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Abstract
Purpose: To understand critical care physician experiences across multiple countries with the
COVID-19 pandemic to inform future pandemic preparedness planning.
Methods: In this qualitative study, 16 critical care physicians (from seven countries) identified
in convenience, purposive sampling took part in individual semi-structured interviews from
April 7, 2020 to August 27, 2020 that captured the first wave of the pandemic. Open coding was
conducted by two researchers who facilitated inductive thematic analysis.
Results: Key themes identified following thematic analysis included: 1) sourcing and
implementation of trusted information; 2) health systems-level preparedness with accessible
supports; 3) institutional adaptations including changes to patient care; 4) professional safety
and occupational wellbeing; 5) triage and restricted visitation policies; and 6) managing personal
familial responsibilities.
Conclusion: Perspectives of critical care physicians are important for ongoing pandemic planning
and should be including in future pandemic policy development.
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Introduction
Shortages in life-saving interventions including personal protective
equipment, hospital and Intensive Care Unit (ICU) beds, and
mechanical ventilators emerged globally in the first wave of the
COVID-19 pandemic, driving many healthcare systems to rapidly
develop triage plans to support the allocation of these limited
resources [1-4]. Human resources have also been in high demand
throughout the pandemic, resulting in healthcare professionals
being redeployed to emergency departments and ICUs from
other areas of the healthcare system to avoid acute services being
overwhelmed by surges in COVID-19 case numbers [5,6]. A shift
in emerging research has shown to have caused increased stress
and strain for patients, families and healthcare professionals alike
[7,8].
Critical Care Medicine continues to be at the forefront of the
pandemic response given that the most severely ill patients
diagnosed with COVID-19 were and continue to be cared for in
ICUs by critical care physicians [9] Multiple studies conducted
in Europe, North America and Asia have demonstrated the
mental health burden of the pandemic on frontline healthcare
professionals, especially those working in ICUs, where burnout
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was prevalent pre-COVID-19 [10-13]. In Canada, the fear of
anticipated or realized resource strain during the pandemic was
shown to heighten psychological distress in critical care physicians
that included concerns related to personal and familial safety [2].
An international survey of critical care healthcare professionals
also described how the COVID-19 pandemic has impacted
resources, staffing, and patient care globally, demonstrating
that interventions tailored to healthcare professionals’ needs are
required to ameliorate healthcare professionals stress and burnout
from working during a pandemic [14]. Guidelines for preparation
and management of ICUs during emergency situations such as
the COVID-19 pandemic are increasingly being developed, and
include specifics such as promoting infection prevention, increased
infrastructure and staffing preparations, ICU capacity building,
triage policies, and research development [15].
Research is emerging on the multifaceted impacts of the pandemic
on critical care physicians, and the delivery of patient care [16].
Healthcare professionals are on the frontlines of public health
crises and their perspectives are invaluable when assessing the
impacts and areas of improvement required within healthcare
systems. Therefore, the objective of this study was to understand
how critical care physicians, their clinical practice, and the
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hospitals in which they work, were impacted by the initial stage of
the COVID-19 pandemic across multiple countries to understand
shared preparedness needs to inform future stakeholder driven
pandemic preparedness planning for the COVID-19 pandemic and
future pandemics.

deidentified (names and context) in duplicate by two co-authors
(CD, CH). Participants had the option to complete the interview
by returning a written response format of the semi-structured
questions. All participants were offered the opportunity to review
their de-identified transcript as a form of member checking.

Methods

Two researchers (CD, AD) used NVivo12 (https://www.
qsrinternational.com/) to manage the data and facilitate thematic
analysis [17]. Two investigators (CD and AD) independently
reviewed a single transcript to generate an initial list of codes based
on developing patterns and key ideas. The same two investigators
then collaboratively developed a coding framework based on
the outcomes of the initial open coding. They further refined the
coding framework on an additional three transcripts to amalgamate
similar ideas and capture new ideas. A coding framework based on
the outcomes of the open coding process was then collaboratively
developed by the same two investigators, who continued to meet
weekly after coding consecutive groups of three transcripts to
discuss themes and coding discrepancies and refine the coding
framework. With every adjustment to the framework, investigators
re-coded previous interviews to maximize analytic integrity. The
investigators conducted a secondary stratified analysis of textual
data; one investigator (CD) analyzed by sex, marital status, and
parental status, and the other investigator (AD) analyzed by age,
country, and (private or public) health system. After independent
analysis, investigators met to discuss findings and implications.
Discrepancies in analysis were addressed through discussion
in meetings between the coding investigators (CD, AD) and a
qualitative research expert (JPL). The manuscript was edited by all
co-workers before final submission to the journal.

Study design
Two researchers (CD, CH) conducted a qualitative semi-structured
interview study and reported it according to the Consolidated
Criteria for Reporting Qualitative Research (COREQ). The
University of Calgary Conjoint Health Research Ethics Board
(Ethics ID#: REB20-0377) and Dalhousie University Research
Ethics Board (Ethics ID#: 2020-5106) approved this study.
Participants
FR applied a purposive and convenience sampling strategy using
personal contacts to recruit critical care physicians from the United
States of America (USA), Canada, Turkey, England, Scotland,
Italy, Spain, and Pakistan. These countries were chosen based on
the location of pre-existing contacts. We aimed to recruit three
participants from each location (n=21 total). We were prepared to
continue sampling until data saturation was reached and no new
themes relevant to the research question were identified.
Interview guide
The interview guide explored three overarching topics: (1) the
impact of COVID-19 on the healthcare system and its capacity to
respond, (2) information needs, access, sharing, and dissemination;
and (3) direct impact of COVID-19 on participants. The interview
guide was developed iteratively through a series of working group
meetings that included research assistants (RBM, CD, ES, LK), a
qualitative research expert (JPL), and a physician assistant (CH).
The interview guide was informed by news topics and clinical
discussions, particularly grand rounds at a tertiary academic
teaching hospital in Alberta, Canada through March 2020. We
pilot tested the interview guide with three critical care physicians
to ensure the questions were appropriate in content and flow. The
interview guide was refined after each pilot interview and was
designed to focus on the first wave of the pandemic. Changes to
the interview guide included removing two questions which were
found to be redundant and improving the transition between the ice
breaker question and the first question. Interviews were scheduled
for 30-minutes and were closed with soliciting suggestions
to enhance the response including preparedness needs for the
COVID-19 in their hospitals.
Data collection and analysis
One investigator (FR) emailed invitations to critical care
physicians identified by two investigators (a senior consultant in
critical care medicine, FR; and an expert in qualitative research,
JPL). Participants provided written, informed consent prior
to participating in the interview. Two investigators (CD, CH)
conducted semi-structured interviews via telephone between
April 7, 2020, and August 27, 2020. Investigators administered
a short demographics questionnaire at the end of the interview.
Audio recordings were transcribed verbatim by a professional
transcription company (Rev.com) and were quality checked and
J Intensive Crit Care Nurs. 2021 Volume 4 Issue 7

Results
Of the 32 critical care physicians that were emailed, 15 did
not respond and 1 declined, where 16 (50%) consented to be
interviewed, representing seven countries (USA, Canada, Turkey,
England, Scotland, Italy, Spain, and Pakistan) (Table 1). Six
participants were interviewed during the first wave of the pandemic
(Canada: n=2; Turkey: n=1; Spain, England and Scotland: each
n=1), while ten participants were interviewed within the interim
between the first and second waves of the pandemic (USA: n=1;
Canada, Turkey, England, Scotland, Italy, Spain and Pakistan: each
n=1). The interviews averaged 29.3 minutes (standard deviation,
9.7 minutes); one participant completed the interview by returning
a written response format of the semi-structured questions. Nine
(56%) participants were female, and the median age of participants
was 45.5 (interquartile range, 38.5, 56.75).
Physicians unanimously shared their perceptions on the importance
of building from the COVID-19 pandemic to adequately prepare
for future public health crises and events that may be associated
with strain on healthcare systems. Within this data, researchers
(CD, AD) identified six recurring themes that included: 1) sourcing
and implementation of trusted information; 2) health systems-level
preparedness with accessible supports; 3) institutional adaptations
including changes to patient care; 4) professional safety and
occupational wellbeing; 5) triage and restricted visitation policies;
and 6) managing personal familial responsibilities. Exemplary
quotations are provided in (Table 2).
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Table 1 . Demographic and clinical characteristics of the critical care physicians who agreed to participate in semi-structured interviews.
Demographic and clinical characteristics

Critical care physicians (n =16)

Age category, years, n (%)
30-39

4 (25)

40-49

6 (37.5)

50-59

3 (19)

60-69

2 (12.5)

70-79

1 (6)

Female, n (%)

9 (56)

Marital Status, n (%)
Married

15 (94)

Dependents, n (%)

14 (88)

Children

13 (92)

Clinical Specialty, n (%)
Critical Care

8 (50)

Critical Care and Anaesthesiology

6 (37.5)

Infectious Disease

1 (6.25)

Emergency Medicine

1 (6.25)

Type of Institution, n (%)
Academic

14 (88)

Non-academic

1 (6)

Community

1 (6)

Country, n (%)
Canada

3 (19)

Spain

2 (12.5)

Turkey

2 (12.5)

Scotland

2 (12.5)

England

2 (12.5)

USA

2 (12.5)

Italy

2 (12.5)

Pakistan

1 (6)
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Table 2. Perspectives of critical care physicians on the lived experiences of working in the intensive care unit during the initial stage of
the COVID-19 pandemic.
Themes

Quotes (
“I deliberately disconnected because I would read all the time, the New York Times and the newspaper. I've stopped all
that, deliberately because I don't want to see it.”
“There was so much junk in the media about doctors, usually male, in fact let's be honest, always male, who thinks
that they have the answer to everything, and their latest wonder cure, many of which were then proven to be pretty
worthless.”

Sourcing and
“I found the epidemiological data is the most helpful for understanding the most common patient , what they will look
implementation like.”
of trusted
“I don't rely too much on social media to gather information. I can't say that I spend too much time focusing on what's
information
posted on social media or text threads or chats or that type of thing. I kind of take them with a grain of salt.”
“There's a lot of weird messages about masks. I think that misinformation is harmful. I feel the need to constantly
correct any misinformation to my family, to my patient’s family, which is exhausting.”
“It’s not outward misinformation but trying to sort through a new disease for which there's been no previous precedent
to work by.”
“Early on, I think there was a big anticipation of the surge, and so there was a lot of work that started in February
from a zone, as well as from a provincial approach to be able to prepare for a unified front in terms of managing an
anticipated surge.”
Health
systems-level
preparedness
with accessible
supports

“When the [first] wave started there was a staged approach—coordinated, very clear communication. I think that the
management of that went very smoothly actually in such a way that nobody was overwhelmed in terms of providing
care.”
“Just the emotional toll that it's taking on a personal level for people to be walking in these rooms where you know that
there's a risk of having that disease transmitted on to yourself. So emotionally, I think people are probably a little bit
more taxed, certainly than usual, we were not prepared.”
“We didn't have staff testing at the time, so I have to rely just on symptomatology. I was really quite anxious about
being a spreader. Could I spread this amongst my colleagues?”

Institutional
adaptations
including
changes to
patient care

“Care admissions are being treated as positive and isolated until we can prove they are negative. We never would've
isolated patients until we proved they haven't got a disease.”
“I recommended to the administration that we have to form what we call a COVID-19 team. That was basically
infectious disease, pulmonologists, hospitalists, pharmacists, nurses, infection prevention. So, we would round on
actually each patient quickly for one to two minutes and make up a treatment plan for that day, for that specific patient.”
“Our ICU is now purely for coronavirus patients. We are now completely dedicated to coronavirus patients. Our
operating suite recovery area has been turned into the non-coronavirus ICU, so patients go there if they require critical
care services but are coronavirus negative.”
“The decision our [hospital] leadership made was to remove the older folks. I think anyone 65 and older. Then we
had two pregnant physicians at the time from service and I think that was a hard decision for them to make. It was a
challenging decision across the board.”

Professional
safety and
occupational
wellbeing

“I think the problem of the mixed messages is in the beginning. From the hospital administration, they were getting
scared they will have shortage of healthcare workers, or nurses, or physicians. So, the message was, even if you're sick,
you can come to work.”
“From a professional standpoint as a resident, it has taken us away from our training a little bit. Our training
opportunities.”
“I mean, I think I would have had a really hard time if I was in a different specialty, or I wasn't able to directly
participate because part of it is it gave me a sense of purpose and feeling like I was doing something for the greater
good during a really bad time.”
“We've managed to recruit some of those [temporary] nursing staff to join our facility permanently. So, critical care at
our site has come out of it [the pandemic] better equipped and much more cohesive, and more highly skilled with some
additional workforce.”
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Triage and
restricted
visitation
policies

“We have to do a triage and that was the worst part and that was the really difficult part. I have hard time to deal with
that because we sometimes we have to say no to patients that were 75 years old that were in a really good shape and no
comorbid conditions. But I have another one of 68 that was in the same situation, and I had to decide to intubate the one
of 68 and not intubated the one of 75 because we didn't have ventilators.”
“After I round in the morning, I have to come back to my office and I just call families on the phone or on Zoom. I find
it exhausting and not nearly as personally satisfying as it would be if I was in the room talking to them or updating
them in the ICU. It pulls me away from direct patient care because I'm trying to update families and I think that's I
would say pretty draining.”
“To tell the family that the husband or the wife or the father was dying in the ICU and they cannot come to see them.
They cannot hold their hand, they cannot be with them. And I don't know, that was really tough.”
“My parents live on the other side of town. They're in their seventies and have the usual collection of comorbidities of
people in their seventies, so they've not been out shopping, so I do the shopping for them and drop it off with them and
so forth.”

Managing
“I'm a mom with a four-year-old and a one-year-old. My husband is a physician as well, so we initially had a lot of
familial
concerns about how we were both going to continue to work full time. That was, I think, a particularly unique challenge
responsibilities for me, different than many of my colleagues who do not have young children, and most of them are male.”
“I was watching my wife suffering the quarantine alone with the two boys with a lot of energy and she hardly had any
time to sleep. And she, we have a little one, two years old that he's not sleeping well and she was not sleeping well and
I couldn't help her because I was in the hospital almost every day, almost 20 hours a day and I couldn't be at home.”

Sourcing and implementation of trusted information
Participants from all interviews provided their perspectives on
the challenge of sourcing and implementing trusted information
regarding COVID-19 pandemic. Most critical care physicians
regarded the importance of reliable, evidence-based data: “I found
the epidemiological data is the most helpful for understanding the
most common patient, what they will look like.” Some critical
care physicians created intentional distance from informational
platforms: “I deliberately disconnected because I would read all
the time, the New York Times and the newspaper. I've stopped all
that, deliberately because I don't want to see it,” and “I don't rely
too much on social media to gather information. I can't say that I
spend too much time focusing on what's posted on social media or
text threads or chats or that type of thing. I kind of take them with
a grain of salt.” However, despite creating boundaries, critical care
physicians recognized the difficulty in navigating the challenging
and changing pandemic: “It’s not outward misinformation but
trying to sort through a new disease for which there's been
no previous precedent to work by.” In addition, participants
unanimously described the burden of having to constantly correct
misinformation: “There are a lot of weird messages about masks. I
think that misinformation is harmful. I feel the need to constantly
correct any misinformation to my family, to my patient’s family,
which is exhausting.” One critical care physician recounted their
experience with misinformation on social media platforms:
“There was so much junk in the media about doctors, usually male,
in fact let's be honest, always male, who thinks that they have the
answer to everything, and their latest wonder cure, many of which
were then proven to be pretty worthless.”
Health systems-level preparedness with accessible supports
Participants shared their need to receive regular and clear
information from leadership within their health systems regarding
pandemic planning and policy changes. One critical care physician
remarked on the clarity and efficiency of the preparedness within
their health system: “Early on, I think there was a big anticipation
5

of the surge, and so there was a lot of work that started in February
from a zone, as well as from a provincial approach to be able to
prepare for a unified front in terms of managing an anticipated
surge” while another participant echoed: “When the [first] wave
started there was a staged approach—coordinated, very clear
communication. I think that the management of that went very
smoothly actually in such a way that nobody was overwhelmed
in terms of providing care.” In contrast, one critical care physician
described feeling distressed about the transmissibility of the virus
that was exacerbated with lack of health system preparedness: “Just
the emotional toll that it's taking on a personal level for people to be
walking in these rooms where you know that there's a risk of having
that disease transmitted on to yourself. So emotionally, I think
people are probably a little bit more taxed, certainly than usual, we
were not prepared.” Participants unanimously commented on the
lack of systems-level accessible supports for staff:
“We didn't have staff testing at the time, so I have to rely just on
symptomatology. I was really quite anxious about being a spreader.
Could I spread this amongst my colleagues?”
Institutional adaptations including changes to patient care
All critical care physicians who participated shared logistical
adaptations to patient care within their institutions: “Our ICU is
now purely for coronavirus patients. We are now completely
dedicated to coronavirus patients. Our operating suite recovery area
has been turned into the non-coronavirus ICU, so patients go there
if they require critical care services but are coronavirus negative.”
Some physicians described their experiences with being involved
in pandemic response teams:
“I recommended to the administration that we have to form what
we call a COVID-19 team. That was basically infectious disease,
pulmonologists, hospitalists, pharmacists, nurses, infection
prevention. So, we would round on actually each patient quickly
for one to two minutes and make up a treatment plan for that day,
for that specific patient.”
J Intensive Crit Care Nurs. 2021 Volume 4 Issue 7
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In the end, critical care physicians, tired and burnt out, described the
impact of adaptations within their institution that at times involved
drastic changes to patient care: “Care admissions are being treated
as positive and isolated until we can prove they are negative. We
never would've isolated patients until we proved they haven't got a
disease.”
Professional safety and occupational wellbeing
Participants provided their perspectives on the challenge of adhering
to policies that jeopardized their safety at work: “I think the problem
of the mixed messages is in the beginning [of the pandemic]”.
From the hospital administration, they were getting scared they
will have shortage of healthcare workers, or nurses, or physicians.
So, the message was, even if you're sick, you can come to work.”
Critical care physicians described their experiences with having
to adapt to a workforce that was reduced purposefully to maintain
physician safety: “The decision our [hospital] leadership made was
to remove the older folks. I think anyone 65 and older. Then we had
two pregnant physicians at the time from service and I think that
was a hard decision for them to make. It was a challenging decision
across the board.” One critical care physician described the impact
of the pandemic on their training environment and career trajectory:
“From a professional standpoint as a resident, it has taken us away
from our training a little bit. Our training opportunities,” while
another shared a renewed sense of purpose in their clinical practice:
“I mean, I think I would have had a really hard time if I was in a
different specialty, or I wasn't able to directly participate because
part of it is it gave me a sense of purpose and feeling like I was
doing something for the greater good during a really bad time.” All
critical care physicians shared their perspectives on the unintended
positive impact of the pandemic regarding shared lessons for future
pandemic preparedness planning:
“We've managed to recruit some of those [temporary] nursing staff
to join our facility permanently. So, critical care at our site has come
out of it [the pandemic] better equipped and much more cohesive,
and more highly skilled with some additional workforce.”
Triage and restricted visitation policies
Critical care physicians shared that withholding and withdrawing
life-sustaining treatment while mitigating suffering in the ICU
during the COVID-19 pandemic was extremely complex. One
participant in Spain reflected on the mental and ethical demands of
triage: “We have to do a triage and that was the worst part and that
was the really difficult part. I have hard time to deal with that because
we sometimes we have to say no to patients that were 75 years old
that were in a really good shape and no comorbid conditions. But
I have another one of 68 that was in the same situation, and I had
to decide to intubate the one of 68 and not intubated the one of
75 because we didn't have ventilators.” Another participant made
note of the impact of restricted visitation policies that prevented
family members from visiting their loved ones at end of life: “To
tell the family that the husband or the wife or the father was dying
in the ICU and they cannot come to see them. They cannot hold
their hand, they cannot be with them. And I don't know, that was
really tough.” The significance of patient’s family members was
conspicuous by their absence:
“After I round in the morning, I have to come back to my office and
I just call families on the phone or on Zoom. I find it exhausting
and not nearly as personally satisfying as it would be if I was in the
J Intensive Crit Care Nurs. 2021 Volume 4 Issue 7

room talking to them or updating them in the ICU. It pulls me away
from direct patient care because I'm trying to update families and I
think that's I would say pretty draining.”
Managing familial responsibilities
Participants described their perspectives on the challenge of
managing personal familial responsibilities as they battled with
increased demands in the ICU. Difficult for all, this was especially
burdensome on families with young children: “I was watching my
wife suffering the quarantine alone with the two boys with a lot of
energy and she hardly had any time to sleep. And she, we have a
little one, two years old that he's not sleeping well and she was not
sleeping well and I couldn't help her because I was in the hospital
almost every day, almost 20 hours a day and I couldn't be at home.”
Most participants agreed about the guilt when absent from their
home:
“I'm a mom with a four-year-old and a one-year-old. My husband
is a physician as well, so we initially had a lot of concerns about
how we were both going to continue to work full time. That was, I
think, a particularly unique challenge for me, different than many
of my colleagues who do not have young children, and most of
them are male.”
Admirably, physicians took opportunities to be actively involved
in the care of extended family: “My parents live on the other side
of town. They're in their seventies and have the usual collection of
comorbidities of people in their seventies, so they've not been out
shopping, so I do the shopping for them and drop it off with them
and so forth.”

Discussion
We conducted a semi-structured interview study with critical
care physicians across seven countries to explore how critical
care physicians, their clinical practice, and the hospitals in which
they work, were impacted by the initial stage of the COVID-19
pandemic across multiple countries to understand shared
preparedness needs to inform future stakeholder driven pandemic
preparedness planning for the COVID-19 pandemic and future
pandemics. Our findings indicated that changes and adaptations
at the health system, institutional, and personal level, to control
spread of the SARS-CoV2 virus, transformed the way critical care
physicians cared for their patients and coped with the overwhelming
emotional demands of the pandemic. These changes led to complex
situations that have professional and personal consequences for
physicians. The unintended consequences experienced by critical
care physicians largely hinged on the notion that despite seeking
evidence-based information and receiving updates from leadership,
critical care physicians felt scared about the ICU, and felt guilt
related to leaving their families at home for extended periods of
time. Our data highlight the importance of creating a solid base after
the COVID-19 pandemic from which we can adequately prepare
for future public health crises and events that may be associated
with strain on the healthcare system and increased burnout and
compassion fatigue in critical care physicians.
Emerging research has demonstrated a significant emotional
burden on frontline healthcare workers [4,10], including critical
care physicians [14,18], during the COVID-19 pandemic. Potential
resource shortages or circumstances out of physician’s realm
of (clinical) control were of particular concern to participants in
our study [2]. This issue played out in real-time as some were
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forced to triage critical care resources for patients, due to a lack of
solidified or actualized triage policies, and high patient volumes
[19]. Participants in our study expressed the immense emotional
difficulty in making these decisions, particularly in an environment
where efficient decisions needed to be made. This moral distress is
described in the literature where clinicians were fearful of having
to ration resources [20,21]. Earlier studies have also demonstrated
the need for ethical and legal parameters in triaging practices to
support physicians in vulnerable triaging scenarios, particularly
during crisis surge responses [15,22,23]. Given the prevalence of
symptoms of depression, anxiety, and burnout among physicians
[18] our data underpins the importance of attaining and maintaining
good mental health and emotional wellbeing.
The preparedness of health systems to respond to the COVID-19
pandemic has been questioned by healthcare professionals all
around the world [14,15,24]. In the current study participants
spoke about the need to reorganize ICUs to accommodate
COVID-19 patients, re-deploy high risk staff into administrative
roles, or train additional staff in the support of critically ill patients.
In 2007 the World Health Organization published a framework
with six building blocks (i.e., service delivery, health workforce,
information, medical products, vaccines and technologies,
financing, and leadership and governance [stewardship]) toward
strengthening health systems globally [25]. Researchers have since
proposed methods of approach to health systems resilience during
shock scenarios, wherein systems see a rapid increase in the volume
of critically ill patients [24,26,27]. The COVID-19 pandemic has
revitalized the need for global health systems to plan and prepare
for possible scenarios of surge and emergency situations. Capturing
the lived experiences of stakeholders across healthcare jurisdictions
and infusing these findings into future pandemic preparedness
planning is an attractive area for future work.

However, as our participants were also not systematically sampled,
and interviews were conducted in the English language, findings
may not be broadly applicable. This study was conducted at the
beginning of the pandemic prior to variants of concern, as well as
the development and implementation of vaccinations. Our small
sampling frame limited our ability to achieve data saturation in our
analysis; it was difficult to recruit critical care physicians during
the first wave of the pandemic. Additional interviews to collect
data past code saturation in order to assess meaning saturation are
required for transferability of our results.

Conclusion
The data from our semi-structured interview study with critical
care physicians across seven countries indicate that changes and
adaptations at the health system, institutional, and personal levels
to control spread of the SARS-CoV2 virus transformed the way
critical care physicians cared for their patients and coped with
emotional demands of the COVID-19 pandemic. Contributing to
the pandemic response, critical care physicians felt scared about
the ICU as well as guilt about continuously leaving their families
at home. Preparedness planning for future health crises and events
that may be associated with strain on the healthcare system should
include the experiences and perspectives of critical care physicians.
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