Turnbach, E., Coates, L., Vanek, F. D., Cotter, E., Pogue, C. A., Clark, R. R. S., Aiken, 

L. H., Aiken, L. H., McHugh, M. D., Cleary, M., Ley, C., Borchardt, C. J., Brant, J. M., 

https://www.nursing.theclinics.com/article/S0029-6465(21)00104-3/abstract
https://www.nursing.theclinics.com/article/S0029-6465(21)00104-3/abstract
https://doi.org/10.1016/j.ajic.2020.03.018
https://www.nytimes.com/interactive/2023/us/nebraska-covid-cases.html
https://doi.org/10.1007/s10902-006-9015-4


110 
 

Turner, B. L., Leimberger, A. E., Waterman, K., Coleman, B. L., Albert, N. M., Stewart, 

C., … Whade, J. J. (2024). Emergency Nurses’ Well-Being in Magnet Hospitals and 

Recommendations for Improvements in Work Environments: A Multicenter Cross-

Sectional Observational Study. Journal of Emergency Nursing, 50(1), 153–160. 

https://doi.org/10.1016/j.jen.2023.06.012 

 USAFacts. (2025). Nebraska coronavirus cases and deaths. (2025, March 25). 

https://usafacts.org/visualizations/coronavirus-covid-19-spread-map/state/nebraska/ 

 Villarante, D. M., O’Donoghue, S. C., Medeiros, M., Milton, E., Walsh, K., 

O’Donoghue, A. L., Celi, L. A., Hayes, M. M., & Dilibero, J. (2023). A National Survey 

of Stress and Burnout in Critical Care Nurses: A Prepandemic Study. Dimensions of 

Critical Care Nursing, 42(5), 248–254. https://doi.org/10.1097/DCC.0000000000000598 

 Wang, Y.-X., & Yin, B. (2023). A new understanding of the cognitive reappraisal 

technique: an extension based on the schema theory. Frontiers in Behavioral 

Neuroscience, 17, 1174585. https://doi.org/10.3389/fnbeh.2023.1174585  

 Werner, K., & Gross, J. J. (2010) Emotion regulation and psychopathology: A 

conceptual framework. In Emotion regulation and psycho- pathology: A transdiagnostic 

approach to etiology and treatment, Kring AM, Sloan DM (Eds.) 13–37 (Te Guilford 

Press, Newyork). https://stoptransingkids.wordpress.com/wp-

content/uploads/2019/12/emotion-regulation-and-psychopathology-book.pdf  

 Westermann, C., Kozak, A., Harling, M., & Nienhaus, A. (2014). Burnout intervention 

studies for inpatient elderly care nursing staff: Systematic literature review. International 

Journal of Nursing Studies, 51(1), 63–71. https://doi.org/10.1016/j.ijnurstu.2012.12.001  

https://doi.org/10.1016/j.jen.2023.06.012
https://doi.org/10.3389/fnbeh.2023.1174585
https://stoptransingkids.wordpress.com/wp-content/uploads/2019/12/emotion-regulation-and-psychopathology-book.pdf
https://stoptransingkids.wordpress.com/wp-content/uploads/2019/12/emotion-regulation-and-psychopathology-book.pdf
https://doi.org/10.1016/j.ijnurstu.2012.12.001


111 
 

 Weston, E. (2024, November 1). Cost of Nurse Turnover in Healthcare Facilities - 

NurseRegistry. https://www.nurseregistry.com/blog/cost-of-nurse-turnover 

 Williamson, K., Lank, P. M., Cheema, N., Hartman, N., Lovell, E. O., & Emergency 

Medicine Education Research Alliance (EMERA). (2018). Comparing the Maslach 

Burnout Inventory to Other Well-Being Instruments in Emergency Medicine Residents. 

Journal of Graduate Medical Education, 10(5), 532–536. https://doi.org/10.4300/JGME-

D-18-00155.1 

  Wilson, J., & Kirshbaum, M. (2011). Effects of patient death on nursing staff: a 

literature review. British Journal of Nursing, 20(9), 559–563. 

https://doi.org/10.12968/bjon.2011.20.9.559 

  Wong, A. H., Roppolo, L. P., Chang, B. P., Yonkers, K. A., Wilson, M. P., Powsner, S., 

& Rozel, J. S. (2020). Management of Agitation During the COVID-19 Pandemic. The 

Western Journal of Emergency Medicine, 21(4), 795–800. 

https://doi.org/10.5811/westjem.2020.5.47789 

  World Health Organization (2019). Burn-out an “occupational phenomenon”: 

International Classification of Diseases. (n.d.). Retrieved May 22, 2025, from 

https://www.who.int/news/item/28-05-2019-burn-out-an-occupational-phenomenon-

international-classification-of-diseases 

 World Health Organization (2025). Coronavirus disease (COVID-19) pandemic. (n.d.). 

Retrieved May 20, 2025, from https://www.who.int/europe/emergencies/situations/covid-

19 

 World Health Organization (2025). Coronavirus. (n.d.). Retrieved May 20, 2025, from 

https://www.who.int/health-topics/coronavirus 

https://www.who.int/europe/emergencies/situations/covid-19
https://www.who.int/europe/emergencies/situations/covid-19


112 
 

 You, X., Huang, J., Wang, Y., & Bao, X. (2015). Relationships between individual-level 

factors and burnout: A meta-analysis of Chinese participants. Personality and Individual 

Differences, 74, 139–145. https://doi.org/10.1016/j.paid.2014.09.048 

 Younas, A., Pedersen, M., & Inayat, S. (2023). Practical strategies to identify and 

address discordant findings in mixed methods research. Research Methods in Medicine & 

Health Sciences, 4(1), 24–33. https://doi.org/10.1177/26320843221122342 

 Zhang, H., Hoe, V. C. W., & Wong, L. P. (2024). The association between burnout, 

perceived organizational support, and perceived professional benefits among nurses in 

China. Heliyon, 10(20), e39371. https://doi.org/10.1016/j.heliyon.2024.e39371 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://doi.org/10.1177/26320843221122342
https://doi.org/10.1016/j.heliyon.2024.e39371


113 
 

List of Figures 

Figure 1 
 

 Process Model of Emotional Regulation Strategies  

 

Note. Adapted from Gross, 1998, p. 226 Copyright by the American Psychological Association 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



114 
 

 

Figure 2 
 

 Phase Theories of Burnout  

 

Note. Adapted from Hillert et al, 2020, p. 4  

 

 

 

 

 
 

 

 

 

 

 

 



115 
 

Figure 3 
 

Areas of Worklife  

 

 

 

 

 

 

 

Note. Adapted from Maslach & Leiter, 2022, copyright by the authors 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Worklife Mismatches 

Workload 

Control 

Reward 

Community 

Fairness 

Values 

Burnout 

Exhaustion 

Cynicism 

Efficacy 



116 
 

Figure 4 
 
External (environmental) and Internal (personality-related) Etiological Factors for Burnout 

 

Note. Adapted from Hert, 2020, p. 176  
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Figure 5a 

Application of Extended Process Model of Emotion Regulation Framework on PTSD  

• Modified version by O’Brien et al., 2025 
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Extended Emotional Regulation Process Model 

• Modified version by McRae & Gross (2020), p. 2. 
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Figure 8  
 
Conceptual Framework: The Adaptation of the System Model of Clinician Burnout and 
Professional Well-being with Modification, including the Six Areas of Worklife and Extended 
Process Model of Emotion Regulation.  
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The Extended Process Model of Emotion Regulation (McRae & Gross, 2020, p. 2)   

 

 

 

 

 



121 
 

Figure 9 
 

Exploratory Sequential Mixed Methods Design Approach  

 

 

Note. Adapted from Shiyanbola et al, 2021, p. 800, and modified for the purposes of this study. 
Copyright by the authors. 
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Nebraksa

Bivariate analysis (correlation analysis,
ANOVA), multivariate regression analysis, and
stratified analysis

Data analysis, item correlations

Items in quantitative instrument measured and
compared with qualitative findings on acute
care nurses’ burnout and emotional regulation
strategies.

Explore the extent to which qualitative
findings were integrated
Evaluate congruence, expansion, or
contradiction between Qual and QUANT
data

A
im

 1
A
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Procedures Products
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Figure 10   
 

Building Approach in Mixed-methods Instrument Development Design  

 

Note. Adapted from Younas et al., 2020, p. 2201.   
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List of Tables 

 

Table 1 
 

Individual Modulators of Burnout* 

 

* With the exception of reappraisal which is a form of an emotion-focused coping strategy and 
approach focused coping strategies that have been reported as protectors of burnout (Edu-Valsania 
et al., 2022) 

Note. Adapted from Edu-Valsania et al., 2022, p. 9. Copyright by the authors 
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Table 2  
 

Five Families of Emotional Regulation Strategies, Strategy, and Tactics  

 

Note. Adapted from McRae & Gross, 2020, p. 3. Copyright by the American Psychological 
Association 
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Table 3 
 

COVID-19 cases in Nebraska 

Surge in COVID-19 Cases in Nebraska (USA Facts, 2025; The New York Times, 2020) 

MM/DD/YY New 
cases 

Daily 
average 
in cases 

Hospitalized Admitted 
in ICU 

New 
Deaths  

Daily 
average 
in 
deaths 

Oct 1, 2020 440 408 265 85 4 2.7 
Nov 17, 2020 2,098 2,295 940 226 22 12 
Jan 6, 2021 1558 1034 564 136 9 15 
Mar 31, 2021 439 316 124 40 1 5.4 
Dec 25, 2021 775 0 505 153 0 5.0 
Jan 20-21, 
2022 

5, 315 4,444 734 163 0 5.0 

Mar 23-24, 
2022 

0 41 126 19 2 1.0 

 

Note. Adapted from USA Facts, 2025; The New York Times, 2020. 

Nebraska, United States, experienced its first COVID-19 wave/surge (i.e., an 
increase in COVID-19 cases) from October 1, 2020, through March 31, 2021, and second 
wave from December 25, 2021, until March 2022 (The New York Times, 2020, USA Facts, 
2025). As shown in Table 1, the daily count of new cases, average number of cases, number 
of COVID-19 patients being hospitalized, admitted into the Intensive Care Unit, new death, 
and average of deaths seemed to be more in each of these parameters during the first wave 
compared to the second. Another observation was on the age of the daily new admissions 
that was highest among 70+ year olds (with 40 daily admissions per 100,000) followed by 
60-69 years of age with daily admission of 20 per 100,000 and those in 50-59 range 
compared to those under 18 or between 18-29, or 30-39 age groups.  
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Table 4  
 

Interview Guide for Phenomenological Study 
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Table 5 
 

 Codebook Developed for Analyzing Phenomenological Research Data 

Parent Code Description Child Code Description 

Participant 
Characteristics 

Apply this code to answer the initial 
background questions at the beginning of 
the interview. This includes demographics 
(race, age, gender, marital status, years of 
profession as a Registered Nurse (RN), 
levels of education (RN-BSN, MSN, or 
DNP), RN Work Settings (hospitals, 
clinic, nursing home, home health, hospice 
care, assisted living, urgent care, etc.), 
RNs position (staff nurse, nurse manager, 
APRN, Case Manager, faculty, 
informatics/nursing system, consultant, 
patient educator, nurse researcher, other),  
place of work (Nebraska or outside of 
Nebraska),  RNs practice foci (acute care, 
surgery/perioperative, gerontology, 
emergency/trauma, orthopedics, mental 
health, pediatrics, critical care/step down, 
obstetrics/new born, hospice/palliative 
care, etc.).  

    

Context conditions Apply this code for excerpts where the 
respondents share the general context of 
the overall situation. It is a general catch-
all for text that is not covered by the rest of 
the codebook. "tell me what is 
happening?" 

    

Positive emotions 
and/or pleasant 
remembrance and 
reflection  

Apply this code to descriptions of 
emotions experienced by respondents 
while delivering care to capture any 
underlying situations/facilitators that 
contributed to positive emotions: such as 
joy, happiness, high self-esteem, and 
pleasant emotional experiences (for 
example, receiving donations/help, hope, 
appreciation). 

    

Negative emotions 
and/or unpleasant 
remembrance and 
reflection 

Apply this code to descriptions of 
emotions experienced by respondents 
while delivering care to capture any 
underlying situations/factors/facilitators  
that contributed negative emotions such as 
anger, sadness, anxiety and/or unpleasant 
experiences/ excerpts where respondents 
discuss thoughts of doing things contrary 
to nursing belief, contrary to personal 
belief, helplessness, hopelessness, shame, 
feeling distanced, loss of compassion, 
emotional exhaustion, lack of empathy,   
emptiness; worthlessness, guilt, irritability, 
frustration,  nervousness, agitation or 
restlessness panic, and burnout. 
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Other influencing 
factors  

Apply this code for any excerpts where the 
discussion is on perceptions of societal 
attitudes on COVID-19 disease, such as 
the influence of media, influence of 
politics, etc., that nurses experienced 
delivering care during early pandemic in 
2020 and now. Any stigma that are/were 
faced by respondents during this 
timeframe while delivering care to patient; 
or stigma that exists in the community. 

 Influence of 
Politics/Media  

Apply this code for any excerpt 
where respondents discuss the 
influence of politics and media and 
how it affected them emotionally 
and affected the way they provided 
care to the patients.  

    Influence of 
Personal Issues  

Apply this code for any excerpts 
where respondents discuss the 
influence of personal issues 
(example, divorce, sick family, 
death, feeling isolated etc.)  while 
providing care. Indicate if 
experiencing personal issues 
impacted their emotional 
regulation strategies.  

Support systems Apply codes to excerpts that indicate 
support from organizational staff or 
relationships or other emotion-focused 
strategies, expressions of emotional 
support, the absence of distress, a stress-
free experience/life. 

External 
support 
(supportive 
staff, 
supportive 
family/friends) 

Apply this code whenever 
respondents discuss the presence or 
absence of supportive 
organizational staff, for e.g., 
supervisor's support or co-worker's 
support, or "supportive 
friends/family relationships, 
turning to religion - whenever 
respondents refer to God or any 
other divine/religious source as a 
way of self-assurance. 

    Internal support  Apply this code when an individual 
discuss coping strategies (sports; 
playing athletic games), listening 
to music; going to sleep; sitting 
alone or seeking solitude; 
meditating,  positive reframing of 
problem, creates a solution to 
removing the stress: taking action; 
studying; distracting oneself. 

Regulating emotions 
(based on the Process 
Model) 

Apply this code to descriptions of 
managing emotions experienced by 
respondents while delivering care; this 
code will capture any strategies the 
respondents used for managing their 
emotions, especially cognitively.  Where 
one is clearly expressing reappraising a 
situation or cognitively deploying attention 
to other tasks or different thought process 
for reappraisal and suppression. Clear 
expressions of emotional strategies to 
reappraise a situation and suppress a 
behavior.  

Cognitive - 
reappraisal  

Apply this code to excerpts where 
respondents discuss cognitive 
ability to assess the underlying 
situation. These can include: past 
experiences of similar situation, or 
experience as a nurse in responding 
to situations, or thinking positively 
and not too much or ruminating; 
and showing up at work/being 
resilient, no negative or intrusive 
thoughts; inner critic; fixating on 
lessons learned in past; alert 
concentration; not worrying too 
much, or ability to stop worrying; 
interest or pleasure in daily 
activities; not being under mental 
pressure or pressure; etc. 

  Suppression  Apply this code to excerpts where 
respondents discuss suppressing 
behavior: These can include 
persistent feelings of suppressing 
emotional outburst such as crying, 
sadness, hopelessness; emptiness; 
worthlessness; guilt; irritability, 
frustration, anger over small 
things; feelings of nervousness, 
agitation or restlessness; feelings 
of impending danger; panic; 
anxiety due to uncertainty, etc.    
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Health impacts Apply this code for any descriptions of 
respondents recognizing, managing, and 
expressing their physical and 
mental/emotional health. Physical signs 
and symptoms include: bodily weakness; 
changes in appetite; changes in sleeping 
patterns, consuming alcohol unlike the 
usual intake, insomnia, substance abuse; 
smoking; trouble falling asleep or sleeping 
too much; low energy or fatigue; bodily 
aches or pains; trouble breathing; 
increased heart rate; depression 

    

Other experiences  Apply this code for any descriptions of 
respondents sharing other experiences such 
as purpose of being in the job, or feeling 
isolated, impact of being in 
school/academics while working or other 
experiences not covered  

Beyond 
financial 
reasons 

Apply this code if the respondent 
talks about being in the nursing 
profession beyond financial 
reasons, such as professional pride. 

    Academic 
issues  

Apply this code to excerpts where 
respondents discuss academic 
issues such as pressure to perform; 
failing or performing poorly in 
studies; academic pressure; school 
punishment; etc., that affected the 
way the respondent negatively or 
positively while providing care.  

Work-related issues Apply this code on excerpts where the 
respondents describe the do's and don't's at 
work, anything related to availability of 
infrastructure, training, PPEs, etc. both 
positive and negative work-related issues.  

    

Recommendations Apply this code to excerpts where 
respondents describe recommendations to 
prepare for pandemic in the future or to 
improve the emotional health of nurses.  
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Table 6 
 

Colaizzi Method for Data Analysis in Phenomenological Research  

 

 

 

Note. Adapted from Knaack, 1984, p. 111-112. 
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Table 7 
 

Building Approach - Examples of Converting Participating Quotes into Instrument Items 

Items identified 
from the 
qualitative phase – 
Phenomenological 
research 

Qualitative themes and quotes Quantitative survey items 

Workload  The patients were constantly rolling in 
from the other floor and they were 
short-staffed and did not have the beds 
to admit them. One participant felt that 
the organization simply cared about the 
money and not the nurses being happy. 
(ID013) 
 

Item # 13  
How many hospital beds did your 
primary place of employment have 
between October 1, 2020 – March 31, 
2021? 

 Theme: “Powering through” 
- Short staffed 

The dementia patient died alone. I just 
felt horrible because I wasn't in there 
with her, and the other nurse was too 
busy, and we couldn't be in there with 
her, either, so she died alone, probably 
died scared, and it just burned like a hole 
in my soul, because, you know, you 
always, if your patients dying like the 
first role they teach you is don't leave 
them. Stay with them, and I would we 
couldn't do that. There was no extra staff 
we had. (ID07) 

Item #14 
Were your nurse/patient ratios higher 
in at least one of the organizations you 
were part of between October 1, 2020 
- March 31, 2021compared to what it 
was pre-pandemic? 

Support  Theme: Employee Assistance Program 
(EAP) and debriefing  
 
Most of the employers were receptive to 
the needs of the participants and offered 
EAP services. Six participants found 
EAP services helpful. One of the 
participants appreciated what the 
counselor said. 
 
Was I hijacking the emotions of the 
people around me? And was I displaying 
that? Or was that really my own feelings. 
(ID09) 
 

Item #15-1  
I participated in the Employee 
Assistance Program  

 Theme: Employee Assistance Program 
(EAP) and debriefing  
 
As caregivers, we did not get a whole 
lot of closure, because we could not talk 
to the families when someone passed 
away (ID01). 
 

Item #15-2 
I participated in the debriefing session 
held daily or after a trauma/sudden 
demise of a COVID-19 patient.  
 



132 
 

 Theme: “Band-aid together” (Co-
worker’s support) 

Even though I’m scheduled for 8-12 
hours, if we are in weeds, or my co-
workers are drowning, and it’s so busy 
that I’m not going to leave them. Being 
an Eagle Scout, as part of the Boys 
Scout, when you leave a place, make it 
look better than when you left it. Because 
I want to leave it better looking than 
when I arrived. (ID02) 
 
Theme: Other support (friends, family, 
therapist, community, etc.) 
Having family or a spouse to speak with 
was helpful for most of the participants 
who shared their daily experiences, 
their feelings, and frustrations 

Item #15-3 
I reached out to my 
family/friend/spouse/partner/co-
worker 

 Theme: Other support (friends, family, 
therapist, community, etc.) 
I did early, not early on, probably a year 
ago or so. I asked my doctor if I could 
get started on antidepressants, and so 
trial and error of that it’s also really 
helped me kind of come back to being 
willing to feel my emotions. (ID11) 
 
 

Item #15-4 
I reached out to a mental healthcare 
provider 

 Theme: Nurse 
Manager/Supervisor/Leader support 

I will say, though, that the hospital 
eventually, the director stepped in and 
started to make changes. But at this 
point we were already six months in, and 
we were all extremely burnt out, and it 
was kind of like that's too late. I will tell 
you that there is nobody on that unit still 
today that went through what we went 
through. We all left. Every single one of 
us is gone from that unit. The leadership 
is what I think failed us on the unit. 
(ID08) 
 
Theme: “Nightmare…long-drawn-out” 
treatment (Clinical support) 

It was a nightmare when we didn’t have 
any treatments. (ID07) 
 

Item #16 
What help would you need to feel 
supported in your work? 
Open comment: 

Emotional 
Regulation 
Strategy 

Themes: “Showing up,” “tucked 
emotions”  
A few accepted the situation as it was. 
A few began distancing themselves 
from the patients to prevent any 
attachment. 

Item #20 – Item #29 incorporating the 
Emotional Regulation Questionnaire 
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Burnout  Theme: Burnout 
Three participants clearly stated the term 
“burnout.” While others expressed 
exhaustion both physically and 
mentally. A few felt unaccomplished at 
work. 
 
So, prevention is the biggest thing that 
any nurse can do. But as nurses we don't 
really have control over that. We don't 
have control over the ability to stop our 
own burnout other than leaving and 
going somewhere else. Because it really 
stems from the situation that the 
administration is going to put you in. 
(ID08). 
 
I think everything would have been a lot 
easier. Our things would have been 
better if there were better patient 
outcomes like the moral in the story. If 
the patient’s outcomes were better, I 
think that there wouldn't have been as 
much burnout and there wouldn't be as 
much emotional distress among nurses. 
(ID013) 

Item #31 – Item #52 incorporating the 
Maslach Burnout Inventory for 
Medical Personnel.  
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Table 8  
 

Demographic Characteristics of Thirteen Nurses in the Phenomenological Study (N=13) 

Variables N 
Gender Male 2 

Female 11 
Age (years) 20-29 2 

30-39 7 
40-49 3 
50-59 1 

Race Hispanic or Latino 1 
Non-Hispanic White 12 

Work experience Less than 2 years 0 
2-5 years 3 
6-10 years 5 
11-20 years 3 
21-30 years 2 
More than 30 years 0 

Hours work/week Less than 20 hours/week 
(Part time) 

2 

Between 20 - 40 hours/week 
(Full time) 

11 

More than 40 hours/week 1 
Department Emergency Department 4 

Medical Surgical/Step-down 
Unit 

3 

Critical Care/Intensive Care 
Unit 

5 

Outpatient/Scheduling 1 
Education (pursuing) RN-BSN 1 

MSN 6 
DNP 5 

Primary location/State for 
Work 

Nebraska 12 
Other (travel nurse) 1  
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Table 9 
 

Descriptive Characteristics of the Study Participants in the Cross-Sectional Study between 
October 1, 2020 – March 31, 2021. 
 

Selected sample characteristics mean (SD) n(%)  
Emotional exhaustion 36.96(12.17) .. 
Depersonalization level 14.55(7.14) .. 
Personal accomplishment 32.11(7.97) .. 
Emotional exhaustion level 

  

   Low .. 39(11) 
   Medium .. 33(9) 
   High .. 294(80) 
Depersonalization level 

  

   Low .. 46(13) 
   Medium .. 52(14) 
   High .. 268(73) 
Personal accomplishment level 

  

   Low .. 188(51) 
   Medium .. 111(30) 
   High .. 67(18) 
Predictor: 

  

   Cognitive reappraisal 29.88(6.04) .. 
   Expressive Suppression 15.59(5.17) .. 
Covariates 

  

Age 
  

   20-29 .. 84(23) 
   30-39 .. 125(34) 
   40-49 .. 92(25) 
   50-59 .. 38(10) 
   60-69 .. 27(7) 
Gender 

  

   Female .. 326(90) 
   Male .. 36(10) 
Race 

  

   Hispanic or Latino .. 7(2) 
   Non-Hispanic White .. 340(93) 
   Non-Hispanic Black or African American .. 4(1) 
   American Indian or Alaska Native .. 1(0.27) 
   Asian .. 7(2) 
   Other race .. 6(2) 
Hospital beds at the primary place of employment have between 
October 1, 2020 - March 31, 2021. 
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   Less than or equal to 25 beds .. 87(24) 
   26-100 beds .. 72(20) 
   101-250 beds .. 77(21) 
   More than 251 beds .. 128(35) 
Average combined number of hours worked during a typical week 
between October 1, 2020 - March 31, 2021. 

  

   Less than 20 hours/week .. 5(1) 
   Between 20 - 40 hours/week .. 205(57) 
   More than 40 hours/week .. 155(42) 
Years worked as a Registered Nurse as of March 31, 2021 

  

   Less than 2 years .. 52(14) 
   2-5 years .. 68(19) 
   6-10 years .. 92(25) 
   11-20 years .. 88(24) 
   21-30 years .. 31(8) 
   More than 30 years .. 34(9) 
Number of organizations (acute care or critical care or emergency 
department) worked between October 1, 2020 - March 31, 2021. 

  

   1 Organization .. 298(81) 
   2 Organizations .. 57(16) 
   More than 2 Organizations .. 11(3) 
Worked more than 40 hours per week in 1 organization 

  

   No .. 12(8) 
   Yes .. 141(92) 
Department worked predominantly 

  

   Emergency Department .. 82(23) 
   Medical Surgical/Step-down Unit .. 166(46) 
   Critical Care .. 115(32) 
Nurse/Patient ratios higher in at least one of the organizations you 
worked 

  

   No .. 100(27) 
   Yes .. 265(73) 
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Table 10 
 

Phenomenological Study Theme Clusters and Themes 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Theme Clusters Themes 
Emotional experiences 
adapting to new 
arrangements/protocols 

Modifying areas/rooms 
Enforcing strict COVID-19 testing policies for 
patients and caregivers 
Requiring full PPEs 
 

Emotional experiences 
providing care to COVID-19 
patients and interaction with 
their families 

Patients “paralyzing, proning, entering the death 
chamber” 
“Spinning your wheels but nothing is actually 
changing” 

Emotional challenges 
providing care to COVID-19 
patients 

“Powering through” 
Shortages in supplies affecting care 
Fear of getting infected or infecting families 
“Completely alone” 
Influence of news, media, and politics on providing 
care to COVID-19 patients 

Actions taken to manage 
emotions for providing care 
to COVID-19 patients 

Showing up 
Tucked emotions 
Switched departments 
Support with managing emotions 
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Table 11 
 

Social Support Systems used by the Participants  

 EAP Nurse 
Supervisor/ 
Leader 

Clinical 
help 

Co-
worker  

Family/ 
Spouse 

Medical 
Provider 

ID01 •   •  •  •   
ID02 •  •   •  •   
ID03 •    •  •  •  
ID04  •   •  •   
ID05 •     •   
ID06 •  •   •    
ID07 •   •  •  •   
ID08  •  •  •    
ID09 •  •  •  •  •  •  
ID10 •   •  •  •   
ID11 •  •  •  •    
ID12  •   •  •   
ID13 •   •  •   •  
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Table 12 
 

Joint Display of Qualitative and Quantitative findings on a few Occupational Stressors (Workload 
and Support) and Individual Factors (such as Emotional Regulation Strategies) on Burnout (both 
statistical results and open-ended comment/quotes)  

Occupational Stressors 

Potential 
stressors/ 
drivers of 
Burnout 

Qual data (themes or sub themes and quotes) Quant data (p values) 

Workload*  Shortages in staffing:  
 
Theme “Powering through” 

We were drowning as nurses that worked at 
the COVID unit. And then, when we were 
asked to rotate out of the COVID unit, the 
other nurses didn't want to float to the unit. 
So, it literally was us just surviving in the unit. 
It was difficult. (ID08) 

Shortages in staff impacted the patient-to-
nurse ratio when one nurse reported the 
patients increased to 23 when the healthcare 
facility could only hold 8 patients with less 
than 6 nurses to provide care.  

A few people were out with COVID, and that 
adds to the shortage of nurses as well. But you 
know you just power through, and you take 
care of them, and you get things done. I mean 
by the end of the day. You're like I don't know 
if I charted on those patients, right? I hope I 
did. But at least they're all still alive after I got 
taken care of them, you just don't feel good at 
the end of the day after doing something that 
you're not normally doing. You felt like you 
didn't do your best job. (ID012)  
 
The nurse stated that the organization needed 
to focus on the nurses and realize that they 
don’t have the capability of taking another 
patient right now. (ID013) 
 
A few participants were overworked and 
attended two emergencies simultaneously due 
to staffing shortages. That left participant 
feeling helpless, unable to assuage the sadness 
of the bereaved family, and unable to fix the 
situation.  

Nurse-patient-ratio (item #14) 
Descriptive analysis: Yes = 265 (73%), 
No = 100 (27%) 
Bivariate analysis: nurse-patient ratio 
was statistically significantly associated 
with emotional exhaustion and 
depersonalization (p < .05) 
Multivariate regression analysis: nurse-
patient ratio was statistically 
significantly associated with emotional 
exhaustion (b = 7.88, SE = 1.35, p < .05) 
and depersonalization (b = 3.58, SE = 
0.81, p < .05) after controlling for 
covariates (demographic and work-
related variables) and support. 
Open comments: Quotes (approximately 
40 participants commented on 
improving nurse-patient ratios. A few 
quotes are provided here:  
 

- “Mandated ratios” (item#16) 
 

- “Lower patient ratios. Now, we 
get covid patients along with all 
our other patients, not in 
negative pressure rooms, and 
ratios are still 6:1” (item#16) 
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 Working extra hours/overtime 
 
Theme: “Nurse Manager/Supervisor/Leader 
support” 
 
A few participants were required to work 
overtime. One of the participants felt 
disheartened because of being forced to come 
to work to make up for the staffing shortages 
instead of hiring staff or choosing someone 
else who was willing to work the extra shift 
(ID02). Nurse and her co-workers were 
working extra hours/overtime to help each 
other a lot during the pandemic due to staff 
shortages (ID09). 
 

Worked more than 40 hours per week in 
one organization (item#11) 
Descriptive analysis: Yes = 141 (92%), 
No = 12 (8%).  
No statistically significant association 
with any dimension of burnout in the 
bivariate and multivariate analysis. 
 
Average combined number of hours 
worked per week between October 1, 
2020 – March 31, 2021 (item#10)  
Descriptive analysis: less than 20 
hours/week = 5 (1%), between 20 - 40 
hours/week = 205 (57%), more than 40 
hours/week = 155 (42%) 
Bivariate and multivariate analysis: No 
statistically significant association with 
any dimension of burnout. 

 Hospital beds 
 
The influx of patients were slower in the 
beginning but by fall of 2020, the COVID-19 
units were really full, people were really sick 
in the intensive care units, they were sicker, 
staying longer, and it would cause backup, 
like in the emergency rooms where people 
were coming and requiring beds but were not 
available. (ID06). 
 
The patients were constantly rolling in from 
the other floor and they were short-staffed 
and did not have the beds to admit them. One 
participant felt that the organization simply 
cared about the money and not the nurses 
being happy. (ID013) 

Hospital beds at the primary place of 
employment (item#13) 
Descriptive analysis: Less than or equal 
to 25 beds = 87 (24%); 26-100 beds = 72 
(20%); 101-250 beds = 155 (42%); more 
than 251 beds = 128 (35%) 
Bivariate analysis: Number of hospital 
beds was statistically and significantly 
associated with emotional exhaustion (p 
< .05).  
Multivariate regression analysis: Only 
those healthcare facilities with more than 
251 beds (b = 5.18, SE = 1.65, p < .05) 
and those with 26-100 beds (b = 4.25, SE 
= 1.87, p < .05) compared to healthcare 
facilities with less than 25 beds were 
associated with emotional exhaustion 
after controlling for covariates and 
support.  

 Number of organizations 
 
Most participants worked in one organization. 
One participant stated working in two 
organization and being emotionally burnout 
(ID08) for two years. During the first year 
while she was working on the Covid unit, and 
the next year she took up the job of a travel 
nurse, which was physically taxing. This 
participant stated that it's going to take me 
years to get out of burnout. (ID08) 

Number of organizations worked at 
(item#9) 
Descriptive analysis: 1 organization = 
298 (81%); 2 organizations = 57 (16%); 
more than 2 organizations = 11 (3%) 
Bivariate analysis: Marginally (p < .06) 
significantly associated with emotional 
exhaustion.  
Multivariate regression analysis: only 
those working in more than 2 
organizations were statistically 
significantly associated with emotional 
exhaustion and depersonalization 
compared to those working in 1 
organization after controlling covariates 
and support. 

Support 
(area of 

Theme: Support in managing emotions.  
Sub theme: Employee Assistance Program 
and debriefing (organizational support) 

Support received from co-workers, 
organization (EAP and debriefing), 
family, friends was grouped into one 
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Community 
in AWS) 

 
Of the 10 participants who used EAP services, 
six participants found it helpful. A few did not 
use these services. One of the participants 
appreciated what the counselor said. 

A lot has happened to you, and none of it was 
your choice. It’s like, thank you for 
recognizing that. (ID01) 
 
I think a lot of us went to counseling and did 
our thing. I almost feel that when you are 
dealing with something like that, counseling 
should have almost been mandatory. (ID011) 
 

variable called support (Items #15-1, 15-
2, 15-3, 15-4). 
 
 
Maximum numbers (180) participated in 
the EAP. Item #15-1.  
 
Open comment: 6 participants spoke 
about having EAP sessions, improving 
these sessions. One participant stated 
“making it free and unlimited session vs 
5 free ones”  

 The participants mentioned a lack of 
debriefing/closure sessions. 
 
As caregivers, we did not get a whole lot of 
closure, because we could not talk to the 
families when someone passed away (ID01).  
 

Debrief item#18.  
 
Sixty-one participated in the Debriefing. 
Item #15-2.  
 
Open comment: 11 participants 
commented on conducting debriefing 
sessions after difficult events or weekly 
or after a traumatic event.  

 Co-worker’s support 
Theme: Band-aid together (Co-worker’s 
support) 
We band-aid together, and we, nurses, hung 
out with each other outside of work, found 
highlights of the day and kept going and 
stuck to the friendships. I think, really my 
coworker just got me through a lot of it. 
(ID07) 
 
Other support 
Other support (friends, family, therapist, 
community, etc.) 
Having a place where it is okay to talk about 
oneself was helpful. (ID03) 
 
Theme: Nurse Manager/Supervisor/Leader 
support 

We all left. Every single one of us is gone 
from that unit. The leadership is what I think 
failed us on the unit. (ID08)  
 
Everybody was giving recognition to the 
nurses. We would get random gifts from the 
public and there were discounts on any 
website one went on. (ID01) 

 
Item #15-3 (reached out to my family, 
friend, spouse, partner, co-worker). 
 
Twenty-one participants reached out for 
support. 
 
Item 15-4 (reached out to a mental 
healthcare provider) 
 
Only 7 participants required mental 
healthcare 
 
 
Statistical analysis: Support received 
from co-workers, organization (EAP and 
debriefing), family, friends was grouped 
into one variable called support (Items 
#15-1, 15-2, 15-3, 15-4). 
 
Bivariate analysis: The support variable 
(including variables on EAP; debriefing 
session; family/friend/spouse/partner/co-
worker; mental healthcare provider) was 
statistically significantly associated with 
emotional exhaustion (p < .05). Support 
was not associated with 
depersonalization and performance 
accomplishment in the bivariate 
analysis. 
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Multivariate regression analysis: After 
controlling demographic variables and 
covariates, and emotional regulation 
strategies, there was no association 
between the variable support and 
burnout (depersonalization, and personal 
accomplishment) but marginally 
associated with emotional exhaustion (p 
< .08).  
Interaction (Stratified analysis): 
However, the study found interaction 
between support and cognitive 
reappraisal impacting the association 
between cognitive reappraisal and 
burnout.  
 
Among those nurses who did not receive 
support, cognitive reappraisal was 
negatively statistically significantly (b = 
-0.64, SE = .19) associated with 
emotional exhaustion after controlling 
for the covariates. Cognitive reappraisal 
was associated with personal 
accomplishment among the participants 
who reported having support (b = 0.42, 
SE = 0.08, p = .001) and the participants 
who reported a lack of support (b = 0.73, 
SE = 0.12, p =.001).   
 
Open comment: Approximately 50 
participants commented on providing 
support in the survey (item #16)  

- having a support group; having 
a free grief counselor.   

- Management active in 
preventing bullying and 
refusing to enable bullying.  

- Actual on-site mental health 
and unit director support during 
day AND night shift.  

Nothing at work. I left that position, 
management and the facility was 
horrible and didn't do anything to 
support the nurses/staff doing direct 
patient care. organization was very 
supportive (item #16) 

 Leadership support 
Themes:  

- Nurse Manager/Supervisor/Leader 
support 

- “Nightmare…long-drawn-out” 
treatment (Clinical support) 

 

Item #16 open comment: 
Only 4 participants commented about 
improving nurses’ roles in the 
quantitative survey’s item#16. 
 
A few quotes are listed here: 

- “Leadership to recognize 
autonomy and the rights of 
employees.” (item#16) 
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A few participants spoke about leadership 
support.  
 
Every single one of us is gone from that unit. 
The leadership is what I think failed us on 
the unit. (ID08) 

It was a nightmare when we didn’t have any 
treatments. (ID07) 
 

 
- “Administration to have some 

understanding of our role in the 
hospital and care.” (item#16) 

 
- “Actual Leadership. Not just 

people in 'leadership' roles.” 
(item#16) 

 
- “Administration to have some 

understanding of our role in the 
hospital and care.” (Item #16) 

 
 

* “Job demands exceeding human limits; acute fatigue from demanding work event (e.g., meeting a deadline, dealing with a crisis): 
limited time to rest, recover, restore” (Bridgeman et al., 2017, p. e578) 

Individual factors  

Joint Display of Emotional Regulation strategies qualitatively and quantitatively in relation to the 
dimension of burnout and open-ended quotes in the quantitative survey. 

Selection of 
Emotional 
Regulation 
Strategies 

Qual data (themes or sub themes and 
quotes) 

Quant data (p values) 

Selection of 
strategy stage 
(Antecedent 
form of emotion 
regulation 
strategy such as 
cognitive 
reappraisal, 
avoidance, 
direct request, 
distraction, 
rumination)* 

Showing up  
Some participants internalized and 
reassessed the circumstances and saw a silver 
lining to continue to show up as caregivers or 
for co-workers or accepted the situation as it 
was instead of controlling it. 
I did kind of relate it in a way, and this may 
seem extreme, but you know people that will 
go to war. It's like, okay. Well, my number's 
been called, and I’m going to keep showing 
up, and I’m going to fight for these people. 
Because again I’m driven by compassion and 
care, and I want to be there. (ID01)  
 
 
 
 
 
 
 
 
 
 

Items #20, 21, 22, 23, 24, 25, 26, 27, 
28, and 29 were evaluating emotional 
regulation strategies (cognitive 
reappraisal). 
 
Items 20, 23, 25, 27, 28 assessed if 
the applicants cognitively 
reappraised emotions  
Cognitive reappraisal (mean = 29.88, 
SD = 6.04)  
Bivariate analysis:  
Emotional exhaustion was negative 
but marginally significantly 
correlated with cognitive reappraisal 
(r = -.09, p = .06).  
Cognitive reappraisal was 
statistically significantly and 
negatively correlated (r = 0.14, p = 
.005) with depersonalization scale.  
Cognitive reappraisal is statistically 
significantly correlated with personal 
accomplishment (r = .39, p = .001). 
 
Multivariate regression analysis: 
In Model 2, after further adjusting for 
support, cognitive reappraisal was 
still negatively statistically 
significant (b = -0.25, SE = .09, p = 
.009) and associated with emotional 
exhaustion.  
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Cognitive reappraisal was also 
statistically significant but negatively 
associated with depersonalization (b 
= -0.17, SE = 0.05, p = .002) and 
positively with personal 
accomplishment (b = 0.53, SE = 
0.06, p = .001) after controlling for 
covariates and support.  

Response 
focused 
emotional 
regulation 
strategy 
(expressive 
suppression, 
physiological 
intervention)* 

Two participants, tucked in their emotions 
(ID10), stayed angry and quiet because they 
did not want to admit that they were 
struggling to manage through these 
emotional challenges. 
 

 

Items 21, 23, 25, 28 ascertained if the 
applicants suppressed emotions as a 
form of emotion regulation strategy. 
Expressive Suppression (mean = 
15.59, SD = 5.17) 
Bivariate analysis: No association 
between suppression and emotional 
exhaustion. 
Expressive suppression was not 
statistically correlated with emotional 
exhaustion, depersonalization, and 
personal accomplishment.  
 
Multivariate regression analysis: In 
Model 2, after further adjusting for 
support and other covariates, 
expressive suppression was 
marginally positively associated (b = 
0.20, SE = .11, p = .07) with 
emotional exhaustion. Suppression 
was not statistically significantly (p > 
0.05) associated with 
depersonalization and personal 
accomplishment.  

* The Five Families of Emotional Regulation Strategies, Strategy, and Tactics (McRae & Gross, 2020) 
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Table 13 
 

Multivariate regression analysis shows association between emotional regulation 
strategies and burnout using the adjusted model 2 controlling for covariates and support. 

Emotional 
Regulation 
Strategies  

Emotional 
Exhaustion 
b(SE) 

p Depersonalization 
b(SE) 

p Personal 
accomplishment 
b(SE) 

p 

Cognitive 
reappraisal 

-0.25(0.09) .009 -0.17(0.05) .002 0.53(0.06) .001 

Expressive 
suppression 

0.20(0.11) .079 0.07(0.06) .297 -0.01(0.07) .810 
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Appendices 
 

Appendix A 

Qualitative (Phenomenological Study) Results and Discussion 

Results 

The essential structure of the phenomenon was identified as “powering through 
emotional experiences and emotional challenges in caring for COVID-19 patients.” The 
essence of the phenomenon is presented as four theme clusters and fourteen themes that emerged 
from analyzing nurses’ emotional experiences caring for COVID-19 patients between March 1, 
2020, until September 30, 2022, as shown in table 1. 

Table 1. Theme Clusters and Themes 

Theme Clusters Themes 
Emotional experiences 
adapting to new 
arrangements/protocols 

Modifying areas/rooms 
Enforcing strict COVID-19 testing policies for patients 
and caregivers 
Requiring full PPEs 
 

Emotional experiences 
providing care to COVID-19 
patients and interaction with 
their families 

Patients “paralyzing, proning, entering the death 
chamber” 
“Spinning your wheels but nothing is actually 
changing” 

Emotional challenges 
providing care to COVID-19 
patients 

“Powering through” 
Shortages in supplies affecting care 
Fear of getting infected or infecting families 
“Completely alone” 
Influence of news, media, and politics on providing 
care to COVID-19 patients 

Actions taken to manage 
emotions for providing care 
to COVID-19 patients 

Showing up 
Tucked emotions 
Switched departments 
Support with managing emotions 

1. Emotional experiences adapting to new arrangements/protocols  
Most of the participants adapted with ease to the sudden modifications made to the physical 

and organizational structures of the healthcare facilities at the beginning of the pandemic between 
February – March 2020. Physical modifications included but were not limited to arranging areas 
and spaces to ensure negative air flow to house COVID-19 patients along with designated areas for 
COVID-19 caregivers. A few of the participants experienced difficulties in providing care with the 
modifications, especially when sharing a unit with both COVID and non-COVID patients.  

 The participants accepted, enforced, and complied with the healthcare facilities visitor’s 
policies. They abided by the guidance on wearing full personal protective equipment (PPE 
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comprising of the head gear, N95 mask, gown), and at times additional protection such as the face 
shield to contain the spread of COVID-19 and ensured adequate care for the patients.  

1.1 Modifying areas/rooms  
Healthcare facilities erected either a physical wall between floors, or designated end units 

with walls, or grandfathered in a portion or entire units such as intensive care, progressive care, and 
outpatient units with negative air flow as COVID-19 units. One healthcare facility used the 
outpatient room for testing and providing monoclonal antibody transfusion to COVID-19 patients, 
which led to difficulties in bringing patients to this area due to the lack of a physical barrier between 
units. In another healthcare facility, a bed was added to a room to accommodate a COVID-19 
couple’s wish to be cared for together in the same room. One participant reported that there were 
two dedicated floors to take in COVID-19 patients. In addition, the gastrointestinal lab was 
converted and designated into a COVID-19 Island to take COVID-19 patients who were on 
ventilators for a very long time or were not expected to live.  

1.2 Enforcing strict COVID-19 testing policies for patients and caregivers 
The participants followed and enforced the COVID-19 testing policies to ensure that they 

and the visitors met the guidelines to prevent the spread of COVID-19 and provide care to the 
patients.  

One participant reported that they were required to be tested twice a week for COVID-19 
before reporting to work. If the test results came back positive, then they were asked to go home. 
However, there was an exception to the rule, if the caregiver was COVID-19 positive but felt 
capable of performing job-related functions and duties then they could continue to provide care to 
active COVID-19 patients but with restrictions. For instance, they had to use a separate door to 
enter and exit the unit and were required to use separate bathrooms. Another participant received 
COVID-19 testing/screening phone call from work that assessed her voice and her ability to speak 
after she got infected with COVID-19. The participant felt that the facility was very cautious and 
paid close attention to how she responded during the interview and tested if she sounded like she 
had a stuffy nose or coughed over the phone. If there was any doubt during the phone screening 
process, then the participant would not be allowed to report back to duty and would have to follow 
the 2-week quarantine period.  

1.3 Enforcing strict COVID-19 visitors’ policies 
Participants followed the visitor’s policies that restricted the family members of the 

COVID-19 patients from meeting in-person until the vaccines came out in 2021. One participant 
was appreciative of the rigid reasoning behind the strict visitor’s policies to limit the spread of 
COVID-19 but also empathized with COVID-19 patients who were not allowed to meet with their 
families. Another participant mentioned having COVID-19 testing process for visitors/patients in 
their vehicles before letting them into the facility.   

It was so much harder during that time, because of the visitor policy, although most of the 
time there were no visitors. We didn't want to expose other people but the family members, 
you know, were angry and frustrated that they could be there, and I understood. I 
completely understood that they are angering with frustration. But I understood also where 
the hospital was coming from as well and so trying to be that person in the middle, you 
know, managing all these opinions, if you will, about how they should proceed. (ID03) 

It was inconvenient for one participant not being able to access the official email 
communications and updates on visitors’ policy at home before getting to work instead they were 
only accessible at work. It impeded the participant from providing the necessary guidance to the 
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visitors promptly while he managed other duties at work. The participant further emphasized that 
it would have been better had these communications been provided in-person to learn about the 
changes in the visitors’ policies.  

Can a patient’s family go with the patient to the floor, or do they go home? Can the visitors 
switch out? Does it have to be that one visitor is allowed to come on that day? (ID02)  

1.4 Requiring full PPEs 
Participants were supportive and in compliance with wearing the full PPE including but 

not limited to wearing N95 mask or surgical mask to protect their faces, goggles to cover their eyes, 
and a scrub cap to protect their heads, and gowns or isolation gowns to protect their entire bodies 
during the entire shift caring for COVID-19 patients. Wearing the PPE offered protection to the 
participants and patients from the spread of COVID-19 infection.  

A few participants complained that wearing masks was hurtful. One of them experienced 
having headaches wearing the mask. Two participants experienced painful breakouts on their nose 
and face with one participant further experiencing chapped lips during the entire 12-hour shift. 
Having a drink was difficult for another participant because that required removing the mask and 
exposing oneself to the airborne pathogens.  

Some participants found the process of donning and doffing to be extremely time-
consuming. It required at least 5 to 10 mins of additional time before entering a COVID-19 unit 
making it difficult when attending to emergencies of COVID-19 and non-COVID-19 patients 
simultaneously. It was inconvenient for one participant to take bathroom breaks because that would 
have required the participant to de-gown, leave the unit, and gown up to return to the COVID-19 
unit.  

One participant remembered being completely covered up from head to toe and feeling hot 
specifically wearing a face shield on top of the N95/surgical mask, along with goggles, scrub cap, 
and gown. Another participant stated that the gown that she was wearing seemed to be made up of 
plastic material used for making table covers for outdoor picnic tables. This participant felt blazing 
hot and uncomfortable, constantly sweating, being tired and exhausted at the end of the day. 
Overall, it was a terrible experience for the participant despite continuing to provide care for the 
patients, going from room-to-room, and hoping that she does not have to go through this again in 
the future.   

2. Emotional experiences while providing care to COVID-19 patients and dealing with 
patients’ families 

Participants immediately experienced isolation as soon as they stepped into the COVID-
19 units. Participants felt helpless due to lack of treatment and sad and hopeless because no matter 
how hard they tried to treat the patients it would be ineffective. 

2.1 Patients “paralyzing, proning, …entering the death chamber” 
Participants reported proning (placing the patient in a prone position) the patients, flipping 

the bodies of very sick COVID-19 patients on their bellies or front, as a difficult process. Proning 
was part of the regime and one of the ways to increase oxygen levels in the blood. This was difficult 
because chronically ill COVID-19 patients had multiple tubes either inserted into their mouths, 
noses, or other areas for sustenance and flipping their bodies could affect the setup. Therefore, 
participants would have the patients sedated and paralyzed for proning and if that process did not 
work or the oxygen levels did not increase to normal levels then the next step would be to put them 
on ventilators.  
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There were two participants who experienced resistance from patients when they had to be 
proned or were asked to wear a bilevel positive airway pressure (BiPAP) mask or had to be put on 
ventilators. One participant saw patients being scared and feared about what was going to happen 
to them. The patients found comfort in having the caregivers by their bedside for support since in 
most cases the caregivers were the only contact or support, they had.  

Another participant was exasperated by constantly putting patients on ventilators to 
improve their oxygen levels. If proning was not effective, the patients were also sedated heavily, 
almost paralyzed, to put them on the ventilators. However, sedation led to a cascade of events, that 
led to lowering blood pressure to abnormal levels. To normalize the blood pressures, the patients 
were given intravenous (IV) medications and flipped their bodies over and back several times that 
led to an increase in systolic blood of 200 mmHg. All medications also had to be paused 
immediately to allow the blood pressure to return to a normal baseline reading. This fluctuation of 
blood pressure levels was a very typical feature observed in COVID-19 patients that neither the 
participant nor the healthcare facility could understand.  

We were paralyzing and proning these patients for so long to try to get their respiratory 
status better instead we had to put them on ventilator. (ID09) 

One participant described a patient bleeding from being dependent on BiPAP for 2 to 3 
weeks and refusing to be put on ventilator. This patient was ultimately put on the ventilator because 
his vitals were not life sustaining and died within two days.  Another participant stated that as soon 
as the COVID-19 patients were intubated, they would die within three weeks, which became a 
recurring pattern. The participant further stated that putting someone on ventilators meant like 
entering a “death chamber.” Irrespective of whatever treatment approach was taken some patients 
would die.  

It got to a point where we didn’t joke about it, but we were just like well, the ventilator was 
just like a death chamber. Oh, they entered the death chamber like they are going to die, 
no matter what we do, they are going to die. They did. (ID013)   

Two participants stated that the doctors were also trying to look for different alternatives 
or treatments to keep the patients alive. One participant stated that she had no idea what was going 
to happen to the patient. At one moment the patients could get better and be fine or suddenly their 
hearts would stop working or they would have abnormal blood sugar levels, or their kidneys would 
fail.   

It was a nightmare; we didn’t have any treatment. I had no idea what was going to happen 
to the patient. They can either be good and do fine or their heart could stop working. You 
know it can affect just so much, so many more things, it could make their diabetes run 
around. And now they have all these abnormal blood sugars that we are chasing, or their 
kidneys are shutting down suddenly because of COVID. (ID07)   

Participants expressed frustration, felt defeated, and traumatized seeing more than usual 
deaths during the first surge in COVID-19 cases between fall of 2020 through 2021 Spring. Three 
participants witnessed more patients dying from COVID-19 deaths than the rest of the participants. 
One of the participants mentioned seeing 27 patients die in 2020 and then 50 more who died in 
2021. The second participant remembered putting 5 people in body bags like it was normal. Then 
one day the body bags ran out. Another interesting situation was that one third of the participants 
called the trucking companies to house bodies/refrigerating units because their hospital ran out of 
space for dead bodies.  
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I mean. There was a point in time. We ran out of black body bags in our hospital, because 
that many people were dying like it was just. It just felt like you were just like constantly 
being taken down a step further like you just could never get a victory.” (ID013)   

One participant had an emotional trigger whenever he wore T-shirts that had bleach lines 
on them from the pandemic. These lines were formed while following the protocol to bleach the 
body bags with 100% bleach two times before bagging the patient’s bodies.  

A few participants, however, shared that the COVID-19 patients were recovering and 
getting better and going home. One participant shared that a COVID-19 patient in twenties who 
was a marathon runner after going through ten months of sessions at a pulmonary rehabilitation 
department finally recovered and was able to walk again.  

2.2 “Spinning your wheel but nothing is actually changing”  
Nearly half of the participants shared their experiences dealing with the families of 

COVID-19 patients. Some of them had difficulties providing care for the patients because of their 
family’s denial and disbelief in the existence of COVID-19 disease or infection. Three of the four 
participants were dealing either with the parent or the family of pediatric COVID-19 patients. One 
participant felt disappointed when a mother of a young child did not believe in COVID-19 until her 
child had to be intubated. The participant had to ask the mother if she wanted the caregivers to do 
everything possible to keep her child alive, which is when the mother realized how serious it was.  

Another participant felt frustrated, sad, and angry when the mother of a COVID-19 child 
thought that her child would be quietly injected with a COVID-19 vaccine without her consent. 
Ironically, the mother was also admitted and was treated for COVID-19 simultaneously with her 
child. The participant had to explain to the mother that it was unethical, illegal, and could 
potentially jeopardize one’s nursing license to give a vaccine without parental consent. The 
participant felt that in a 12-hour shift a considerable amount of time was spent to assuage the 
mother’s fear before even beginning to administer care. Thus, the participant experienced 
frustration incapable of changing people’s mindset and felt that it was like spinning the wheel, but 
nothing was changing. 

It’s frustrating because it feels like you are spinning your wheel and talking, but nothing is 
changing. Nothing is getting better. (ID03) 

When the family of a pediatric patient, in another healthcare facility, was asked about 
someone being tested positive for COVID-19 at home, the family became defensive and refused to 
answer any further questions. Likewise, the family of an adult patient continued to remain in denial 
that the patient did not die from COVID-19 despite receiving Extracorporeal Membrane 
Oxygenation (ECMO) for months.  

On the other hand, there were two participants who received full cooperation and support 
from the families of COVID-19 patients.  

3. Emotional challenges providing care to COVID-19 patients  
There were a range of emotional challenges that the participants experienced. They were 

overwhelmed, overworked, due to shortages in staff and experienced other challenges due to 
limited supplies.  
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3.1 “Powering through”   
Most of the participants shared that they were overwhelmed and stretched too thin when 

taking care of more than the usual number of patients at a time, including COVID-19 patients, to 
compensate for staffing shortages.  

A few of the participants felt sad that they were not able to be by the bedside of the COVID-
19 patients just before dying due to staffing shortages. This experience left a very sad memory in 
their minds, especially because they were the patients’ only contact. One of the participants felt 
that she and her co-worker were so busy attending to other COVID-19 patients that they could not 
be around all of them at the same time. They did not do justice, especially to one of their patients 
who the participant believed must have felt scared being alone right before dying. As caregivers, 
they are taught to be provide comfort to the dying patients but in this instance, they could neither 
hold the patient’s hand nor be around at the time of death because of limited staffing. The 
participant felt responsible for the death of the patient. But as soon as the patient’s body was 
wheeled away a new patient occupied that bed. In another instance, due to staffing shortage, a 
participant felt horrible leaving her COVID-19 patient with dementia to die alone. At the time of 
death, the participant was required to provide care to other patients on the COVID-19 floor.  

The dementia patient died alone. I just felt horrible because I wasn't in there with her, and 
the other nurse was too busy, and we couldn't be in there with her, either, so she died alone, 
probably died scared, and it just burned like a hole in my soul, because, you know, you 
always, if your patients dying like the first role they teach you is don't leave them. Stay with 
them, and I would we couldn't do that. There was no extra staff we had. (ID07) 

Another participant stated that it was a very stressful situation when their healthcare facility 
exceeded the patient capacity from 8 to 23 with less than 6 nurses to provide care. Since most of 
the nurses were out due to COVID-19 illness.  The participant felt as if she powered through those 
patients and did not feel good at the end of the day because she was unable to provide the best care 
that she could have if they were adequately staffed.  

A few people were out with COVID, and that adds to the shortage of nurses as well. But 
you know you just power through, and you take care of them, and you get things done. I 
mean by the end of the day. You're like I don't know if I charted on those patients, right? I 
hope I did. But at least they're all still alive after I got taken care of them, you just don't 
feel good at the end of the day after doing something that you're not normally doing. You 
felt like you didn't do your best job. (ID012) 

A few participants were overworked and attended two emergencies simultaneously 
due to staffing shortages. One of the participants was angry at the circumstances and sad 
and grieved for the two COVID-19 patients’ emergencies she was attending simultaneously 
with a physician. They were the only staff available to provide care that would have had a 
team (including 3 nurses, 2 respiratory therapists, and a doctor) had it been in a non-
isolating room. The other participant was also attending to two patients simultaneously, 
performing the cardiopulmonary resuscitation (CPR) on one patient in the trauma room 
and attending to a COVID-19 patient in the other room suffering cardiac arrest. This 
participant also officiated the process of declaring a COVID-19 patient as dead because the 
physician was attending an emergency. These two instances left the participant feeling 
helpless, unable to assuage the sadness of the bereaved family, and unable to fix the 
situation.  

One participant felt that she and her colleagues were drowning as nurses. The 
participant not only drew blood from the COVID-19 patients but also provided 
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housekeeping services such as cleaning patients’ toilets, making their beds, and helped 
another staff with tracking the patient’s vitals because the healthcare facility wanted to 
limit the number of staff going into that unit. This participant was extremely stressed, 
overwhelmed with the amount of work that was unrelated to her nursing skills but 
continued to work despite limited resources for a year that then led to burnout. 

We were drowning as nurses that worked at the COVID unit. And then, when we were 
asked to rotate out of the COVID unit, the other nurses didn't want to float to the unit. So, 
it literally was us just surviving in the unit. It was difficult. (ID08) 

3.2 Shortages in supplies affecting care 
Most participants stated experiencing shortages of N95 masks early in the pandemic when 

they were required to follow protocols for storing and sanitizing them before reusing them. A few 
participants experienced rationing of masks, or storing and locking supplies, which was highly 
frustrating. However, the shortages in masks did not necessarily impact care since there were some 
other forms of masks such as cloth masks, paper masks, etc., that were used during the interim.  

A few of the participants experienced shortages of ventilators that left them feeling sad and 
helpless. In one instance, a participant reached out to the physician asking if an 80-year dementia 
patient could be put on ventilator. The physician stated that nothing could be done. It seemed to the 
participant that the healthcare facility was rationing the use of ventilator for other younger patients. 
Another participant witnessed a selfless act from an elderly couple in their mid to late seventies 
who willingly elected do not resuscitate (DNR) status so that the ventilators could be used on other 
patients. The participant remembered this incident to be heartbreaking because the couple 
eventually died. Another participant mentioned that their healthcare facility had to use a pediatric 
ventilator on adults due to ventilator shortages.  

There was only one participant who experienced shortages in intravenous (IV) tubing for 
all patients and had to continue to use them beyond the 96-hour period.  

3.3 Fear of getting infected or infecting families  
A few participants feared getting infected or infecting their families with COVID-19 virus 

early in the pandemic until the vaccines were out and made arrangement to protect their families.  

In 2020, one participant was constantly worried about getting COVID-19 when giving IVs 
or performing cardiopulmonary resuscitation (CPR) on patients. She feared that she was going to 
get infected with the COVID-19 virus. However, the participant felt comfortable walking into a 
COVID-19 patient’s room in 2022. Just in case and based on a fear of getting this disease, another 
participant arranged to live in the big horse trailer in front of her house.  

Likewise, early in the pandemic when not much was known about the spread of COVID-
19 virus participants exercised caution by removing hospital gear before entering their homes. A 
few of the participants changed into a fresh set of clothes either at work or in their garage to protect 
their families from inadvertent exposure to the COVID-19 virus. One of the participants felt 
exhausted, like he was always on the edge, because he was concerned and feared infecting his 
children and spouse every time he returned from work.  So, he carried another set of clothes to 
change into after work. He had to ensure that he could put the worn clothes into something that was 
not exposed to COVID-19 virus and put it away for washing immediately before jumping into the 
shower. Although his fear subsided when people were vaccinated and there weren’t as many 
COVID-19 cases, he continued to exercise caution and changed clothes before getting home after 
a hospital shift of taking care of a COVID-19 patient.  
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I was more concerned about bringing it home and giving it to one of my kids or my wife. I 
think so. I mean that's probably part of what exhausted me because I felt like I was always 
on edge. Okay, I must bring clothes with me to change into. So, when I’m done, I can put 
it all away and have something not exposed to it and then get home and throw it in the 
washing machine and jump in the shower. (ID02) 

Another participant kept an extra set of clothes sitting in the garage to change into to protect 
her family. She would leave the scrubs in the garage not knowing how long the COVID-19 virus 
was going to be on the scrub before bringing them home for washing.  

3.4 “Completely alone” 
Two participants felt isolated when caring for COVID-19 patients. One participant felt 

isolated as soon as she entered the COVID-19 unit watching the doors close behind her.  

You would start your day walking into work, and there was an area where we would change 
into our isolation gear, put on our gowns, masks, gloves, and then, you know, you'd open 
the door and go through two doorways to get to the unit. So, you already felt really isolated 
and closed off. (ID010)  

Working night shifts with just a handful of staff and no immediate managers around, only 
the upper management staff, a participant feared being “completely alone” (ID09) in the room with 
the COVID-19 patients.  

3.5 Influence of news, media, and politics on providing care to COVID-19 patients  
Most participants shared that the media and political entities politicized COVID-19 to gain 

support from the public that impeded treating the COVID-19 patients.  

3.5.1 News and other Media  
Caring for patients and dealing with families was difficult for more than half of the 

participants when administering care to COVID-19 patients due to the influence of social media, 
news, and politics. Two participants spoke about the impact of news when treating COVID-19 
patients. One of the patients refused medications or treatment for COVID-19 despite his oxygen 
levels at 70 mg/dL because Fox News talked about COVID as hoax.  In another healthcare facility, 
young people began showing up for treatment even when they did not have any COVID-19 
symptoms because of what they heard on the news. However, this participant felt that the young 
people perhaps misconstrued the information.  

One of the participants thought the public was not paying attention to the medical 
professionals indicating distrust in the medical team. Perhaps the public received different 
recommendations on COVID-19 from different media sources frequently that led to further 
confusion.  

3.5.2 COVID-19 as a political pawn in garnering support  
Some participants recognized that politicians were trying to influence the perception of 

COVID-19. One participant felt that there was somewhat of fearmongering to elicit emotions from 
people for their candidate or political party to garner support rather than discussing how to recover 
or get healthy.  Another participant felt that the political pundits were demonizing another party 
and promoting their own party as better equipped to handle the COVID-19 response.  

It seemed like there were political pundits speaking on the topic of promoting their party 
and why their party is better equipped to handle a response to this situation. So, to do that 
one side would demonize the other and say that they want you to die. (ID03)  
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One participant saw a patient who got sick from not wearing masks or isolating, which was 
contrary to what was being said by the political officials. They said that COVID-19 was not that 
bad, masking is worthless, and staying in isolation was not necessary, which were taking away the 
rights from an American citizen. Moreover, this participant felt as if he was living in two different 
worlds, one that he was experiencing at his healthcare facility where people were getting severely 
sick with COVID-19 needing life support and the other world that was created through the media. 
They were two contradicting worlds that he was living in at the same time.   

Politics got into it, which did not help. People were dying and we didn’t understand what 
it was, and we had no way of really treating it, what the course of the illness was? (ID08)    

Furthermore, when a political figure became sick with COVID-19 and stated that it wasn’t 
“that bad,” a participant felt that it influenced further on people’s perception on the severity of 
COVID-19 illness who were experiencing it differently.  COVID-19 was used as a political pawn 
in the “grand scheme of things” to increase distrust in certain groups, stated another participant. 
Otherwise, the public would have taken COVID-19 seriously. Participants felt that providing data 
and recommendations transparently from the Center for Disease Control and Prevention (CDC) or 
the World Health Organization (WHO) as the information on COVID-19 was evolving would have 
helped to educate and increase awareness about COVID-19. 

COVID-19 was more politically charged than being a true health concern. I think if it 
hadn’t been, it wouldn’t have been used like a political pawn in the grand scheme of things. 
People would have taken it more seriously, but because they were using it to get people to 
distrust certain groups. (ID02)  

3.5.3 COVID-19 Vaccines 
A public figure said that “vaccines caused autism,” (ID08) which is false, but it led to 

confusion among people. Getting inoculated with COVID-19 vaccine was a requirement for 
another participant to remain employed. The participant felt it was a very emotional moment to 
decide between getting vaccinated or risk losing her job.  

When delivering care, a few participants had conflicting experiences with regards to the 
vaccination status of COVID-19 patients. One participant experienced frustration when the 
physician asked the COVID-19 patient if he had received the COVID-19 vaccine. The patient 
responded that he did not believe in COVID-19 vaccine. Contrary to this experience, another 
participant found a patient proactively asking him if he was up to date on his vaccine and booster 
dose. This participant felt that receiving a vaccine was no longer a personal matter rather became a 
political matter that affected the society.  

One participant stated that there were other challenges about people being overwhelmed 
with mixed information, for example, even after a person received the COVID-19 vaccine they still 
acquired the virus. Then the concept of herd immunity was also mentioned. The participant further 
felt that this created a very distrustful situation and began to doubt the intent of these messages 
thinking if they were politically motivated or someone was being paid to say these things or if the 
information was accurate. 

Despite these challenges, participants in this qualitative research still were vaccinated. One 
of the participants sprinted on the opportunity to get vaccinated at the healthcare facility. She felt 
that getting vaccinated was some kind of hope preventing her from getting sick and dying as she 
had seen at her healthcare facility and prevented from spreading it to others. 

When the vaccine came out, people were saying that it wasn't safe, or it wasn't necessary. 
I remember when we got the vaccine at the hospital, I sprinted downstairs you know, to the 
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auditorium to line up to get that vaccine, because I had seen not people in really my own 
age group, but people only ten, twenty years older than me get sick and die. And if there 
was some kind of hope that that wouldn't happen to me, or some kind of hope that I wouldn't 
pass that on to other people and watch them suffer like my patients. (ID010) 

4. Actions taken to manage emotions for providing care to COVID-19 patients  
None of the participants received any formal training to manage or cope with the emotional 

challenges as described in sections 3.1 and 3.2, except two participants who were either trained in 
emergency preparedness or were ex-military personnel. Therefore, most of the participants had to 
improvise ways to deal with and cope while continuing to provide care.  

  Most participants, including the ex-military personnel and the other participants, trained in 
emergency preparedness, either internalized or reassessed the situation with a positive attitude. Two 
participants chose to suppress their feelings and emotions. In 2022 more than half of the participants 
switched from acute care to other departments within nursing and one of the participants moved to 
another department in the Fall of 2021. This section describes the various approaches of participants 
to manage through emotional challenges.  

4.1 Showing up  
Some participants internalized and reassessed the circumstances and saw a silver lining to 

continue to show up as caregivers. Two of them, who were self-motivated, showed up at work to 
ensure that the work was getting done. The participant who had received training in emergency 
preparedness and catastrophic events was able to address an overflow of patients during the 
pandemic. Additionally, she continued to come to work feeling that she was summoned to serve in 
a war and to fight for the people and to support her colleagues as much as they were supporting her 
to provide care to COVID-19 patients.  

I did kind of relate it in a way, and this may seem extreme, but you know people 
that will go to war. It's like, okay. Well, my number's been called, and I’m going 
to keep showing up, and I’m going to fight for these people. Because again I’m 
driven by compassion and care, and I want to be there. (ID01)  
 
This feeling of camaraderie was noticed in another participant recollection. She felt that 

she was part of the team and that her co-workers were counting on her to be present at work. In 
addition, she would go to work and check on her patients and their family members. It was a mutual 
feeling where both patients and nurses were eagerly looking forward to seeing each other the next 
day. She felt that she was tough, she knew what she was doing, and kept on showing up at work.  

On the other hand, one participant adapted to the emotional challenges experienced during 
COVID-19 because of his experience serving three past combat tours in the military. In retrospect, 
the participant stated that he learned to build resilience and was aware of the tools to be used for 
addressing emotionally stressful situations he encountered during the pandemic, which prevented 
him from experiencing burnout.  He was able to recognize his negative emotions such as anger, 
anxiety, fear, upset along with being physically tired, and was able to channel his emotions since 
the beginning of the pandemic.  

Another participant accepted the outcome of the patient’s health no matter how unfortunate 
it was. Also, she realized that the only power of control that the participant had was during her 12-
hour shift at work.  
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4.2 Tucked emotions  
Two participants, “tucked in their emotions” (ID10), stayed angry and quiet because they 

did not want to admit that they were struggling to manage through these emotional challenges. One 
of the participants was not sure about the resources available for seeking help apart from 
complaining to her colleagues or charge nurse. The other participant recognized that she was sad, 
cried with the patients, seemed to be frustrated and hurt, while also being physically tired. Yet, she 
continued to push her emotions down and kept showing up at work.  

4.3 Switched departments 
Most of the participants switched departments but continued to be in the field of nursing. 

None of the participants made this switch due to any school-related tasks or burdens.  

One of the participants chose to switch between departments within 6 months into the 
pandemic because it “was scary” and she felt “like a coward” (ID05) taking care of COVID-19 
patients and risked getting infected again. The participant instead moved to work in scheduling 
palliative consultations online and in-person for extremely sick COVID-19 patients and for the 
families of COVID-19 patients who were on ventilators. Very soon, the participant found working 
at scheduling was emotionally tough, too, because she was no longer providing palliative 
consultation instead was guiding families to plan a funeral for COVID-19 patients.  

After an emotionally exhausting experience taking care of COVID-19 patients until 
February 2021, another participant went to physically exhausting work as a travel nurse working 
on three contracts simultaneously. One more participant moved to a smaller hospital from a large 
hospital during COVID, stating that she needed a mental break. Debating whether to give up 
nursing as a profession, one participant chose to move from an adult unit to a pediatric unit in 2022 
to manage work life balance. She did not want to be stigmatized as one of the nurses who gave up.  

I've just spent the last ten, twelve years going to school to be a nurse. I want to leave it. 
Either leave or go to a facility that has it figured out and has changed. (ID06) 

A few participants figured out ways to distance themselves from getting attached to 
COVID-19 patients. After taking care of COVID-19 patients from 2020, one of the participants 
requested that her supervisor limit her shifts to 3 days a week in the summer of 2022. It helped the 
participant to distance herself from dealing with the patients’ emotions. However, the participant 
felt that she was robbing the patients in isolation from the human experience. Being a floating nurse 
and cross-trained in multiple areas, another participant found reprieve from delivering care to all 
types of patients and distancing herself from caring for only COVID-19 patients to be a reasonable 
solution.  

As a nurse you just have to change and adapt. (ID012)  

One participant felt like a robot getting things done and dissatisfied with the level of care 
she provided to the patients running from progressive unit to ICU and attending emergencies. She 
chose to move from bedside care to a procedural area such as the operating room in the middle of 
2022 to feel satisfied that she was able to provide adequate care. Patients were only coming in for 
operations so there was no chance of having any emotional attachment. This approach seemed to 
work for the participant to continue to work in nursing, and feeling satisfied at work, while 
distancing herself from the patient’s emotions.     

It is often joked in nursing that operating rooms are places where nurses go to die, meaning 
that they go there, and they love it so much that they never leave. (ID011)  
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4.4. Support in managing emotions  
Most of the participants reached out for help and used various social support systems (as 

shown in Table 2). A few used support services being offered at work or school, such as the 
Employee Assistance Program (EAP) and/or reached out to their supervisors and leadership, and/or 
their families/spouses, and/or friends including co-workers for support. Overwhelmingly, the 
participants reached out for their co-worker’s support followed by family or spouse support. 

Table 2. Shows the social support used by the participants  

 EAP Nurse 
Supervisor/ 
Leader 

Clinical 
help 

Co-
worker  

Family/ 
Spouse 

Medical 
Provider 

ID01 •   •  •  •   
ID02 •  •   •  •   
ID03 •    •  •  •  
ID04  •   •  •   
ID05 •     •   
ID06 •  •   •    
ID07 •   •  •  •   
ID08  •  •  •    
ID09 •  •  •  •  •  •  
ID10 •   •  •  •   
ID11 •  •  •  •    
ID12  •   •  •   
ID13 •   •  •   •  

 

Having these support systems helped the participants to share their experiences, discuss 
issues, and sustain themselves in times of uncertainty.  

No one knew where the end was, no one knew exactly what we needed to do to get ahead 
of it, and so that added to people's, frustrations, and emotions and people who were angry 
and you know, short-tempered at times, just a lot of extra pieces that go on top of an already 
bad situation. They can make it tough. (ID03) 

Described below are the experiences of participants using these support systems.  

4.4.1 Employee Assistance Program (EAP) and debriefing 
Many employers were receptive to the needs of the participants and offered EAP services. 

These services provided an opportunity to share thoughts and feelings with a counselor either 
asynchronously or via phone. Three of the ten participants did not participate in the program. Two 
participants stated that their organization pushed very hard for the healthcare workers to use those 
services, requested them to establish relationships with the caregivers in their healthcare facilities 
both in-person or asynchronously but “it was not successful” (ID011), “it did not work” (ID09). 
One participant expressed that not everybody wanted to talk to the EAP counselor, instead the 
participant suggested the organization should have spent all that money on comprehensive almost 
like Post Traumatic Stress Disorder (PTSD) type counselling service instead of EAP or free 
massages or free smoothies.  
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The remaining seven participants participated in the program that was provided for free 
and found it helpful, except one participant. One participant felt that the male therapist was not 
listening to the participant instead was generalizing her experiences based on what he was hearing 
on the news. The male therapist stated that the nurse was experiencing burnout, but it was more 
than what the participant was experiencing. So, she did not have a great experience but was willing 
to use the EAP program again.  

The six other participants found EAP services helpful. One of the participants appreciated 
what the counselor said. 

A lot has happened to you, and none of it was your choice. It’s like, thank you for 
recognizing that. (ID01) 

Another participant had a unique experience during an EAP session offered at school for 
free. When she began speaking about trauma response among other things, she suddenly began 
doubting if she was expressing her own emotions or hijacking emotions of her patients or people 
around her.  

Was I hijacking the emotions of the people around me? And was I displaying that? Or was 
that really my own feelings” since she was surrounded by senior nurses who were 
expressing anger or angst. (ID09) 

As caregivers, “we did not get a whole lot of closure, because we could not talk to the families 
when someone would pass away” said a nurse (ID01). 
4.4.2 Nurse Manager/Supervisor/Leader support 

When a healthcare facility closed surgeries early in the pandemic, the nurse manager of a 
participant ensured that she and other nurses could continue to work. The Nurse Manager asked 
them to screen patients for COVID-19 and helped them sustain financially. In addition, the Nurse 
Manager accommodated her and her fellow nurses’ requests who did or did not want to work with 
COVID-19 patients and communicated transparently to address their needs. Another manager 
responded immediately to the concerns of a participant who overheard worrying statements from 
the senior ICU nurses. The manager provided information to call the EAP and kept several copies 
of a book on trauma that were taken within a few hours. In another instance, the house supervisor 
was requested not to assign too many patients to one participant to prevent her from feeling 
overwhelmed. Eventually, a reduced number of patients were assigned, which was bearable for the 
participant to continue to work.  

On the contrary, two participants were required to work overtime. One of the participants 
felt disheartened because of being forced to come to work to make up for the staffing shortages 
instead of hiring staff or choosing someone else who was willing to work the extra shift.  

For 6 months, another participant felt that her supervisor did not listen to the problems of 
the nurses, especially from September through December in 2020, when the COVID-19 cases and 
deaths were increasing. Thereafter, a senior leader at that healthcare facility finally heard and 
provided support, but by then it was too late, the participant stated that she along with her colleagues 
were burnt out. The nurses left that unit. 

I will say, though, that the hospital eventually, the director stepped in and started to make 
changes. But at this point we were already six months in, and we were all extremely burnt 
out, and it was kind of like that's too late. I will tell you that there is nobody on that unit 
still today that went through what we went through. We all left. Every single one of us is 
gone from that unit. The leadership is what I think failed us on the unit. (ID08) 
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4.4.3 “Nightmare…long-drawn-out” treatment (Clinical support) 
During the initial months into the pandemic, participants felt that the lack of information 

on the transmission and side effects of the COVID-19 or the treatment strategies made caregiving 
challenging. It was a nightmare not having any treatment regime, and if there was any, it was 
changed soon, as if “the rug was pulled underneath us” (ID07).  

It was a nightmare when we didn’t have any treatments. (ID07) 

Throughout 2020, as the public was watching everything that happened in real time, 
scientists were not providing any new information on how to treat COVID-19 patients. It was an 
“unnerving experience” (ID08) for another participant because the information or policies related 
to COVID-19 and its treatment strategies would change daily, or within the 12-hour shift. One more 
participant felt that it was a “constant rolling” (ID10) with new things to do every day and it would 
change every time one showed up at work. There was an assumption that COVID-19 would run a 
similar course as the Influenza A virus, except that it resulted in severe fatalities.   

One participant felt that the patients were being intubated very quickly as soon as the 
patient’s need for oxygen reached 6 liters instead of trying other techniques to increase oxygen 
levels. Then research began to show that people who were ventilated had worse outcomes. The 
revised approach in January 2021 was proning the patient, use BiPAP, and wait for the patient’s 
heart rate to be at 120, breathing 50 breaths per minute, and the oxygen level at 80 mg/dL, which 
was defined as “happy hypoxic” (ID09). If the patient’s condition deteriorates further, then the 
patient would be put on the ventilator. The participant recognized this pattern and watched patients’ 
vitals be out of normal and their conditions deteriorated and was shocked to see patients making it 
alive.  

I’ve seen it enough to recognize this pattern, where we would just keep this person alive 
for so long and you really didn’t know the ones that made it were always really shocking 
because they all looked very long-drawn-out. (ID09) 

The information on COVID-19 seemed to be constantly changing at times with no clear 
instructions from the international or national health organizations and upper management. This 
led to distrust in the system as experienced by a few participants. 

4.4.4 “Band-aid together” (Co-worker’s support) 

Participants overwhelmingly reached out and received support from their co-workers who 
were specifically working with them on the same unit. The participants felt that they bonded with 
one another in a time of need as a team and checked on each other’s wellbeing. The participants 
also stepped in to work an extra hour or two until their colleague arrived or to help their colleagues 
take breaks. They also talked through their struggles, situations, and experiences using text 
messaging or via zoom. 

Even though I’m scheduled for 8-12 hours, if we are in weeds, or my co-workers are 
drowning, and it’s so busy that I’m not going to leave them. Being an Eagle Scout, as part 
of the Boys Scout, when you leave a place, make it look better than when you left it. Because 
I want to leave it better looking than when I arrived. (ID02) 

Due to short staffing, one of the colleagues of a participant volunteered to provide care for 
55-patient COVID-19 unit that had its first COVID-19 outbreak. This strategy helped the 
participant to continue with her supervisory role on her home unit instead of volunteering at the 
COVID-19 unit. However, the participant was scared and worried for her colleague who might get 
infected working on that COVID-19 unit while helping out. Two participants felt their colleagues 
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were there to help and support each other. One of them felt that she and her co-workers “band-
aided together,” which helped them get through the pandemic.   

We band-aid together, and we, nurses, hung out with each other outside of work, found 
highlights of the day and kept going and stuck to the friendships. I think, really my coworker 
just got me through a lot of it. (ID07) 

 Another participant mentioned developing a bond and sharing daily experiences with 
colleagues serving on that unit since they were all together and were each other’s backup. The 
participant stated that as nurses they were emotionally strong and supported each other and had 
autonomy. However, they were drowning, too, because no other nurse from the other non-COVID 
unit came to help. Therefore, the nurses in the COVID-19 unit continued to rotate and survived 
even though it was difficult. 

4.4.5 Other support (friends, family, therapist, community, etc.) 
Having family or a spouse to speak with was helpful for most of the participants who shared 

their daily experiences, their feelings, and frustrations. One of the participant’s spouses was a 
mental health therapist, the participant spoke about frustrations regarding people, patients or their 
family members but did not talk about the severity of the pandemic. Another participant’s spouse 
identified the need for his wife, the participant, to seek help to cope through the situation.   

  Likewise, another participant also chose to speak with his spouse and shared his feelings, 
frustrations, and anger. Being an ex-military with experience serving in combat tours, he 
concurrently reached out to a therapist early in the pandemic and felt that “having a place where it 
is okay to talk about oneself was helpful.” (ID03)  

On the other hand, one participant chose not to speak with her spouse about the pandemic 
for a year because she thought that her spouse would not understand what she was going through.   

Another participant remembered living in two different worlds, one that was going on in 
the healthcare facility and the outside world. She remembered feeling awful wanting to argue with 
people and her family about the importance of masks, vaccines, and isolation.   

One participant experienced receiving gifts from the community at the beginning of the 
pandemic in 2020 but not during 2021 as if pandemic was over. 

Everybody was giving recognition to the nurses. We would get random gifts from the public 
and there were discounts on any website one went on. If you were a first responder, COVID 
worker, healthcare worker, you got discounts and free crocs and discounts on North Face 
like so much stuff.” In 2021, “you didn’t hear anything about support to the nurses or those 
discounts, free gifts, free lunches that were catered stopped in 2021, as if pandemic was 
over. (ID01) 

Sometimes, “shame to walk into the public,” (ID05) as they would see someone wearing 
scrubs who must be working in the hospital and looking at their badges. The public will move 
away from the nurses because they are working in hospitals. 

Other forms of support that the participants used ranged from finding faith and solace in 
God, meditating, traveling, following physicians on TikTok, and taking anti-depressant medication. 
One participant spent time being with horses and consuming alcoholic beverages. 

5. Health impacts of caring for COVID-19 patients during pandemic  
Participants experienced a range of physical, mental, and emotional health issues working 

on the COVID-19 units and caring for COVID-19 patients. After two years, in retrospect, one 
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participant remembered that “it was bad to be a nurse during that time” (ID07). She felt exhausted, 
probably just mentally exhausted and drained. “The world shut down. One couldn’t do anything.” 
(ID07). Another participant did not want to come to work the next day after taking care of COVID-
19 patients throughout the first surge in Nebraska, and she was frustrated and short and it was too 
much to handle.  

An asthmatic participant began worrying that she would not survive since she was infected 
with COVID-19 at work. She began experiencing symptoms of having an allergy or sinus infection 
that got drastically worse. However, she was fine even though it was not a “pleasant experience 
suddenly losing the sense of taste and smell” (ID05). A few participants were diagnosed with 
depression, a few experienced burnouts, and a few were traumatized. 

5.1 Depression 
Three participants were diagnosed with depression. One of them was extremely fatigued, 

exhausted, from continuing with the daily chores at home or self-care. The participant remembers 
taking time off during the spring of 2021 when things began to slow down. The participant found 
herself unable to get out of bed, requested her mother to make an appointment with the physician 
because she was too embarrassed to do it. The participant was diagnosed with depression and was 
put on antidepressants and therapy. 

Everything came crashing and I couldn’t get out of bed, and I had to have my mom make 
the appointment because I was too embarrassed, or I couldn’t tell you exactly what. But I 
couldn’t do it for myself. (ID09) 

The other two participants also began taking antidepressants in 2021. One of them suffered 
from anxiety, and had difficulty sleeping at night, especially after working night shifts 
consecutively. This participant could not forget when a COVID-19 patient, a mother, died leaving 
behind two of her little children. This participant felt that seeing that patient’s death was 
heartbreaking because she came to know her family while taking care of the patient for 13 hours a 
day for 4 days. Further, on her days off from work, she kept on thinking about her patients, whether 
they were alive or needed to be prone. Once back at work, she would find her patients either 
receiving comfort care or being taken off the ventilator and watched them die in 5 minutes.  

 Another participant took antidepressants in 2021 that helped with providing care and 
managing her emotions.  

I did early, not early on, probably a year ago or so. I asked my doctor if I could get started 
on antidepressants, and so trial and error of that it’s also really helped me kind of come 
back to being willing to feel my emotions. (ID11) 

5.2 Burnout 
Three participants started experiencing burnout delivering care to COVID-19 patients 

during the pandemic. One participant stated being “emotionally burnout” (ID08) for two years. 
During the first year while she was working on the Covid unit, and the next year she took up the 
job of a travel nurse, which was physically taxing. This participant stated that “it's going to take me 
years to get out of burnout” (ID08).  

So, prevention is the biggest thing that any nurse can do. But as nurses we don't really have 
control over that. We don't have control over the ability to stop our own burnout other than 
leaving and going somewhere else. Because it really stems from the situation that the 
administration is going to put you in. (ID08). 
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Another participant expressed saying that “I think there’s a still a huge burnout” (ID09). 
The third participant explained that she was not feeling burned out in 2020 compared to 2021 fall, 
maybe because it wasn’t as severe at the delta surge in 2021 or maybe with all that hype in 2020, 
she was mentally prepared to deal with it better (ID013). This participant stated that if the patient’s 
outcomes were better, then there would not be as many burnouts and emotional distress among 
nurses.  

I think everything would have been a lot easier. Our things would have been better if there 
were better patient outcomes like the moral in the story. If the patient’s outcomes were 
better, I think that there wouldn't have been as much burnout and there wouldn't be as 
much emotional distress among nurses. (ID013) 

5.3 Traumatic experience 
Some participants described working during the pandemic as a traumatic experience. One 

participant felt traumatized and worse seeing how a COVID-19 patient had to be restrained with 
his arms and legs velcroid to the bed “like an animal” to keep him on BiPAP. The patient was 
unable to breathe, unable to move, unable to remove his BiPAP, and had no clue about what was 
happening to him in the last two days of his life. Moreover, the dying patient could only see their 
family over the iPad screen. This participant ended up crying with the patient.  

So, we ended up having to restrain that patient, which meant we put like Velcro fabric on 
his like a Velcro restraint, and restrained him to his bed, so his hands couldn't reach his 
face to pull off the bypass, and that was traumatic, because the man couldn't breathe. He 
couldn't move. He wanted that mask off. He had no clue what was going on. So, the last 
two days of his life were, I mean, tied down like an animal, and that was the absolute worst. 
(ID10) 

Another participant felt dealing with the trauma of being overworked coupled with 
experiencing the pain and suffering of families and seeing their loved ones die on the iPad screen 
was traumatic. She felt that she was in an industry that did not support caring for one’s own 
emotional trauma. So, either she left nursing or went to work where the organization had figured 
out how to help their employees.   

I am in an industry that does not support working on my own emotional trauma. There's 
not a lot of organizations that can support you financially that are a strong pro-nurse type 
of organization. (ID08) 

After going through a traumatic experience for 2 stressful years, one participant felt she 
was stronger and more resilient than she thought of herself initially.  

Discussion 

This study was conducted to understand the essence and meanings of the emotional 
experiences and emotional responses of nurses delivering care to COVID-19 patients in acute care 
between March 1, 2020, until September 30, 2022, using a descriptive phenomenological method. 
As a result, the study extracted the essence of the phenomenon in four theme clusters and fourteen 
themes.  

The first theme cluster indicated the quick adaptability of participants to the sudden 
changes in the physical and organizational structures in the healthcare facilities to house and care 
for COVID-19 patients, compliance with wearing full PPEs and screening policies for themselves 
and visitor’s for COVID-19, and visitor’s restrictions until the vaccines were out. Thus, indicating 
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that these nurses adapted to the situation with maturity and positively since human beings adapt 
and continue to grow and develop in changing environment (Kim & Kim, 2021).  

Although participants experienced shortages in PPEs early in the pandemic, it did not seem 
to impact caregiving as they were abiding by protocols to reuse them. Adequate PPEs have been 
reported to be protective against burnout in a cross-sectional study on healthcare provider across 
50 countries (RR = 0·88, 95% CI = 0·79–0·97, p = 0·01) (Morgantini et al., 2020). Participants did 
experience discomfort wearing full PPEs for long hours, such as feeling hot, sweaty, and 
complained that it added time for donning and doffing before and after getting into COVID-19 unit, 
and/or using restrooms, and/or attending emergencies. Further wearing masks led to breakouts, 
sores, etc., in a few participants. In a phenomenological study by Lee and Lee (2020), on eighteen 
nurses caring for COVID-19 patients between July 2020 through September 2020 in South Korea 
public hospitals, also experienced discomfort wearing PPEs. Previous empirical phenomenological 
approach on nurses and physicians, who were recruited using purposive and snowballing sampling, 
across five COVID-19-designated hospitals in Hubei province from February 10 – February 15, 
2020, also reported difficulties in breathing, feeling sweaty, and uncomfortable wearing full PPEs 
for long hours (Liu et al., 2020). The continuous wearing of PPEs in the World Health Organization 
(WHO) report in December 2020 documented tissue damage, skin reactions, and discomfort that 
could have been reduced following their guidance (WHO, 2020).  

The second theme was on emotional challenges experienced caring for COVID-19 patients 
and interacting with their families. Participants were overwhelmed by the sudden increase in 
COVID-19 cases and saw many deaths between Fall of 2020 through March 2021. In a 
phenomenological interpretive qualitative study from March 2020 until May 2021 on thirty-four 
Israeli nurses, found that they too encountered large number of deaths while experiencing 
professional and ethical issues regarding end-of-life care (Sperling, 2024). No matter how hard the 
participants in this study tried to treat the patients during the first surge in cases of COVID-19, the 
treatments kept on changing frequently leading to confusion and patients continued to die leaving 
them feeling helpless and sad. This is in alignment with another phenomenological study that 
reported eighteen nurses feeling confused due to frequent updates on clinical guidelines and high 
levels of stress and helplessness with sudden increase in COVID-19 patients between July 2020 
through September 2020 in South Korea public hospitals (Lee & Lee, 2020). In addition, a few 
participants reported having difficulties in convincing the families, especially of the pediatric 
patients about the severity of COVID-19 disease, since they did not believe in COVID-19. This is 
similar to the results found in a content analysis of 49 nurses in United States and Brazil between 
March 2020 – April 2021, who expressed that the community was disconnected and did not believe 
in COVID-19 (Abbott-Andersen et al., 2022). 

The third cluster of themes on emotional challenges reported working overtime due to an 
increase in patients and because of short staffing that they had to power through, which led a few 
participants to doubt on their abilities in providing adequate care. Participants also feared getting 
infected and/or infecting their families and felt isolated entering the COVID-19 unit. These findings 
are similar to the findings of Lee & Lee (2020) phenomenological study on South Korean nurses 
who felt isolated, worked long hours/overtime, feared getting infected, and self-doubted in 
providing adequate care to the patients between July through September 2020 (Lee & Lee, 2020). 
Eighteen Israeli nurses also feared getting infected or infecting their families since they were caring 
for COVID-19 patients (Marey-Sarwan et al., 2022).  

Another theme within this third cluster was the influence of media and politics when caring 
for COVID-19 patients. A few participants felt that COVID-19 was politicized and used as a 
political pawn to gather support from people. Astonishingly, Cameron et al. (2023) reported the 
beliefs, attitudes regarding government control, behaviors (such as more protective behavior, less 
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risky behavior), vaccine intention, etc., regarding COVID-19 were influenced by the political views 
of California residents from three diverse regions in June 2020 (N = 669) and February 2021 (N = 
611).   

The last theme cluster highlighted the ability of the participants to think positively, and to 
demonstrate resilience during times of uncertainty. Most of them also showed up at work either 
because it was their job or for their co-workers or when one participant felt that she was summoned 
to serve in a warlike situation. Marey-Sarwan et al. (2022) reported that the eighteen Israeli nurses 
also described the COVID-19 using metaphors such as war. And eighteen South Korean nurses felt 
that they were called to do the work that was expected of them, it was their job (Lee & Lee, 2020). 
The participants dealt with the challenges with a positive attitude, they internalized and reassessed 
the situation optimistically, which is in alignment with one of the approaches of James Gross’s 
Process Model on emotional regulation referred to as cognitive reappraisal (Gross, 2002). Per Gross 
(2002) cognitively reappraising a situation leads to positive emotional expression and 
responsiveness that are essential for social support and reduces physiological stressors.  

The other theme in this cluster was on tucked emotions. Only two of the thirteen 
participants suppressed their emotions despite feeling angry and sad about the situation. A study 
reported that most of the respondents suppress their emotions to an average extent. A cross-
sectional study on nurses (n = 577) working in infectious COVID-19 wards and non-infectious 
wards during the pandemic across 11 Polish hospitals reported nurses suppressing emotions as a 
mechanism to cope with negative emotions due to working conditions (Malinowska-Lipie´n, 2021).  

A cross-sectional online survey on 132 emergency nurses working in eight hospitals in the 
United States showed greater tendencies to suppress emotions. The study also found a statistically 
significant relationship between patient safety risks (b = 2.91, p = .036) and personal risks (b = 
2.87, p = .040); however, no statistically significant relationships with those who reappraised the 
situation (Huff et al., 2023). In addition, Huff et al. (2023) found emotional suppression was 
associated with an increase in burnout (depersonalization scale; ß = 0.20, p < 0.05, CI 0.15–2.48) 
vs cognitive reappraisal led to decrease in burnout (higher personal accomplishment; ß = 0.35, p < 
0.01, CI 0.16–2.56), after controlling for demographic variables and workload conditions among 
105 residency students in Spain during two study intervals (February 2013 and March 2014). 
However, individuals who are habitually suppressing are less likely to share or express their 
emotions and less likely to use any instrument for social support instead of those who positively 
reappraise a situation and are more likely to look for help and support (Gross, 2002). Therefore, 
managing emotions is fundamental to nursing and it is essential for nurses to express and regulate 
their emotions (Pohl et al., 2022).   

The third theme in the last cluster was switching departments since most of the participants 
in this study left acute care after providing direct care to COVID-19 patients for at least six months 
to two years during pandemic. Most of the participants continued to stay within nursing but in a 
different capacity and in a different field of nursing in 2022, except one participant who moved to 
another unit at the end of 2021. Some of the participants felt that they were the only family the 
patients had. They became attached to the patients, taking care of them daily for long periods and 
watching them die in large numbers took an emotional toll. One participant stated seeing the 
patients in pain was traumatizing. A few participants were traumatized, seeing the patients die alone 
without them due to organizational issues (such as short staffing, etc.) or the patient’s family was 
not allowed to visit due to visitors’ restrictions. However, communication with the patient’s family 
was conducted over the phones or iPads. At times, the participants were in tears seeing their 
COVID-19 patients die while their family watched their loved ones die through the screen. A 
phenomenological-interpretive qualitative interviews on 34 nurses from eight hospitals in Israel 
between March 2020 – May 2021 reported seeing numerous cases of death during two COVID-19 
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case surges and watched them die without their family by their bedside or provide closure or 
following rituals for end-of-life care (Sperling, 2024).  

Participants were concurrently going through their own emotional challenges along with 
the patient’s physical problems and their emotional issues, yet continued to provide care, especially 
during the peak of the pandemic. A few participants, also, experienced burnout due to staffing 
shortages and dealing with organizational challenges. A few participants were diagnosed with 
depression, and a few began taking antidepressants in 2021 after taking care of COVID-19 patients 
during the initial surge in COVID-19 cases. Aliakbari and colleague’s (2015) descriptive study on 
thirty-five Iranian nurses who had served in disasters previously believed that during unexpected 
circumstances, they were obligated to provide care for patients, had the sense of professional 
responsibility, but at the expense of the ignoring their needs, health and safety. They selflessly 
worked and dedicated themselves toward nursing duties while maintaining strong ethics and 
professionalism to cope with disaster. 

The last theme in the fourth cluster is utilizing social support to manage emotions. Social 
support is the perception or experience where the individual becomes part of a social network that 
is supportive (Sari & Setiwan, 2020). Participants in this study overwhelmingly reached out to their 
co-workers for support, who were living through the same experiences. They suffered together, 
discussed their daily struggles, spent time together after work, band-aided together, showed up for 
one another, and worked that extra hour or two to give their colleagues a break or help manage 
through staffing shortages. It is evident from the study that the participants depended on their co-
workers for help, advice, guidance to address, resolve, and overcome problems together when 
living through the uncertainties of COVID-19. The support of the co-workers was crucial and the 
most used form of constant support they had to get through the tumultuous time during the COVID-
19 surges. A qualitative content analysis study on fourteen nurses in Iran suggested that perceiving 
co-workers support in nursing increases the ability of dealing with stressful situations and promotes 
the quality of care. The study identified co-workers’ support as a psychological resource that could 
improve the work environment, the employees' performance, more than physical factors (Sodeify 
and Habibpour, 2021).  

In addition, some participants had a positive experience speaking with their supervisors, 
when they were supportive. Pohl et al. (2024) surveyed 188 nurses working in two large hospitals 
in Algiers (Algeria) and found that to improve quality care, it is essential to have work engagement 
or schedules in place that can help improve garnering emotional support from supervisors and co-
workers. Listening to a nurse’s work concerns, allowing them to talk about their emotions, and 
delivering words of encouragement are behaviors of emotional support to help employees regulate 
their emotions (Pohl et al., 2022).  

On the other hand, some participants felt that their supervisor or leadership did not support 
them or heard their concerns. Participants experienced difficulties at the system’s level such as 
managing through the uncertainties of COVID-19 infections, with treatment strategies changing 
frequently, and seeing unusual number of deaths, mandatory overtime to address staffing shortages, 
and exacerbated with other infrastructural and organizational challenges. None of the participants 
mentioned that the organizations provided resources to check their health or address any symptoms 
of depression, burnout, or trauma, except the EAP services. Some of the participants found EAP 
services helpful while a few either did not utilize them or felt that the counselors did not seem to 
understand their concerns. At work, nurses can experience social support from organizations, co-
workers, and supervisors (Dijkshoorn-Albrecht, 2024). 

Per Eisenberger and colleagues (1986), organizational support is the perception and belief 
of an employee on how the organization values his/her contribution and cares about his/her well-
being. If the employees feel appreciated, or trust that the organization will reward and value their 



166 
 

accomplishments per the social exchange process, which is an element of the perceived 
organizational support, then they will perform well at work (Battistelli et al., 2016). In addition, 
perceived organizational support is influenced by emotional support that can have an impact on 
employee’s turnover rates, absenteeism, performance, and social behaviors (Xu and Zhao, 2024).  

Studies have shown if there is organizational support including provision of resources, 
recognition and flexible work arrangements then it reduces burnout (Xu and Zhao, 2024). A cross-
sectional study on 73 palliative care nurses in November 2018, Alabama, United States, found 
negative correlation between burnout and perceived organizational support and burnout and co-
worker’s support (Lowe et al., 2020). Another cross-sectional study among healthcare workers 
during the COVID-19 pandemic from May 3-27, 2020, in the Republic of Cyprus found self-
perceived organizational support was significantly (p < 0.001) and negatively associated with self-
assessed depressive and traumatic symptoms, intensity of stress, after controlling for confounders 
(Chatzittofis et al., 2021).  

Literature showed that perceived organizational support is positively related to increased 
employee commitment, job involvement, and trust, employee performance, job satisfaction and 
decreased employees’ counterproductive work behaviors, reduced levels burnout and work-family 
conflict (Caesens et al., 2020). The size and structure of the organization or hospital, type of 
staffing, hours worked per shift, day-to-day workload, type of unit, in addition to the physical 
condition of the workplace are necessary factors for organizations to consider achieving positive 
outcomes per Donabedian's theory (Lowe et al., 2020).  

Therefore, the qualitative research indicated a holistic approach where the employees must 
have organizational support but also the emotional support of their co-workers and supervisors. 
Those who perceived high social support were successful in coping with stress (Sari & Setiwan, 
2020). However, there was still a need for organizational support to provide resources, care for the 
health and well-being of employees, and the development of a structure that enforces work-life 
balance.  
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Appendix B 

Quantitative (Cross-sectional Study) Results and Discussion 

Results  
The descriptive characteristics of the study participants are presented in Table 1. It shows 

90% of acute care nurses were females and 93% of the nurses were Non-Hispanic White. Forty-six 
(46) percent of the nurses worked in the medical surgical/step-down unit, 32% in critical care, and 
23% in the emergency department. The age group between 30-39 comprised the highest group of 
respondents at 34%, followed by 25% in age group 40-49, and 23% within age group 20-29, with 
the lowest group between age group 60-69 at 7%. One fourth (1/4th) of the nurses responding to the 
survey had 6-10 years of work experience and another 24% had 11-20 years of experience, followed 
by 19% with 2-5 years, 14% had less than 2 years, and only 8% had more than 21 years and 9% 
had 30 years of work experience. More than half of the nurses worked between 20 to 40 hours/week 
vs 42% worked more than 40 hours/week. Eighty-one percent worked in one organization vs 16% 
worked in two organizations. Seventy-three percent of the nurses reported working at organizations 
where the patient-to-nurse ratio was higher compared to 27% reporting lower ratios. Thirty-five 
percent had more than 251 beds at their primary place of employment vs 24% with less than or 
equal to 25 beds, 21% with 101-250 beds, and the remaining 20% between 26-100 beds. 

Table 1. Descriptive analysis of acute care nurses providing care during COVD-19 pandemic 
between October 1, 2020 – March 31, 2021. 

Table 1: Selected sample characteristics mean (SD) n(%)  
Emotional exhaustion 36.96(12.17) .. 
Depersonalization level 14.55(7.14) .. 
Personal accomplishment 32.11(7.97) .. 
Emotional exhaustion level 

  

   Low .. 39(11) 
   Medium .. 33(9) 
   High .. 294(80) 
Depersonalization level 

  

   Low .. 46(13) 
   Medium .. 52(14) 
   High .. 268(73) 
Personal accomplishment level 

  

   Low .. 188(51) 
   Medium .. 111(30) 
   High .. 67(18) 
Predictor: 

  

   Cognitive reappraisal 29.88(6.04) .. 
   Expressive Suppression 15.59(5.17) .. 
Covariates 

  

Age 
  

   20-29 .. 84(23) 
   30-39 .. 125(34) 
   40-49 .. 92(25) 
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   50-59 .. 38(10) 
   60-69 .. 27(7) 
Gender 

  

   Female .. 326(90) 
   Male .. 36(10) 
Race 

  

   Hispanic or Latino .. 7(2) 
   Non-Hispanic White .. 340(93) 
   Non-Hispanic Black or African American .. 4(1) 
   American Indian or Alaska Native .. 1(0.27) 
   Asian .. 7(2) 
   Other race .. 6(2) 
Hospital beds at the primary place of employment have between October 
1, 2020 - March 31, 2021. 

  

   Less than or equal to 25 beds .. 87(24) 
   26-100 beds .. 72(20) 
   101-250 beds .. 77(21) 
   More than 251 beds .. 128(35) 
Average combined number of hours worked during a typical week 
between October 1, 2020 - March 31, 2021. 

  

   Less than 20 hours/week .. 5(1) 
   Between 20 - 40 hours/week .. 205(57) 
   More than 40 hours/week .. 155(42) 
Years worked as a Registered Nurse as of March 31, 2021 

  

   Less than 2 years .. 52(14) 
   2-5 years .. 68(19) 
   6-10 years .. 92(25) 
   11-20 years .. 88(24) 
   21-30 years .. 31(8) 
   More than 30 years .. 34(9) 
Number of organizations (acute care or critical care or emergency 
department) worked between October 1, 2020 - March 31, 2021. 

  

   1 Organization .. 298(81) 
   2 Organizations .. 57(16) 
   More than 2 Organizations .. 11(3) 
Worked more than 40 hours per week in 1 organization 

  

   No .. 12(8) 
   Yes .. 141(92) 
Department worked predominantly 

  

   Emergency Department .. 82(23) 
   Medical Surgical/Step-down Unit .. 166(46) 
   Critical Care .. 115(32) 
Nurse/Patient ratios higher in at least one of the organizations you 
worked 
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   No .. 100(27) 
   Yes .. 265(73) 

 
Table 2a, 2b, and 2c shows the bivariate analysis between the outcome/dependent variables 

of burnout using MBI scale and independent variables including subscales of emotional regulation 
and covariates. The covariates included demographic characteristics such as age, gender, 
race/ethnicity, and a few work-related questions. 

Table 2a shows the bivariate analysis data between emotional exhaustion, which is the one 
of the dimensions of Maslach Burnout inventory and sub scales of emotional regulation instrument 
and covariates. The data indicates age, gender, the number of hospital beds at the primary place of 
employment, number of years worked, patient-to-nurse ratio, and support were statistically 
significant (ps < .05) and positively associated with emotional exhaustion. Emotional exhaustion 
was negative but marginally significantly correlated with cognitive reappraisal (r = -.09, p = .06) 
and not significantly correlated with expressive suppression. It is also marginally significantly 
correlated with the number of organizations worked between October 1, 2020 – March 31, 2021 (p 
= .06).  
Table 2a: Bivariate analysis between independent variables or covariates, and emotional 
exhaustion (continuous variable) 

Table 2a: Bivariate analysis between independent variables or covariates, and emotional 
exhaustion (continuous variable)  

mean (SD)/ 
(correlation coefficient) 
* 

p 

Predictors 
  

   Cognitive reappraisal -0.09 0.060 
   Expressive suppression 0.06 0.188 
Covariates 

  

Age 
  

   20-29 38.96(10.61) .006 
   30-39 37.78(12.38) 

 

   40-49 38.01(12.01) 
 

   50-59 33.07(11.57) 
 

   60-69 28.91(13.54) 
 

Gender 
  

   Male 28.77(14.82) .001 
   Female 37.82(11.52) 

 

Race/Ethnicity 
  

   Hispanic or Latino 28.08(12.52) .505 
   Non-Hispanic White 37.09(12.21) 

 

   Non-Hispanic Black or African American 37.75(9.53) 
 

   American Indian or Alaskan Native 40(na)a 
 

   Asian 40.14(11.18) 
 

Other race 36.16(13.16) 
 

Hospital beds at the primary place of employment have 
between October 1, 2020 - March 31, 2021. 

  

   Less than or equal to 25 beds 34.32(12.27) .006 
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   26-100 beds 39.71(10.31) 
 

   101-250 beds 34.86(12.62) 
 

   More than 251 beds 38.50(12.43) 
 

Average combined number of hours worked during a 
typical week between October 1, 2020 - March 31, 2021. 

  

   Less than 20 hours/week 35(16.65) .211 
   Between 20 - 40 hours/week 36.06(12.35) 

 

   More than 40 hours/week 38.29(11.75) 
 

Years worked as a Registered Nurse as of March 31, 2021 
  

   Less than 2 years 40.34(10.58) .004 
   2-5 years 36.70(11.52) 

 

   6-10 years 37.86(12.59) 
 

   11-20 years 37.57(12.17) 
 

   21-30 years 35.02(9.53) 
 

   More than 30 years 30.01(14.50) 
 

Number of organizations (acute care or critical care or 
emergency department) worked between October 1, 2020 - 
March 31, 2021. 

  

   1 Organization 36.75(12.16) .066 
   2 Organizations 36.46(12.51) 

 

   More than 2 Organizations 45.36(7.32) 
 

Worked more than 40 hours per week in 1 organization * 
  

   No 41.22(14.82) .357 
   Yes 37.95(11.53) 

 

Department worked predominantly 
  

   Emergency Department 36.75(12.04) .662 
   Medical Surgical/Step-down Unit 36.61(12.09) 

 

   Critical Care 37.90(12.44) 
 

Nurse/Patient ratios higher in at least one of the 
organizations you worked 

 

   No 31.15(12.44) .001 
   Yes 39.15(11.36) 

 

Support   
   Having support  38.10(11.54) .003 
   Lack of support  33.83(13.32)  

*Correlation coefficient for continuous variables (mean/sd for categorical variable). p values are based on the correlation coefficient 
for continuous independent variables or covariates or ANOVA for categorical independent variables or covariates. 
a it is not available because there was only 1 observation. 

Table 2b shows bivariate analysis between the depersonalization dimension of burnout 
scale and sub scales of emotional regulation and covariates. Cognitive reappraisal is statistically 
significantly and negatively correlated (r = 0.14, p = .005) with depersonalization scale. Expressive 
suppression was not statistically correlated with depersonalization (r = .04, p = .40). The covariates 
significantly (ps < .05) associated with depersonalization dimension were age, hospital beds at the 
primary place of employment, number of years worked as a nurse, department worked, and patient-
to-nurse ratio. Only covariate, working in more than 1 organization, was marginally significantly 
associated (p = .08) with the depersonalization scale. 

Table 2b: Bivariate analysis between independent variables including emotional regulation 
strategies and depersonalization as a continuous variable. 
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Table 2b: Bivariate analysis between independent variables including emotional regulation 
strategies and depersonalization as a continuous variable.  

mean (SD)* p 
Predictors 

  

   Cognitive reappraisal -0.146 .005 
   Expressive suppression 0.04 .409 
Covariates 

  

Age 
  

   20-29 16.88(6.54) .002 
   30-39 14.72(7.08) 

 

   40-49 14.33(7.46) 
 

   50-59 12.31(6.70) 
 

   60-69 10.37(6.12) 
 

Gender 
  

   Male 13.59(7.93) .396 
   Female 14.65(7.02) 

 

Race/Ethnicity 
  

   Hispanic or Latino 8.14(6.96) .174 
   Non-Hispanic White 14.76(7.05) 

 

   Non-Hispanic Black or African American 12.75(10.43) 
 

   American Indian or Alaskan Native 16(na) 
 

   Asian 11.42(7.67) 
 

   Other race 15.5(6.97) 
 

Hospital beds at the primary place of employment have between 
October 1, 2020 - March 31, 2021. 

  

   Less than or equal to 25 beds 13.45(6.45) .012 
   26-100 beds 15(7.59) 

 

   101-250 beds 13.07(6.83) 
 

   More than 251 beds 15.98(7.32) 
 

Average combined number of hours worked during a typical 
week between October 1, 2020 - March 31, 2021. 

  

   Less than 20 hours/week 13.60(4.82) .558 
   Between 20 - 40 hours/week 14.21(6.97) 

 

   More than 40 hours/week 15.00(7.44) 
 

Years worked as a Registered Nurse as of March 31, 2021 
  

   Less than 2 years 17.03(6.66) .003 
   2-5 years 14.75(7.38) 

 

   6-10 years 15.42(7.04) 
 

   11-20 years 14.01(7.07) 
 

   21-30 years 12.38(6.51) 
 

   More than 30 years 11.44(7.05) 
 

Number of organizations (acute care or critical care or 
emergency department) worked between October 1, 2020 - March 
31, 2021. 

  

   1 Organization 14.45(7.13) .087 
   2 Organizations 14.14(6.97) 
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   More than 2 Organizations 19.18(7.16) 
 

Worked more than 40 hours per week in 1 organization * 
  

   No 16.50(9.11) .461 
   Yes 14.83(7.34) 

 

Department worked predominantly 
  

   Emergency Department 16.50(6.28) .007 
   Medical Surgical/Step-down Unit 13.54(7.30) 

 

   Critical Care 14.81(7.18) 
 

Nurse/Patient ratios higher in at least one of the organizations 
you worked 

 

   No 11.89(7.38) .001 
   Yes 15.55(6.80) 

 

Support   
   Having support  14.70(7.00) .489 
   Lack of support  14.12(7.52)  

*Correlation coefficient for continuous variables (mean/sd for categorical variable). P values are based on the correlation coefficient 
for continuous independent variables or covariates or ANOVA for categorical independent variables or covariates 

Table 2c shows bivariate analysis between personal accomplishment as the last dimension 
of burnout variable and emotional regulation strategies and covariates. Cognitive reappraisal is 
statistically significantly correlated with personal accomplishment (r = .39, p = .001). Expressive 
suppression was not correlated with personal accomplishment (r = -.008, p > 0.05). Among the 
covariates, only the department worked and the number of hospital beds at the primary place of 
employment were statistically significantly related to personal accomplishments. 

Table 2c: Bivariate analysis between independent variables including emotional regulation 
strategies and personal accomplishment as a continuous variable. 

Table 2c: Bivariate analysis between independent variables including emotional regulation 
strategies and personal accomplishment as a continuous variable.  

Mean (SD)* p 
Predictors 

  

   Cognitive reappraisal 0.393 .001 
   Expressive suppression -0.008 .868 
Covariates 

  

Age 
  

   20-29 32.03(7.35) .302 
   30-39 31.86(8.26) 

 

   40-49 31.25(8.90) 
 

   50-59 33.50(6.36) 
 

   60-69 34.54(6.83) 
 

Gender 
  

   Male 32.91(10.78) .522 
   Female 32.02(7.60) 

 

Race/Ethnicity 
  

   Hispanic or Latino 37.16(7.18) .431 
   Non-Hispanic White 31.97(7.73) 

 

   Non-Hispanic Black or African American 34.82(10.53) 
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   American Indian or Alaskan Native 40(na) 
 

   Asian 30.71(13.11) 
 

   Other race 30.33(12.16) 
 

Hospital beds at the primary place of employment have between 
October 1, 2020 - March 31, 2021. 

  

   Less than or equal to 25 beds 30.59(8.29) .032 
   26-100 beds 31.19(7.71) 

 

   101-250 beds 34.00(7.18) 
 

   More than 251 beds 32.52(8.19) 
 

Average combined number of hours worked during a typical 
week between October 1, 2020 - March 31, 2021. 

  

   Less than 20 hours/week 32.80(6.90) .232 
   Between 20 - 40 hours/week 31.56(8.11) 

 

   More than 40 hours/week 32.98(7.57) 
 

Years worked as a Registered Nurse as of March 31, 2021 
  

   Less than 2 years 30.42(7.04) .232 
   2-5 years 32.14(7.53) 

 

   6-10 years 31.47(9.16) 
 

   11-20 years 33.03(7.72) 
 

   21-30 years 31.53(8.12) 
 

   More than 30 years 34.31(6.84) 
 

Number of organizations (acute care or critical care or 
emergency department) worked between October 1, 2020 - March 
31, 2021. 

  

   1 Organization 32.34(8.06) .277 
   2 Organizations 31.60(7.66) 

 

   More than 2 Organizations 28.63(6.34) 
 

Worked more than 40 hours per week in 1 organization  
  

   No 34(7.81) .601 
   Yes 32.80(7.54) 

 

Department worked predominantly 
  

   Emergency Department 30.31(7.65) .043 
   Medical Surgical/Step-down Unit 33.00(8.06) 

 

   Critical Care 31.99(7.95) 
 

Nurse/Patient ratios higher in at least one of the organizations 
you worked 

 

   No 32.59(8.71) .519 
   Yes 31.99(7.64) 

 

Support    
   Having support  32.45(7.57) .181 
    Lack of support  31.18(8.95)  

*Correlation coefficient for continuous variables (mean/sd for categorical variable). p values are based on the correlation coefficient 
for continuous independent variables or covariates or ANOVA for categorical independent variables or covariates. 

Overall, the bivariate analysis shows that cognitive reappraisal was statistically significant 
but negatively correlated with emotional exhaustion and depersonalization and positively 
correlated with personal accomplishment subscales of burnout. There was no statistically 
significant relationship between expressive suppression and any subscales of burnout. 

Among the demographic variables, age, number of years worked as a nurse at the primary 
place of employment, and the patient-to-nurse ratio were statistically significantly correlated with 
emotional exhaustion and depersonalization scales. The department worked at was statistically 
significantly correlated with depersonalization and personal accomplishment subscales of burnout.  
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The number of hospital beds at the primary place of employment was statistically significantly 
correlated with all three subscales of burnout (emotional exhaustion, depersonalization, and 
personal accomplishment). Gender was only associated with emotional exhaustion and not 
associated with any other subscales of burnout. 

Tables 3a-c show the results based on crude analyses on burnout as the outcome/dependent 
variable, and multivariate analyses adjusting for covariates in model 1, and multivariate analyses 
further adjusting for support in model 2, and finally the multivariate model including the interaction 
between support and emotional regulation strategies, adjusting for the covariates in model 3. The 
covariates selected for the multivariate regression analysis were those that resulted in p < .1 in at 
least one of the outcomes in the bivariate analysis as shown in tables 2a-2c. 

First, we assessed the dependent variable as emotional exhaustion. Table 3a shows the 
crude analysis between cognitive reappraisal and emotional exhaustion that was marginally 
significantly associated (b = -.19, SE = .10, p = .060). Expressive suppression was not significantly 
associated with emotional exhaustion (p > .05).   

The crude estimate between covariates and emotional exhaustion showed that age groups 
50-59, 60-69, compared to age group 20-29 were statistically significant but negatively associated 
with emotional exhaustion. Females were statistically significantly associated with emotional 
exhaustion vs males. The nurses reporting number of hospital beds in the primary place of 
employment in the range of 26-100 beds (b = 5.38, SE = 1.91, p = .005)  and more than 251 beds 
(b = 4.17, SE = 1.67, p = .013) were statistically and significantly associated with emotional 
exhaustion compared to those  who reported having the number of hospital beds in the primary 
place of employment  less than or equal to 25 beds. Nurses reporting having work experience of 
more than 30 years compared to those with less than 2 years were negatively statistically 
significantly associated with emotional exhaustion (b = -10.32, SE = 2.64, p = 0.001). Those 
working in more than 2 organizations were statistically significantly associated (b = 8.60, SE = 
3.71, p = .02) with emotional exhaustion compared to those in 1 organization. Higher nurse/patient 
ratios in at least one of the organizations were statistically significant (b = 8.00, SE = 1.36, p = 
.001) associated with emotional exhaustion. The lack of support was negatively statistically 
significant (b = -4.26, SE = 1.42, p = .003) associated with emotional exhaustion.  

After adjusting for covariates in model 1, cognitive reappraisal was negatively statistically 
significantly (b = -.23, SE = .09, p = .01) associated with emotional exhaustion, but expressive 
suppression was not statistically significantly associated with emotional exhaustion (ps > .05). In 
Model 2, after further adjusting for support, cognitive reappraisal was still negatively statistically 
significant (b = -0.25, SE = .09, p = .009) and associated with emotional exhaustion but expressive 
suppression was marginally positively associated (b = 0.20, SE = .11, p = .07).  In Model 2, the 
results indicated gender was statistically significantly associated with emotional exhaustion (b = 
9.79, SE = 2.06, p = .001) after controlling covariates and support. The number of hospital beds in 
the primary place of employment was statistically significantly associated with emotional 
exhaustion when the beds were more than 251 (b = 5.18, SE = 1.65, p = .002)  and between 26-100 
beds (b = 4.25, SE = 1.88, p = .02), compared to those nurse reporting working in hospitals with 
less than or equal to 25 beds after controlling for covariates and support. Those nurses reporting 
working in more than 2 organizations were statistically significant (b = 7.88, SE = 1.35, p = .001) 
associated with emotional exhaustion after controlling for covariates and support.  Support was not 
associated with emotional exhaustion after controlling for the covariates.  

In model 3, the interaction between cognitive reappraisal/expressive suppression was 
assessed after controlling covariates and support. The results showed negative statistically 
significant interaction between cognitive reappraisal and support (b = -0.50, SE = .21, p = .01) on 
emotional exhaustion. No statistically significant interaction was found between expressive 
suppression and support (p > .05).  

Stratified analyses were conducted to further understand the moderation effect of support 
between cognitive reappraisal/expressive suppression and emotional exhaustion as shown in Table 
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4a. It shows that among those nurses who did not receive support, cognitive reappraisal was 
negatively statistically significantly (b = -0.64, SE = .19) associated with emotional exhaustion 
after controlling for the covariates. Among the participants who reported having any support, there 
was no statistically significant association between cognitive reappraisal and emotional exhaustion. 
Expressive suppression was not statistically significantly associated with emotional exhaustion 
among those who lacked support and those who had support. 
Table 3a: Multivariate regression analysis showing crude analysis, adjusted models (models 1 
through 3), on emotional exhaustion as the continuous outcome variable. 

Table 3a: Multivariate regression analysis showing crude analysis, adjusted models (models 1 
through 3), on emotional exhaustion as the continuous outcome variable.  
 Crude  Model 1 

(Adjusted 
for 
covariates) 

 Model 2 (Adjusted 
for support as a 
variable) 

Model 3 (Adjusted 
for interaction 
between predictors 
and emotional 
exhaustion)  

b(SE) p b(SE) p b(SE) p b(SE) p 

Predictors 
        

   Cognitive 
reappraisal 

-0.19(.10) .063 -0.23(0.09) .015  -0.25(0.09) .009 -0.08(0.12) .491 

   Expressive 
suppression 

0.16(0.12) .188 0.18(0.11) .118 0.20(0.11) .079 0.21(0.13) .108 

Covariates 
        

Age 
        

   20-29 REF. 
 

REF. 
 

REF. 
 

REF. 
 

   30-39 -1.17(1.68) .483 -0.16(1.90) .932 -0.19(1.89) .918 -0.38(1.89) .839 
   40-49 -0.94(1.79) .600 2.01(2.22) .366 2.06(2.21) .351 1.84(2.20) .402 
   50-59 -5.88(2.32) .012 -3.41(3.22) .291 -3.07(3.22) .341 -3.77(3.22) .243 
   60-69 -10.05(2.63) .001 -4.28(4.20) .309 -3.61(4.21) .391 -2.63(4.20) .532 
Gender 

        

   Male REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Female 9.04(2.08) .001 10.47(2.03) .001 9.79(2.06) .001 10.19(2.06) .001 
Hospital beds at 
the primary 
place of 
employment have 
between October 
1, 2020 - March 
31, 2021. 

        

   Less than or 
equal to 25 beds  

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   26-100 beds  5.38(1.91) .005 4.23(1.87) .025 4.25(1.87) .024 4.64(1.88) .014 

   101-250 beds  0.54(1.88) .774 1.51(1.80) .401 1.51(1.79) .400 1.70(1.79) .343 

   More than 251 
beds 

4.17(1.67) .013 5.30(1.66) .002 5.18(1.65) .002 5.51(1.65) .001 

Years worked as 
a Registered 
Nurse as of 
March 31, 2021 

        

   Less than 2 
years 

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   2-5 years -3.63(2.20) .100 -2.13(2.14) .319 -2.14(2.13) .317 -2.25(2.12) .291 

   6-10 years -2.47(2.08) .234 0.44(2.27) .846 0.25(2.27) .912 0.18(2.26) .935 

   11-20 years -2.76(2.09) .187 -0.05(2.42) .982 -0.19(2.42) .936 -0.23(2.40) .922 

   21-30 years -5.32(2.72) .051 -1.10(3.35) .742 -1.08(3.34) .746 -0.95(3.33) .774 
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   More than 30 
years 

-10.32(2.64) .001 -3.67(4.12) .373 -4.07(4.11) .323 -5.40(4.13) .192 

Number of 
organizations**  

        

   1 Organization REF. 
 

REF. 
 

REF. 
 

REF. 
 

   2 Organizations -0.29(1.75) .865 -1.31(1.66) .429 -1.08(1.66) .517 -0.96(1.66) .561 

   More than 2 
Organizations 

8.60(3.71) .021 7.43(3.39) .029 7.29(3.38) .032 7.22(3.36) .032 

Department 
worked 
predominantly 

        

   Emergency 
Department 

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Medical 
Surgical/Step-
down Unit 

-0.13(1.64) .934 -1.02(1.57) .517 -0.98(1.57) .532 -1.08(1.56) .490 

   Critical Care 1.15(1.76) .514 -0.09(1.72) .957 -0.08(1.71) .960 -0.34(1.71) .841 

Nurse/Patient 
ratios higher in 
at least one of the 
organizations 
you worked 

       

   No REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Yes 8.00(1.36) .001 8.09(1.35) .001 7.88(1.35) .001 7.68(1.35) .001 

Support 
        

   Having support REF. 
 

--- --- REF. 
 

REF. 
 

   Lack of support -4.26(1.42) .003 --- --- -2.38(1.38) .087 10.24(7.22) .15 

Interactions 
        

   Cognitive 
reappraisalXsuppo
rt 

--- --- --- --- --- 
 

-0.50(0.21) .016 

   Expressive 
suppressionXsupp
ort 

--- --- --- --- --- 
 

0.13(0.26) .614 

**(acute care or critical care or emergency department) worked between October 1, 2020 - March 31, 2021. 

Table 4a: Multivariate regression analysis between emotional regulation strategies and emotional 
exhaustion stratified by support level. 

 Table 4a: Multivariate regression analysis between emotional regulation strategies and emotional 
exhaustion stratified by support level.  
 Lack of support Having support 
Predictors b(SE) p b(SE) p 
   Cognitive reappraisal -0.64(0.19) .002 -0.06(0.12) .611 
   Expressive suppression 0.44(0.27) .112 0.21(0.13) .104 
Covariates 

    

Age 
    

   20-29 REF. 
 

REF. 
 

   30-39 -1.10(4.26) .797 0.0009(2.16) 1.000 
   40-49 3.86(5.13) .454 1.34(2.48) .590 
   50-59 2.87(6.48) .658 -5.41(3.87) .163 
   60-69 5.73(7.35) .438 -6.28(5.62) .265 
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 Gender 
    

   Male  REF. 
 

REF. 
 

   Female 15.54(3.41) .001 6.85(2.87) .018 
Hospital beds at the primary place of 
employment have between October 1, 
2020 - March 31, 2021. 

    

   Less than or equal to 25 beds REF. 
 

REF. 
 

   26-100 beds 6.38(4.24) .137 4.18(2.15) .053 
   101-250 beds  3.50(4.23) .411 1.37(2.07) .509 
   More than 251 beds 8.32(4.21) .052 5.18(1.85) .006 
Years worked as a Registered Nurse as 
of March 31, 2021 

    

   Less than 2 years  REF. 
 

REF. 
 

  2-5 years 2.00(4.62) .666 -3.78(2.43) .122 
  6-10 years 7.51(4.77) .120 -1.80(2.63) .494 
  11-20 years 5.67(4.92) .252 -2.16(2.82) .444 
  21-30 years -2.83(6.47) .663 -1.44(4.00) .719 
More than 30 years -6.62(7.33) .369 -4.18(5.32) .433 
Number of organizations worked 

    

   1 Organization  REF. 
 

REF. 
 

   2 Organizations -5.22(3.21) .109 1.15(2.00) .564 
More than 2 Organizations 15.86(8.94) .080 5.87(3.66) .110 
Department worked predominantly 

    

   Emergency Department  REF. 
 

REF. 
 

   Medical Surgical/Step-down Unit -6.51(3.60) .075 0.24(1.79) .890 
   Critical Care -5.71(4.30) .188 1.20(1.92) .532 
Nurse/Patient ratios higher in at least 
one of the organizations you worked 

    

   No REF. 
 

REF. 
 

   Yes 7.20(2.94) .017 7.89(1.57) .001 
**(acute care or critical care or emergency department) worked between October 1, 2020 - March 31, 2021. 

Table 3b: The results showing multivariate regression analysis based on crude estimate, 
and adjusted for covariates in model 1, and further adjusted for covariates and support in model 2; 
and assessed for interaction between emotional regulation strategies and support after controlling 
for covariates on depersonalization as the outcome/dependent variable. The crude estimate found 
that one of the emotional regulation strategies, such as cognitive reappraisal is negatively 
statistically significantly associated (b = -0.17, SE = 0.06, p = .005) with depersonalization. 
Expressive suppression was not statistically associated with depersonalization (p > 0.05). The age 
groups 40-49 (b = -2.55, SE = 1.05, p = .01), 50-59 (b = -4.56, SE = 1.36, p = .001), and 60-69 (b 
= -6.51, SE = 1.53, p = .001) were negatively significantly associated with depersonalization 
compared to age group 20-29. The number of hospital beds in the primary place of employment 
was statistically significantly associated with depersonalization (having more than 251 beds (b = 
2.52, SE = 0.98, p = .01) vs. having less than or equal to 25 beds). Those nurses’ reporting work 
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experience of 11 – 20 years (b = - 3.02, SE = 1.22, p = .01), 21-30 years (b = -4.65, SE = 1.59, p = 
.004), and more than 30 years (b = -5.59, SE = 1.54, p = .001) were negatively statistically 
significantly associated with depersonalization compared to those with less than 2 years of 
experience. Those nurses working in more than 2 organizations were statistically significantly 
associated (b = 4.72, SE = 2.18, p = .03) with depersonalization compared to those in 1 organization. 
Nurses working in the medical surgical/step down units were negatively statistically significantly 
(b= -2.96, SE = 0.95, p = .002) associated with depersonalization. Higher nurse/patient ratios (b = 
3.66, SE = 0.81, p = .001) in at least one of the organizations were associated with 
depersonalization.  

In the adjusted model 1, after controlling for the potential covariates, cognitive reappraisal 
was negatively statistically significantly (b= -0.18, SE = 0.57, p = .002) associated with 
depersonalization vs expressive suppression that was not statistically significantly associated after 
controlling for covariates. In Model 2, cognitive reappraisal was also negatively statistically 
significantly (b = -0.17, SE = 0.05, p = .002) associated vs expressive suppression that not 
statistically significantly associated (b = .07, SE = 0.06, p = .29) with depersonalization, after 
controlling for covariates and support.   The number of hospital beds more than 251 in the primary 
place of employment was statistically significantly associated (b = 3.83, SE = 0.99, p = .001) with 
depersonalization compared to places with less than or equal to 25 beds. Those nurses working in 
more than 2 organizations were statistically significantly associated (b = 4.20, SE = 2.02, p = .03) 
with depersonalization compared to those in 1 organization after controlling for covariates and 
support. Nurses working in the medical surgical/step down units (b= -4.23, SE = 0.94, p = .001) 
and critical care (b = -3.28, SE = 1.02, p = .002) were negatively statistically significantly associated 
with depersonalization after controlling for covariates and support. Higher nurse/patient ratio (b = 
3.66, SE = .81, p = .001) in at least one of the organizations was associated with depersonalization 
after controlling covariates and support. Those who lacked support compared to those who had 
were not statistically significantly (p > 0.05) associated with depersonalization after controlling for 
covariates. In model 3, the interaction between emotional regulation strategies (cognitive 
reappraisal and expressive suppression) and support was not statistically significant (p > .05). 
Table 3b: Multivariate regression analysis showing crude data, adjusted models 1-3, on 
depersonalization as the continuous outcome variable. 

Table 3b: Multivariate regression analysis showing crude data, adjusted models 1-3, on 
depersonalization as the continuous outcome variable. 
 Crude Model 1 (Adjusted 

for covariates) 
Model 2 (Adjusted 
for covariates, and 
support as a variable) 

Model 3 (Adjusted 
for covariates and 
support, and 
interaction 
between predictors 
and emotional 
exhaustion)  

b(SE) p b(SE) p b(SE) p b(SE) p 

Predictors 
        

   Cognitive 
reappraisal 

-0.17(0.06) .005 -0.18(0.57) .002 - 0.17(0.05) .002 -0.11(0.07) .123 

   Expressive 
suppression 

0.05(0.07) .409 0.07(0.06) .279 0.07(0.06) .297 0.06(0.08) .405 

Covariates 
        

Age 
        

   20-29 REF. 
 

REF. 
 

REF. 
 

REF. 
 

   30-39 -2.15(0.98) .029 -1.92(1.13) .089 -1.92(1.13) .090 -2.02(1.13) .076 

   40-49 -2.55(1.05) .016 -1.62(1.32) .219 -1.63(1.32) .219 -1.72(1.32) .194 

   50-59 -4.56(1.36) .001 -3.50(1.92) .07 -3.35(1.92) .068 -3.84(1.93) .048 
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   60-69 -6.51(1.53) .001 -4.27(2.50) .08 -4.33(2.51) .086 -3.92(2.52) .122 

Gender 
        

   Male 
  

REF. 
 

REF. 
 

REF. 
 

   Female 1.06(1.25) .397 1.20(1.21) .319 1.27(1.23) .304 1.42(1.24) .253 

Hospital beds at 
the primary place 
of employment 
have between 
October 1, 2020 - 
March 31, 2021. 

        

   Less than or equal 
to 25 beds 

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   26-100 beds 1.54(1.12) .172 1.68(1.11) .133 1.68(1.12) .134 1.81(1.13) .110 

   101-250 beds -0.37(1.10) .732 0.43(1.07) .688 0.43(1.07) .688 0.51(1.07) .630 

   More than 251 
beds 

2.52(0.98) .011 3.82(0.98) .001 3.83(0.99) .001 3.97(0.99) .001 

Years worked as a 
Registered Nurse 
as of March 31, 
2021 

        

   Less than 2 years REF. 
 

REF. 
 

REF. 
 

REF. 
 

   2-5 years -2.28(1.29) .078 -1.84(1.27) .149 -1.84(1.27) .150 -1.90(1.27) .137 

   6-10 years -1.61(1.21) .187 0.07(1.35) .958 0.08(1.36) .948 0.07(1.36) .956 

   11-20 years -3.02(1.22) .014 -0.97(1.44) .500 -0.96(1.44) .507 -0.98(1.44) .496 

   21-30 years -4.65(1.59) .004 -1.49(1.99) .456 -1.49(2.00) .456 -1.46(2.00) .466 

   More than 30 
years 

-5.59(1.54) .001 -1.39(2.45) .570 -1.35(2.46) .581 -1.92(2.48) .439 

Number of 
organizations**  

        

   1 Organization REF. 
 

REF. 
 

REF. 
 

REF. 
 

   2 Organizations -0.31(1.02) .761 -1.28(0.99) .197 -1.30(0.99) .191 -1.26(0.99) .205 

   More than 2 
Organizations 

4.72(2.18) .031 4.19(2.02) .039 4.20(2.02) .038 4.16(2.02) .040 

Department 
worked 
predominantly 

        

   Emergency 
Department 

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Medical 
Surgical/Step-down 
Unit 

-2.96(0.95) .002 -4.22(0.93) .001 -4.23(0.94) .001 -4.28 
(0.94) 

.001 

   Critical Care -1.69(1.01) .098 -3.28(1.02) .002 -3.28(1.02) .002 -3.41(1.03) .001 

Nurse/Patient 
ratios higher in at 
least one of the 
organizations you 
worked 

       

   No REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Yes 3.66(0.81) .001 3.56(0.80) .001 3.58(0.81) .001 3.50(0.81) .001 

Support 
        

   Having support  REF. 
   

REF. 
 

REF. 
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   Lack of support -0.58(0.84) .490 
  

0.22(0.82) .790 4.67(4.34) .282 

Interactions 
        

   Cognitive 
reappraisalXsupport 

--- --- --- --- --- 
 

-0.20(0.12) .107 

   Expressive 
suppressionXsupport 

--- --- --- --- --- 
 

0.09(0.15) .565 

**(acute care or critical care or emergency department) worked between October 1, 2020 - March 31, 2021. 

Table 3c: Shows results of multivariate regression analysis based on crude analysis, and 
adjusted for covariates in model 1, further adjusted for support in model 2, and model 3 shows 
interaction between support and emotional regulation strategies (such as cognitive reappraisal and 
expressive suppression) on personal accomplishment as the outcome/dependent variable. The crude 
estimate between cognitive reappraisal (b = 0.51, SE = 0.06, p = .001) is statistically significantly 
associated with personal accomplishment. On the other hand, expressive suppression was not 
statistically significantly (p > 0.05) associated with personal accomplishment (p  >  0.05). Nurses 
reporting working in hospitals with the number of hospital beds in the range of 101-250 beds in the 
primary place of employment were statistically significant (b = 3.41, SE = 1.23, p = .006) and 
associated with personal accomplishment compared to 25 or less than 25 beds in the primary place 
of work. Whereas those nurses reporting working at hospitals with more than 251 beds in the 
primary place of work were marginally significantly (b = 1.93, SE = 1.10, p = .08) associated with 
personal accomplishment compared to those with less than or equal to 25 beds.   Nurses reporting 
having work experience of more than 30 years were statistically significant (b = 3.88, SE = 1.75, p 
= .02) and those with 11-20 years of work experience were marginally significant (b = 2.60, SE = 
1.39, p = .06) associated with personal accomplishment compared with those with less than 2 years 
of experience. Nurses working in the medical surgical/step down units were statistically significant 
(b = 2.96, SE = 1.07, p = .01) and associated with personal accomplishment. Support was not 
statistically significantly associated with personal accomplishment.  

In the adjusted Model 1, after controlling for the covariates, cognitive reappraisal was 
statistically significant (b = 0.54, SE = 0.06, p = .001) and associated with personal 
accomplishment. In Model 2, cognitive reappraisal was also statistically significant (b = 0.53, SE 
= 0.06, p = .001) and associated with personal accomplishment after controlling for covariates and 
support. Expressive suppression was not statistically significantly associated (p > 0.05) with 
personal accomplishment in either model 1 or model 2.  

In Model 3, the results show a statistically significant amount of interaction between 
cognitive reappraisal and support on personal accomplishment (b = 0.29, SE = 0.14, p = .03).  There 
was no statistically significant interaction observed between expressive suppression and support on 
personal accomplishment.  

Stratified analysis was conducted to further understand the moderation effect of support 
between emotional regulation strategies and personal accomplishment as shown in Table 4b. 
Table 3c: Multivariate regression analysis showing crude data, adjusted models 1-3, on personal 
accomplishment as the continuous outcome variable. 

Table 3c: Multivariate regression analysis showing crude data, adjusted models 1-3, on personal 
accomplishment as the continuous outcome variable.  

Crude Model 1 (Adjusted 
for covariates) 

Model 2 (Adjusted 
for covariates, and 
support as a 
variable) 

Model 3 (Adjusted 
for covariates and 
support, and 
interaction between 
predictors and 
personal 
accomplishment)  

b(SE) p b(SE) p b(SE) p b(SE) p 

Predictors 
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   Cognitive 
reappraisal 

0.51(0.06) .001 0.54(0.06) .001 0.53(0.06) .001 0.42(0.08) .001 

   Expressive 
suppression 

-0.01(0.08) .868 -0.02(0.07) .736 -0.01(0.07) .810 -0.06(0.09) .470 

Covariates 
        

Age 
        

   20-29 REF. 
 

REF. 
 

REF. 
 

REF. 
 

   30-39 -0.16(1.12) .882 -1.71(1.25) .173 -1.72(1.25) .171 -1.70(1.25) .176 

   40-49 -0.77(1.20) .519 -2.32(1.46) .114 -2.30(1.46) .117 -2.18(1.46) .136 

   50-59 1.47(1.55) .345 0.64(2.13) .763 0.75(2.14) .725 1.04(2.14) .625 

   60-69 2.51(1.76) .154 -0.25(2.78) .926 -0.04(2.79) .986 -0.58(2.79) .836 

Gender 
        

   Male REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Female -0.89(1.40) .523 -1.70(1.34) .207 -1.91(1.37) .163 -2.20(1.37) .109 

Hospital beds at the 
primary place of 
employment have 
between October 1, 
2020 - March 31, 
2021. 

        

   Less than or equal to 
25 beds 

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   26-100 beds 0.60(1.26) .635 0.77(1.24) .533 0.78(1.24) .529 0.45(1.25) .716 

   101-250 beds 3.41(1.23) .006 2.11(1.19) .077 2.11(1.19) .077 2.04(1.19) .087 

   More than 251 beds 1.93(1.10) .080 1.26(1.09) .250 1.22(1.09) .265 1.05(1.09) .336 

Years worked as a 
Registered Nurse as 
of March 31, 2021 

        

   Less than 2 years REF. 
 

REF. 
 

REF. 
 

REF. 
 

   2-5 years 1.71(1.46) .242 1.69(1.41) .232 1.69(1.41) .233 1.70(1.41) .230 

   6-10 years 1.04(1.37) .451 1.91(1.50) .206 1.85(1.51) .221 1.93(1.50) .199 
   11-20 years 2.60(1.39) .062 3.27(1.60) .042 3.23(1.60) .045 3.23(1.59) .044 
   21-30 years 1.10(1.80) .541 0.83(2.22) .708 0.83(2.22) .706 0.69(2.21) .753 

   More than 30 years 3.88(1.75) .027 2.08(2.72) .445 1.96(2.73) .474 2.61(2.74) .343 

Number of 
organizations 
worked** 

        

   1 Organization REF. 
 

REF. 
 

REF. 
 

REF. 
 

   2 Organizations -0.73(1.15) .522 1.21(1.10) .272 1.28(1.10) .246 1.19(1.10) .280 

    More than 2 
Organizations 

-3.70(2.44) .130 -2.87(2.24) .201 -2.91(2.24) .195 -2.92(2.23) .192 

Department worked 
predominantly 

        

   Emergency 
Department 

REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Medical 
Surgical/Step-down 
Unit 

2.69(1.07) .012 2.96(1.04) .005 2.97(1.04) .005 2.96(1.04) .005 
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   Critical Care 1.67(1.14) .145 1.36(1.14) .232 1.36(1.14) .231 1.44(1.14) .208 

Nurse/Patient ratios 
higher in at least one 
of the organizations  

       

   No REF. 
 

REF. 
 

REF. 
 

REF. 
 

   Yes -0.60(0.93) .520 -0.43(0.89) .627  -0.50(0.89) .576 -0.40(0.89) .654 

Support 
        

   Having support REF. 
   

REF. 
 

REF. 
 

   Lack of support -1.26(0.94) .182 
  

-7.5(0.92) .413 -10.35(4.80) .032 

Interactions 
        

   Cognitive 
reappraisalXsupport 

--- --- --- --- --- 
 

0.29(0.14) .036 

   Expressive 
suppressionXsupport 

--- --- --- --- --- 
 

0.06(0.17) .728 

**(acute care or critical care or emergency department) worked between October 1, 2020 - March 31, 2021. 

Table 4b shows cognitive reappraisal was statistically significantly associated with 
personal accomplishment among participants who reported having support (b = 0.42, SE = 0.08, p 
= .001) and those who reported lack of support (b = 0.73, SE = 0.12, p = .001). However, the 
strength of the association was stronger among those who reported lack of support compared to 
those who reported having. Irrespective of having support or lacking support, expressive 
suppression was not statistically significantly associated with personal accomplishment. 

Table 4b: Multivariate regression analysis between emotional regulation strategies and personal 
accomplishment stratified by support level. 

Table 4b: Multivariate regression analysis between emotional regulation strategies and personal 
accomplishment stratified by support level.  
 Lack of support Having support 
Predictors b(SE) p b(SE) p 
   Cognitive reappraisal 0.73(0.12) .001 0.42(0.08) .001 
   Expressive suppression 0.007(0.17) .967 -0.05(0.09) .521 
Covariates 

    

Age 
    

   20-29 REF. 
 

REF. 
 

   30-39 -2.82(2.72) .303 -1.55(1.46) .292 
   40-49 -4.34(3.28) .190 -1.27(1.68) .449 
   50-59 -1.20(4.14) .773 1.86(2.62) .478 
   60-69 -3.84(4.70) .416 1.19(3.81) .755 
 Gender 

    

   Male  REF. 
 

REF. 
 

   Female -4.23(2.18) .056 -1.23(1.95) .527 
Hospital beds at the primary place of 
employment have between October 1, 
2020 - March 31, 2021. 

    

   Less than or equal to 25 beds REF. 
 

REF. 
 

   26-100 beds 0.97(2.71) .721 0.41(1.46) .778 
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   101-250 beds  5.75(2.71) .037 1.03(1.40) .463 
   More than 251 beds 4.89(2.65) .074 -0.01(1.25) .993 
Years worked as a Registered Nurse 
as of March 31, 2021 

    

   Less than 2 years  REF. 
 

REF. 
 

   2-5 years -1.19(2.95) .688 2.68(1.65) .106 
   6-10 years -0.23(3.05) .938 2.69(1.78) .132 
   11-20 years 0.04(3.14) .988 4.03(1.91) .037 
   21-30 years -0.58(4.14) .887 0.99(2.71) .714 
   More than 30 years 1.57(4.69) .738 2.13(3.60) .555 
Number of organizations worked**  

    

   1 Organization  REF. 
 

REF. 
 

   2 Organizations 2.93(2.05) .158 0.53(1.36) .696 
   More than 2 Organizations -2.55(5.72) .656 -2.34(2.48) .347 
   Department worked predominantly     
   Emergency Department REF.  REF.  
   Medical Surgical/Step-down Unit 3.57(2.30) .125 2.60(1.21) .033 
   Critical Care 1.92(2.75) .486 0.54(1.30) .674 
Nurse/Patient ratios higher in at least 
one of the organizations you worked 

    

   No REF.  REF.  
   Yes 1.67(1.88) .377 -0.80(1.06) .451 

** (acute care or critical care or emergency department) worked between October 1, 2020 - March 31, 2021. 

Discussion 
Burnout is a complex syndrome (Westerman et al., 2014). The study attempted to assess 

the relationship between emotional regulation strategies and burnout and the role of support in 
moderating that relationship after controlling covariates. The study found that cognitive reappraisal 
was negatively associated with emotional exhaustion and depersonalization and positively 
associated with personal accomplishment while expressive suppression was not statistically 
significantly associated with any dimension of burnout. Having support seemed to moderate the 
relationship between cognitive reappraisal and emotional exhaustion or personal accomplishment.  

The study found that the nurses delivering care during the surge between October 1, 2020 
– March 31, 2021, were experiencing high levels of burnout working in the healthcare facilities in 
Nebraska based on the arbitrary MBI cut off scores for high levels of burnout. Although the MBI 
cut off levels for determining the study sample was arbitrary, it is in alignment with another study 
by Martin-Brufau et al., 2020 using the same burnout cut off levels on medical and nursing 
residency students in Clinico Hospital of Valencia, Spain. Another meta-analysis on nurses’ 
burnout and associated risk factors between January 1, 2020, through November 1, 2020, reported 
a significant prevalence of nurses' burnout during COVID-19 using the MBI scale (Galanis, 2021). 
However, a systematic review and meta-analysis examining burnout using MBI among nurses 
before and after COVID-19 did not find any statistically significant difference between their 
burnout scores, except qualitatively (Rizzo, et al., 2023). Rizzo and colleagues (2023) concluded 
that COVID-19 exacerbated the already existing problem of burnout but was not the only factor 
responsible for explaining the persistence problem of nurses’ burnout.  

The study found cognitive reappraisal was the predominant form of emotional regulation 
strategy among Nebraskan nurses and it was negatively associated with emotional exhaustion and 
positively associated with personal accomplishment, which is consistent with Martin-Brufau et al 
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(2020) study after controlling demographic variables and work-related conditions. Lee and Jang 
(2019) reported cognitive reappraisal was negatively associated with emotional exhaustion among 
168 nurses working in South Korea between May 2017 through June 2017 in a cross-sectional 
study. Reappraisal was found to be positively correlated with positive emotions (enjoyment, high 
self-esteem/pride) and negatively with anxiety, anger, frustration, emotional exhaustion among 168 
nurses in South Korea (Lee and Jang 2019).  A three-week study using ERQ of eighty-nine geriatric 
nurses (89 nurses x 20 days including weekends) working in Zurich found a statistically significant 
association between daily reappraisal of positive emotions to be negatively related to negative 
effects (e.g., sad, anxious, sluggish, etc.) and positively to positive effects (e.g., happy. Joyful, self-
esteem, etc.) and cognitive well-being. Whereas daily suppression of positive emotions was 
negatively related to positive effects and cognitive well-being and positively related to negative 
effects (Katana et al., 2019). Positive emotions have been positively associated with fostering well-
being (Golay et al., 2022).   

Our study also found that expressive suppression was marginally significantly associated 
with emotional exhaustion and depersonalization and not statistically significantly associated with 
personal accomplishment. Martin-Brufau et al., 2020 reported emotional suppression was 
associated with an increase in burnout, especially with the depersonalization scale. Emotional 
suppression was positively associated with emotional exhaustion as reported in Lee and Jang (2019) 
cross-sectional study on South Korean nurses. The direction of association between the emotional 
regulation strategies and burnout variables reported in Martin Brufau et al. (2020) study was similar 
to our study findings, except personal accomplishment that was not associated with suppression.  

Compared to male nurses, our study found that female nurses experienced emotional 
exhaustion. None of the other subscales of burnout were associated with gender. This is in 
concurrence with a cross-sectional multi-level study on 1539 in Northwest Italian tertiary hospital 
between 2019 and 2020, that indicated females were more likely to report emotional exhaustion 
than men who were slightly more depersonalized than women (Clari et al., 2022).  Another meta-
analysis of 183 studies using 409 effect sizes found females are more likely to experience emotional 
exhaustion than men (Purvanova & Muros, 2010). Perhaps women are more emotionally involved 
with work, and feel professional responsibilities, and more likely to identify with others’ problems 
resulting in high levels of exhaustion than males (Nowacka et al., 2025). 

The study also found a few other occupational variables such as working in more than 2 
organizations with more than 251 beds contributed to nurse’s burnout after controlling for 
covariates and support. Nurses reported experiencing emotional exhaustion and depersonalization 
when they worked at hospitals with more than 251 hospital beds at the primary place of employment 
compared to hospitals with less than or equal to 25 beds. Literature pertaining to this work-related 
variable was limited; however, a study on 396 American hospitals and 85 Federally Qualified 
Healthcare Center (FQHC) from April 21 through June 23, 2022 found that organizations with 100-
499 beds compared to those with less than 100 beds were more likely to implement interventions 
addressing burnout among clinicians as part of their routine organization’s performance metrics 
developed to measure burnout and other well-being indicators (Longo et al., 2023). 

In addition, the study found nurses working in more than 2 organizations experienced 
emotional exhaustion and depersonalization. Although studies on this variable was limited, a 
systematic review of thirteen studies and meta-analysis in 2023 concluded that positive 
organization culture (that is influenced by organization’s climate and politics) is where nurses are 
valued, respected, and they are provided with organizational and leadership support, resources, 
have manageable workloads, and are adequately staffed, etc., resulted in reduced work-related 
stress, increased happiness, job satisfaction, work engagement, and intention to stay in nursing 
compared to negative culture that led to burnout, job dissatisfaction, turnover (Kiptulon et al., 
2024). Thus, an organization is a place where a healthy favorable environment could promote well-
being or else could accelerate burnout (Nowacka et al., 2025). 
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Having a high nurse/patient ratio in at least one of the organizations was associated with 
depersonalization as observed in our study. A cross-sectional survey of 2321 nurses working in 
Intensive care units across 78 hospitals in Belgium between December 2021 and January 2022 
reported high patient-to-nurse ratio associated with higher risk of depersonalization and emotional 
exhaustion (Bruyneel at al., 2022). In hospitals with high patient-to-nurse ratios, the addition of a 
patient per nurse was associated with 23% increase in the odds of nurses’ burnout, 15% increase in 
the odds of nurses’ job dissatisfaction, 7% increase in likelihood of the patient’s dying within 30 
days, 7% increase in failure in responding to post-surgical complications efficiently, as reported in 
a cross-sectional analysis of 10,184 US nurses between April 1998 and November 30, 1999 in 
Pennsylvania (Aiken et al., 2002). Another analysis of secondary data from a 2006 survey of 7,076 
registered nurses working in Pennsylvania hospitals reported significant association between high 
nurse-patient ratio with urinary tract and surgical site infections (Cimiotti et al., 2012). Cimoitti 
and colleagues (2012) reported that nurse’s burnout was statistically significantly associated with 
urinary tract and surgical site infections after controlling covariates. They concluded that hospitals 
with a 30% reduction in burnout led to a total of 6,239 fewer infections and cost savings of $68 
million annually. 

Depersonalization was negatively and significantly associated with nurses working in 
medical surgical/step-down units, and critical/Intensive care, compared with those in the 
emergency departments after controlling for covariates and support, as reported in the study. A 
comparative study by Mahmoudi and colleagues (2020) on 743 nurses reported that both med-
surgical and critical care nurses experienced burnout using the Persian version of Copenhagen 
Burnout Inventory instrument. However, the medical surgical nurses experienced lowest levels of 
burnout compared to the critical care nurses in Iran when assessed between May to September 2017 
(Mahmoudi et al., 2020). After controlling support and other covariates, our study found that one 
of the dimensions of burnout, personal accomplishment, was significantly and positively associated 
with med surgical department/step-down compared to emergency department. A cross-sectional 
study data collected from 11, 743 nurses practicing in 60 Magnet hospitals in United States in 2021 
reported emergency nurses are significantly more likely to report high burnout, job dissatisfaction, 
and intent to leave compared to inpatient (such as medical-surgical nurses) (Turnbach et al., 2024). 

Another occupational variable that was associated positively with personal 
accomplishment after controlling covariates and support was work experience between 11-20 years 
compared to those with less than 2 years of experience. Our results were comparable to a cross-
sectional study of 300 clinical nurses recruited in June 2021 through online communities in South 
Korea. The study reported clinical nurses had higher personal accomplishment scores with more 
than ten years of experience than those with 5-10 years of experience (Cha and Baek, 2023). Our 
study did not indicate any association between personal accomplishment and nurses who had more 
than 30 years of experience. 

Lastly, we found moderation effect of support on cognitive reappraisal in predicting 
emotional exhaustion and personal accomplishment. When there is support, either through the 
organization, supervisor, co-worker, friend, family, spouse, and mental healthcare provider, etc., 
there is no statistically significant association between cognitive reappraisal and emotional 
exhaustion. On the other hand, when support was absent, cognitive reappraisal was negatively 
statistically significantly associated with emotional exhaustion. Similar lower levels of emotional 
exhaustion were observed when the study participants (comprising of the medicine and nursing 
residency students) felt supported by their supervisors (Martin-Brufau et al., 2020). 

In addition, our study also indicated having or lacking support was statistically significantly 
associated with performance accomplishment. However, in the presence of support, the strength of 
association between cognitive reappraisal and personal accomplishment was statistically 
significantly weaker than when there was no support. This finding is in concurrence with personal 
accomplishment being weakly associated with cognitive reappraisal when the medical and nursing 
residents perceived higher levels of supervisor’s support (Martin-Brufau’s et al., 2020). Cognitive 
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reappraisal is likely to promote social interaction and help positive emotional expression and 
responsiveness that are key to social support and reducing physiological stressors (Gross, 2002).  

Several studies have reported that greater perception of social support was associated with 
higher levels of personal accomplishment and inversely associated with emotional exhaustion and 
depersonalization (Velando-Soriano et al., 2020). A cross-sectional study on 1142 nurses across 
seven hospitals in China found social support was negatively associated with depersonalization and 
positively associated with personal accomplishment after controlling for covariates such as age, 
gender, marital status, work experience, income, educational level and job title (Nie et al., 2015). 
In a systematic review and meta-analysis of sixteen studies on 18, 935 nurses between January 1, 
2020, through November 2020 reported a decrease in social support was associated with increase 
in burnout (Galanis et al., 2021). Another systematic review from January 2000 to July 2018 found 
that lack of social support is one of the crucial risk factors for developing psychological problems 
(such as Post Traumatic Stress Disorder (PTSD), anxiety etc.) among healthcare workers including 
nurses working during natural or man-made disasters (Naushad et al., 2019). 

At work, nurses can experience social support from organizations, co-workers, and 
supervisors (Dijkshoorn-Albrecht, 2024). Social support (encompasses both emotional and 
informational support) and is perceived as belonging to a social network that is supportive where 
the individual feels loved and valued (Sari & Setiwan, 2020). Listening to a nurse’s work concerns, 
allowing them to talk about their emotions, and delivering words of encouragement are behaviors 
of emotional support to help employees regulate their emotions (Pohl et al., 2022). Informational 
support is when the individual is provided with information such as advice, recommendations, ideas 
to overcome a problem either through vicarious experiences or if someone had resolved the 
problem within social network/interactions (Sari & Setiwan, 2020).   

Velando-Soriano and colleagues (2020) reported in their systematic review completed in 
December 2017 on 6,927 nursing professionals that burnout was prevented when nurses received 
social support from their supervisors and co-workers at workplace. A phenomenological study on 
20 nurses providing care to COVID-19 patients from January 10 – February 20, 2020, in First 
Affiliated Hospital in Henan University of Science and Technology, China, reported nearly 60% 
of them experienced positive emotions, such as happiness for receiving family and team support 
and gratitude and respect from patients while also being rewarded and appreciated for their work 
(Sun et al., 2020).  Supportive staff are one of the key components in the first of the three-level 
systems model of the National Academy of Sciences addressing clinician burnout engaging in 
activities in providing care (NAS, 2019).  

Support and appreciation from patients and families motivated fourteen nurses to endure 
difficult situations and continue to care for COVID-19 patients from October 20, 2020, until 
January 15, 2021, as reported in a qualitative study (Jang et al., 2022). A cross-sectional study of 
forty-two nurses between November through December 2019, found emotional exhaustion and 
depersonalization were negatively correlated with perceived support from friends. When the nurses 
received social support from their significant others, they had the highest impact on reduced levels 
of burnout (Chastali-Sitara et al., 2020).  

In addition, Nowacka et al (2025), concluded the organization, which is place of 
employment, plays an important role as it could either create healthy and favorable conditions for 
their well-being or accelerate burnout for nurses. Zhang and colleagues (2024) reported affective 
perceived organizational support and supervisor support as the main factors influencing burnout 
among 1058 nurses from 5 public hospitals in a cross-sectional study in Beijing, China, from May 
through August 2023. The affective perceived organizational support and supervisor support are of 
paramount importance in ensuring a supportive environment that values employee’s contributions, 
concerns for their well-being, promotes opportunities for growth and ensures positive work-
environment (Zhang et al., 2024). Muir et al (2024) concluded that improving nurse staffing levels, 
supporting nurses’ work-life balance (for example, shorter shift lengths, childcare needs, and 
weekday schedules), and reducing and preventing burnout might improve nurse retention. 
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It is beyond the scope of this study to describe each type of social support. However, 
instrumental support (such as provision of goods, services, specific assistance) along with 
emotional support has been reported to have improved the well-being of both provider and 
recipients (Morelli et al., 2015). The evaluative support is the provision of information to enable 
self-assessment and thus improving oneself (Velando-Soriano et al., 2018). Receiving psychosocial 
support during and after a pandemic (for example Ebola in Sierra Leone) was found to significantly 
influence the management of feelings and emotions in a better way (Mymin Kahn et al., 2016). 
Low burnout levels among nurses were associated with psychosocial support (Velando-Soriano et 
al., 2020). Several studies have documented positive association between social support and quality 
of care and services, intention to stay, commitment to the organization and job satisfaction 
(Orgambidez et al., 2022). Orgambidez and colleagues (2022) reported social support has beneficial 
effect on the well-being (for example, reducing stress) and job satisfaction of nurses (124 registered 
nurses and 130 certified nursing assistants) as part of the cross-sectional study conducted in 
February and April 2018.  

Correlational studies relating to individual differences found those who used cognitive 
reappraisal, it helped them with positive emotional expression and response and more likely to seek 
social support where the individual is liked by peers and helps with coping (Gross, 2002; English 
et al., 2012). Whereas those individuals who are habitually suppressing are less likely to share or 
express their emotions and less likely to use any instrument for social support (Gross, 2002). 
Prospective increases in cognitive reappraisal among fifteen of the forty-four participants were 
associated with higher levels of state mindfulness who received mindfulness meditation induction 
training for a week compared to other fifteen participants who were asked to suppress, and the 
remaining who were in the mind wandering group (Garland et al, 2015). Garland and colleagues 
(2015) explained that participants were assessed with the ERQ before the experimental induction 
training into 3 different groups and tested using on the Toronto Mindfulness Scale immediately 
after receiving the induction training and after 1 week using the ERQ subscale on cognitive 
reappraisal.  

Training in mindfulness develops de-centered (ability to shift one’s own subjective 
experience into another experiential perspective (Bernstein et al., 2015)) meta-cognitive awareness 
that is thought to promote cognitive reappraisal (Kaunhoven & Dorjee, 2021).Therefore, 
mindfulness might have an impact early on in the processing of the emotion before cognitive 
reappraisal perhaps during the allocation of attention within the Process model on emotional 
regulation strategies (Garland & Gross, 2010).  

Aryankhesal and colleagues (2019) reported in their systematic review that treating burnout 
requires an amalgamation of interventions such as improving communication skills, teamwork, 
programs that increase participation within the organization, and psychological interventions (yoga, 
meditation, and mindfulness) that can improve mental health in the long term. Healthcare 
organizations must consider establishing effective channels to promote a culture where the nurses 
feel valued, and receive help navigating through professional challenges, and reduce the risk of 
burnout (Zhang et al., 2024). Several studies have reported that a combined intervention at the 
individual/person-directed and organization-directed were helpful in mitigating burnout 
(Demerouti, 2024).  

Therefore, it is essential that the healthcare organizations consider using a multipronged 
approach to address the multifactorial, complex, burnout syndrome. The organizations need to 
provide tools and resources at the individual level to teach methods such as mindfulness meditation 
among other cognitive-based therapies for regulating emotions, especially during pandemics when 
the situation is beyond one’s control. In addition, ensure a caring work environment at the 
organizational level that listens to their concerns, provides adequate resources for growth and 
respect and acknowledge their contribution. And builds a positive and supportive relationship 
where the nurses feel supported by their co-workers, supervisors, and organization leaders.  
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