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Abstract
Background Many intensive care unit (ICU) nurses who were crucial to the frontline response during the COVID-19 
pandemic left their employment during or after the pandemic. Studies exploring the experiences of these nurses are 
lacking. The aim of this study was to explore ICU nurses’ course towards making the decision to resign from work in 
the ICU following the COVID-19 pandemic.

Method Advertisements on social media and a snowball sampling-inspired method were used to recruit 11 nurses 
from hospitals around Sweden who worked in an ICU during the pandemic and who then left employment. The 
participants were interviewed individually via telephone, online or in-person. An interview guide with a few open-
ended questions was used to capture the nurses’ narratives. The data were analysed using a phenomenological 
hermeneutical method.

Results The nurses were tangled in paradoxes, described as three themes: ‘To give it all and yet feel insufficient’, 
‘To experience togetherness and yet feel lonely’ and ‘To prioritise others and yet need to eventually prioritise oneself ’. 
The decision to end their employment was ambivalent but necessary, made with relief and no regrets, but with 
sorrow. During this decision-making process, there may have been a window of opportunity during which nursing 
management or the health care service might have influenced the outcome.

Conclusion The ICU nurses’ decision to resign was influenced by a tangle of challenging paradoxes that entailed 
ambivalence. The course to the decision to resign was marked by hesitancy. While it is important to understand and 
support nurses’ willingness to care for patients during a crisis and to acknowledge their suffering as it relates to their 
professional efforts, it is also essential to address their individual struggles and needs.
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Background
Nurses in intensive care (ICU) were on the frontline of 
the COVID-19 pandemic. The pandemic impacted both 
physical and psychological aspects of their lives, result-
ing in growing concerns about the safety and health 
of nurses’ as well as the wellbeing of their families [1]. 
Nurses showed a great willingness to care for patients 
[2–4] and made altruistic sacrifices that caused them 
subsequent suffering and health problems [5], such as 
depression, post-traumatic stress disorder, physical 
symptoms [6, 7] and compassion fatigue [8]. Working 
long days in a high-risk clinical environment with inad-
equate protection, staff shortages and an immense work-
load increased their risk of burnout [8, 9]. These nurses 
showed a great sense of duty to provide care and worked 
hard; many also left the ICU.

The shortage of nurses worsened as the pandemic con-
tinued [4]. Factors affecting nurses’ intention to leave 
employment during the pandemic were related primarily 
to infection, the pandemic itself, and to work environ-
ment issues such as one’s own risk of becoming infected, 
a lack of personal protection equipment and long work-
ing hours. These factors affected social relations and 
caused high stress levels, which were exacerbated by a 
lack of administrative or managerial support. All of these 
factors could potentially have been avoided [10].

Several studies have explored nurses’ experiences of 
caring for patients during the COVID-19 pandemic, with 
the result showing what a demanding and challenging 
situation it was for them [5, 11, 12]. Research has also 
explored the factors that affected nurses’ intention to 
leave their workplace in relation to the pandemic [3, 10, 
13]. However, only one quantitative survey was found to 
have investigated ICU nurses’ motives to leave the ICU, 
although it did not primarily address these motives in 
relation to COVID-19 [14]. Hence, to our knowledge no 
studies have thus far explored the experiences of ICU 
nurses who not only intended to resign, but actually did 
resign during the COVID-19 pandemic. Such research, 
which could lead to deeper knowledge about the phe-
nomenon, may yield important insights for both nurses 
and nursing managers for the future, as well as for the 
health care service as an organisation.

Methods
Aim
This study aimed to explore ICU nurses’ course towards 
making the decision to resign from work in the ICU fol-
lowing the COVID-19 pandemic.

Design
A qualitative design was applied to explore the complex 
phenomenon of nurses’ life choices during a global pan-
demic. Aiming to elucidate the meanings of life world 

phenomena through nurses’ narrated lived experiences 
of caring for patients during a pandemic, the analysis fol-
lowed a phenomenological hermeneutical method [15, 
16] inspired by the theory of interpretation presented 
by Ricoeur [17]. The study conformed to the principles 
of the Declaration of Helsinki [18] and is reported fol-
lowing the consolidated criteria for reporting qualitative 
research (COREQ) [19].

Theoretical departure
This study departs theoretically from the philosophies 
of Knud Ejler Løgstrup [20] and the tradition of car-
ing related to the theories of Kari Martinsen [21–23]. 
As humans we are interdependent and vulnerable; these 
essential human conditions mean that we must place our 
trust in, and hand ourselves over to, our fellow human 
beings. When encountering others’ vulnerability and 
suffering, the sovereign life expressions evolve. Accord-
ing to Løgstrup [20], we always carry a part of our fel-
low human beings in our hands. The theory of the ethical 
triad, consisting of (1) sovereign life expressions, (2) ethi-
cal demands and (3) interactions with relative culture-
bearing norms [21, 22], forms the basis for interpretation 
and discussion of the phenomena of interest in this study. 
Sovereign life expressions such as mercy, trust and hope 
appear spontaneously in our encounters with fellow 
human beings. Grounded in interdependence, the ethi-
cal demand to respond to vulnerability and suffering of 
others arises when encountering fellow human beings. 
It is an unspoken demand to care for what is given to us 
in these situations [22]. We experience this demand to 
respond even if it disturb or unsettles our existence [20]. 
Living our lives as relational and interdependent indi-
viduals means taking care of the life placed in our hands, 
which is also applicable to caring and the nursing profes-
sion [21].

Participants
The inclusion criteria for the study were (1) intensive care 
nurses directly involved in the care of COVID-19 patients 
during the pandemic (2) who then left ICU employment.

According to the challenges involved in finding par-
ticipants who were no longer employed in an ICU, 
recruitment was accomplished primarily through 
advertisements on social media and a snowball sam-
pling-inspired method that involved asking enrolled 
participants and employed ICU nurses to distribute 
information about the study to former colleagues. Poten-
tial participants were directed to a homepage where they 
could read the full study information and sign a consent 
form. On the homepage, potential participants could 
enter basic demographic information about their sex, 
age and work experience, and whether they wanted to 
be interviewed via telephone, online or in person. One 
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researcher (ASl) contacted the potential participants and 
set up arrangements for the interviews.

Eleven Swedish nurses who specialised in intensive 
care, which included some with an additional speciali-
sation in anaesthetic care, participated. These consisted 
of four men and seven women aged between 32 and 
59 years (median 43 years). They had between four and 
30 years of experience working in intensive care (median 
10.5 years) and had worked as general nurses for between 
one and 15  years (median five years) before doing their 
specialisation. Seven of the nurses had worked in ICUs 
in a university hospital and four in a regional hospital. 
The participants found out about the study from adver-
tisements on social media (n = 4), by coincidence on the 
internet (n = 1), or through former colleagues who had 
received the information from the researchers (ASl and 
ASch) (n = 6).

Data collection
Individual interviews with the participants were con-
ducted from August 2023 to March 2024. All interviews 
lasted approximately 60  min, except for two that lasted 
about 100  min (50–105  min). The interviews were con-
ducted on the telephone (n = 5), as online interviews via 
Zoom (n = 4) or as in-person meetings (n = 2). The nurses 
were informed about the possibility of withdrawing from 
the study at any time and about sharing only the experi-
ences they felt comfortable sharing. An interview guide 
(see Supplementary File 1) developed specifically for 
this study and informed by previous research and the 
research team’s qualitative experiences was used to cap-
ture the nurses’ narratives of their lived experiences. This 
guide, which contained a few open-ended questions, 
aimed to explore the course towards making the decision 
to resign from their employment in the ICU. The inter-
views were conducted by one of the researchers (ASl) and 
were audio recorded. All interviews were transcribed ver-
batim by a transcription agency.

Data analysis
The data were analysed using a phenomenological her-
meneutical method in accordance with Lindseth and 
Norberg [15], and the analysis was conducted in three 
steps: naïve understanding, structural analysis and for-
mulation of a comprehensive understanding. The 11 
interviews were initially read separately by all four mem-
bers of the research team. Thereafter, the researchers met 
and reflected together on the interviews, one at a time, to 
obtain a collective reflection, lasting about 45 min each. 
Then, the first naïve understanding was formulated as a 
basis for a structural analysis [15] that started with the 
extraction of meaning units relevant to the study’s pur-
pose. Those meaning units were reflected upon, primar-
ily by two of the authors (ASl and KH), and condensed 

into subthemes that collected essential meanings for 
the course of making the decision to leave ICU employ-
ment. The subthemes were then reflected upon, and the 
phenomena that revealed themselves were identified and 
formulated as themes. The subthemes and themes were 
repeatedly validated in relation to the naïve understand-
ing, and vice versa, due to the hermeneutic circle [16]. 
Finally, a comprehensive understanding was formulated 
as an interpretation of the findings as a whole in relation 
to the naïve understanding and the theoretical departure 
point–that is, the theories of Løgstrup and Martinsen. 
To strengthen the validity and credibility of the analytic 
process, the findings were discussed repeatedly amongst 
all the authors. In accordance with the phenomenological 
hermeneutic method, the findings are presented in order 
of the analysis process: (1) the naïve understanding, (2) 
the structural analysis and, finally, (3) a comprehensive 
understanding [15, 16].

Results
Naïve understanding
The initial self-evident approach shown by the nurses 
in this study in caring for patients, as well as their great 
willingness to help their fellow human beings, slowly 
changed to a need to save themselves. In pushing their 
physical and mental boundaries, working hard and put-
ting their own needs on hold, a feeling of insufficiency 
was present. This resulted in disappointment in them-
selves, exhaustion, and a sense of failure when they were 
unable to handle the situation. However, also experienced 
were feelings of gratefulness for and pride in being part 
of the event and contributing to the management of the 
crisis. Collegiality, or the feeling of ‘being in this together’, 
greatly bolstered their endurance. However, at the same 
time, experiences of loneliness and abandonment were 
expressed, and those feelings consisted mostly of disap-
pointment with the lack of support from and prepared-
ness for such a situation amongst management, leading 
the nurses to being left to solve difficult problems and 
challenging situations on their own. Struggling with one’s 
own moral inner compass when dealing with ethical and 
caring challenges, combined with encountering a huge 
amount of suffering and not being able to provide care 
to the desired standard, resulted in frustration and hope-
lessness. In the end, a decision had to be made weather 
to stay and fight, with the risks of severe consequences 
for oneself, or to leave employment to save oneself. When 
the decision to leave was made, it was a relief, but it also 
felt like a betrayal to abandon one’s fellow human beings 
(i.e. patients and their families as well as colleagues).

Structural analysis
An overview of the themes and subthemes is presented 
in Table 1.
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To give it all and yet feel insufficient
When the pandemic struck Sweden, nurses demon-
strated an innate dedication and a profound willingness 
to care for patients. This commitment was the result of 
their choice of profession, a desire to help people, a sense 
of responsibility towards others, a readiness to contribute 
and a confidence in their vital competence as ICU nurses:

… after all, I have a very high degree of sense of 
responsibility towards the patients. So, you have to 
… they are completely in our hands (N6).

The situation was seen as a mostly positive challenge 
to undertake, but the feeling of not having a choice was 
also present. Performing the work out of a sense of duty, 
sometimes with some hesitation, led to reflections on not 
being willing to die for one’s work. Although the situa-
tion was described as tiresome, there was no other choice 
but to persevere and handle the challenges that arose. In 
showing what could be achieved, a sense of pride and sat-
isfaction emerged from being part of society’s response 
to the crisis and making a meaningful difference: ‘For a 
short period, it felt like the world was looking at us and 
appreciated what we were doing’ (N4).

The feeling of pride in their own competence and the 
opportunity to contribute was exemplified by the state-
ment, ‘It takes a long time to be an experienced ICU nurse’ 
(N3). Caring for patients during the pandemic was a 

valued experience that encompassed gratitude and satis-
faction, despite the hope of never having to experience it 
again.

As time passed, the initial excitement and interest 
waned, giving way to a sense of teetering on the edge, 
never fully able to relax or feel secure. This created 
ambivalence towards the demands of the situation. High 
expectations to manage the circumstances led to self-dis-
appointment and guilt, especially when the heavy work-
load hindered their own standards and expectations of 
good care:

… I felt a lot of anxiety (…) I had my patients to 
whom I had to give good care, and we had to try to 
save their lives while they were ‘actively’ trying to die 
here. But I have so many patients and so little help 
that I don’t have time to do the most basic things. 
(…) … given that feeling, you couldn’t give what 
you’re used to (N4).

Feelings of shame for not prioritising their own well-
being, along with regrets for not asking for more help, 
were expressed. Further, the participants reflected on 
whether this might have protected their well-being and 
increased their chances of staying employed in the ICU 
context.

Experiences of being moody with colleagues and oth-
ers at work and in private life were described. The lack of 
strength to give that little extra care to patients and their 
families also led to feelings of shame. Additionally, there 
were feelings of guilt over contributing to patient com-
plications and a fear of having made mistakes that could 
have negatively affected the patients. This included feel-
ings of guilt for not providing family members with the 
support they needed:

… retrospectively, we could have done [things] dif-
ferently, as with relatives, for example. That is what 
hurts me most—that we maybe did [something] 
wrong with that (N6).

Caring with no end to the pandemic in sight and with 
the situation dragging on indefinitely was difficult and 
resulted in feelings of hopelessness.

To experience togetherness and yet feel lonely
An impressive community emerged from the severe situ-
ation. Being in it together with colleagues, and support-
ing one another, was of utmost importance in coping 
with the crisis:

That was probably the most amazing thing in all 
the tragedy: that we on our work team became so 
incredibly united and had such incredible respect 

Table 1 Structural analysis—themes and subthemes
Theme Subthemes
To give it all 
and yet feel 
insufficient

Self-evident to care in the situation & took it as a 
challenge
Knowing my value as an ICU nurse
Feeling proud & grateful
Ambivalence towards what the situation demanded
Feeling insufficient & guilty for one’s own 
shortcomings
Feelings of regret, bad conscience & hopelessness

To experience 
togetherness 
and yet feel 
lonely

Community and loyalty with colleagues an important 
support and a motivator to care
Taking responsibility for competence in the workplace
Support from managers of great importance
Lack of support from the organisation & not given the 
right conditions to care
A feeling of loneliness
No appreciation; rather a feeling of being used

To prioritise 
others and yet 
need to even-
tually prioritise 
oneself

Balancing priorities
Immense impact on the physical, psychological and 
personal aspects of one’s life
Coping with suffering and death
Protecting important caring values and one’s own 
moral boundaries
Reaching a breaking point
A relief to leave the ICU but a loss of the expected 
professional future
Ambivalent approach to care in the event of a new 
pandemic



Page 5 of 10Slettmyr et al. BMC Nursing          (2025) 24:360 

and humility for the situation and for each other. So, 
I think that was one of the parts that I take with me 
as positive: how important it was to support each 
other (N10).

Loyalty and solidarity with colleagues and sharing the 
burden were key motivators for working. The commit-
ment to not abandon colleagues and to support each 
other was paramount, even to the extent of going to work 
with a fracture and leg cast. Collegiality fostered great 
responsibility for the workplace, with extra shifts being 
taken and tasks being done ‘the right way’. Conversely, 
guilt was experienced during sick leave and grew stron-
ger when thoughts of resigning began and eventually led 
to the decision to leave.

Support and solidarity from managers, along with a 
feeling of trust in the management, were highly valued. 
However, a lack of support from some managers was 
described, with instances of absenteeism and disinterest 
in daily clinical work challenges. This resulted in feel-
ings of loneliness, despite the appreciated collegiality 
and community with colleagues. Further, disappointment 
increased when better organisational preparedness for 
such a situation was expected but not realised:

… realising no help will arrive from ‘above’. No one 
is going to help … (…), so it is me and my colleague’s 
responsibility to try to make the impossible possible. 
(…) I felt very abandoned and frustrated (N6).

Employees who were moved from their usual workplace 
to other units described a feeling of being a ‘guest worker’ 
who has been left out of the new community. Being 
moved around different units was described as ‘you only 
felt like a pawn in the game’ (N4). However, upon return-
ing to one’s original workplace, a sense of exclusion from 
the ordinary community was experienced due to not hav-
ing worked with their colleagues for a time.

The conditions necessary for providing quality care 
were lacking. In many situations, the right tools for han-
dling challenges were missing. There was often no time 
for collegial feedback, the fundamentals of care or train-
ing new colleagues. The situation demanded significant 
responsibility with little support: ‘And then this frustra-
tion started to grow, like, I cannot, whatever I do, I cannot 
help the patients’ (N5). Attempts to raise issues and file 
structured error reports were ignored, and reports about 
deficiencies in care received no responses. There was also 
a growing impression of no longer sharing with one’s 
managers the core values of caring.

The lack of appreciation and support, along with not 
being recognised as unique individuals, was experi-
enced deeply. Being asked to cover for colleagues on sick 
leave, even when one was drained or just returning from 

one’s own sick leave, was perceived as ‘stepping on those 
already lying down’ (N3), which also created a sense of 
being used. Not being included in organising their own 
working situation and being left out of decisions about 
when, where and how much to work, resulted in feelings 
of exclusion and even of being a serf.

Another kind of loneliness arose when discussing 
workplace conditions with people outside of work. The 
reluctance of others to listen to or believe the experiences 
shared, especially within the context of the pandemic, 
further deepened this sense of loneliness.

To prioritise others and yet need to eventually prioritise 
oneself
Working tirelessly to support patients, families and col-
leagues often led to prioritising others’ well-being far 
more than one’s own:

… I really worked without coming up for air and far 
below the surface. So, actually, when I look at it now, 
personally, I think that it’s absolutely incredible that 
I managed … (…). Sometimes, you have more inher-
ent strength than you think when faced with chal-
lenges like this … (N11).

Participants also described the struggle to retain impor-
tant caring and ethical values and to follow one’s inner 
moral compass while standing up for one’s fellow human 
beings in ethically challenging situations. Priorities had 
to be made, both for oneself but also by physician col-
leagues, which often challenged that moral compass. 
While many priorities were perceived to be reasonable in 
the circumstances, others were seen as ethically challeng-
ing, unreasonable, unclear, unfair and sometimes even 
condemnable:

We have abused this woman [i.e. treated her too 
long and prolonged her suffering], and finally, we are 
about to stop. (…) And there I had enough. I felt that 
I could not be part of this anymore (N1).

Reflections emerged on whether stricter criteria for 
patients’ admittance to the ICU could have preserved 
the health and well-being of the ICU nurses, but such 
thoughts were considered too ethically repugnant to fully 
contemplate. While the most important goal remained 
the survival of the patients, the need to prioritise one’s 
own well-being was also raised.

However, the effort came with significant personal costs 
and physical, psychological and social consequences. For 
instance, there was a loss of control over one’s life situa-
tion and a decline in empathy and engagement with fam-
ily and children, leading to sacrifices in time spent with 
friends and family. Working harder than ever before 
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caused the body to ‘shut down’ due to inadequate rest and 
recovery time, adversely affecting sleep quality. Physical 
impacts from that period, included reduced strength to 
handle work situations, impaired cognitive ability, enor-
mous fatigue and severe hand eczema. Normal coping 
strategies for recovery, such as sleep and physical activity, 
no longer worked, and the impact on the body ultimately 
became too severe to handle.

The perception of caring for ‘bodies’ emerged since 
many patients had similar features and the absence of 
family visits led to patients becoming ‘anonymous’. The 
impersonal nature of care and the need to detach from 
patients had both professional and personal conse-
quences. One nurse described coming home to find her 
husband sleeping in bed, lying on his stomach in the 
same prone position and with features similar to many 
of the ICU patients, which evoked unpleasant feelings of 
recognition.

Experiencing significant suffering and death along with 
witnessing how innocent people were affected by the 
lack of preparation for a pandemic situation was chal-
lenging. Many stories were shared about patients and 
families being unable to say their farewells in person, but 
rather, due to visiting restrictions, through digital means, 
glass windows or while wearing full personal protective 
equipment. There were efforts to retain one’s dignity in 
such situations. Memories of patients dying alone and 
bereaved children were still deeply affecting:

I still have pictures in my head of three kids … (…), I 
see them leave the ICU through the hospital corridor 
and disappear around a corner, holding each other, 
and I know they have lost both their mother and 
father. Memories of situations like that still move me 
when I think about them (N10).

Such experiences, combined with the compromise of 
patient safety, contributed to reaching a breaking point 
where it became impossible to accept or justify the con-
ditions, the care provided or the decisions made. To cope 
with these situations, emotionally distancing oneself from 
patients led to reduced empathy, which was expressed as 
the price to pay to survive the circumstances:

… before, maybe I could balance the suffering with 
the fact that it was exciting to do this, but now it 
wasn’t. I was more affected by the patients’ suffering. 

(…) It didn’t work. I just got angry. I couldn’t find any 
way to deal with it other than running away (N1).

At one point, a decision to stand up for one’s own needs 
became necessary when sacrificing personal health and 
life was no longer justifiable. Several coping strategies 
were attempted to handle the situation, but when these 
did not work, the urgency to resign grew stronger. Some 
managed to leave before reaching the point of burnout. 
Others, guided by their moral compass, resigned abruptly 
after conflicts with managers about the quality of care. A 
few experienced burnout and ended employment as a 
result. Reasons for ending employment included the need 
to recover, regain joy in life, re-discover work satisfaction 
and take control of the work situation. This decision was 
sometimes combined with the desire to prioritise family 
and children.

Making the decision to leave the ICU brought a sense 
of relief and happiness: ‘I almost danced out of the ICU 
(…), it was just a big relief, I do not need to handle all this 
any longer, at least for a while…’ (N9). The decision felt 
right, and few expressed any regrets. However, despite 
these positive feelings, some referred to the loss of their 
anticipated professional future. The identity and pride 
of being an ICU nurse were deeply ingrained. Many had 
planned a career in intensive care before the pandemic, 
and there was a sense of grief for the loss of both their 
professional identity and their expected professional 
future when transitioning to a different career path:

A future I was prepared for and wanted to have, but 
then suddenly I didn’t want any more. So, it was like 
a future that disappeared. A reorientation (N1).

When asked about returning to the ICU in the event of a 
new pandemic, most expressed a willingness, while a few 
expressed more ambivalence. Although, many expressed 
the hope that they would never again have to experience 
such circumstances, they acknowledged that they would 
likely return if the situation were to reoccur. Motiva-
tors included the need for their unique competence, the 
opportunity to bring to a similar situation the experience 
gained from this pandemic and the hope of employing 
better strategies to handle the situation better next time, 
ideally based on their own preferences (Fig. 1).

Fig. 1 The structural analysis themes: the process to resign
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Comprehensive understanding
Caring for patients and their families during the pan-
demic was challenging, with sovereign life expressions 
and ethical demands colliding with the changing cultural 
norms caused by the circumstances. The nurses were 
tangled in contradictions and ethical paradoxes where 
multiple perspectives were experienced simultaneously. 
Additionally, they were trapped in patients’ stories of suf-
fering, losing their direction and energy when the exis-
tential, moral and physical challenges became too great. 
The initial spontaneous approach to adjust to the situa-
tion slowly became more difficult to handle. Although the 
participants experienced a sense of meaningfulness when 
caring in a pandemic context, experiences of their own 
clinical insufficiency collided with spontaneous experi-
ences of mercy and the wish for benevolence. The nurses 
fought to meet the ethical demands of patients, their fam-
ilies and colleagues, but also of their own families. When 
practical medical tasks became the prioritised cultural 
norm, little room was left for compassionate caring. The 
spontaneous life expressions that were awakened, such 
as mercy and compassion, were interpreted as being hin-
dered when the relative culture-bearing norms changed 
and no longer supported the nurses’ experiences and 
intentions. Those experiences had consequences for both 
their physical and psychological well-being. Despite their 
spontaneous willingness to take responsibility for their 
fellow human beings, the nurses became overwhelmed 
by the situation, reaching a point where they had to pri-
oritise themselves. This was experienced as a growing 
need to flee the situation to save oneself. The decision 
to leave employment in the ICU became vital. The con-
tradictions inherent in the circumstances left the nurses 
feeling ambivalent, although they ultimately decided—
with relief and no regrets, but with sorrow—to give up 
the fight and flee. At any rate, the decision in its relational 
and contradictory form was a process. These paradoxes 
indicate that windows of opportunity may have existed 
during which these nurses may have been diverted from 
their course of making the decision to resign. By promot-
ing a supportive culture, understanding the sovereign life 
expressions and the ethical demands involved in encoun-
ters and interactions between nurses and patients, their 
families, colleagues and their own families, the outcome 
of the process towards the decision to resign may have 
been challenged. Further, supporting nurses’ willingness 
to care and take responsibility for their fellow human 
beings in crises, confirming nurses’ suffering and their 
efforts, and considering their individual needs may have 
reversed their decision to quit.

Discussion
This study explored ICU nurses’ course towards making 
the decision to resign from work following the COVID-
19 pandemic. The findings described a process in which 
the nurses were tangled in paradoxes and in which mul-
tiple perspectives were experienced simultaneously. The 
nurses showed a great willingness to work hard and care 
for patients and their families. At the same time, although 
they assented to their sovereign life expressions of com-
passion, trust and mercy when fighting together to fulfil 
the ethical demands [21, 22] arising from the situation, 
they felt insufficient and lonely.

The nurses’ spontaneous self-evident willingness to 
care for patients during the pandemic was initiated 
by sovereign life expressions such as compassion and 
mercy for their fellow human beings, which prompted 
the nurses to work hard despite risks to their health and 
lives, as shown in a previous study [2]. In line with these 
findings, a systematic review [24] described nurses’ moral 
character during the pandemic as being one of profes-
sional commitment motivated by an altruistic and profes-
sional responsibility. They then experienced ambivalent 
emotions when confronted with both the patients’ suf-
fering as well as their own vulnerability [24]. Our study 
shows how nurses’ spontaneous actions were hindered 
by the demands of the pandemic situation and the condi-
tions for caring when patient survival and medical tasks 
were prioritised in a stressful environment. During the 
pandemic, nurses needed to handle a significant number 
of ethical challenges; they faced threats to the patient and 
their families dignity, priorities, and in some cases expe-
rienced uncertainty or lack of awareness about ethical 
problems, all while feeling uncomfortable in the situation 
[24].

The nurses were forced to act in ways contrary to 
their moral compass, and this left them unable to fol-
low their desired spontaneous, altruistic expressions and 
actions for their fellow human beings. When the nurses 
became too exhausted, their sovereign life expressions 
and willingness to do good for others could no longer 
carry them, and the nurses became aware of their own 
circumstances. The nurses’ narratives described experi-
ences of distancing themselves to handle the stressful 
and ethically challenging situation. According to Mar-
tinsen [22], this distancing results in a subsequent ethi-
cal dilemma between the moral willingness to do good 
and the demanded need to act expeditiously. This may 
also lead to feelings of shame for not being able to live up 
to one’s morals, and guilt over not being ‘good enough’ 
when unable to provide the needed care and support 
for one’s fellow humans, and this may have contributed 
to their eventual desolation. Such expressions are in line 
with Martinsen’s [22] thoughts about losing direction and 
joy when sovereign life expressions are hindered.
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Ethics grow out of the spontaneous benevolence that 
life offers through sovereign spontaneous life expres-
sions, which causes us to forget about ourselves when 
we engage with our fellow human beings. Martinsen 
states [22] that fantasy is an important phenomenon in 
understanding our responsibility towards others. Follow-
ing routines and regulations due to the crisis, the nurses 
did what they were obliged to do but were unable to 
give the desired care. Sovereign life expressions such as 
mercy and trust or response to ethical demands cannot 
be followed through routines and regulations. However, 
with the support of insight, fantasy and understanding 
it becomes achievable [22]. One negotiable factor is that 
the culture and cultural-bearing norms that failed to fully 
support these nurses in their workplace could be of great 
importance, giving nurses opportunities and a founda-
tion from which to act.

Tangled in paradoxes while showing great willing-
ness to work hard, the nurses felt insufficient and lonely 
despite experiencing great togetherness; even if they 
fought hard for their fellow human beings, in the end 
they felt the need to prioritise themselves and flee. They 
share with nurses in other studies [24, 25] the effects on 
the physical, psychological and personal aspects of their 
lives, their lack of recovery, their exclusion from partici-
pating in their work situation and being unable to per-
form compassionate care, or the desired care, along with 
the sovereign life expressions. Those experiences pushed 
the nurses forward on the path towards the decision, 
however ambivalent they felt, that needed to be made: to 
stay or to flee. Further, when tangled in contradictory and 
ethical paradoxes with multiple perspectives experienced 
simultaneously, the lack of a supportive culture contrib-
uted to their final decision to resign and leave the ICU.

Important challenges such as poor relationships and 
communication with managers, a lack of emotional sup-
port, the need to handle moral dilemmas, and personal 
fatigue and stress have been reported previously to affect 
the wellbeing of nurses in crisis situations [26]. Inten-
tions to resign from work in relation to a pandemic can 
be influenced by personal and organisational factors 
[27]. The question of why nurses resign from ICUs was 
raised prior to the pandemic [14]. The study showed that 
both professional reasons, such as workload and rhythm 
of work, and personal reasons, such as a willingness for 
change or personal motivation, are the factors most fre-
quently reported by those deciding to leave the ICU. 
Surprisingly, the COVID-19 pandemic was shown to be 
associated with nurses remaining in ICU in some clin-
ics, and with resigning in others [14]. A deeper under-
standing of these differences would be an interesting and 
important topic for further exploration, including in rela-
tion to previous studies where nurses continued to work 
in the ICU despite experiencing the same challenges [2, 

5]. To support nurses’ willingness to work in a crisis, it 
is important to establish good communication with man-
agers, enhance the sense of responsibility and confidence 
among health care workers, support policies that address 
nurses’ emotional needs, and provide facilities for health 
care workers and their families [26]. Additionally, sup-
port from managers and colleagues [28] and support for 
ethical decision-making [8] has been shown to be impor-
tant. These factors were also seen in this study.

Limitations
To enhance the trustworthiness of this study, we relied 
on information power [29] and took the aim of the study, 
its theoretical perspectives, the quality of the data and 
the qualities of the research team into consideration. The 
recruitment of study participants was based on snow-
balling and advertising over a period of eight months. 
Since no official register of nurses who withdrew from 
ICU existed, and because regulations in Sweden (Gen-
eral Data Protection Regulation) do not allow managers 
to share information about nurses who resigned during 
the pandemic, these were found to be the best possible 
recruitment methods. This strategy though limited the 
number of potential participants reached by the informa-
tion about the study. Recruitment challenges may have 
prolonged the inclusion period. As the first eight inter-
views gave rich data and the last three confirmed expe-
riences from the course to make the decision to resign, 
information power was considered fulfilled [29]. Con-
ducting in-depth interviews allowed access to the nurses’ 
lived experience narratives, while the nurses found relief 
in reflecting on their experiences, resulting in rich, high-
quality interviews. Most interviews (n = 5) were con-
ducted by telephone, with no visual contact between 
the interviewer and the participants. The participants 
were able to choose how the interviews were conducted, 
indicating that they felt comfortable with the option to 
conduct the meetings via telephone or Zoom. However, 
there is the possibility that this technology negatively 
influenced the quality of the interviews by limiting the 
interaction between the interviewer and participant. The 
analysis was conducted by all four authors, first individu-
ally and thereafter together. All authors have clinical 
insight into the phenomena studied and are experienced 
in conducting qualitative analyses. However, as in all 
qualitative studies, other possible interpretations of the 
data cannot be excluded. Further, the transferability of 
the results to other health care contexts, health crises and 
countries could have been discussed. However, although 
the participants came from a broad range of backgrounds 
and from different hospitals, the challenges they encoun-
tered and the paradoxes they described during the pro-
cess to resign seem to describe phenomena that may 
occur in, or apply to, other health crises.
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Conclusion
The findings of this study suggest that the ICU nurses’ 
decision to resign was influenced by a tangle of challeng-
ing paradoxes that entailed ambivalence. The course to 
the decision to resign was an ambivalent and contradic-
tory process, with the final decision to resign from the 
ICU being made with relief and no regrets, but with sor-
row. This process could open up opportunities for nurs-
ing managers and the health care organisation to change 
the course of this decision to resign by establishing a sup-
portive culture that encourages nurses to remain on duty 
in the ICU, by understanding the sovereign life expres-
sions and the ethical demands involved in encounters 
and interactions between nurses, patients, their families, 
colleagues and their own families, and by supporting 
nurses’ willingness to care and take responsibility for 
their fellow human beings in crises. Further, the system 
needs to acknowledge the suffering and efforts of nurses 
and affirm their individual needs. Studies that may be of 
future interest could further explore the course to nurses’ 
decision to resign and investigate the extent to which 
managers were aware of the nurses’ experiences, includ-
ing how the organisation can prevent nurses from resign-
ing in relation to crises.
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