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A B S T R A C T   

Objective: This study explored the risk and protective factors for wellbeing from the perspectives of multidisci-
plinary paediatric intensive care unit staff. 
Design: Using a qualitative, descriptive study design we purposively recruited a sample of nurses, physicians, and 
allied health professionals to participate in semi-structured interviews which explored staff perceptions of risk 
and protective factors relating to their daily paediatric intensive care roles. Data was analysed using thematic 
analysis. 
Setting: Four paediatric intensive care units in Australia. 
Findings: Twenty staff were recruited. Braun and Clarke’s thematic analysis approach identified perceived risks 
for wellbeing included a lack of preparation for the role, and clinical situations that contributed to psychological 
distress, including perceived worst shift, moral distress, non-accidental injuries, and isolation. Themes perceived 
as protective to wellbeing included: finding the work stimulating and meaningful, belonging to the team, and 
using humour. 
Conclusion: Staff perceptions of wellbeing in the paediatric intensive care unit suggested that risk factors often co- 
existed simultaneously with protective factors. These results are not consistent with the notion that wellbeing as 
a phenomenon can be considered on a risk-protection continuum. Strategies that enhance this work as mean-
ingful and stimulating, promote a sense of belonging to the team, and support the use of humour, may assist 
health professionals to achieve a balance between risk and protective factors for wellbeing. 
Implications for clinical practice: Education and training on end-of-life care, and how to have difficult conversa-
tions and manage the consistent psychological distress of intensive care work, is essential at orientation and 
requires regular formal interventions. 
Experiencing the work as stimulating highlights the need for advanced scope of practice work. Opportunities for 
individual and team reflection about the meaning and purpose of their work, and ensuring staff feel valued and 
experience a sense of belonging to the team, are critical to the intensive care context.   

Introduction 

It has never been more critical to understand what threatens and 
protects the wellbeing of health care professionals (HCP) who work in 

critical care (National Academies of Sciences and Medicine 2019; 
Hammond et al. 2021; Greenberg et al. 2021). Staff who work in the 
paediatric intensive care unit (PICU) are faced with child and family 
grief, loss, death, and tragedy daily (Crowe et al. 2021; Moynihan et al. 
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2019; Ffrench-O’Carroll et al. 2019). Despite extensive research during 
the last two decades, consensus on how to define or achieve wellbeing, 
or provide interventions for sustainable enablers of wellbeing for critical 
care HCP, has remained elusive (National Academies of Sciences and 
Medicine 2019; Unjai et al. 2022; van Mol et al. 2015; Crowe et al. 
2021). Arguably, previous research focused on wellbeing in the work-
place has potentially oversimplified concepts related to wellbeing and 
may misrepresent individual or team wellbeing (Ryff 2014; Dodge et al. 
2012). Indeed, staff wellbeing may need to be reconceptualised given 
the unique and dynamic challenges of the health environment, partic-
ularly since the COVID-19 pandemic (Simons and Baldwin 2021; Chari 
et al. 2018; Unjai et al. 2022). A common assumption is that the absence 
of negative sequelae equates to wellbeing (Rothenberger 2017; Smith 
and Reid 2018). Yet, there is evidence that the central determinants of 
wellbeing are embedded in values, meaning and relationships (Seligman 
2018; Dodge et al. 2012; Both-Nwabuwe et al. 2017). These topics 
remain relatively unexplored in the intensive care unit (ICU) environ-
ment (Jarden et al. 2020; Unjai et al. 2022; Crowe et al. 2021). 

Recent research, which has addressed the wellbeing of critical care 
professionals, provides strong evidence to support the need to utilise 
diverse methodologies, particularly qualitative methods, within critical 
care settings (Unjai et al. 2022; Crowe et al. 2021; Butcher et al. 2022). 
Qualitative methodologies allow exploration of complexity, and the role 
of emotions for HCP, providing a rich narrative to further understand 
potential risk and protective factors for wellbeing (Ryff 2014; Thin 
2018). A recent systematic review which focussed on HCP wellbeing in 
the adult ICU presented recommendations for future research on the 
contributors to wellbeing and highlighted the need for studies which 
extend beyond the United States of America (Unjai et al. 2022). A recent 
review designed to investigate the prevalence and risk factors of burnout 
among PICU staff, highlighted that determination of risk factors 
remained inconclusive; thus, preventing intervention development 
(Crowe et al. 2021). Further, the authors of this review proposed 
exploration of staff wellbeing beyond the absence or presence of burnout 
be undertaken and advocated for the utilisation of qualitative research 
to further understand risk and protective factors for PICU staff wellbeing 
(Crowe et al. 2021). 

The overarching objective of this study was to address the gaps and 
limitations identified in existing research relating to PICU staff well-
being. The specific aim was to explore the risk and protective factors for 
wellbeing from the perspectives of multidisciplinary Paediatric Inten-
sive Care Unit (PICU) health professionals. The research question that 
underpins this research is: What are the factors that cause risk of harm 
to, or provide protection - for wellbeing, from the perspective of staff 
working in the PICU? 

Methods 

Study design and ethical approval 

A qualitative, descriptive approach supported analysis of data 
generated from semi-structured interviews with a sample of HCP 
working in PICU. The Consolidated Criteria for Reporting Qualitative 
Studies (COREQ) is presented in Supplementary Material 1. Ethical 
approval for this study was granted from The University of Queensland 
School of Medicine 2014-SOMILRE-0103, Mater Research Governance 
RG-14-248, Children’s Health Queensland HREC/14/QRCH/40, and 
Sydney Children’s Health Network CHREC/15/SCHN/84. 

Setting, recruitment, and participants 

Multidisciplinary PICU HCP working in four tertiary paediatric 
hospitals along the East coast of Australia were purposively recruited 
(Supplementary Material 2, Demographic Details of the PICUs 
involved). Participants were invited for a one-on-one interview via work 
email, posters, and promotion during PICU team meetings. Eligible 

participants were qualified PICU physicians, nurses, or allied health 
professionals, employed on permanent contracts in one of the partici-
pating PICUs, and who spent >60% of their clinical work in the PICU. 
Medical trainees and administration staff were excluded as it was 
determined that these perspectives may be divergent from permanent 
members of the PICU clinical team. Participant information and consent 
forms were distributed to interested participants who contacted the 
research team (Supplementary Material 3). 

Data collection 

Written consent was confirmed and received at the time of the 
interview; no participants withdrew their participation. The first author 
(LC) conducted all interviews in-person in mutually agreed locations 
(personal home or workplace). The interview guide (Supplementary 
Material 4) was informed by a review of PICU wellbeing literature 
(Crowe et al. 2021) and general HCP wellbeing literature (National 
Academies of Sciences and Medicine 2019; Sonnentag 2015; Dyrbye 
et al. 2018). Interviews were between 45 and 90 min in duration, audio- 
recorded and then transcribed. The interviewer was an experienced 
social worker and doctoral candidate, who had previously worked with 
ten of the twenty staff interviewed, increasing the need for reflexivity 
(Guba 1981; Brooks et al. 2018) and peer debriefing (Guba 1981) to 
understand and work with the influence of assumptions, beliefs and 
assumed knowledge (Reid et al. 2018; Kanuha 2000). A reflexive diary 
was used to record impressions, feelings, and points of interest imme-
diately after the interview. Peer debriefing (Asselin 2003) occurred 
regularly with authors LC, JY, HH & AS throughout data collection and 
analysis. Due to the sensitive topics being explored, participants were 
aware of, and had access to, confidential psychological support as 
required. This information was provided in the participation informa-
tion sheet and again at the time of the interview; none of the participants 
requested this service. (Supplementary Material 2). Data saturation was 
determined to have been reached with 14 participants. Due to the 
opening of a new children’s hospital with a significantly larger PICU 
with more beds and a larger staff population, a further 6 participants 
were interviewed to explore if a larger PICU created different attitudes 
for staff. No key differences were observed in these transcripts. (Sup-
plementary Material 5, Interview Schedule). 

Data analysis 

Analysis of the interview transcripts occurred inductively and were 
guided by Braun and Clarke’s (2006) six-step framework to thematic 
analysis (Braun and Clarke 2006). The principal author took notes in a 
reflexive diary immediately after the interview to record impressions, 
feelings, and points of interest. Trustworthiness and credibility were 
adhered to through checking with participants about what had been 
said, and that it was interpreted correctly (member checking) (Guba, 
1981) and contextualised by the PICU environment. Identifiable infor-
mation was removed. LC, JY and HH independently read the interview 
transcripts multiple times exploring patterns, commonalities, and out-
liers in the data and defining codes. All authors attended multiple 
meetings to define and refine themes. The authors used supervision, peer 
discussions and mind map exercises to increase robustness (Guba 1981). 
Reflexivity strategies were a dynamic process throughout the analytic 
process. 

Findings 

Twenty PICU staff (9 Senior Physicians, 8 Registered Nurses, 3 Allied 
Health Professionals) participated in the study. Duration of time work-
ing in the PICU ranged from 16 months to 36 years. Most participants 
had worked in the PICU for over 8 years (n = 15) (Supplementary Ma-
terial 6, Participant Characteristics). A complex relationship was found 
in the data between PICU work and staff wellbeing where risk and 
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protective factors were identified by participants to exist 
simultaneously. 

Two main domains of risk and protective factors for PICU staff 
wellbeing were identified. Two themes were generated for risk factors 
that potentially impair staff wellbeing in the PICU. The first was an 
inability to prepare for the emotional demands and end-of-life care 
involved in their roles. The second was the acute and chronic psycho-
logical distress as a consistent feature for staff due to the nature of 
clinical work. Themes for wellbeing protective factors in the PICU 
included identifying the work as stimulating and meaningful, humour as 
armour and the importance of belonging to the team. 

Risk factors for PICU staff wellbeing 

Two broad themes identified as risk factors to wellbeing were: 
feeling unprepared for the role and ongoing psychological distress. 
Participants described their PICU work as causing psychological distress 
on a frequent basis, although most participants stated their distress was 
greater in the earlier phases of their career as they often felt over-
whelmed and underprepared for the PICU work. 

Nothing can prepare you for the role 

Participants spoke of feeling unprepared for the depth of human 
emotion, the intensity and responsibility of the clinical work and the 
diversity of skills that was required for PICU clinical work. Rapid 
acquisition of a broad clinical knowledge of disease, treatments, and 
technologies to keep children alive was frequently reported as ‘over-
whelming’. Clinical skills were acquired in parallel to learning how to 
bear witness and engage in conversations about grief, death, and 
trauma. Participants were asked if their training prepared them for the 
PICU work: 

“No, not a clue, I was overwhelmed! I had a headache for weeks trying to 
learn all the information” – Nurse 4. 

“I had no idea. Not at all, I did not sleep for a week. I’m not kidding. I did 
not sleep for a week. I was on edge 80% of the time. I cried in the Unit 
once” – Intensivist 7. 

Participants suggested that working intimately with children and 
their families, particularly during end-of-life care, added a layer of 
complexity and emotional responsibility to the role. Participants 
expressed how their role in the death of a child often felt surreal. 

“Definitely never in my life would I have thought that I would be working 
knowing this child is going to die. There were a lot of things that I didn’t 
see would happen” - Allied Health Professional 2. 

Reflecting on their university training and clinical placements 
several participants acknowledged that, prior to working in PICU, they 
had lacked the maturity and context to understand the importance of 
learning how to engage in difficult conversations or end-of-life care. 

“I don’t know [that] if we had, how serious we would have taken it? You 
think at 18 or 19 when you haven’t seen anything yet (but you think you 
know it all), would you listen? You don’t get it until you get here” – Nurse 
3. 

“There was something wishy washy… I remember thinking, I am never 
going to need this” - Nurse 6. 

Ongoing psychological distress - the grief just stays with you 

All participants spoke of experiences of acute and chronic psycho-
logical distress impacting their wellbeing due to various elements of 
clinical work. Four subthemes were generated from the data which 
related to participant perceptions of what contributed to psychological 
distress: distressing clinical cases (the stories that linger); moral distress 

(why are we doing this to children); Non-accidental injuries (the horror of 
NAI); and a sense of isolation in not being able to share PICU experiences 
beyond their colleagues (no-one wants to hear what we do). 

The stories that linger – Distressing Clinical Cases. 
All participants could recall and describe in vivid detail their ‘worst’ 

shift or clinical case. Senior staff recalled cases that continued to impact 
them years or decades after the event. Interestingly, cases recalled were 
consistently from the early phases of PICU careers suggesting an adap-
tation phase or developmental component to learning to cope with the 
grief and emotional aspects of critical care. The participants stated that 
day to day, these cases were safely in the recesses of their mind. 

However, memories of these cases were easily recalled and could be 
disruptive and distressing. 

“Some deaths just sit with you. You learn over the years to cope, but I am 
lucky I didn’t damage myself in gaining that knowledge” – Nurse 1. 

“I have a whole list of cases that still trigger me, but they are from being a 
registrar, from my early days” – Intensivist 5. 

Why are we doing this to children? - Moral Distress. 
Nursing and allied health participants highlighted their feelings of 

powerlessness and distress at requests from medical staff to provide 
what they perceived to be futile, invasive interventions on babies and 
children who had either life-limiting or terminal conditions not 
compatible with life. Nursing participants expressed a burden of re-
sponsibility for not being able to advocate for different patient out-
comes. Nursing participants used highly emotive language to convey the 
intensity of their feelings. Researchers have previously described these 
reactions and feelings as moral distress (Garros, Austin, and Carnevale 
2015; Prentice et al. 2016). Medical staff, in stark contrast to nursing 
and allied health staff, did not speak or identify futility or moral distress 
in the interviews. 

“I think we do sometimes flog those poor kids and sometimes I do think it 
is unethical, and I kind of don’t want to look after those kids because I 
think it is just cruel” - Nurse 8. 

“Everyone knows it is a futile thing, but it is the nurses who have to go in 
there. The medical staff can actually dodge going in there, it is very 
frustrating that you are not heard sometimes in those situations. Because 
we are meant to be an advocate for that child” – Nurse 6. 

Non-Accidental Injuries (NAI) are horrendous- Non-accidental Injuries. 
Participants were asked if there were any clinical scenarios that were 

regularly distressing. Consistently, child protection cases were identified 
as being the most confronting and distressing aspect of clinical work in 
the PICU. PICU staff spoke of the heartbreak and disillusion of caring for 
a baby or child who had been assaulted or neglected by a primary 
caregiver, sometimes for days and weeks at a time. 

“Child protection cases are pretty horrible to be honest. Those are the 
cases that do play on your mind when you go home. I think they always 
affect us pretty strongly” - Nurse 7. 

“Child protection is often shocking and distressing, a tiny baby with a 
fractured skull and bleed, broken bones. You know they have been bashed 
and beaten. It is very distressing, hard to believe…” – Intensivist 6. 

No one wants to hear what we do – A senses of isolation. 
Participants spoke of a sense of isolation due to an inability to share 

their stories and feelings about their PICU work with anyone beyond 
their PICU colleagues. Participants reported consciously avoiding dis-
cussions of their working day with partners, friends, or family unless 
they also worked in critical care. Participants stated this created a bar-
rier between work and home which could create a sense of loneliness. 
Participants spoke of consciously ‘protecting’ those they love and the 
general community from the realities of what occurred in the PICU. 
Participants expressed it was their choice to work in the PICU environ-
ment, and so any distress was their personal burden to bear. 
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“I used to ring friends, but I don’t tend to anymore. Especially friends who 
now have kids, they really don’t want to hear about it [PICU work]. I 
don’t tend to actually talk about my PICU work unless it is with PICU 
colleagues” – Nurse 7. 

“I do guard what I tell my husband…I only share the detail of what 
happens here with my PICU friends. It is traumatic and horrible, and I 
don’t want to expose people who haven’t chosen this world to it” - Allied 
Health Professional 3. 

Interview data suggested that participants accepted that psycholog-
ical distress was an inevitable consequence of PICU work and a psy-
chological price they were willing to endure due to a sense of altruism 
and meaning. 

“We have the opportunity to make a significant difference in people’s 
lives. Yes, there are tragedies but if we weren’t here more children would 
die. That is meaningful to me” – Intensivist 9. 

Protective factors for PICU staff wellbeing 
Participants explored painful memories and challenging topics dur-

ing the interviews. Yet, the mood and tone of the interviews remained 
reflective and engaged rather than sombre. Despite the confronting 
nature of PICU work, participants continued to express energy, pride 
and humour when discussing their roles. Participants were able to 
recognise risk factors while emphasising protective factors and 
embracing protective strategies. Four themes were described within this 
domain that were potentially protective of staff wellbeing: finding the 
PICU work stimulating, finding the work meaningful, belonging to the 
team, and maintaining a sense of humour. Participants described how 
these four factors created a balance, reducing negative risks and impact 
to wellbeing. 

PICU work is stimulating and challenging 
Participants became animated as they described the intellectual 

stimulation of managing the pathophysiology and disease processes for 
patients in the PICU. All participants described enjoying the pace, acu-
ity, and demanding nature of the work as part of the attraction of the 
role. Participants displayed lively facial expressions and changes in 
speech tone and pace, as they expressed how interesting they found the 
PICU work. 

“I like the challenge of looking after really sick kids. I like the level and 
depth of information you need to know” - Nurse 7. 

“The spectrum is so much more interesting [in the PICU]. From cardiac 
disease to trauma, to infection, there is always so much more to play with. 
You have got a 12-year-old with a trauma and adult physiology, and then 
you go down to a 3 kg post-operative cardiac patient” – Intensivist 5. 

PICU is the most meaningful work you can do 
All twenty participants described their work in PICU as meaningful. 

Meaning was central to how participants made sense of their PICU ca-
reers which represented a protective balance for the tragedy, distress, 
and fatigue. 

“I don’t know if there is anything more meaningful as this. I mean this 
would be as meaningful as anything else that I could possibly be doing. No 
matter how hard or bad the job gets, I never question the meaning. We 
have the opportunity to be with people and make a difference in what is 
easily the worst time of their lives” –Intensivist 8. 

Participants expressed feeling ‘privileged’ to work in partnership 
with families experiencing the worst times of their lives. Several par-
ticipants described their PICU roles as more like a vocation than a place 
of employment. 

“It’s more than a career. It’s a vocation. It shapes your entire life” – 
Intensivist 9. 

Participants described saving the lives of children and providing end- 
of-life care as the two most deeply meaningful aspects of clinical care. 
Participants expressed jubilation and pride when an infant or child 
survived because of their interventions and skills, protecting families 
from unimaginable distress. 

“We had a child a few weeks ago who should have been dead. It was a 
miracle and she walked out of hospital. The team worked at every single 
point of care. You can’t be involved in that and not think wow, that is 
meaningful” – Nurse 1. 

The PICU staff spoke of their commitment, passion, and re-
sponsibility for ensuring that families have the opportunity for a 
peaceful and meaningful death when their child died. They did not 
identify a child’s death as negatively impacting their wellbeing even 
though they frequently described it as painfully sad. Participants spoke 
with passion and commitment about the anticipatory grief work and 
memory making they conducted and how humbling and rewarding 
death work could be. 

“I don’t know, it feels really important [being involved in the death of a 
baby]. It’s weird but it is a real privilege if you can do that for someone. 
Everyone says to you “Oh how do you do that?” and you kind of feel a 
little proud, like you work in a good place. It is really special. Very 
meaningful. I have a passion for providing a good death” – Nurse 5. 

Belonging to the PICU team 
All participants extended the role of meaning to include the impor-

tant relationships and bonds they had with PICU colleagues. Participants 
described how belonging and being valued by their PICU peers nor-
malised their emotions and validated their experiences. 

“The other component of it being meaningful is belonging and working as 
a team. This sense that we are all in this together. Let’s just get through 
today because we are here to help others, that is part of what is mean-
ingful” – Intensivist 5. 

Those interviewed reported being able to debrief with their peers as 
the most valuable intervention to manage PICU work. Relationships 
with other PICU colleagues appeared protective of long-term survival in 
the role. The work was seen as a multidisciplinary effort. The collective 
experience of PICU work created a level of meaningful intimacy, 
achievement, and connection with colleagues. Participants reported the 
connections with colleagues were not replicated elsewhere in their lives. 
There was a sense of exclusivity in belonging to the specialised PICU 
team. 

“I think being a team, that sense of belonging. I draw strength from that. I 
go into the tearoom, and I have a sense that I am protected. Those people 
on the ground, that teamwork, they get you, and I find that very impor-
tant” – Allied Health 2. 

Using humour as armour 
All twenty participants identified that humour was an intentional 

mechanism used for coping with the realities of PICU work. Participants 
described using ‘black’ or macabre humour as a source of ‘armour’ to 
mask and juxtapose the ‘comedy and tragedy’ of PICU work. Humour 
created an incongruity for individuals and the team to escape the grief 
and tragedy of the PICU work. 

“Yeah, black humour definitely. I think it dulls it down and makes it (the 
trauma) less significant. It probably masks how bad it can get, how 
horrible and how tragic it can get” – Nurse 6. 

“Oh, black humour is the number one thing in PICU! You know you just 
want to direct that really traumatic situation on to, not a positive, but fun; 
it seems to make that memory easier, easier to digest and make sense” – 
Allied Health 2. 
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Discussion 

The psychological health and wellbeing of PICU staff has important 
implications on the provision and quality of care provided to critically ill 
children and their families (Jones et al. 2019; Crowe et al. 2021; de Lima 
Garcia et al. 2019). The findings of this qualitative study strongly sug-
gested that risk and protective factors may exist simultaneously for HCP 
in the PICU. 

There were two broad themes for risk factors for wellbeing: feeling 
unprepared for the PICU role and the psychological distress that may arise 
from a variety of clinical PICU experiences. Participants identified their 
early PICU career as a time in which they felt particularly overwhelmed, 
or experienced acute distress. Participants reported feeling unprepared 
and lacking the psychological and communication skills to cope within 
the environment. Inadequate preparation and training for paediatric 
end-of-life care communication, processes and management of subse-
quent emotions have been previously reported as potential contributors 
to distress and harm for staff (Chew et al. 2021; Hollingsworth et al. 
2018). There is evidence health communication training offered at an 
undergraduate level is often viewed by students as less important 
compared to biomedical aspects of the degree (Woodward-Kron et al. 
2013; Silverman 2009). Biomedical education is often prioritised for 
orientation of HCP despite recognition that understanding and man-
aging personal emotions are central to the development of being a HCP 
(Kilbertus et al. 2022). 

Participants expressed a belief that psychological distress is a salient 
and consistent feature of PICU work. Critical care staff reportedly have 
higher rates of psychological distress due to exposure to trauma and end- 
of-life care (van Mol et al. 2015; Chuang et al. 2016; Jones et al. 2019) 
with increased risks for those who work with children (Ffrench-O’Car-
roll et al. 2019; Dryden-Palmer et al., 2020). Consistent with previous 
research this study’s findings suggested that distress may be more 
intense and last longer when experienced in the early stages of a career 
(Chew et al. 2021; Facey et al. 2015). Findings in this study also support 
existing research that psychological distress in PICU is caused by the 
emotional burden of tragic cases (Mu et al. 2019; Groves et al. 2022) and 
moral distress (Mu et al. 2019; Gagnon and Kunyk 2022). Importantly, 
participants in this study, highlighted that child protection cases were 
the most distressing clinical work they encountered. This distress was 
frequently compounded by a sense of isolation, as staff did not feel able 
to share these experiences with family and friends. To date, re-
sponsibility for the resolution of, and interventions for, workplace psy-
chological distress largely remain with the individual due to 
organisational failure to provide formal processes to respond to distress 
in the PICU (Bloomer et al. 2016; Chew et al. 2021). Results from a 2022 
systematic review into effective interventions for reducing moral 
distress in critical care identified that education, mentoring, debriefing, 
and participation and training in ethics were all beneficial to the 
reduction of moral distress and is an area which requires further 
research (Zeydi et al. 2022). 

Protective factors for wellbeing were broadly described as finding 
the PICU work intellectually stimulating, and meaningful, belonging to 
the team and the importance of humour. Achieving a sense of mastery in 
one’s work (Sonnentag 2015; Seligman 2018), and the opportunity for 
ongoing personal development (Ryff 2014; National Academies of Sci-
ences and Medicine 2019) are central characteristics for wellbeing. 
Previous critical care studies have highlighted that work that is stimu-
lating is often perceived as being protective of staff wellbeing (Highfield 
2019). Critical care literature frequently suggests that the pace and 
demands of intensive care work are related to burnout and negative 
wellbeing (van Mol et al. 2015; Chuang et al. 2016) which is contrary to 
this study’s findings. 

Meaningful work is correlated with the cultivation of feeling that life 
has purpose and a sense of direction and is foundational to the presence 
of wellbeing (Ryff 2014; Steger et al. 2012). Meaningful work and re-
lationships with colleagues is reported as central to how individuals 

manage distress and make positive life adjustments (Sloan et al. 2017; 
Moreno-Milan et al. 2019). This current research demonstrated that 
experiencing PICU work as meaningful did not eliminate psychological 
distress, but rather the two experiences could occur concurrently. 
Contemporary literature indicates that meaningful work is not always 
pleasant and can occur in challenging or distressing situations (Restauri 
et al. 2019). This is the first known study in the PICU environment to 
present the potential important role of meaning for overall staff 
wellbeing. 

Belonging to the PICU team was an important aspect of wellbeing for 
managing psychological distress, normalising emotions, and validating 
one’s roles. Using colleagues to ‘relate and validate’ trauma and 
emotional work that may be unpalatable to the wider community has 
been previously described (Chew et al. 2021). Seligman (2011) argued 
that social relationships are the best antidotes to the challenges of life. 
Colleagues play an important role in trauma and death work because 
there is a sense of shared solidarity, and an understanding and experi-
ence that staff recognise cannot be shared in their normal support net-
works (Plante and Cyr 2011). 

The use of humour was identified as an important adaptive mecha-
nism to cope in the PICU and contributed to overall wellbeing. Humour 
has previously been reported as a significant coping and self-care 
strategy in the emergency department (Scott 2007) and palliative care 
(Mills et al. 2018). Humour as an adaptive strategy to support wellbeing 
and as relief therapy to psychologically escape health environments, has 
been previously described (Hardy 2020; Bhattacharyya et al. 2019). 

Limitations 

This study involved interviews with staff currently employed in the 
selected PICUs. The study did not extend to staff previously employed by 
the organisation, who may have left the PICU for work related reasons. 
Physicians who were training or rotating through the PICU and 
administration staff were excluded from this study. Both of these groups 
are invaluable members of the PICU team and contribute to current 
culture and dynamics and therefore warrant further study. Given vari-
ation in healthcare systems across the world, conclusions generated 
from the experiences of staff working in several Australian PICUs may 
not be generalisable across all settings. 

Conclusion 

Wellbeing has been underexplored in PICU and critical care envi-
ronments. Consequently, confusion remains regarding the development 
of effective enablers to wellbeing (National Academies of Sciences and 
Medicine 2019; Kleinpell et al. 2020). This study’s findings suggest that 
rather than risk and protective factors being found on a continuum they 
may co-exist. Study findings suggest that the PICU may be experienced 
as an environment of extremes for staff, providing both risk and pro-
tective factors for wellbeing throughout employment. With increasing 
concerns about the recruitment and retention of intensive care staff 
(Highfield 2019) this research highlights the need for interventions to 
mitigate risk factors and build on protective factors for wellbeing. Pro-
posed interventions in the ICU environment include orientation and 
professional development that focus on critical conversations and end- 
of-life care skills, the need to create space to debrief and reflect on the 
work, and which build strong relationships within the team. 
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