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ABSTRACT

Introduction Although several studies highlighted

the psychological burden of 2019 coronavirus disease
(COVID-19) pandemic, no data are available regarding
professionals leading healthcare organisations. This study
aims to assess the psychological impact of COVID-19 on
healthcare leaders (HeLs), along with the leadership skills
and coping strategies needed for successful leadership.
Methods A cross-sectional survey was conducted

in Friuli-Venezia Giulia (Italy) between October and
November 2020. We assessed the presence of depressive
symptoms (DS), anxiety symptoms (AS), perceived stress
(PS) and insomnia using internationally validated tools.
Coping strategies and skills needed to overcome the
crisis were examined, along with the most challenging
phases.

Results A total of 48 HeLs participated. The prevalence
of DS and AS was 14.6% and 12.5%, respectively.
Moderate and severe insomnia was found in 12.5%

and 6.3% of them, respectively. Leaders showed
moderate (45.8%) and high 4,2%) level of PS. The

two most challenging phases were recognised in

early recognition (45.2%) and peak phase (31.0%).
Concerning healthcare leaders’ skills required to manage
with pandemic, the most reported were communication
(35.1%) and decision-making (25.5%).

Conclusion The high level of PS, insomnia, DS and AS
experienced by healthcare leaders shows the COVID-19
pandemic’s psychological impact. The two most
challenging phases identified enhances the importance
of public health surveillance and monitoring systems,
and communication appeared a critical success skill for
healthcare leaders. Given the key role these professional
play in addressing the current crisis in healthcare
organisations, their mental health and well-being
deserve greater attention.

INTRODUCTION
Since the SARS-CoV-2 pandemic started at the
beginning of 2020, the impact on health, psycho-
logical, social and economic factors have been
recognised worldwide.! Among many others, mental
health (MH) has been highlighted as a crucial area
of concern because of its potential immediate and
longer-term consequences on the whole commu-
nity.? ® Indeed, psychological effects of the SARS
outbreak were already identified as a public health
concern,® but given the magnitude and the world-
wide distribution of the current pandemic it still
represents a burning issue.

Higher prevalence of symptoms of MH issues
during the pandemic in the Italian general
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Key messages

What is already known on this topic

» Several studies have highlighted the
psychological burden of the COVID-19
pandemic on frontline healthcare workers.

What this study adds

» We found that healthcare leaders also face the
same threat while governing uncertainty and
leading health services during the current global
crisis. Fortunately, our findings suggest that
these professionals are mostly implementing
active coping strategies to regulate their
emotional response.

How this study might affect research, practice

or policy

» Since public health system preparedness also
depends on the resilience of healthcare leaders,
their ability to cope with stressful situations
should be strengthened.

population in comparison with the pre-SARS-
CoV-2 era has been reported by Gualano et al,
who identified 24.7% of people had symptoms of
depression, 23.2% had symptoms of anxiety and
42.2% had sleep disturbances.’ Healthcare worker
(HCW) emerged as a higher risk profile to devel-
oping anxious conditions,” ¢ confirming what has
already been reported by colleagues in China during
the previous months.” Similar findings concerning
psychological effects were reported for HCWs
during recent SARS® and MERS’ outbreaks. The
burden of MH issues seems to be greater among
frontline HCWs, probably due to highly stressful
situations, such as seeing colleagues contracting
the infection, getting sicker and eventually being
intubated for respiratory failing, to which they are
exposed.’

Nevertheless, not much attention has been paid
toward mental health of HCWs acting as healthcare
leaders in these stressful and challenging periods.
Healthcare leaders have been playing a critical role
during the four phases of the pandemic response,
including crisis recognition, emergency phase,
declining epidemic and long tail.'"® Leadership in
times of health-related crisis is expected to be proac-
tive, to clarify the governance model for the crisis
itself, act quickly, communicate actively and be both
realistic and optimistic."! Key leaders’ required
characteristics include decision-making and gover-
nance skills, high level of competence, awareness
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of the crisis situation, data interpretation ability, comprehension
and trustworthiness and effective communication skills.'*

Governing the uncertainty requires the healthcare leadership
to find meaning in the doubts, make critical decisions, drive
the healthcare system through complexity, learn from experi-
ence and admitting fallibility.”> '* Despite a distributed leader-
ship approach, which can replace the old hierarchies under the
emergency phase,'” the impact of the personal and professional
responsibility of such overwhelming public health issues on
the single individual cannot be overlooked. Even during a year
without a specific health crisis such as in 2018, burnout feelings
were reported to the Medical Group Management Association by
739% of the healthcare leaders.’® Moreover, stress in healthcare
leaders is recognised worldwide and finds specific justifications
in high-impact and far-reaching consequences of their decisions,
in organisational competition and in the need to pursue contin-
uous improvement despite restrained budget.'® ' To the best of
our knowledge, no studies have been conducted on the psycho-
logical impact on the healthcare leadership of health crisis nor
specifically SARS-CoV-2 pandemic.

Trying to reply to the call for action on mental health science,
we decided to study the psychological impact of the current
COVID-19 health crisis on healthcare leadership (HELPIC
study—HEalthcare  Leadership-Psychological =~ Impact  of
COVID-19). Moreover, we investigated the most challenging
and demanding phases of the health crisis and the characteris-
tics required for a healthcare leader to overcome these difficult
times.

METHODS

Design and study population

A regional cross-sectional survey was conducted between
October and November 2020, through an online questionnaire
promoted by the Department of Medicine of the University of
Udine (Italy) and sent to a convenience sample of healthcare
leaders. HCWs were identified as leaders relying on the organisa-
tional chart of the respective Institutions settled in Friuli-Venezia
Giulia, a Region in the Northeast of Italy. Eligible healthcare
leaders included professionals acting as head of department/divi-
sion, steering committee member or unit consultant and working
at regional or local level, both in the hospital or the community
and public health settings. The survey was sent to them through
their institutional email. HCWs not having worked during the
COVID-19 crisis were excluded from the study. All subjects
gave their informed consent for participation before filling in
the questionnaire. Participation was voluntary, anonymous and
without any compensation.

The survey questionnaire

The self-administered questionnaire was available on the
EUSurvey platform. It was composed of 70 items, divided into
three sections. All questions were compulsory and they had to be
answered in order to complete the survey. The first section inves-
tigated the socio-demographic characteristics of the respondents:
age, sex, marital status, leadership level, work setting (hospital,
community and public health or regional health service), years
of working experience, distance between home and work (daily
commuting). The second section investigated mental health issues
through using internationally validated tools: the Patient Health
Questionnaire-9 (PHQ-9)," ¥ the Generalised Anxiety Disor-
der-7 (GAD-7),%° the Insomnia Severity Index (ISI)*' and the
Perceived Stress Scale (PSS).** Coping styles were also assessed
by administering the Brief COPE.* In the third section we asked

leaders their opinion about the most challenging and demanding
phases of a health crisis as reported in the literature by Nyenswah
et al: crisis early recognition, peak phase, declining epidemic,
long tail phases'®; and the skills required of a healthcare leader
as reported in the literature: coordination and communication,
data interpretation, decision-making, know-how, awareness of
the current situation, empathy and trustworthiness.’® 12>

Statistical analysis

A score of 10 or above for PHQ-9 and GAD-7 represents a
higher probability of depressive and anxious status, respec-
tively, as reported in previous similar studies.’®° % 2 Three
categories were identified for PSS considering 0-13, 14-26 and
27-40 scores for low, moderate and high perceived stress.”
Progressive categories representing absence or presence of mild,
moderate and severe insomnia were identified also for ISI: 0-7,
8-14 and 15-21.%' Concerning Brief COPE, instead, this is an
instrument composed of 28 items divided into 14 scales: each
scale assesses the degree to which the respondent uses a specific
coping strategy. Respondents rated items on a 4-points Likert-
scale. Each of the 14 scales is comprised of 2 items: total score
for each scale, calculated by summing the specific items, range
from the minimum of 2 and the maximum of 8. Higher scores
indicate increased utilisation of that specific coping strategy. No
overall total score is calculated, only total scores for each of the
scale. Moreover, Brief COPE help to determine the respondent’s
primary coping style as either Approach Coping or Avoidant
Coping, both characterised by the respective scales identified by
the instrument scoring instructions.

Descriptive analyses were performed for all variables. Then,
the association between leadership level and scores of PHQ-9,
GAD-7, PSS and ISI were evaluated using Fisher’s exact test.
Analyses were conducted using the statistical software package
SAS V.9.4 for Windows and a two-tailed p value<0.05 was
considered statistically significant.

RESULTS

Socio-demographic characteristics of the sample

The final sample was made of 48 participants out of the 150
invited healthcare leaders (response rate: 32%). A description of
the sociodemographic characteristics of the sample is available in
table 1. The mean age of healthcare leaders was 53 years (SD =8;
min 30, max 60) and women were 56.3% of the respondents.
Most of the sample reported being married or cohabitant with
children (64.6%). Respondents declared to have been working
in their position for a mean of 9 (SD +9) years, with some of
them being at the very beginning of their career (min 1 year) and
others with much more experience (max 41 years). The mean
distance from home to work was 26 km (min-max: 0-100).
Eight respondents were members of the steering committee, 22
of them were head of department/division, 6 were unit consul-
tant and 12 other professionals. Work settings were represented
as follows: hospital (60%; n=29), community and public health
(23%; n=11) and regional health services (17%; n=8).

Mental health

The screening of mental health issues resulted in a total preva-
lence of 14.6% of depressive and 12.5% of anxiety symptoms.
A moderate level of insomnia was found in 12.5% of health-
care leaders, while severe insomnia was afflicting 6.3% of them.
Concerning stress, almost half of participants showed moderate
(45.8%) or high (4.29%) level of stress. Prevalence of mental
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Table 1 Sociodemographic characteristics of healthcare leaders who
participated to the study
Variable N (%)
Sex

Female 27 (56.3)

Male 21 (43.7)
Marital status

Cohabitant / married with child 31 (64.6)

Cohabitant / married without child 9(18.8)

Separated / divorced / widowed 4(8.3)

Single 4(8.3)
Work setting

Community and public health 11(22.9)

Regional level 8(16.7)

Hospital 29 (60.4)
Leadership category

Head of department / division 22 (45.8)

Steering committee 8(16.7)

Unit consultant 6(12,5)

Other 12 (25,0)

Mean+SD Min-max

Age (years) 53.4+7.9 30.0-65.0
Working experience (years) 9.3+9.3 1.0-41.0
Daily commuting (km) 25.7+26.0 0.0-100.0

health issues within different leadership categories are reported
in detail in table 2.

No clear relationship between the leadership level and the
presence of depressive or anxiety symptoms, nor insomnia were
identified. On the contrary, perceived stress was significantly
higher only among steering committee members. Lower levels of
perceived stress was associated with lower prevalence of depres-
sive or anxious symptoms or insomnia (p<0.05).

Regarding the coping strategies, higher scores were achieved
for planning items (eg, ‘trying to come up with a strategy about
what to do’ and ‘thinking hard about what steps to take’), active
coping items (eg, ‘concentrating my efforts on doing something
about the situation I’'m in’ and ‘taking action to try to make
the situation better’) and acceptance items (eg, ‘accepting the

Table 3 Coping strategies reported by healthcare leaders

Coping strategy Mean SD
Positive reframing 5.7 1.4
Self-distraction 4.8 1.4
Venting 44 1.2
Use informational support 5.4 1.4
Active coping 6.9 1.2
Denial 24 0.8
Religion 3.6 1.9
Humour 3.7 1.4
Behavioural disengagement 2.6 0.9
Emotional support 4.9 1.4
Substance use 22 0.9
Acceptance 6.3 1.2
Planning 7.0 1.1
Self-blame 4.9 1.5

reality of the fact that it has happened’ and ‘learning to live
with it’). Conversely, lower scores were found in the subscales
of substance abuse, denial and behavioural disengagement. Each
coping strategy with its mean score are reported in table 3.

According to the leaders interviewed, the two most chal-
lenging phases of the COVID-19 crisis were crisis early recogni-
tion (45.2% of answers) and the peak phase (31.0%). The least
challenges were the declining epidemic (15.5%) and the long
tail phases (8.3%). Concerning leaders’ characteristics, the most
reported were coordination and communication ability (35.1%)
and decision-making (25.5%), followed by know-how (20.2%),
awareness of the current situation (10.6%), data interpretation
(5.3%) and empathy and trustworthiness (3.290).

DISCUSSION

SARS-CoV-2 pandemic is the most significant public health
threat of the century, a crisis that has been challenging health-
care systems all around the world causing—among the other
outcomes—psychological distress to healthcare workers.® ¢ With
this study we highlighted the critical role played by healthcare
leaders during this crisis, reporting the psychological impact of
the pandemic on these professionals and their opinion regarding

Table 2 Results from the psychometric tests: General Anxiety Disorders-7 (GAD-7), Patient Health Questionnaire-9 (PHQ-9), Insomnia Severity

Index (ISI) and Perceived Stress Scale (PSS)

GAD-7 PHQ-9
<10 >=10 <10 >=10
Mean +SD n (%) n (%) Mean +SD n (%) n (%)
Head of department/ division 44439 21 (95.5) 1(4.5) 4.7+3.9 20 (90.9) 2(9.1)
Steering committee 5.8+3.8 7 (87.5) 1(12.5) 5.9+3.1 7 (87.5) 1(12.5)
Unit consultant 4.8+5.0 4 (66.7) 2(33.3) 4.5+4.0 5(83.3) 1(16.7)
Other 6.2+3.5 10(83.3) 2(16.7) 6.4+3.0 9 (75.0) 3(25.0)
Total 42 (87.5) 6(12.5) 41 (85.4) 7(14.6)
ISI PSS
0-7 8-14 15-21 0-13 14-26 27-40
Mean +SD n (%) n (%) n (%) Mean +SD n (%) n (%) n (%)
Head of department/ division 5.2+4.6 15 (68.2) 5(22.7) 2(9.1) 11.1+6.6 15 (68.2) 6(27.3) 1(4.5)
Steering committee 4.6+2.1 8 (100) 0(0.0) 0(0.0) 18.4+8.3 1(12.5) 6 (75.0) 1(12.5)
Unit consultant 2.8+2.7 6 (100) 0(0.0) (0.0) 13.8+6.1 3(50.0) 3(50.0) 0(0.0)
Other 5.4+5.0 10(83.3) 1(8.3) (8.3) 16.6+6.3 5(41.7) 7 (58.3) 0(0.0)
Total 39 (81.2) 6(12.5) (6.3) 24 (50.0) 22 (45.8) 2(4.2)
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the most challenging and demanding phases of the health crisis,
as well as the characteristics required for a healthcare leader to
overcome a public health threat.

The prevalence of depressive and anxiety symptoms identi-
fied was higher than what was reported by the Italian National
Statistical Institute in 2018, that indicated a prevalence of
depressive or anxiety symptoms of 5.4% and 4.2%, respec-
tively,”” but lower than what was reported during this pandemic
by other Italian authors (depressive symptoms: 24%-25% and
anxiety symptoms: 20%-23%).> *® As already stressed for front-
line healthcare workers, these findings suggest that healthcare
leaders may be at higher risk of developing depressive and
anxiety symptoms compared with the general population. At
the same time moderate or severe insomnia was found in 18.8%
of healthcare leaders and 50% of them reported moderate or
high levels of stress, which is not far from the prevalence of
burnout feelings reported for health managers in 2018." High
levels of stress inherent within leadership position is already
recognised by other studies,'® ! ?* although could be a varia-
tion in the level of it.** Healthcare leaders should overcome
stress in healthcare organisations, by achieving and maintaining
a useful level of mental focus that can facilitate engaged and
collaborative decisions, avoiding reduction in performance
levels, through stress management practices.’! The high level
of perceived stress, insomnia, depressive and anxiety symptoms
experienced by healthcare leaders shows another aspect of the
SARS-CoV-2 pandemic’s psychological impact. Considering the
key role of these professionals in leading healthcare organisa-
tions over the current crisis, our results identified mental health
of these professionals as a major issue, that deserves higher
attention.

No relationship was found between leadership level and mental
health outcomes, but the potential effect of the selection bias due
to the limited number of participants cannot be ruled out. On
the other hand, lower perceived stress positively correlated with
lower prevalence of insomnia, depressive and anxiety symptoms
(p<0.05), confirming the relationship between those aspects of
mental health. Interestingly, perceived stress was significantly
higher among steering committee members, suggesting the
great impact that COVID-19 also has on high level healthcare
leadership.

The higher scores achieved by our sample in planning, active
and acceptance coping strategies suggest the prevalence of an
approach coping style which describes what healthcare leaders
do to regulate their emotional response to deal with stressful situ-
ations. Approach coping has been associated with a more helpful
response to adversity, a more stable emotional response and a
more effectiveness in managing anxiety.*” Nevertheless, contrary
to other healthcare workers’ categories,'*  * our sample of
healthcare leaders did not report high scores in seeking social
support, and this could be one of the reasons explaining their
enduring high stress level. Moreover, differently from other
literature results, our sample seems to be not at risk of substance
abuse in response to work-related stress.*=”

Finally, concerning healthcare leaders’ attributes needed in
time of crisis, the fundamental role of communication skills
seems to be confirmed,” along with decision-making.'? Like the
general population, healthcare workers look up to their leaders
in times of crisis and expect them to minimise the impact of
current adverse events.!” Therefore, healthcare leaders are
required to counter extreme conditions while maintaining a
sense of normality needed to make prudent decisions and govern
the uncertainty, leading the healthcare organisation throughout
the crisis. Despite healthcare leaders benefitting from their

individual skills, specific competencies could be taught to
prepare professionals to effectively face crisis.

There are some limitations to this study. First, the number
of participating healthcare leaders and their regional or local
role may have resulted in selection bias. Moreover, under our
request, Institutions indicated these professionals as healthcare
leaders, but differences in their selection method cannot be ruled
out. For these reasons our results may not be representative of
the situation of healthcare leaders nationally or internationally.
Second, the decision to consider a specific healthcare worker as
healthcare leader was partly due to the pandemic phase we were
facing, and therefore a possible shift towards professions related
to infectious diseases could affect the future interpretation of
our results. Nevertheless, we chose to include all occupational
groups involved in the decision-making process, regardless of
their occupational profile, which we believe is a strength of the
study. The use of validated tools to assess mental health issue
and associated coping strategies also underpins the reliability of
our results.

CONCLUSIONS

The SARS-CoV-2 pandemic has affected the mental health and
well-being of not only frontline HCWs, but also professionals
who are leading healthcare organisation. Stress has negative
impact throughout the healthcare organisations and teams and
advocacy is needed to change healthcare organisations and
create a healthier workplace, for both direct-patient care health-
care workers and healthcare leaders. Preparedness to manage
public health crisis is based on the sum of the competencies and
the abilities of all healthcare workers and their leaders. These
competencies include the ability to deal with stressful situations,
which could therefore be strengthened for all current and future
public health workers.
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