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Abbreviations and definitions
COVID-19

A viral respiratory disease caused by the SARS0CoV-2 virus. Sometimes also referred to as
coronavirus or COVID (The World health Organization, 2021)

ICD

International Classification of Diseases

The WHO

The World Health Organization

J D-R Model

The job demands-resources model of burnout
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Executive Summary
Australia delivers quality equitable and
universal access to healthcare that ensures
citizens are facilitated to achieve quality of
life and engagement with the healthcare
system. However, the delivery of such
services requires a vast array of clinicians
to provide healthcare across primary care,
acute and preventative healthcare settings.
The largest workforce in the healthcare
system is the nursing and midwifery sector,
accounting for 55% of the total workforce
(Australian Institute of Health and Welfare,
2020b; Department of Health, 2021c). As
the largest sector, nurses play a crucial role
in all aspects of the healthcare system thus
are required in increasing numbers to meet
the current and future demands of the
healthcare system. Despite the large an
increasing number of healthcare workers
including nurses, recent modelling
undertaken by the Australian federal
Department of Health has raised concern
that the Australian healthcare workforce is
facing a looming shortage of nurses
(Department of Health, 2013). It is
projected that the nursing workforce in
Australia will face a shortage of up to
123,000 nurses by 2030, impeding the
delivery of healthcare (Health Workforce
Australia, 2014b). Thus, the future of the
nursing workforce and delivery of
healthcare in Australia is at risk if the
workforce shortage can not be rectified.
One key element that contributes to the
numbers within the nursing workforce is
retention of clinicians (Health Workforce
Australia, 2014b). However, the rate of
turnover among nurses is significantly
higher than that of other industries.
Indicating that there are specific factors
that contribute to the poor retention of
nurses. One such factor that increases
workforce exit among nurses is burnout
(Leiter & Maslach, 2009). Identified by The
World Health Organization in 2019 as an
“occupational phenomenon” burnout is a
term used to describe the ineffective
management of workplace stressors which
culminates in emotional exhaustion,
depersonalisation and feelings of reduced
professional accomplishment (The World
Health Organization, 2019). There are
several key factors that have been
theorised
to
contribute
to
the
development of burnout including the Job
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Demands-Resources (J D-R) model which
considers burnout a progressive overload
resulting from a mismatch between
resources available to workers and the
demands of their job (Dall’Ora et al., 2020;
Demerouti et al., 2001). Burnout not only
contributes to turnover but a range of
other outcomes such
as illness,
psychological distress and risks to
healthcare consumers which decrease the
capacity of the nursing workforce to deliver
effective care.
This report utilised a rapid evidence review
to analyse the available peer-reviewed
literature examining the experiences of
nurses working through the COVID-19
pandemic in Australia. The report seeks to
answer the question, are Australian nurses
working through the COVID-19 pandemic
reporting conditions that may contribute to
burnout? If so, what are those conditions?
The analysis of the literature is informed by
the J D-R model of burnout and a
theoretical review of burnout literature.
The rapid evidence review identified that
Australian nurses are experiencing
conditions such as wellbeing challenges,
safety concerns, workload increases and
scarcity of resources all of which can
contribute to the development of burnout.
Finally, this report makes some suggestions
as to how employers of nurses and
policymakers can mitigate the effects of
working through the COVID-19 pandemic
that are likely to contribute to burnout.
The future of Australia’s nursing workforce
is influenced by the retention of nurses.
With burnout a key contributor to
workforce exit and reduced capacity of
nurses alleviating the circumstances that
contribute to the development of burnout
may aid in the safeguarding of the nursing
workforce and delivery of healthcare in
Australia.
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Introduction
The World Health Organisation (WHO)
designated 2021 as the year of health and
care workers, calling for a collaborative
effort to invest and support care workers
to ensure equitable quality healthcare can
be delivered globally (The World Health
Organization, 2012). Despite the recent and
renewed focus on the healthcare
workforce stimulated by the COVID-19
pandemic, issues of retention, capacity and
the future supply of nurses have long been
debated by policymakers (Department of
Health, 2013). With ample supply of future
healthcare workers key to the delivery of
equitable healthcare.
In Australia, nurses are the largest
professional group within the healthcare
workforce and are involved in the
delivery of care across the vast and
complex
healthcare
system
(Department
of
Health,
2021c).
However, Australian modelling is
projecting nursing workforce shortages
limiting the capacity of the healthcare
system to deliver quality healthcare
(Health Workforce Australia, 2012).
Whilst there are several factors that
contribute to the workforce shortages of
nurses, one key area that has been
identified by Healthcare Workforce
Australia as a key contributor is lack of
nurse retention (Health Workforce
Australia, 2014b). The decision of a
nurse to leave the workforce is
influenced by many factors, one of
which is burnout (Leiter & Maslach,
2009). Burnout is a state that arises
from ineffectively managed workplace
stressors and is associated with several
negative outcomes (Dall’Ora et al.,
2020; Demerouti et al., 2001; Maslach,
1993; Maslach et al., 2001; Tavella et
al.,
2020;
The
World
Health
Organization, 2019). Therefore, burnout
is likely to contribute to the immanent
nursing
workforce
shortages
in
Australia.
Whilst the conditions that contribute to
burnout among nurses has been studied
previously, the COVID-19 pandemic has
placed additional and unforeseen stressors
on the nursing workforce in Australia. This
research report seeks to answer the
question are Australian nurses working
through the COVID-19 pandemic reporting
conditions that may contribute to burnout?
If so, what are those conditions?
Understanding the role of nursing through
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the pandemic on the conditions that
contribute to burnout may aid in the
creation of responses that address the
contributing factors of burnout and ensure
the future of the nursing workforce. This
report explores the relationship between
nursing, burnout and COVID-19 through
four sections as outline below.
Section one provides background and
context to the healthcare system that
nurses work within, in addition to the role
of a nurse in the provision of healthcare
services. Also highlighting the role nurses
have played in the evolving COVID-19
pandemic, providing key services and
capacity through the COVID-19 public
health response. This section positions the
research question amongst the key public
policy issue of future nursing workforce
shortages (Health Workforce Australia,
2014b). However, increasing nursing
retention is a key action which will ensure
capacity and decrease the number of
shortages projected.

the pandemic, it is likely COVID-19 will
ensure burnout remains a workforce issue
for the future of the nursing workforce.
Finally, section four concludes with some
key considerations mitigate the risk of
nurses progressing to burnout as informed
by the rapid evidence review.
Ultimately, this report sought to
understand the relationship between the
COVID-19, the experiences of nurses and
the risks of burnout as a key consideration
for the future of the nursing workforce.
This rapid evidence review has found that
the COVID-19 pandemic has placed
addition workplace stressors on nurses that
are theorised to contribute to the
development of burnout. Without action,
burnout risks continuing, or increased
nursing workforce exit contributing to the
projected nursing workforce shortages that
jeopardise the delivery of healthcare in
Australia and the future of the nursing
workforce.

Section two explores the concept of
burnout through a review of literature as a
key driver of nursing workforce exit. This
section further explores the workplace
contributing
factors
of
burnout,
highlighting two key theoretical models.
Moreover, the outcomes of burnout on the
capacity of nurses and the nursing
workforce are also considered in addition
to the rates workplace stressors
experienced by Australian nurses prior to
COVID-19. Section two provides the
context and theoretical framework that the
analysis in section three will utilise.
Section three utilises a rapid evidence
review approach to analyse the available
peer reviewed evidence about the
experience of Australian nurses working
through the COVID-19 pandemic. Of the
selected studies a thematic analysis was
undertaken informed by the jobs demands
- resources model (J D-R model) of burnout
to ascertain the COVID-19 conditions that
Australian nurses are reporting that may
contribute to the progression of burnout.
There were four key themes that are
contributors or signs of burnout identified
among the included literature, these are
mental health and wellbeing, safety
concerns, workload and resources. Through
the analysis, it is apparent that the COVID19 pandemic has placed addition
workplace stressors on nurses, when
considering the rates of burnout prior to
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1. Background and context
This section provides context to the role of
nurses within the Australian healthcare
system and the impact COVID-19 has had
on the health system.

Healthcare in Australia
In 2021, Australia ranked the global leader
for equity and overall health outcomes and
third for healthcare system performance
when compared to other high income
countries (Schneider et al., 2021). The
delivery of such a healthcare system relies
on the collaboration between many
practitioners to ensure efficient, effective
and appropriate care to consumers. The
COVID-19 pandemic has highlighted the
crucial role of healthcare workers including
nurses in the provision of a healthy society.
However, the context of the healthcare
system in which these practitioners
operate in plays an important role in the
provision of nursing care and workforce
matters.
The Australian healthcare system is
complex
and
interrelated
with
responsibility, accountability and financing
shared between the federal government,
state or territory governments, private
providers and citizens (Australian Institute
of Health and Welfare, 2020a). Crucially,
Australia delivers healthcare under a tax
payer funded universal health insurance
program or ‘Medicare’, which provides free
or subsidised selected healthcare services
to Australian and New Zealand citizens,
permanent residents and some citizens of
counties with reciprocal agreements[1]
(Australian Institute of Health and Welfare,
2020a; Department of Health, 2020).
Medicare ensures equitable access to
healthcare services including medical
services, public hospitals and some
medicines for consumers (Department of
Health, 2020). There are many services
provided under Australia’s healthcare
system, however, they can be divided into
three broad categories, primary care,
hospital and specialist services and
preventative medicine. Nurses deliver care
as part of a multidisciplinary team across
the healthcare system and place a key role
in the patient centred approach of
healthcare delivery (The World Health
Organization, 2020).
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Within the healthcare system, primary care
is often a consumers first encounter with
the healthcare system and is typically
provided
through
community-based
services such as general practice clinics
(Australian Institute of Health and Welfare,
2020a). Services delivered through the
primary care are most frequently used by
the Australian public, in 2018-19, 83.2% of
Australians had attended a general practice
in the last 12 months (Australian Bureau of
Statistics, 2020). Acute care and specialist
services are most often provided through
hospitals either in the public or private
sector, however, can be delivered in the
community settings and include services
such as emergency departments, surgery,
and complex condition management
(Australian Institute of Health and Welfare,
2020a). Health promotion and preventative
medicine programs are also a key
component of the healthcare system which
includes services such as immunisation
programs or cancer screening services
(Australian Institute of Health and Welfare,
2020a).
Despite the strengths of the healthcare
system there remains significant policy
challenges now and into the future. One
key area of concern for the Australian
government and healthcare providers is
the future of the healthcare workforce
including nurses, with the delivery of
healthcare services requiring appropriate
numbers of appropriately skilled staff now
and into the future (Department of Health,
2013).

Nursing in Australia and the
healthcare workforce
The workforce required to deliver
healthcare in Australia is large, diverse and
growing. In 2020, Australia’s healthcare
workforce consisted of over 642,000
registered healthcare practitioners such as
nurses, medical officers and allied health
professionals (Department of Health,
2021c). To ensure the delivery of services
the healthcare workforce has continued to
grow, from 2016 to 2020, there has been a
greater than three percent yearly increase
in the number of employed healthcare
professionals (summarised in figure I)
(Department of Health, 2021c). The
delivery of healthcare relies on

interdisciplinary collaboration between a
vast array of clinicians comprised of many
professions and additional staff such as
volunteers and support staff. In 2018, 55%
of all registered practitioners were nurses
and midwives thus are the largest
workforce division within the healthcare
sector (Australian Institute of Health and
Welfare, 2020b; Department of Health,
2021c).
As the largest workforce division, nurses
are crucial to the delivery of healthcare and
are distributed throughout that healthcare
system. Of the approximately 450,000
nurses in the workforce, 75% are registered
nurses, 16% are enrolled nurses and 6.4%
are duel registered nurse midwives
(Department of Health, 2021b). Thus, most
nurses in the Australian healthcare
workforce are university educated and
employed in public hospitals, suggesting
their role is in the acute setting and
engaged in patient facing roles (Australian
Institute of Health Welfare, 2016). A large
and diverse nursing workforce is essential
to meet the demands of an expanding
population
with
increasingly
more
complexed care needs (Department of
Health, 2013).
The workforce planning for the nursing
workforce is complex with funding,
regulation, training and employment of
nurses requires the interrelationship
between state and federal governments,
universities, regulators and private sector
or not-for profit organisations (Australian
Institute of Health and Welfare, 2020a;
Department of Health, 2021b). The
demand for healthcare workers is growing
due to the aging population, high rates of
chronic disease, increasing consumer
expectations and a reliance on short term
medical interventions (Department of
Health, 2013). Thus, it is expected that the
demand for healthcare workers such as
nurses will continue to rise into the future
to respond to the increasing care needs.
Countries with reciprocal
agreements Belgium, Finland, Italy,
Malta, Netherlands, Norway,
Republic of Ireland, Slovenia, Sweden
and United Kingdom (Services
Australia, 2020)
[1]
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The number of professionals employed in
the healthcare workforce is influence
through serval workforce supply factors.
These factors include university graduates,
immigration of trained professionals and
productivity of the workforce through
innovation and care delivery advances
(Department of Health, 2013). However,
Health Workforce Australia (2014b) ,
identified the need to focus policies on
retaining nurses in the healthcare
workforce, as this will yield the greatest
effect on increased nursing workforce
security and sustainability. Whilst the
nursing workforce is complex and dynamic
a shared understanding and collaboration
to act on the key workforce barriers and
facilitators will aid in the delivery of quality
services.

COVID-19, healthcare and nurses
In response to the COVID-19 pandemic the
federal, state and territory governments
imposed a range of restrictions to limit
COVID-19 transmission and ensure capacity
within the healthcare system. These
restrictions included limiting movement,
imposing social distancing closing nonessential businesses and implementing
personal protective equipment (PPE)
requirements such as masks (Storen &
Corrigan, 2020). In aged care and
healthcare sectors restrictions were placed
on visitors, the PPE requirements of
workers were increased and there were
changes to the number and types of
surgeries undertaken (Australian Institute
of Health and Welfare, 2021; Department
of Health, 2021a). Across Australia, the
level of restrictions has varied throughout
the pandemic in response to the level of
community transmission. Crucially, in their
role, nurses have faced rapid changes in
both their professional and personal lives
in response to the COVID-19 pandemic.
As part of Australia’s COVID-19 response
nurses have played a crucial role in the
provision of key services such as testing
and vaccination, increasing the capacity of
the health system through training and
research (Victorian Department of Health,
2021). Additionally, caring for those ill with
COVID-19 in Australia has exposed nurses
to the risk of contracting the illness. It is
estimated that healthcare workers in
Australia are 2.69 times more likely to
contract COVID-19 than community
members (Quigley et al., 2021). Nurses
have face professional and personal
changes through restrictions in addition for
those on patient facing roles, an increased
risk of illness highlighting the additional
stressors experienced by nurses through
the COVID-19 pandemic.
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Figure I - Registered healthcare professionals in Australia
Despite, the recent focus on nurses in the
context of COVID-19 the nursing workforce
has and will be an essential part of the
Australian healthcare system. Providing
care to the community across the life
spectrum,
nurses
facilitate
the
achievement of quality of life. The role of
nurses is most often with direct patient
care, planning or part of multidisciplinary
healthcare teams in either an autonomous
or collaborative capacity (The World Health
Organization, 2020). Nurses cooperate with
a range of practitioners to deliver services
across Australia’s healthcare system in
community, hospitals, residential care
settings and the education sector. Today in
Australia, nurses have specialist skills in
assessment, communication and complex
interventions
however,
often
feel
undervalued whilst facing violence and
aggression (Jones & Cheek, 2003). The role
of a nurse within the diverse and expansive
healthcare system is highly varied and
expanding to accommodate new models of
care, however, central to the delivery of
safe and effective care. Working in these
conditions does come with physical and
psychological risks towards nurses that can
result in workforce exit or reduced
capacity.

Future nursing workforce
Despite increasing numbers of healthcare
professional registered and working within
the Australian healthcare, there has been
concern regarding the future of the
healthcare workforce (Department of
Health, 2013). One tool utilised by the
Australian
Government
to
inform
healthcare workforce policy decisions is
national workforce projections through
modelling (Crettenden et al., 2014).

Commenced in 2012 and updated in 2014
the Australian Government Department of
Health conducted workforce planning and
analysis of the supply and demand for
doctors, nurses and midwives in Australia
initially until 2025 then updated to
consider projections to 2030 (Health
Workforce Australia, 2012, 2014a, 2014b).
Health Workforce Australia utilised a stock
flow model which utilises the current
workforce, estimated workforce entries
and losses to project future workforce
numbers (Crettenden et al., 2014). Such
estimations can be used by governments to
consider policy changes which may result
in increased numbers of healthcare
professionals in the workforce.
Nursing workforce shortages are a key
issue for Australia and the world, with
inaction leading to poor health outcomes
and inequitable healthcare access. A key
factor which may contribute to the
increased security of Australia’s future
nursing workforce is improved retention
(Health Workforce Australia, 2012, 2014b).
Nursing turnover and intention to leave the
profession among Australian nurses is
prevalent within the workforce, with
contributing factors such as burnout cited
as the reasons for workforce exit (Holland
et al., 2018). Identifying and mitigating the
reasons for nurses leaving the profession
will aid in the safeguarding against the
projected workforce shortages. Therefore,
with projected nursing workforce shortages
action should be taken to reduce turnover
and increase nursing capacity. It is crucial
that policymakers, nurses and the
healthcare sector understand and address
the workplace factors that may contribute
to the future of the nursing workforce and
healthcare in Australia.
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2. Burnout
As identified above, burnout contributes to
a lack of nurse retention. This section
provides a theoretical review of the
definition, causes and outcomes of
burnout.

Defining burnout
Whilst not unique to the nursing or
healthcare workforce, the concept
‘burnout’ has gained significant interest
among researchers seeking to understand
the relationship between workers and the
workforce. In 2019, The WHO added
burnout to the International Classification
of Disease highlighting that although not a
medical condition it is a term used to
define a “work-related stress syndrome”
resulting from unsuccessful management
of workplace stressors (De Hert, 2020; The
World Health Organization, 2019). Despite
the recent nature of the WHO classification
of burnout, there have been several
decades or research in the field seeking to
understand when and why burnout
happens. The term burnout was first
introduced in 1974, following observation
of decreased motivation and commitment
in mental health workers (Freudenberger,
1974). Freudenberger (1974) identified
signs and behaviours of burnout such as
motivation loss, exhaustion and fatigue,
whilst suggesting those who are “dedicated
and committed”, in human services
industries are most prone to burnout.
Highlighting that the role of nurses along
with other healthcare workers places them
at risk of burnout due to the type of work
undertaken and the very nature of their
role requiring them to engage extensively
with consumers whilst working long and
physically demanding hours.
Described
as
an
“occupational
phenomena” , burnout results from
continued and unrelenting exposure to
workplaces stressors without successful
management
of
the
stressors
(Montgomery et al., 2019; The World
Health Organization, 2019). There are three
dimensions
which
contribute
the
development and experience of burnout
for nurses. Emotional exhaustion which is
exhibited through a severe lack of energy,
depersonalisation experienced through a
withdrawal from work or the
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development of negative feelings and
attitudes towards work and reduced
professional
accomplishment
which
includes perceptions of work related skill
loss (Butera et al., 2021; Maslach &
Jackson, 1981; Maslach et al., 2001; The
World
Health
Organization,
2019).
Crucially, burnout is experienced when all
three dimensions are manifesting together,
however, emotional exhaustion is central
to the progression of the two other
dimensions (Maslach et al., 2001).
When experiencing burnout state the
relationship between the three dimensions
appears iterative, feeding into each other
and prompting further actions to distance
from work or increasing the perception of
reduced accomplishment, compounded by
emotional exhaustion (Maslach et al.,
2001). Significantly, burnout is a state that
only relates to an individual’s work or
workplace. However, an individual’s work
life is not separate from personal life, there
can also be conflict between the two,
further
contributing
to
burnout
(Leineweber et al., 2014). Occupational
stress in the Australian nursing workforce
occurs in a variety of settings and can be
highly variable between nursing specialties,
healthcare settings and individuals. Whilst
the exact combination of workplace
characteristics and personality traits that
may contribute to the development of
burnout are individualistic, there are some
common workplace characteristics that are
likely to lead to burnout.

Factors that contribute to burnout
As burnout is considered an ‘occupational
phenomenon’,
understanding
the
relationship between the workplace and
individuals is key to the identification of
circumstances that may contribute to the
development of burnout in nurses. There
have been several theories that seek to
explain the relationship between workers,
workplaces and burnout. Due to the widely
utilised Maslach Burnout Inventory (MBI),
which measures and assesses an
individuals experience of burnout, the
multidimensional model of burnout is one
of the most prominent theories of the
development of burnout (Dall’Ora et al.,
2020).

Maslach (1993) multidimensional model
considered
burnout
a
result
of
incompatibility between a person and one
or more of six work related circumstances
over
time.
These
circumstances
incorporate chronic workload burden,
insufficient control over resources,
inadequate reward (financial, social or
intrinsic), lack of positive community
connection, inequitable workplace and,
misalignment between personal values and
job requirements (Dall’Ora et al., 2020;
Maslach,
1993).
Maslach
(1993)
multidimensional theory focuses on the
components of the workplace that without
appropriate coping mechanisms lead an
individual to the burnout state.
A
theoretical review of burnout predictors in
nursing found factors such as high
workload, low job control, poor
renumeration, value misalignment and
poor community connection, thus the
components hypothesised by Maslach’s
work are strongly represented in nursing
burnout literature (Dall’Ora et al., 2020). It
is clear that the presence of certain
workplace dimensions contributes to the
development of burnout among clinicians.
Crucially, the high pressure, patient facing
role of many nurses in addition to the
workplace exposes them to many of the
factors considered predictors of burnout.
However, the six conditions proposed by
Maslach do not always align with nurse
reported burnout factors. Nurses also cite
shift work, complexity of work, patient
outcomes and hospital related factors
including supervisor support as key
contributors to the development of
burnout (Dall’Ora et al., 2020).
An
alternative theory that explores the
development of burnout is the job
demands-resources (J D-R) model which
suggests that burnout is experienced at the
point when the workplace demands are
greater than the resources available to
workers (Demerouti et al., 2001; Holland et
al., 2013). The J D-R model proposes
burnout develops through a two stage
process whereby increasing workplace
demands result in exhaustion, which
further diminishes the ability of the
induvial to meet demands facilitating
disengagement (Demerouti et al., 2001).
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Much like the multidimensional model of
burnout the J D-R model highlights that
burnout arises when there is a divergence
between the workplace circumstance and
the individual, however, the J D-R model
views burnout as an iterative process
highlighting the progressively overloading
experience of burnout (Demerouti et al.,
2001). Moreover, the JDR model considers
additional factors such as supervisor
support, workload and shift work as
contributing factors to burnout (Demerouti
et al., 2001). Ultimately the J D-R model
considers burnout a result of job demands
that exceed the resources available to the
individual. Resources within the J D-R
model included financial or intrinsic
rewards, social or workplace support or job
control (Demerouti et al., 2001). With
demands in the J D-R model focused on the
fatiguing elements of providing care such
as workload and contact with patients
(Demerouti et al., 2001).
The two frameworks propose versions of
workplace characteristics that may
contribute to the presence of burnout. It is
important to consider the workplace
factors nurses face that lead to the three
dimensions of burnout developing. As
identified by Dall’Ora et al. (2020) there are
conditions beyond those proposed by the
multidimensional model of burnout, for
this reason the remainder of the report will
consider the factors relating to burnout as
identified by the J D-R model . Figure III
compares
the
elements
of
multidimensional model of burnout with
the J D-R model.

Outcomes of burnout
Burnout among nurses is a concern in the
management of the current nursing
workforce and health system in addition to
a key consideration for the future nursing
workforce. Burnout can contribute to a vast
array of negative outcomes for both
individuals and the broader healthcare
system in which they operate, including
patients. Ultimately, when nurses are
experiencing burnout the capacity of the
nursing workforce at present and into the
future is diminished through decreased
work outputs, increased risk to patients
and higher rates of turnover or
absenteeism.
•

Individual outcomes

Whilst burnout is characterised by
emotional exhaustion, depersonalisation
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J D-R model (Demerouti et al., 2001)

Job demands

Job resources

Multidimensional theory
of burnout (Maslach,
1993)
Excessive workload
Lack of resource control

Time pressure
Physical workload
Recipient contact
Physical
environment
Shift work
Feedback
Rewards
Job control
Participation

Inadequate rewards
Poor workplace
community connection
Perceived workplace
unfairness

Job security
Supervisor support

Worker workplace value
divergence

Figure III- Comparison between two key burnout theories

or a distancing from work and reduced
positive feelings about their work or
workplace (Maslach, 1993; Maslach et al.,
2001; The World Health Organization,
2019). However, these dimensions can
manifest in a range of signs and symptoms
experienced by individuals and their
colleagues. People experiencing burnout
most often report exhaustion, anxiety,
inability to relax, poor self-esteem and
poor concentration (Maslach et al., 2001;
Tavella et al., 2020). Additionally, burnout
has been shown to diminish the general
health of nurses with insomnia, anxiety and
depression prevalent among clinicians
experiencing burnout (Khamisa et al.,
2015). Therefore, when experiencing such
symptoms, the capacity of the nurses to
complete their role is reduced due to the
symptoms of burnout and associated
psychological distress. Whilst an individual
maybe experiencing burnout, it is also
likely that their signs and symptoms impact
their colleagues, potentially causing
tension or further perpetuating the
negative dimensions among the workplace
culture (Maslach et al., 2001). Thus,
individual
experiences
of
burnout
contribute to the broader consequence of
burnout for the nursing workforce and the
personal life of the individual. Nurses that
are experiencing burnout and the
psychological distress associated reduce
the capacity of the workforce thus cannot

contribute to their fullest extent.
•

Broader consequences
v Adverse
capacity

patient

outcomes

and

Despite an efficient healthcare system,
there remains instances of Australian
healthcare
consumers
experiencing
inappropriate care, adverse events or near
miss incidents whilst receiving healthcare
(Australian Commission on Quality Safety in
Healthcare, 2019). There are many factors
that contribute to suboptimal patient
experiences, however, as healthcare is
delivered by people, human error remains
a central contributor. The risk of poor
outcomes such as medical errors and
decreased patient safety greatly increases
when burnout is prevalent within the
healthcare workforce. When considering
medication administration errors, nurses
report burnout as a significant contributing
factor to the cause of these errors
(Montgomery et al., 2021). Thus, when
nurses are experiencing burnout, they are
at increased risk of errors which may have
poor outcomes for the consumer and
reputational, legal or financial negative
outcomes for the nurse. Not only is the
safety of patients at risk when receiving
care from burnt-out clinicians, the capacity
of the nurse to deliver care is significantly
diminished. Nurses experiencing burnout,
nurses are more likely to disregard
elements of their work and neglect to
deliver appropriate or complete care (Basar
& Basim, 2016). Therefore, burnout is
associated with reduce capacity of the

13

nursing workforce due to the increased risk
of errors and missed care thus the delivery
of suboptimal healthcare.
v Turnover and absenteeism
Crucial to the future of the nursing
workforce is the number of nurses
available to work and the extent to which
nurses
stay
in
the
workforce.
Concerningly, 25- 35% of Australian nurses
have reported intentions to leave the
profession (Holland et al., 2018). This is
larger than the 18% average workforce
turnover rate in Australia (Australian HR
Institute, 2018). Highlighting there are
nursing specific contributing factors to
workforce exit. One factor that contributes
to a nurses intention to leave the
workforce is burnout (Chan et al., 2013;
Leiter & Maslach, 2009). Burnout strongly
predicts the intention of nurses to leave
their employment (Leiter & Maslach,
2009). Resulting from a decreased feeling
of accomplishment at work, increased
exhaustion or cynicism leading to a lack of
perceived reward for working thus, exit
the workforce (Kelly et al., 2021). A recent
study with over 50,000 nurses in the
united states has found that of the nurses
that had left their roles, 31.5% cited
burnout as the reason for leaving (Shah et
al., 2021). Additionally, nurses that are
experiencing burnout utilise sick leave and
have more absence days from work than
those not experiencing burnout (Dall’Ora
et al., 2020). Therefore, the workforce exit
and reduced workforce capacity from
absenteeism from burnout are a risk to the
Australian nursing workforce particularly
in the context of the projected workforce
shortages outlined in section 1.4.

2018). Moreover a survey in 2007 revealed
nurses reported moderate levels of
burnout, with the strongest workplace
stressors including workload and role
conflict had the strongest link with burnout
(Spooner-Lane & Patton, 2007). Suggesting
factors fundamental to the nursing role
have the most impact on the likelihood of
burnout particularly workload. Moreover,
finding that nurses employed in full time
positions are more likely to experience
burnout due to repeated exposure to
workplace stressors (Spooner-Lane &
Patton, 2007).
The experience of nurses prior to the
COVID-19 pandemic is supported by J D-R
model of burnout with workplace factors
such as workload and role conflict
contributing to burnout (Demerouti et al.,
2001). The literature suggests Australian
nurses have been experiencing moderate
levels of burnout prior to COVID-19.
Understanding the implications of the
COVID-19 pandemic on the nursing
workforce rests on the additional cited
stressors in the context of the pandemic, as
the role of a nurse has not fundamentally
changed. Thus it is likely that nurses will be
experiencing
additional
workplace
stressors on top of the previously identified
stressors.

Burnout among nurses prior to
COVID-19
As evidenced by the large body of
literature documenting burnout, it is not a
new phenomenon. Research prior to the
COVID-19 pandemic highlighted that
burnout was having a broad effect on the
nursing profession in Australia. In 2016,
when surveyed, Australian nurses reported
often their workload was often very hard
to complete and has intensified since the
previous survey three years prior (Holland
et al., 2018). Highlighting that factors that
contribute to burnout were increasing prior
to the covid Reporting that the workload
pressures increased workplace stress
among nurses (Holland et al.,

Australia’s nursing workforce
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3. Nursing and COVID-19
This section draws on the limited, however,
rapidly increasing number of papers
examining the experiences of nurses
working in the COVID-19 in Australia. The
following sections outline the key themes
identified in the early pandemic literature
that explain the workplace stressors
experienced by nurses working through the
covid-19 pandemic.

Methodology
The aim of this review is to explore the
questions: Are Australian nurses working in
the COVID-19 reporting conditions that
may contribute to burnout? If so, what are
those conditions? These questions are
important to understand for the future of
the nursing workforce as highlighted in the
previous section 2.3, burnout contributes
to workforce exit of nurses and decreased
workforce capacity. Thus, understanding
the new challenges posed by the COVID-19
pandemic can aid in the formulation of
solutions.
A rapid evidence review enables the
synthesis of secondary data in a timely way
that can be used by policy makers to build
knowledge an inform decisions (Temple
University, 2021). To conduct the rapid
evidence review an incremental literature
scan was undertaken from September to
October 2021 of google scholar,
Cumulative Index to Nursing and Allied
Health Literature (CINAHL) and Pubmed to
consider peer reviewed literature. Key
search terms including “nurse or nurses or
nursing”
AND
“COVID-19”
AND
“experiences or perceptions or attitudes or
views”, OR “burnout” were utilised. A
snowball technique was also applied
searching the reference list of articles to
include additional studies. This yielded 156
results. Results were then included if
reporting on Australian clinicians, including
nurses. The dates of publication were
restricted to 2020-current to ensure only
COVID-19 conditions were captured. The
studies were then scanned by title and
abstract to include data about experiences,
feelings, workplace and conditions during
the COVID-19 pandemic whilst ensuring
Australia’s nursing workforce

that the clinicians included were nurses in
Australia. This reduced the included papers
to nine. The included literature is
summarised in Appendix A.
To analyse the included literature the
findings were thematically scanned to
consider the workplace conditions that
contribute to burnout as informed by the J
D-R mode of burnout (introduced in
section 2.2). Following analysis four key
themes that include possible contributors
to burnout were identified including
mental health and wellbeing, safety
concerns, workloads and resources.
•

Wellbeing and mental health

As highlighted in the previous section,
burnout is associated with several negative
mental and wellbeing symptoms and
results from unmanaged chronic workplace
stressors. Throughout the COVID-19
pandemic, Australian healthcare workers,
including nurses have reported increased
rates of psychological distress with high
levels of an anxiety, depression and stress
(Holton et al., 2020; Northwood et al.,
2021). Additionally, when measuring
burnout healthcare workers reported high
levels of personal and workplace burnout
(Northwood et al., 2021). Compared to prepandemic findings indicating nurses
working in Australian hospitals through the
COVID-19 pandemic reported higher rates
of anxiety and depression than their
medical or allied health counterparts and
the general public in Australia (Holton et
al., 2020). These studies have highlighted
that nurses in particular are under
increased workplace stress which has
resulted in increased levels of burnout and
associated symptoms. Severe anxiety was
correlated with providing care to COVID-19
positive patients compared to nurses who
had not provided care to COVID-19 positive
people (Holton et al., 2020). Demonstrating
the effect working through the COVID-19
pandemic is having on the nursing
workforce.
Moreover, Williams et al. (2021) , found
nurses were expressing feelings of anxiety,
overwhelmed by work and vulnerable
exhibiting symptoms of burnout such as
sleep disturbances. Therefore, it is

apparent that nurses are reporting
negative mental health and wellbeing
outcomes in addition to burnout as a result
of providing care in the COVID-19
pandemic. Crucially, nurses identified
protective factors such as social
interactions were diminished when COVID19 restrictions were in place further
compacting the negative experiences and
impact of COVID-19 on nurses (Northwood
et al., 2021).
Nurses are reporting some of the signs and
symptoms such as sleeplessness, felling
overwhelmed and anxiety which are
associated with the burnout literature
(Maslach et al., 2001; Tavella et al., 2020).
Moreover, the experiences, symptoms and
reported burnout of nurses working in the
COVID-19 pandemic in Australia indicate
the pandemic has had a negative impact on
the workplace culture. The perception that
the workplace is associated with negative
experiences such as anxiety diminishes the
perceived rewards of attending work thus
elicit burnout as suggested by the J D-R
model (Demerouti et al., 2001).
Additionally, the reported psychological
distress and burnout scores reported by
Northwood et al. (2021) indicates that
nurses are already experiencing burnout
associated with the pandemic.
The negative effect of working through the
COVID-19 pandemic on nurses burnout is
supported by the international literature. A
systematic
review
of
international
experiences found international nurses
working in the COVID-19 pandemic were
experiencing high rates of burnout (Galanis
et al., 2021). The social restrictions placed
on some nurses has diminished the coping
mechanisms of nurses to manage the
workplace stressors further compounding
the negative perceptions of the workplace.
The J D-R model highlights that social
support facilitates the psychological ability
of an individual to manage workplace
stressors (Demerouti et al., 2001). The
experience of lack of social support
increasing burnout is also supported by
international COVID-19 literature which
found nurses that had decreased social
support had increased rates of burnout
(Galanis et al., 2021). Therefore, the
experience of working through the
16

COVID-19 pandemic having a negative
effect on the wellbeing and level of
burnout among clinicians.
• Safety concerns
Working within the healthcare sector
throughout the COVID-19 pandemic nurses
expressed concerned and anxiety at the
risk of contracting COVID-19. Several
surveys have found nurses are concerned
and stressed regarding the potential
transmission of COVID-19 to their friends
and family following contacting the illness
at their workplace (Ashley et al., 2021;
Halcomb et al., 2020; Krzyzaniak et al.,
2021; Lord et al., 2021). For some nurses,
the potential to contract COVID-19
themselves or transmit the virus to loved
ones caused workplace anxiety (Ashley et
al., 2021). This was of particular concern to
nurses that have caregiving roles outside of
the workplace (Halcomb et al., 2020). As
the nursing workforce is majority female, it
is prevalent that nurses are providing care
to children or family outside of work.
Moreover, nurses reported their colleagues
were less understanding of their caregiving
roles outside of work which contributed to
their stress (Williams et al., 2021). This
highlights the home and workplace friction
that nurses experience which can erode
the resources available to nurses to
manage workplace stressors leading to
burnout. Nurses also reported concern that
they would inadvertently infect a consumer
with COVID-19, this was predominantly
found in the aged care sector (Krzyzaniak et
al., 2021). Conversely, some nurses
reported feeling that PPE prohibited them
from delivering quality care to their
consumers (Smallwood et al., 2021). When
considering the J D-R model, the perceived
reward of going to work is diminished by
the concern that the workplace may
increase the risk of COVID-19, thus, this
circumstance my contribute to the
development of burnout (Demerouti et al.,
2001).
Sadly, violence and aggression towards
healthcare workers such as nurses is not
COVID-19 related and is a welldocumented occupational risk. However,
nurses have reported throughout the
pandemic they have been subjected to
verbal and physical abuse relating to
Australia’s nursing workforce

enforcing government mandated visitor
restrictions or perceptions that nurses are
spreading COVID-19 (Ashley et al., 2021;
Krzyzaniak et al., 2021). Nurses have also
been purposely spat of coughed on by
healthcare recipients (Ashley et al., 2021).
It is challenging to gather accurate data on
the rates of violence and aggression
experienced by nurses as some see it as
“part of the job”, however, the experience
of violence and aggression before the
COVID-19 pandemic was a commonly
reported occurrence (Pich et al., 2017).
Violence and aggression can contribute to
the development of burnout through the
conflict between workers and several of
the domains proposed by the J D-R model
of burnout including workplace rewards
and recipient contact (Demerouti et al.,
2001). Suggesting that when faced with
violence and aggression in the workplace,
there is a misalignment between the
reward of working and the expectation of
attending work, thus the nurse is likely to
experience one or more of the burnout
dimensions emotional exhaustion, cynicism
or reduced professional accomplishment
through continued emotional effort (Viotti
et al., 2015). As the demands of attending
work are misaligned with the perceived
rewards and exhaustion arises burnout is
more likely (Demerouti et al., 2001).
Similarly, for risk of COVID-19 infection,
nurses may perceive the workplace benefit
as reduced due to the increased risk of
exposure and the additional stressors this
place on those with caring responsibilities
outside of the workplace. Thus, the risk
posed by contracting and transmitting
covid-19 is a workplace stressor that may
contribute to burnout that is unique to the
covid-19 pandemic. Internationally, fear
and concern regarding that safety of
working through the COVID-19 pandemic
has been associated with higher levels and
rates of burnout (Galanis et al., 2021). Thus
the experience of Australian nurses
expressing concern for safety when
working through the COVID-19 pandemic is
likely to contribute to burnout through the
erosion of workplace reward through the
perception of increased risk and the sustain
emotional effort required to manage
violent or aggressive behaviours.

• Workload
As identified by the J D-R model workload
is one of the workplace conditions that can
contribute to the progression of nurses to
burnout and has a strong link to emotional
exhaustion cynicism and depersonalisation
(Demerouti et al., 2001). Working through
the COVID-19 pandemic, nurse have
reported increases to their workload
through a variety of additional tasks and
changes to the available workforce.
Increases to workloads were reported
particularly impacted by the sick leave and
isolation requirements of colleagues as a
result of the COVID-19 pandemic
(Krzyzaniak et al., 2021; Northwood et al.,
2021). This left nurses having to work
extended hours or concerned shifts would
go unfilled. Additionally, nurses reported
increases in workload due to the
requirement to monitor government
restrictions about visitors, PPE and other
COVID-19 related changes (Krzyzaniak et
al., 2021). Crucially, in many parts of the
healthcare system, the patient workload
has not decreased therefore, these
additional tasks are further contributing to
the established workload of nursing.
However, nurses working in community
settings such as general practice clinics
reported a decrease in hours, likely
resulting from an increase in telehealth
appointments and decrease in patient
physical presentations to community
settings (Halcomb et al., 2020). Highlighting
the complex and dynamic nature of the
nursing workforce.
Workload whilst a previously identified
stressor in the pre-pandemic literature
(Holland et al., 2018), the COVID-19 has
place additional demands on most nurses
such as understanding government
restrictions. These demands have the
potential to contribute to the progression
of burnout and further exhaust nurses. The
J D-R model suggest workload is a job
demand, without the resources such as
time, support or psychological stamina to
meet the demand burnt arises (Demerouti
et al., 2001). Increasing or unachievable
workload has the strongest link with
emotional exhaustion which intern feeds
into the development of the other burnout
characteristics (Dall’Ora et al., 2020).
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Therefore, the addition of additional tasks
to the workload of nurses poses an
increased risks of burnout developing.
•

Resources

The resources required to deliver safe and
efficient care to the public throughout the
COVID-19 pandemic have at times caused
additional workplaces stressors for
Australian nurses. The J D-R model
proposes that job resources are required to
protect workers health and complete their
job and reduce the associated physical or
psychological costs (Demerouti et al.,
2001). Throughout the COVID-19 pandemic
Australian
nurses
have
reported
circumstance where there have been
insufficient resources that would protect
them from the physical and mental
negative outcomes of COVID-19, such as
infection and exhaustion.
Several papers found nurses reported a
lack of available PPE, particularly in the
early phase of the pandemic which caused
concern and anxiety (Halcomb et al., 2020;
Krzyzaniak et al., 2021; Lord et al., 2021).
Crucially, the lack of PPE is cited as also
contributed to the safety concerns
reported by nurses (Halcomb et al., 2020;
Krzyzaniak et al., 2021). As without
appropriate PPE nurses are at increased
risk of contracting COVID-19. An additional
resource that has been affected
throughout the pandemic was available
staff, particularly staff that can cover sick or
isolation leave. Nurses reported concern
that if they were required to isolate their
colleagues would be “let down” and the
quality of care delivered would be
negatively impacted (Smallwood et al.,
2021) . Unlike other industries, nursing
shifts are required to be backfilled every
day, with high numbers of COVID-19
exposures and illness among healthcare
workers additional sick leave has
diminished the available nursing resources
to deliver safe an effective care.

Limitations
There are several limitations to this paper
that must be considered. Firstly, the nature
of a rapid evidence review limits the
breadth and analysis of the material, this is
in no way intended as an exhaustive list. A
rapid evidence review seeks to capture a
‘snapshot’ of available evidence form a
brief period (Temple University, 2021).
Thus a further systematic review would
yield a much deeper analysis. Secondly, the
rapidly evolving nature of the COVID-19
pandemic and the initial low rates of
infection in Australia may mean that much
of Australia’s ‘third wave’ will not have
been studied at the time of this report’s
authoring. Similarly, the availability of
evidence is limited due to the short time
period since the beginning of the
pandemic, further research is needed to
understand the implications of covid on the
nursing workforce. However, due to the
large workload the sector is currently
managing in the context of Australia’s
‘third wave’ it maybe sometimes before
researchers can engage with clinicians
comprehensively. Additionally, this is in no
way intended as an extensive review, it is
likely that since the conclusion of the
literature search more evidence has come
to light, as with all research, this paper is a
working document, intended to begin the
conversation that COVID-19 has impacted
the lives of all Australians including nurses
adding to the workplace stressors and
contributing to burnout.

There is a strong and establish link
between low staffing levels and burnout
among nurses, with the requirement to
complete extra shifts or work with less
nurses leading to exhaustion and burnout
(Dall’Ora et al., 2020). The resources both
physical and human to deliver care is
essential and limits the progression of
burnout, throughout the pandemic nurses
have faced conditions that have limited the
availability of job resources thus are at
increased risk of the development of
burnout.
Australia’s nursing workforce
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4. Addressing nursing burnout: COVID-19 considerations
Burnout is as occupational risk of
undertaking healthcare roles such as
nursing, however, the experience if COVID19 has amplified this already prevalent
phenomenon. As evidenced by the rapid
evidence review above, there are
significant negative consequences for
individuals and the broader future of the
nursing workforce if burnout is prevalent
among clinicians. The following section
outlines some key considerations that may
aid in the reduction of counterbalancing of
workplace stressors that lead to nurse
burnout identified by the COVID-19
literature
reviewed
above.
Whilst
addressing burnout may aid in the
retention of nurses developing and
maintaining
workforce,
however,
addressing burnout is ultimately targeted
at delivering access to and quality
healthcare to the Australian population
through assurance of capacity in the
nursing workforce throughout COVID-19
and beyond.

Wellbeing and mental health
Interventions that target general health
and wellbeing protect against the
development of burnout and add to the
resources available to nurses to manage
the workplace stressors (Awa et al., 2010).
Thus, nurses should be encouraged to
partake in wellbeing, health and mental
health programs. This can include fitness
programs, employee assistance programs
such as counselling and access to health
clinics (Awa et al., 2010). Participating in
wellbeing interventions decreases the rate
and severity of burnout, with employer or
service provider lead initiatives resulting in
the longest lasting effectiveness (Awa et
al., 2010). Therefore, provides nurses with
positive personal resources facilitates the
ability to cope with the demands of nursing
decreasing the likelihood of burnout.
Employers and policymakers should
consider the availability of such services to
protect nurses from developing burnout
and ensure access through cost subsidy or
reduction.
Resilience is a key protective factor against
the development of burnout, enabling
nurses to cope more effectively with the
workplace stressors (Edward &
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Hercelinskyj, 2007). Thus supporting nurses
to develop resilience behaviours through
supervision reflective practices and
professional development will facilitate the
protection against burnout (Edward &
Hercelinskyj, 2007). Enabling nurses to
respond and cope with the stressors of
providing care through the COVID-19
pandemic
and
beyond
requires
governments, health service managers and
nurses themselves to consider burnout
protective factors and facilitate the
development of skills and a status that will
enable coping with the workplace
stressors.

Safety
The rapid evidence review highlighted two
key safety concerns of nurses that have the
potential to lead to burnout. Physical
safety concerns resulting from patient or
family aggression and safety concerns
regarding the contraction of COVID-19.
Employers of nurses and healthcare
policymakers should ensure all nurses face
a minimal risk to violence and aggression in
the workplace. Practices such as risk
assessments of consumers or family and
predictive actioning, increased education
and specialised aggression management
teams reduce the incidence and severity of
violence episodes (Morphet et al., 2018).
Universal
implementation
of
such
interventions will ensure nurses working
across the diverse healthcare sector will
face less violence and aggression which will
limit the levels of burnout resulting from
exposure to aggression.
The provision of PPE among healthcare
workers will limit the risk of contracting
COVID-19 whilst working. However, there
are further strategies that healthcare
service providers and governments can
implement to further reduce the anxiety of
contracting COVID-19. PPE education and
increase the confidence of utilising the PPE
and ensure nurses have accurate
understanding of the effectiveness of the
equipment (Key et al., 2020). In a recent
survey, 59% of Australian clinicians
reported that they would benefit from
additional PPE training (Ramanan et al.,
2020). Therefore, increase workplace
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education may facilitate the reduction of
key burnout contributing factors. However,
as identified by the rapid evidence review
at times nurses do not have access to PPE.
Thus it is also suggested that health
services implement anonymous reporting
PPE concerns including poor supply to
highlight issues among health service
leaders that may otherwise go unreported
(Key et al., 2020). This will reduce the fear
associated with reporting and enable the
opportunity for service providers to
address the concerns of nursing before the
burnout state develops.

Workload
Workload is identified as a key contributor
of burnout, however, has been identified
as a contributor to burnout prior and
during the COVID-19 pandemic. Crucially,
health service providers and leaders should
ensure the division of care is prioritised
and the workload of nurses is minimised
through the assistance of other resources
such as students and unregulated
healthcare workers. Assistants in nursing
are utilised to complete tasks not requiring
the technical skill or assessment expertise
of registered nurses (Australian College of
Nursing, 2019; Blay & Roche, 2020).
Changing the skill mix of care minimising
the patient contact role of registered
nurses and increasing the oversight role
thus re-distributing the workload among
more healthcare workers.

Resources

When considering access to resources
required to deliver care through the
COVID-19 pandemic it is important to
consider the role of nurses as a resource
and the equipment such as PPE required to
deliver care. It is essential that healthcare
leaders assess and provided appropriate
numbers and skilled nurses to deliver care
through a pandemic which requires
planning (Fernandez et al., 2020). However,
the identification of the lack of resources
requires decisionmakers such as health
service leaders and policymakers to be
available and receptive to feedback from
nurses (Rosa et al., 2020). Ensuring nurses
have appropriate advocacy and feedback
mechanisms will enable the raising of
concerns of inappropriate resourcing
facilitates the opportunity for healthcare
leaders to address to concerns of nurses
before burnout arises.

However, increasing the numbers of
unregulated healthcare workers such as
assistants in nursing under the supervision
of registered nurses does come with risks
to patients (Twigg et al., 2016). Thus it is
recommended that governments review
the use of unregulated healthcare workers
such as assistants in nursing and move to
regulate the industry (Australian College of
Nursing, 2019). Enabling a broader
implementation of healthcare assistants in
a regulated manor with a universal scope
of practice to ensure quality care
(Australian College of Nursing, 2019).
Increasing the ability of the nursing
workforce by re-directing the focus of the
role and utilise assistants in nursing to
meet the increasing workload.

Australia’s nursing workforce
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Conclusion
The nursing workforce is a large and
essential component of the healthcare
workforce in Australia. The COVID-19
experience for nurses is unique, as they
face changes, restrictions and disruptions
in their work and personal lives all of which
can contribute to burnout. The future of
the nursing workforce is strongly
influenced by retention of nurses,
however, there is a strong link between
burnout and workforce exit. For this
reason, burnout, particularly in the context
of COVID-19 is a crucial issue facing the
future of the nursing workforce.
The impact of COVID-19 pandemic on the
nursing workforce is complex and dynamic,
however, the additional workplace
stressors are having a phycological impact
on the nursing workforce and may increase
burnout. Comparing the emerging COVID19 literature, to literature before the
pandemic there is evidence that there has
been additions to the types of workplace
stressors reported by nurses. The rapid
evidence review of the literature identified
four key themes of stressors placed on
nurses through the COVID-19 pandemic
wellbeing impacts, safety concerns,
workload and resources. Therefore, the
COVID-19 pandemic has placed additional
burnout contributing conditions on nurses
amplifying the workplace stressors that
may contribute to the development of
burnout.
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The experience of burnout through the
COVID-19 is resulting from the addition of
further
stressors
to
the
already
overwhelmed nursing and healthcare
sector. Managing workplace stressors is the
role of healthcare leaders, service
providers and governments and nurses
themselves. To address some of the
workplace stressors identified policy
makers, healthcare employers and leaders
must consider reform including but not
limited to:
•

Ensuring accessibility and availability of
wellbeing and health interventions

•

Utilising health service resources to
build resilience of nurses

•

Implementing
evidence
informed
violence and aggression mitigation
interventions

•

Increasing supply of and use confidence
of PPE

•

Reviewing and implementing the use of
assistants in nursing without increasing
the risks to consumers through
regulation

•

Facilitating the feedback mechanisms
to ensure resources concerns are made
know to health service leaders

•

23

Reference
Ashley, C., James, S., Williams, A., Calma, K., McInnes, S., Mursa, R., Stephen, C., & Halcomb, E. (2021). The psychological
well-being of primary healthcare nurses during COVID-19: A qualitative study. Journal of Advanced Nursing, 77(9), 38203828. https://doi.org/10.1111/jan.14937
Australian Bureau of Statistics. (2020). Patient Experiences in Australia: Summary of Findings: 2019-20 financial year.
https://www.abs.gov.au/statistics/health/health-services/patient-experiences-australia-summary-findings/latestrelease#experience-with-health-professionals
Australian College of Nursing. (2019). Regulation of the unregulated health care workforce across the health care system (A White
Paper by ACN 2019, Issue. https://www.acn.edu.au/wp-content/uploads/white-paper-regulation-unregulated-healthcare-workforce-across-health-care-system.pdf
Australian Commission on Quality Safety in Healthcare. (2019). The state of patient safety and quality in Australian hospitals 2019.
https://www.safetyandquality.gov.au/sites/default/files/2019-07/the-state-of-patient-safety-and-quality-in-australianhospitals-2019.pdf
Australian Institute of Health and Welfare. (2020a). Health system overview. https://www.aihw.gov.au/reports/australiashealth/health-system-overview
Australian Institute of Health and Welfare. (2020b). Health workforce. https://www.aihw.gov.au/reports/australias-health/healthworkforce
Australian Institute of Health and Welfare. (2021). COVID-19: looking back on health in 2020. https://www.aihw.gov.au/reportsdata/australias-health-performance/covid-19-and-looking-back-on-health-in-2020
Australian Institute of Health Welfare. (2016). Nursing and midwifery workforce 2015.
https://www.aihw.gov.au/reports/workforce/nursing-and-midwifery-workforce-2015
Awa, W. L., Plaumann, M., & Walter, U. (2010, 2010/02/01/). Burnout prevention: A review of intervention programs. Patient
Education and Counseling, 78(2), 184-190. https://doi.org/https://doi.org/10.1016/j.pec.2009.04.008
Basar, U., & Basim, N. (2016). A cross-sectional survey on consequences of nurses' burnout: moderating role of organizational
politics. Journal of Advanced Nursing, 72(8), 1838-1850. https://doi.org/10.1111/jan.12958
Blay, N., & Roche, M. A. (2020). A systematic review of activities undertaken by the unregulated Nursing Assistant. Journal of
Advanced Nursing, 76(7), 1538-1551. https://doi.org/10.1111/jan.14354
Butera, S., Brasseur, N., Filion, N., Bruyneel, A., & Smith, P. (2021). Prevalence and Associated Factors of Burnout Risk Among
Intensive Care and Emergency Nurses Before and During the Coronavirus Disease 2019 Pandemic: A Cross-Sectional
Study in Belgium. Journal of emergency nursing, S0099-1767(21)00245-2. Advance online publication.
https://doi.org/https://doi.org/10.1016/j.jen.2021.08.007
Chan, Z. C., Tam, W. S., Lung, M. K., Wong, W. Y., & Chau, C. W. (2013). A systematic literature review of nurse shortage and the
intention to leave. Journal of Nursing Management, 21(4), 605-613. https://doi.org/10.1111/j.1365-2834.2012.01437.x
Crettenden, I. F., McCarty, M. V., Fenech, B. J., Heywood, T., Taitz, M. C., & Tudman, S. (2014). How evidence-based workforce
planning in Australia is informing policy development in the retention and distribution of the health workforce. Human
Resources for Health, 12(7), 1-13. https://doi.org/10.1186/1478-4491-12-7
Dall’Ora, C., Ball, J., Reinius, M., & Griffiths, P. (2020). Burnout in nursing: a theoretical review. Human Resources for Health,
18(41), 1-17. https://doi.org/10.1186/s12960-020-00469-9
De Hert, S. (2020). Burnout in Healthcare Workers: Prevalence, Impact and Preventative Strategies. Local and Regional
Anesthesia, Volume 13, 171-183. https://doi.org/10.2147/lra.s240564
Demerouti, E., Bakker, A. B., Nachreiner, F., & Schaufeli, W. B. (2001). The job demands-resources model of burnout. Journal of
Applied psychology, 86(3), 499-512. https://doi.org/10.1037/0021-9010.86.3.499
Department of Health. (2013). Identification of key health workforce issues and challenges.
https://www1.health.gov.au/internet/publications/publishing.nsf/Content/work-review-australian-government-healthworkforce-programs-toc~chapter-2-health-workforce-context~chapter-2-identification-key-health-workforce-issueschallenges
Department of Health. (2020). Understanding Medicare.
https://www.betterhealth.vic.gov.au/health/servicesandsupport/understanding-medicare
Department of Health. (2021a). Guidance on the use of personal protective equipment (PPE) for health care workers in the context
of COVID-19. https://www.health.gov.au/resources/publications/guidance-on-the-use-of-personal-protectiveequipment-ppe-for-health-care-workers-in-the-context-of-covid-19
Department of Health. (2021b). Nurses and midwives in Australia. https://www.health.gov.au/health-topics/nurses-andmidwives/in-australia

Australia’s nursing workforce

25

Department of Health. (2021c). Summary Statistics, All Professions. https://hwd.health.gov.au/resources/data/summary-all.html
Dobson, H., Malpas, C. B., Burrell, A. J., Gurvich, C., Chen, L., Kulkarni, J., & Winton-Brown, T. (2021). Burnout and psychological
distress amongst Australian healthcare workers during the COVID-19 pandemic. Australasian Psychiatry, 29(1), 26-30.
https://doi.org/10.1177/1039856220965045
Edward, K.-l., & Hercelinskyj, G. (2007). Burnout in the caring nurse: learning resilient behaviours. British Journal of Nursing, 16(4),
240-242.
Fernandez, R., Lord, H., Halcomb, E., Moxham, L., Middleton, R., Alananzeh, I., & Ellwood, L. (2020). Implications for COVID-19: A
systematic review of nurses' experiences of working in acute care hospital settings during a respiratory pandemic.
International Journal of Nursing Studies, 111, 103637-103637. https://doi.org/10.1016/j.ijnurstu.2020.103637
Freudenberger, H. J. (1974). Staff Burn-Out. Journal of Social Issues, 30(1), 159-165.
https://doi.org/https://doi.org/10.1111/j.1540-4560.1974.tb00706.x
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
Halcomb, E., McInnes, S., Williams, A., Ashley, C., James, S., Fernandez, R., Stephen, C., & Calma, K. (2020). The Experiences of
Primary Healthcare Nurses During the COVID-19 Pandemic in Australia. Journal of Nursing Scholarship, 52(5), 553-563.
https://doi.org/10.1111/jnu.12589
Health Workforce Australia. (2012). Health Workforce 2025 -Doctors, Nurses and Midwives- Volume 1.
https://apo.org.au/sites/default/files/resource-files/2012-01/apo-nid154456.pdf
Health Workforce Australia. (2014a). Australia’s Future Health Workforce - Doctors
https://www.health.gov.au/resources/publications/doctors-australias-future-health-workforce-report
Health Workforce Australia. (2014b). Australia’s Future Health Workforce – Nurses Overview.
https://www.health.gov.au/sites/default/files/documents/2021/03/nurses-australia-s-future-health-workforce-reportsoverview-report.pdf
Holland, P. J., Allen, B. C., & Cooper, B. K. (2013). Reducing burnout in Australian nurses: the role of employee direct voice and
managerial responsiveness. The International Journal of Human Resource Management, 24(16), 3146-3162.
https://doi.org/10.1080/09585192.2013.775032
Holland, P. J., Tham, T. L., & Gill, F. J. (2018). What nurses and midwives want: Findings from the national survey on workplace
climate and well-being. International Journal of Nursing Practice, 24(3), e12630. https://doi.org/10.1111/ijn.12630
Holton, S., Wynter, K., Trueman, M., Bruce, S., Sweeney, S., Crowe, S., Dabscheck, A., Eleftheriou, P., Booth, S., & Hitch, D. (2020).
Psychological well-being of Australian hospital clinical staff during the COVID-19 pandemic. Australian Health Review,
45(3), 297-305. https://doi.org/https://doi.org/10.1071/AH20203
Jones, J., & Cheek, J. (2003). The scope of nursing in Australia: a snapshot of the challenges and skills needed. Journal of Nursing
Management, 11(2), 121-129. https://doi.org/10.1046/j.1365-2834.2003.00355.x
Kelly, L. A., Gee, P. M., & Butler, R. J. (2021, Jan-Feb). Impact of nurse burnout on organizational and position turnover. Nursing
outlook, 69(1), 96-102. https://doi.org/10.1016/j.outlook.2020.06.008
Key, T., Mathai, N. J., Venkatesan, A. S., Farnell, D., & Mohanty, K. (2020). Personal protective equipment during the COVID-19
crisis: a snapshot and recommendations from the frontline of a university teaching hospital. Bone & joint open, 1(5), 131136. https://doi.org/10.1302/2633-1462.15.BJO-2020-0027.R1
Khamisa, N., Oldenburg, B., Peltzer, K., & Ilic, D. (2015). Work related stress, burnout, job satisfaction and general health of
nurses. International Journal of Environmental Research and Public Health, 12(1), 652-666. https://doi.org/
https://doi.org/10.3390/ijerph120100652
Krzyzaniak, N., Mae Scott, A., Bakhit, M., Bryant, A., Taylor, M., & Del Mar, C. (2021). Impact of the COVID-19 pandemic on the
Australian residential aged care facility (RACF) workforce. Australian Journal of Advanced Nursing, 38(3).
https://doi.org/10.37464/2020.383.490
Leineweber, C., Westerlund, H., Chungkham, H. S., Lindqvist, R., Runesdotter, S., & Tishelman, C. (2014). Nurses' Practice
Environment and Work-Family Conflict in Relation to Burn Out: A Multilevel Modelling Approach. PLoS ONE, 9(5),
e96991. https://doi.org/10.1371/journal.pone.0096991
Leiter, M. P., & Maslach, C. (2009). Nurse turnover: the mediating role of burnout. Journal of Nursing Management, 17(3), 331339.
Lord, H., Loveday, C., Moxham, L., & Fernandez, R. (2021). Effective communication is key to intensive care nurses' willingness to
provide nursing care amidst the COVID-19 pandemic. Intensive & critical care nursing, 62, 102946-102946.
https://doi.org/10.1016/j.iccn.2020.102946
Maslach, C. (1993). Burnout: A Multidimensional Perspective. In W. B. Schaufeli, C. Maslach, & T. Marek (Eds.), Professional
burnout: Recent developments in theory and research (pp. 19–32). Taylor & Francis.
https://doi.org/10.4324/9781315227979-3
Australia’s nursing workforce

26

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., Schaufeli, W. B., & Leiter, M. P. (2001). Job Burnout. Annual Review of Psychology, 52(1), 397-422.
https://doi.org/10.1146/annurev.psych.52.1.397
Montgomery, A., Panagopoulou, E., Esmail, A., Richards, T., & Maslach, C. (2019). Burnout in healthcare: the case for
organisational change. Bmj, 366, l4774 https://doi.org/10.1136/bmj.l4774
Montgomery, A. P., Azuero, A., Baernholdt, M., Loan, L. A., Miltner, R. S., Qu, H., Raju, D., & Patrician, P. A. (2021). Nurse burnout
predicts self-reported medication administration errors in acute care hospitals. The Journal for Healthcare Quality, 43(1),
13-23. https://doi.org/https://doi.org/10.1097/JHQ.0000000000000274
Morphet, J., Griffiths, D., Beattie, J., Reyes, D. V., & Innes, K. (2018). Prevention and management of occupational violence and
aggression in healthcare: A scoping review. Collegian, 25(6), 621-632.
Northwood, K., Siskind, D., Suetani, S., & McArdle, P. (2021). An assessment of psychological distress and professional burnout in
mental health professionals in Australia during the COVID-19 pandemic. Australasian Psychiatry, 103985622110389.
https://doi.org/10.1177/10398562211038906
Pich, J. V., Kable, A., & Hazelton, M. (2017). Antecedents and precipitants of patient-related violence in the emergency
department: Results from the Australian VENT Study (Violence in Emergency Nursing and Triage). Australasian
emergency nursing journal, 20(3), 107-113.
Quigley, A. L., Stone, H., Nguyen, P. Y., Chughtai, A. A., & MacIntyre, C. R. (2021, 2021/02/01/). Estimating the burden of COVID-19
on the Australian healthcare workers and health system during the first six months of the pandemic. International
Journal of Nursing Studies, 114, 103811. https://doi.org/https://doi.org/10.1016/j.ijnurstu.2020.103811
Ramanan, M., Tabah, A., & Laupland, K. (2020). Protecting healthcare workers during the COVID-19 pandemic: Australian results
from the PPE-SAFE survey. medRxiv. https://doi.org/https://doi.org/10.1101/2020.08.11.20172148
Rosa, W. E., Schlak, A. E., & Rushton, C. H. (2020). A blueprint for leadership during COVID-19. Nursing management, 51(8), 28-34.
https://doi.org/10.1097/01.NUMA.0000688940.29231.6f
Schneider, E. C., Shah, A., Doty, M. M., Tikkanen, R., Fields, K., & Williams II, R. D. (2021). Reflecting Poorly: Health Care in the US
Compared to Other High-Income Countries. https://heatinformatics.com/sites/default/files/imagesvideosFileContent/Schneider_Mirror_Mirror_2021.pdf
Services Australia. (2020). When you visit Australia- Information for visitors to Australia on Reciprocal Health Care Agreements.
https://www.servicesaustralia.gov.au/individuals/services/medicare/reciprocal-health-care-agreements/when-you-visitaustralia
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). https://doi.org/doi:10.1001/jamanetworkopen.2020.36469
Smallwood, N., Karimi, L., Bismark, M., Putland, M., Johnson, D., Dharmage, S. C., Barson, E., Atkin, N., Long, C., Ng, I., Holland, A.,
Munro, J. E., Thevarajan, I., Moore, C., McGillion, A., Sandford, D., & Willis, K. (2021). High levels of psychosocial distress
among Australian frontline healthcare workers during the COVID-19 pandemic: a cross-sectional survey. General
Psychiatry, 34(5), e100577. https://doi.org/10.1136/gpsych-2021-100577
Spooner-Lane, R., & Patton, W. (2007). Determinants of burnout among public hospital nurses [Journal Article]. Australian Journal
of Advanced Nursing, 25(1), 8-16.
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=a2h&AN=105916928&site=ehostlive&custid=s2775460
Storen, R., & Corrigan, N. (2020). COVID-19: a chronology of state and territory government announcements (up until 30 June
2020).
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/rp2021/Chron
ologies/COVID-19StateTerritoryGovernmentAnnouncements
Tavella, G., Hadzi-Pavlovic, D., & Parker, G. (2020). Burnout: Re-examining its key constructs. Psychiatry Research, 287, 112917.
https://doi.org/https://doi.org/10.1016/j.psychres.2020.112917
Temple University. (2021). What is a Rapid Review? Outline of Stages. . https://guides.temple.edu/c.php?g=78618&p=4156608
The World Health Organization. (2012). Year of Health and Care Workers 2021. https://www.who.int/campaigns/annualtheme/year-of-health-and-care-workers-2021
The World Health Organization. (2016). Global strategy on human resources for health: workforce 2030.
https://www.who.int/publications/i/item/9789241511131
The World Health Organization. (2019). Burn-out an "occupational phenomenon": International Classification of Diseases.
https://www.who.int/news/item/28-05-2019-burn-out-an-occupational-phenomenon-international-classification-ofdiseases
The World Health Organization. (2020). State of the world's nursing 2020: investing in education, jobs and leadership Geneva:
World Health Organization; 2020 (9240003274). https://www.who.int/publications/i/item/9789240003279
Australia’s nursing workforce

27

The World Health Organization. (2021). Coronavirus disease (COVID-19). https://www.who.int/healthtopics/coronavirus#tab=tab_1
Twigg, D. E., Myers, H., Duffield, C., Pugh, J. D., Gelder, L., & Roche, M. (2016, 2016/11/01/). The impact of adding assistants in
nursing to acute care hospital ward nurse staffing on adverse patient outcomes: An analysis of administrative health
data. International Journal of Nursing Studies, 63, 189-200.
https://doi.org/https://doi.org/10.1016/j.ijnurstu.2016.09.008
Victorian Department of Health. (2021). COVID-19 Health workforce response. https://www.health.vic.gov.au/covid-19/covid-19health-workforce-response
Viotti, S., Gilardi, S., Guglielmetti, C., & Converso, D. (2015, 2015/10/19). Verbal Aggression from Care Recipients as a Risk Factor
among Nursing Staff: A Study on Burnout in the JD-R Model Perspective. BioMed Research International, 2015, 215267.
https://doi.org/10.1155/2015/215267
Williams, G., Gunn, A., & Sweeny, A. (2021). Nursing in the time of COVID-19: exploring nurse preparedness early in a global
pandemic. AJAN-The Australian Journal of Advanced Nursing, 38(3).
https://doi.org/https://doi.org/10.37464/2020.383.238

Australia’s nursing workforce

28

Appendix A
Rapid evidence review included literature
Article
The Experiences of Primary
Healthcare Nurses During
the COVID-19 Pandemic in
Australia (Halcomb et al.,
2020)

Type of study
Summary
Nurses employed in primary Nurses considered resignation over concern to personal safety regarding the transmission
healthcare participated in a of COVID-19 between them and their family through workplace exposure
cross-sectional online
survey
Nurses are concerned about transmitting COVID-19 to family, particularly those with care
giving roles at home (such as children or elderly parents)
(637 responses received)
Insufficient amounts and types of PPE were reported which inhibited the ability to
participate in work
Nurses expressed concern over contracting COVID-19 and the risks to themselves putting
their health at risk
Over half of the nurses reported having caring roles outside of work such as child raising
or caring for elderly relatives

Psychological well-being of
Australian hospital clinical
staff during the COVID-19
pandemic (Holton et al.,
2020)

Cross-sectional survey with Nurses and midwifes reported higher rates of anxiety depression and stress than the
668 respondents (all health baseline Australian population and medical or allied health clinicians.
professionals, 391 nursing
and midwifery respondents)
Nurse respondents reported mild stress levels which was associated with providing direct
care for COVID-19 positive patients, having caring responsibilities at home and poor
health.
Higher anxiety scores were associated with caring for COVID-19 positive patients

Effective communication is
key to intensive care
nurses’ willingness to
provide nursing care
amidst the COVID-19
pandemic (Lord et al.,
2021)
Nursing in the time of
COVID-19: exploring nurse
preparedness early in a
global pandemic. (Williams
et al., 2021)

Self-administered
questionnaire with ICU
nurses (83 participants)

90% of surveyed nurses expressed concern for contracting COVID-19 in their workplace
and the risk of transmitting COVID-19 to others such as family members
Lack of availability of PPE in the workplace is a concern for nurses

Survey with 214 nurses

Nurses reported their family was understanding of their clinical work and the demands of
their job, unlike their colleagues who failed to understand their caring responsibilities
outside of their workplace.
When considering the COVID-19 pandemic the nurses reported feelings such as
anxiousness followed by, overwhelmed, vulnerable, frightened, angry and exhausted.
Nurses also reported difficulty sleeping or unable to stay asleep.
Some nurses reported feeling engaged and interested or positively challenged by the
COVID-19 pandemic.

An assessment of
Cross-sectional survey of
psychological distress and mental health professionals
professional burnout in
(48 were nurses)
mental health
professionals in Australia
during the COVID-19
pandemic (Northwood et
al., 2021)

Working through the COVID-19 pandemic has resulting in negative workplace culture
citing increased workload, inability to backfill vacant shifts and very low workplace
morale.
Negative impact on social protective factors such as social life through restrictions has
increased the negative experiences.
Moderate to high levels of burnout among respondents
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High levels of psychosocial
distress among Australian
frontline healthcare
workers during the COVID19 pandemic: a crosssectional survey
(Smallwood et al., 2021)

Survey of self-identified
frontline healthcare (7846
participants 39.4% were
nurses)

Nurses expressed concerned that patients were not receiving care due to lack of
resourcing
Visitor restrictions preventing family from being at the bedside of consumers went
against their values
Participants felt concerned that their co-workers would be let down if they needed to
isolate and could not attend a shift
Some expressed concern PPE prohibited them from delivering good healthcare
Inability to see and engage with to family, friend and workplace relationships that
negatively affected mental health

Burnout and psychological
distress amongst
Australian healthcare
workers during the COVID19 pandemic (Dobson et
al., 2021)

A cross sectional survey of
staff at an Australian
metropolitan hospital (84
respondents were nurses)

The psychological wellbeing of primary
healthcare nurses during
COVID-19: A qualitative
study (Ashley et al., 2021)

Semi- structured interviews
of 25 nurses

Nurses reported mild to severe anxiety, depression and post traumatic stress disorder
related to working through the COVID-19 pandemic
The COVID-19 pandemic is creating psychological distress among healthcare workers
When assessed for burnout they were already experiencing the state
Verbal and physical abuse experiences from the general public in relation to perceptions
that nurses were spreading COVID-19.Respondents reported being deliberately coughed
or spat on by patients or family members
Lack of inclusion in workplace decision-making left nurses feeling de-valued

Potential workplace exposure to COVID-19 created anxiety regarding the potential
transmission of COVID-19 to family or friends
Impact of the COVID-19
Surveyed of clinical and non- High levels of workplace stress with inadequate PPE cited as a cause of additional stress
pandemic on the
clinical staff at aged care
increasing the risk of exposing themselves and others to COVID transmission including
Australian residential aged facilities
family or a consumer
care facility (RACF)
workforce (Krzyzaniak et
(375 respondents, 44% were Staff reported difficulty isolating residents appropriately with not enough room or staff to
al., 2021)
nurses, 4% were assistants in monitor people appropriately, increasing workload.
nursing and 46% included
administration staff which
Visitor restrictions left the workers experiencing abuse or complains from family members
may include nurses in nonclinical roles)
Respondents reported suffering burnout, anxiety, insomnia and depression.
Respondents reported a very high workload. Increased workload was influenced by
reading and communicating government restrictions and the increased care needs of
consumers
High workload was contributing to exhaustion
Throughout this time residents have required additional support, which added to the
workload of staff
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