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Abstract: Supported wellbeing centres were set up in UK hospital trusts as an early intervention
aimed at mitigating the psychological impact of COVID-19 on healthcare workers. These provided
high quality rest spaces with peer-to-peer psychological support provided by National Health Service
(NHS) staff volunteers called ‘wellbeing buddies’, trained in psychological first aid. The aim of
the study was to explore the views of centre visitors and operational staff towards this COVID-19
workforce wellbeing provision. Qualitative semi-structured interviews were undertaken with twenty-
four (20F, 4M) employees from an acute hospital trust in the UK. Interviews were digitally recorded
and transcribed, data were handled and analysed using thematic analysis. Interviews generated 3
over-arching themes, and 13 sub-themes covering ‘exposure and job roles’, ‘emotional impacts of
COVID-19 and ‘the wellbeing centres’. Supported wellbeing centres were viewed as critical for the
wellbeing of hospital employees during the first surge of COVID-19 in the UK. Wellbeing initiatives
require managerial advocacy and must be inclusive. Job-related barriers to work breaks and accessing
staff wellbeing provisions should be addressed. High quality rest spaces and access to peer-to-peer
support are seen to benefit individuals, teams, organisations and care quality. Training NHS staff in
psychological first aid is a useful approach to supporting the wellbeing of the NHS workforce during
and beyond the COVID-19 pandemic.

Keywords: COVID-19; pandemic; psychological wellbeing; workforce; peer-to-peer support

1. Introduction

On 11 March 2020, the World Health Organization (WHO) declared the coronavirus
disease 2019 (COVID-19) a pandemic as a result of rapid worldwide spread. The negative
psychological impact of epidemic/pandemic outbreaks (i.e., SARS, MERS, COVID-19,
Ebola, and Influenza A) on healthcare workers (HCWs) has been established with risk
of anxiety, stress, depression, occupational burnout and post-traumatic stress disorder
(PTSD) [1-7].

Interventions were mobilized at speed in the early stages of the COVID-19 pandemic
to mitigate the psychological impact of the pandemic on healthcare workers. Early interven-
tions include digital approaches (e-package, education and support around psychological
wellbeing: [8] ‘Be + Against COVID’ platform, web and app support: [9], stress inoculation
with peer support and mental health consultants [10], and self-care and organizational
approaches to building resilience [11]. However, reviews of interventions carried out
during or after disease epidemics and pandemics that are aimed to support the resilience
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and mental health of frontline workers [7,12] demonstrate the paucity of evidence-based
interventions to date. A systematic review and meta-analysis [12] included workplace
interventions (e.g., training, structure and communication), psychological support inter-
ventions (e.g., counselling and psychology services), and multifaceted interventions [12].
The COVID-19 pandemic has been long-lasting and the growing mental health burden on
healthcare workers is undisputed demonstrating the need to implement supportive inter-
ventions.

It has been advocated that training in Psychological First Aid (PFA) may be a helpful
strategy to support the mental health of healthcare workers during a pandemic [13]. PFA is
a world-wide implemented approach to strengthen capacity for the provision of psychoso-
cial support to people affected by an emergency, disaster, or other adverse event [14]. It does
not require prior mental health training [15]. According to guidance for the International
Federation of Red Cross and Red Crescent Societies [16], “the basis of psychological first aid
is caring about the person in distress and showing empathy. It involves paying attention to
reactions, active listening and, if needed, practical assistance, such as problem solving, help
to access basic needs or referring to further options for assistance. PFA helps normalize
worry and other emotions, PFA also promotes healthy coping and provides feelings of
safety, calming, and hope”. PFA for healthcare workers was encouraged during previous
pandemics [17], and the use of PFA training has been advocated during the COVID-19
pandemic to support the psychological recovery and functioning of the health and care
workforce [18-20]. In England, on 15 June 2020, PFA training was made available free
of charge to all National Health Service (NHS) employees at the forefront of the national
COVID-19 response across the country [21].

In addition to the provision of emotional support, rest breaks have been advocated
as an important component of approaches to mitigating the psychological impact of a
pandemic [19]. Rest breaks are crucial to reducing burnout [22] and during the COVID-19
pandemic, those healthcare workers rarely or never taking breaks were more likely to
experience insomnia, acute or chronic fatigue, emotional exhaustion, psychological distress
and PTSD [23]. During the first surge of COVID-19 in the United Kingdom (UK), many
NHS hospitals trusts operationalized wellbeing centres in order to provide rest spaces for
hospital workers. At one pioneering acute hospital trust in England, supported wellbeing
centres were established at two hospital sites in April 2020 [19]. These centres were staffed
by pairs of volunteers called ‘wellbeing buddies” who were trained in PFA and provided
emotional support and signposting to healthcare workers accessing these dedicated rest
spaces. To our knowledge, this was the first study to demonstrate the uptake and reach
of COVID-19 supported wellbeing centres, with a high number of centre visits observed
(14,934 facility visits recorded over 17 weeks), and high numbers of frontline workers
visiting the centres. The centres were perceived positively by visitors and wellbeing was
higher in staff who accessed a wellbeing centre compared with those that did not [19].

The overall purpose of this study was to explore staff and service provider views
towards supported wellbeing centres as an early intervention designed to mitigate the
psychological impact of the COVID-19 pandemic in an acute hospital setting. A qualitative
approach was taken to provide in-depth insight. Our research questions were: (i) What
is the psychological impact of COVID-19 on NHS workers? (ii) What are the experiences
of those who accessed the facility (‘service users’) as well as those who delivered aspects
of the service (‘wellbeing buddies’)? (iii) What are the benefits facilitators, obstacles or
barriers to accessing or using the facility? (iv) What recommendations can be made for
longer-term sustainability of employee wellbeing initiatives?

2. Methods
2.1. Study Design
This was a qualitative study with interviews undertaken during the COVID-19 pan-

demic. The research was reviewed and approved in May 2020 by the University of Not-
tingham Faculty of Medicine and Health Sciences Research Ethics Committee (FMHS REC
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ref 16-0520). The study utilizes the consolidated criteria for reporting qualitative research
guidelines [24] (see Supplementary file S1). The intervention leadership and delivery team
were not involved in the design of the research study, or the analysis of data.

2.2. Participants and Setting

Eligible participants were hospital employees from an NHS acute hospital trust in
England, all of whom had access to the wellbeing centres. The study aims were achieved
by exploring views in two groups: (i) employees; (ii) operational staff (centre managers and
wellbeing buddies trained in PFA). Employees refer to centre visitors—the term ‘employees’
is used in this context to refer to paid employees who had visited the wellbeing centres, as
well as bank staff and contracted hospital volunteers who were working on either of the
two study sites during the pandemic. The employee group included staff from both clinical
and non-clinical job roles. Operational staff were NHS employees who had been involved
in operationalizing the wellbeing centres; these included staff who managed the centres
and their facilities (e.g., opening hours, health and safety guidance, refreshment availability,
buddy shift rotas), and wellbeing buddies who delivered peer-to-peer psychological first
aid. Operational staff sometimes had dual roles, since a number of operational staff had
also completed PFA training and undertaken a minimum of one 4-h shift to work as a
buddy in a wellbeing centre.

2.3. The Supported Wellbeing Centres

A detailed description of the wellbeing centres and wellbeing buddy role is provided
elsewhere [25]. Two wellbeing centres opened on 6 April 2020 and provided relaxing rest
spaces for hospital employees during the COVID-19 pandemic. Staff could use the spaces
for quiet time out, social conversation, or to access emotional support from a wellbeing
buddy. The centres were open daily, and refreshments were available. The rooms were
highly accessed, with 14,934 facility visits recorded during a 17-week period April-July
2020. The facilities were staffed by 134 wellbeing buddies, working in pairs on a rota
system. Buddies were Trust employees who had experienced a reduction in workload in
their main roles during the pandemic due to temporary closures of clinics or services. The
buddies volunteered to make a temporary transition to supporting the wellbeing centres
during this time, with a level of input that varied from a single 4-h shift to several 4-h
shifts per week for the duration of the study. Their main role was to provide peer-to-peer
support through active listening and signposting to appropriate services. All buddies were
trained in PFA by the Trust’s clinical psychology team who provided ongoing supervision
and support.

2.4. Procedure

Qualitative data were collected during a six-week period between June and August
2020. The study was publicized via employee mailing lists, social media (NHS Facebook
groups and official Twitter sites), and regular departmental mailings and publications.
Study communications included a link to an online survey, with findings reported else-
where [19], and details of how to express interest to take part in an individual interview
with a member of the research team. Reminders were sent out weekly for the six weeks,
with social media notifications posted daily in the final week before survey closure. Study
posters were displayed in the wellbeing centres and on staff wellbeing noticeboards around
each of the sites.

Written informed consent was taken from all interview participants. Semi-structured
interviews were conducted one-to-one, by telephone or video-conferencing facility (Mi-
crosoft Teams) and were audio-recorded. There were no incentives provided for participa-
tion. Interviews were informed by semi-structured topic guides (Supplementary file S2)
and the questioning explored the emotional impact of the pandemic on participants and
their views towards the wellbeing centres and wellbeing buddies (see analytic framework,
Section 2.5). The guides were developed using the five-step process outlined by Kallio and
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colleagues [26] which included: (1) identifying the prerequisites for using semi-structured
interviews; (2) retrieving and using previous knowledge; (3) formulating the preliminary
semi-structured interview guide; (4) pilot testing the guide; and (5) presenting the complete
semi-structured interview guide.

Interviews were conducted by a member of the project team (H.B., B.W., S.K.) and all
interviewers were trained in interview techniques, research integrity, research ethics and
Good Clinical Practice. The number of participants interviewed was based on the number
needed to achieve theoretical data saturation. With each interview conducted, the research
team judged whether the data emerging was new and satisfying the research purpose. The
researchers deemed no new data to emerge at the 23rd and 24th interview, at which point it
was deemed that theoretical saturation had been achieved and recruitment ceased. Digital
recordings of the interviews were transcribed verbatim and 100% were cross-checked for
accuracy by A.G. and M.J.

2.5. Data Analysis

Qualitative data were analyzed following the conventions of framework
analysis [27,28], with a combined deductive-inductive approach accommodating both
a priori issues and those which emerged from the data [27]. Framework analysis is a hierar-
chical, matrix-based method developed for applied or policy relevant qualitative research
where timescales are limited, and the goals of the research are clearly defined at the outset.
Three researchers familiarized themselves with the data and any contextual or reflective
notes (A.G., ML]., H.B.). First, taking a deductive approach, two researchers independently
coded the transcripts with paper and pen (A.G., M.].), by reading the transcripts line by
line, and applying a paraphrase or label (a ‘code’). Codes were pre-defined to address
specific areas of interest to the project. Additionally, open coding was conducted on a small
number of transcripts (n = 5) to ensure that important aspects of the data were not missed.
The researchers compared and contrasted styles of summarizing in the early stages of the
analysis process to ensure consistency within the team [27]. A third researcher (H.B.) then
reviewed and agreed on the coding in consultation with a hospital employee (service user)
to ensure that one particular perspective did not dominate.

Interview data were mapped onto thematic matrices to allow for exploration to address
the research questions. Starting with a deductive approach, an analytic framework was
used that pre-selected matrices. For employees, this considered (amongst other things):
any emotional or work-related impacts of the COVID-19 pandemic, views towards the
wellbeing centres, reason for staff access and any impacts of access including any barriers
or facilitators; experiences of contacts with the wellbeing buddies (if any), and views on
future sustainability of the service. For operational staff (buddies and centre managers),
this considered issues outlined above, and their specific views towards the buddy role
including reasons for buddies volunteering for the role, views towards the training and
support offered and perceived benefits of the buddy role, to buddies themselves and to
hospital staff. Then, taking an inductive approach, the researchers included additional
themes generated from the data though open (unrestricted) coding. Higher level codes
within each theme were refined by grouping lower level codes found in the data. H.B.
generated the analytic framework and led analysis, with two other team members (A.G.,
M.].) populating the framework, data interpretation and validating the form and content of
the framework. In the report of the findings, verbatim quotes with gender and occupational
role in parentheses have been used to represent each theme and subtheme.

3. Results

Thirty-one people expressed an interest to participate. Written consent was received
from 24 participants who comprised the final sample. Seven participants expressed initial
interest but were unavailable for interview during the study period due to job demands.
Twenty interviews were undertaken using a video-conferencing platform (audio recording
only) and four were undertaken by telephone. Participant characteristics are provided
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in Table 1. Staff visitors to the centres included paid employees as well as bank staff and
contracted hospital volunteers working on the study sites during the pandemic. Service
delivery participants were those who were involved in operationalizing the wellbeing
centre management and/or buddy rotas. The wellbeing buddies were staff members who
were trained in PFA and worked shift(s) in the wellbeing centres. Nine of the interview
participants had multiple roles, in that some of those who were operationalizing the
services, or acting as a wellbeing buddy, had also accessed the centres as a staff visitor
at other times. Participants reported their roles and identified their primary viewpoint
(Table 1).

Table 1. Sample characteristics for interview participants.

Type of Clinical or

ID* Gender Participants Occupation Non-Clinical Role
101 F Visitor/Buddy * Manager Non-clinical
102 M Visitor Ancillary /Maintenance Non-clinical
103 F Service */Buddy Manager Non-clinical
104 F Visitor/Buddy * Manager Non-clinical
105 F Visitor/Buddy * Administrator Non-clinical
106 F Visitor/Buddy * AHP Clinical
107 M Visitor/Buddy * Administrator Non-clinical
108 F Service */Buddy Administrator Non-clinical
109 F Service/Buddy * Administrator Non-clinical
110 F Buddy Nurse Clinical
115 M Visitor Ancillary /Maintenance Non-clinical
116 M Visitor Hospital Volunteer Non-clinical
118 F Visitor Nurse Clinical
120 M Visitor Hospital volunteer Non-clinical
123 F Visitor Nurse Clinical
125 F Service/Buddy * AHP Clinical
126 F Buddy AHP Clinical
129 F Visitor Healthcare Assistant Clinical
131 F Visitor Nurse (redeployed) Clinical
132 F Visitor Nurse Clinical
135 M Visitor Hospital volunteer Clinical
136 F Visitor AHP Clinical
145 F Visitor Service Administrator Non-clinical

*/Buddy
147 F Visitor AHP Clinical

* Denotes primary perspective as defined by interviewee (for participants with multiple perspectives). ¥ Unique
identifier assigned by the research team. Visitor: any paid employee as well as bank staff and contracted hospital
volunteers working on the study sites during the pandemic; Service: involved in operationalizing the wellbeing
centre and/or buddy rotas; Buddy: trained in PFA and worked shift(s) in the wellbeing centres; AHP = Allied
Health Professional: occupational therapist, physiotherapist; Redeployed = temporary move to a different job role
or return from retirement to clinical practice during the pandemic; Ancillary /maintenance = Estates, maintenance
or associated COVID-19 buildings or project work. Hospital volunteer = unpaid staff in contracted and supervised
‘meet and greet’ roles.

3.1. Sample Characteristics

One of the participants reported that they had returned from retirement to assist in
the pandemic, and another had been redeployed from one clinical area to another. Half
of the participants held a clinical job role whereas the other half were in non-clinical
occupations. One participant identified as being from a Black, Asian or Ethnic Minority
(BAME) group [29]. Ten participants reported more than one perspective, i.e., if they had
been involved in some aspect of service delivery or worked at least one shift as a buddy
but had also visited the centre for their own respite or wellbeing at other times. Of the
sample of 24, 18 had been a centre visitor, 12 had completed shift(s) as a wellbeing buddy
and 5 had been involved in some other aspect of operationalising the service. Participants
included 11 frontline healthcare workers (5 nurses, 5 allied health professionals (AHPs), 1
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healthcare assistant), 3 managers, 5 administrators, 2 ancillary or maintenance staff and 3
hospital volunteers.

3.2. Qualitative Interviews

Interview length ranged from 22 to 63min and the average duration of interview
was 36 min. Interview data analysis generated 3 over-arching themes, with 13 sub-themes
(see Figure 1). The analytic framework and codes are provided in Supplementary file S3.

Emotional Impacts :
Exposure and Job Roles The Wellbeing Centres
of COVID-19

*Exposure to COVID-19 *Emotional highs of the pandemic *Centres as a COVID-19 response
eImpact of COVID-19 on job role *Emotional lows of the pandemic e Usability and engagement
¢ Ethnicity-specific impacts *The Wellbeing Buddies
*Profession-specific impacts eIndividual and Team Impacts
*Return to the ‘new normal’ *Organisational Impacts

eFuture provisions and support

Figure 1. Themes and subthemes.

3.2.1. Exposure and Job Roles
Exposure to COVID-19

Participants varied in their level of exposure to COVID-19 based on their work or
family life situations. For some, this exposure was based on the direct impacts of contact
with people who were COVID-positive and the perceived risks of this to their health and
that of their colleagues and families. Those who had experienced more direct contact with
COVID-19 patients seemed to have experienced greater disruption to their personal lives,
and they reported significant impacts on home lives such as changes in caregiving roles,
negative impacts on relationships, and periods of complete separation from their families
to reduce risk of virus transmission. Most of the participants spoke of overwhelming
levels of worry and concern related to COVID-19 exposure, associated with contracting
the virus themselves, or the consequences of passing the virus to others. Clinical staff in
particular were ‘nervous about potentially bringing something back to my family’ (ID106), and
highlighted cases where healthcare workers had felt stigmatized within families and local
communities, being viewed as a ‘transmission risk to others” (ID135). High levels of anxiety
were particularly heightened by ‘the whole hype around COVID-19 in the media’ (ID147) and
this constant stream of negative information had amplified emotions and staff reported
feeling ‘absolutely terrified’ (ID118).

Clinical staff had concerns around access to personal protective equipment (PPE),
particularly in the early stages of the pandemic, and a lack of access was more commonly
reported by those in lower-waged roles. A small number of staff reported feeling inade-
quately prepared for the pandemic in their clinical roles. This largely related to a perceived
inadequacy of knowledge about treatments and protocols for COVID-19, or more generally
due to redeployment to new roles, the impact of missed COVID-related training on their
ability to work in their usual clinical area, and their personal feelings of preparedness
for practice. One healthcare assistant spoke of the challenge of ‘not being allowed to work
in COVID-19 hot zones’ (ID102) for a period of time due to having missed an essential
training session; the participant had been required to work on a non-COVID area but then
experienced high anxiety when a number of non-COVID patients developed COVID-19
symptoms and became suspected (but unconfirmed) cases.

Some staff who regularly visited multiple clinical areas in a single day described
feeling conflicted when they were unable to complete their usual work and had been
restricted to a single area ‘fo stop me potentially spreading the ... virus through the hospital’
(ID102). Although most of the healthcare workers interviewed reported high anxiety
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during the pandemic, the dedication of clinical staff was clear. Comments were regularly
made about the ‘challenging but rewarding’ (ID136) experience of caring for COVID-19
positive patients and the importance of being in a position where they could provide
practical and emotional support. This high commitment to the job role was evident as
staff reported a desire to be physically present in the hospital setting despite their worries
about virus transmission, and they communicated a strong sense of duty and responsibility
to the NHS, their colleagues and patients. Yet, those staff who had experienced a period
of self-isolation due to COVID-19 exposure reported feelings of guilt, frustration and
helplessness. These exposure-related emotional burdens were expressed more strongly
by those with managerial responsibilities; senior staff felt they were ‘meant to be reassuring
everybody’ (ID118) which was perceived to be particularly challenging in the context of
escalating concerns about COVID and a high level of competing demands on their time.

COVID-19 Impact on Job Role

There was no doubt that COVID-19 had impacted significantly on participants’ job
roles and responsibilities although participants reported both negative and positive impacts
and this often related to the nature of their job role. Frontline healthcare workers described
feeling ‘overwhelmed’ (ID118) due to how quickly the environment was changing and their
increased workload from ‘more patients and less staff’ (ID147) with concomitant impacts
of work on their stress levels, and for some, devastating consequences for their home
lives: ‘it [pandemic] destroyed my relationship’ (ID115). Many clinical staff experienced
extreme changes in roles and responsibilities if they had been redeployed to work in new
and unfamiliar areas and where some had thrived in this context of change, others had
struggled with job-related transitions. Those who experienced greater difficulty with
changes in the work areas or the transition to new roles were more commonly those who
had worked in a single specialty for many years, or those for whom their usual clinical
working environment had become fully COVID-focused in a short space of time. For
example, one staff member reported that their usual work area was a clinical ward for
older people’s care but due to the high number of positive cases, the ward was reassigned
to become a COVID-19 positive area.

In addition to changes in clinical areas and job roles, the pandemic facilitated rapid
changes in day-to-day operations and the way in which staff communicated. Due to
high workload, remote working or social distancing, the transition to online rather than
face-to-face meetings was seen by many to be revolutionary, particularly for clinical staff
or those in senior roles: ‘it transformed ... the amount of time that ... we are saving because we
are not jumping on the [hospital transport] between sites’ (ID118). Staff referred to a greater
level of efficiency in team communication with the transition to video meetings. Clinical
staff spoke of prior ‘impracticality’ and ‘wasted time’ (ID126) of face-to-face team meetings
involving colleagues from different sites and they valued the flexibility and efficiency
provided by access to video-conferencing technology. Conversely, some staff struggled
with the volume of online meetings, particularly administrative staff who were working
from home: ‘I've always had a lot of meetings, but it seems even more so now, and the meetings are
all back-to-back’ (1ID104).

The pandemic brought with it sense of cohesion and team effort across the Trust to
pull together in the fight against COVID and this was irrespective of job role or level of
seniority. Some alluded to ‘stepping up’ (ID116) in their job roles, for example, hospital
volunteers who spoke of a necessary transition from ‘meet and greet’ to ‘more substantial
roles’ (ID120) that would allow them to help support NHS staff by ‘keeping the hospital safe’
(ID147). The remit of their role had changed completely: ‘it was a totally different role because

. we were meet and greet beforehand, and it was touch point cleaning, general duties taking
non-COVID patients around, dropping letters off or prescriptions off at wards different things like
that’ (ID120).

There was a general concern about the reduced capacity within the NHS for broader
treatment and care for non-COVID patients. Many staff shared their worries about high
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volume of patients avoiding seeking healthcare during the pandemic for fear of contracting
COVID-19, and the impact this would have on their work volume and job roles the
following year. On a more profound level, staff raised serious concerns about the long-term
health and mortality impacts of reduced help-seeking in the general public, alongside the
temporary closure of outpatient clinics and services during the pandemic.

3.2.2. Emotional Impact of COVID-19
Emotional Highs of the Pandemic

Many participants felt exhausted from the first wave of COVID-19 in the UK and had
therefore struggled to articulate an emotional ‘silver lining’ to the pandemic more broadly
at the time these interviews were conducted. However, some of the participants referred to
feelings of ‘contribution’, ‘usefulness’, and ‘reward’ (ID126) from supporting the NHS, their
patients and their colleagues. Some spoke of a noticeable increase in “camaraderie” and
team spirit and referred to: “we’re all in this together” (ID123), “We've done things you know
as a team, we've done things individually ... but with the aim being for the team” (ID107). For
these participants, there was a consensus that the wellbeing centres had brought significant
benefits for mental wellbeing that were perceived to have been “critical’ to staff ‘survival of
COVID-19’ (ID132) during this time. These emotional impacts are explored in more detail
within the wellbeing centre theme.

Emotional Lows of the Pandemic

Several participants reported that this research interview had been their first oppor-
tunity to stop and reflect on the shock, and impact of COVID-19 on their own mental
wellbeing. Managing death and grief seemed to be the most notable challenge for these
healthcare workers. Several of the participants were tearful during the interviews as they
reflected on events that had occurred through the first wave of the pandemic. Some of the
nurses and allied health professionals that were interviewed had explicitly stated they had
not previously spoken about their own feelings because of the high focus on the manage-
ment of patients and workload through this difficult time. Many participants reflected on
the shock of seeing ‘death after death’ (1ID126), with a rapid and uncontrollable escalation
of sickness and death which they perceived to have been ‘traumatic’ and ‘left emotional
scars (ID125)". Others spoke of frantic shifts managing high numbers of admissions with
a shortage of beds for a ‘tsunami’ (ID126) of patients, only to return on their next shift to
‘rows of empty beds’ (1ID136) and ‘knowing what that means’ (ID136) but having to block out
their own feelings to prepare for the next influx.

The rapid deterioration of patients caused significant worry for staff. This related
to patients admitted with COVID-19 as new admissions, and existing patients who were
already hospitalized with a serious illness who had contracted COVID-19 during their
hospital stay. The rapid decline of existing patients had presented a particular emotional
challenge for some staff: “...seeing patients that were progressing quite well ... being impacted by
COVID-19 and that completely kinda wiping out their recovery and having to start from scratch.
That’s been quite hard’ (1ID147). Several staff expressed despair that they were not able to
provide adequate support and care for patients with other serious conditions: “it was ...
devastating, because it’s not that people aren’t having strokes, it’s that they’re not coming in, so
they’re dying at home or they re having strokes and not getting the rehab they need’ (ID147).

High levels of stress, anxiety and worry had led to physical and emotional exhaus-
tion for both clinical and non-clinical staff and there were frequent reports of ‘feeling
drained’ (ID125), ‘overwhelmingly tired’ (ID116) and ‘being fatigued’ (ID132) Clinical partici-
pants had experienced significant ‘guilt for not being able to help” due to family circumstances
or government regulations (e.g., one or more periods of self-isolation). For clinical staff
who were working remotely or self-isolating, an inability to make a clinical contribution
during the peak of the pandemic had significantly challenged their professional identify
and this was experienced deeply, from feelings of ‘not really doing anything’ through to
perceiving that their career had ‘gone in a different trajectory’ (ID118).
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The need to manage patients and visitors in rapidly changing circumstances was
difficult for staff and volunteers who were challenged to provide support in a changing
context and often with limited information due to shifting processes and procedures: The
lack of control and emotional labour created a highly stressful environment and at times,
helplessness: “...emotional people coming in who didn’t know where to go, what to do, what the
protocol was, how things would, would, pan out and how things happen and we were the same you
know, it was ever moving” (ID135).

A recurring theme was the inequity in support for health and wellbeing between
different staff groups. Participants working nights or weekends expressed frustration
and alluded to being a ‘forgotten group” where wellbeing and mental health support was
concerned. A wellbeing buddy spoke with trepidation about the impact of COVID-19 on
shift-working frontline care staff: “there’s no two ways about it, there’s far fewer people around to
provide support. So, I think that that is a shame’ (ID110). Lower-waged workers and volunteers
reported high levels of anxiety and alarm at the lack of PPE for non-clinical staff in the
early stages of the pandemic: “we weren’t asked to wear any masks or any PPE whatsoever, the
only PPE we actually wore was some gloves and an apron, umm, when we did our touch point
cleaning’ (ID135). Stress levels were high for these participants as they spoke of moments
of realization that they had endured so much time in a hospital building without PPE
during the early stages of the pandemic, often with high movement around the building,
in and out of clinical areas, or greeting visitors to the hospital: ‘we were greeting these people
[COVID-19 patients]’ (ID135). They described how frightened they had been (and still were)
about the consequences for themselves, their patients and their families.

Ethnicity-Specific Impacts

High emotional burden was coupled with worry and anxiety resulting from constant
media reports about the deaths of NHS staff which impacted on staff morale, and the
disproportionate impact of the virus on BAME communities. Participants reported that
this ‘became intensely real’ as people’s friends, colleagues and family members became
sick with COVID-19: “I've a really good friend and colleague who lost their mother of a BAME
ethnic background and that was really hard” (ID145). Healthcare workers had observed or
experienced ‘desperation” amongst staff around access to PPE, and arguments between team
members over PPE, although they generally interpreted this to be fueled by the heightened
emotions at the time, specifically the fear and anxiety associated with perceived COVID-19
risk to themselves and others: “...when people are not as kind as they could be, that’s because
actually they are fearful and they are upset ... and they wanted to have a higher level of PPE than
the organization was actually promoting”(ID101). Some participants alluded to changes in
behaviour over time as staff became ‘more considerate’ as the higher number of deaths in
BAME communities became apparent, and they reflected on the negative impact that this
had among colleagues in the NHS workplace. At the outset, awareness of these health
disparities had been lower: “no we weren’t aware that this affected our BAME community as
much” (ID135); and this advanced alongside the pandemic as staff were, “discussing things
around, you know, what it meant for them and ... you could tell the differences” (1ID145).

For a minority, the apparent disproportionate impact of COVID-19 on BAME staff
and patients generated a certain level of fear and stigma. A few non-BAME participants
admitted that at some point during the pandemic, they had perceived themselves to be
at greater risk of contracting COVID-19 from BAME colleagues and patients. There were
reports of bi-directional fear among non-BAME staff related to working in clinical areas
with high numbers of BAME patients who had been hospitalized due to COVID: “it added
a bit more pressure actually to us I think, when we were dealing with ethnic minorities, because
we felt there may be more of a risk to them from us and vice-a-versa from them to us” (ID135).
However, this was recognized to be unhelpful and detrimental to the wellbeing of all
involved as it contributed to the spread of fear in the workplace environment. For the
vast majority of employees, a growing sense of team cohesiveness had become apparent
over time. Many of the participants alluded to staff becoming increasingly protective
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towards those they perceived to be at greater risk of COVID-19 related hospitalization,
including BAME colleagues and staff with underlying health conditions: “...being aware of
who’s on shift and making sure that everybody’s got the correct PPE” (ID147). As knowledge
about COVID-19 risk increased, this was seen to be a catalyst for team-related behavioural
change, with colleagues putting their own anxieties aside to volunteer for additional shifts
to cover their colleagues and reduce their risk of virus exposure: “...staff ... would come
in, certainly as the media started to talk more about our BAME colleagues being more at risk”
(ID103). Staff recognized the vulnerability and heightened anxieties of BAME staff and
teams endeavoured to support BAME colleagues which was viewed as a positive, but
participants also noted the negative impact of this, which was increased worry and concern
as to whether certain team members could safely engage in their normal work activities.

Profession-Specific Impacts

Despite the negative impacts of the pandemic, there were some positive impacts
reported relating to redeployments, volunteering roles, changes to job roles, increased
use of technology and the opening of the wellbeing centres. These were all seen to have
increased opportunities for staff to work collaboratively and to meet other NHS workers.
This was unanimously perceived to be beneficial to any professions, providing significant
increases in ‘opportunities for low-level networking’ (ID129) and a better understanding
amongst staff of how COVID-19 had impacted individuals and teams across the whole
hospital trust: ‘we could ... just ask them a couple of questions about how it had affected their
workload, say in anaesthetics, or accident and emergency doctors’ (ID129). The impact of COVID-
19 more broadly together with an increase in the mixing of different professions had
allowed staff from diverse job roles to integrate better, and this was seen to have increased
co-operation: “we had issues with catering staff before this ... before it has been difficult you know
to get food out of hours for people ... well they can’t do it, for a variety of reasons”; “the minute
we sit down and said we were COVID ... they absolutely smashed it ... catering were absolutely
amazing throughout COVID for us.” (ID123)

Several clinical staff referred to ‘tensions between teams’ that existed prior to pandemic,
which had been positively influenced by the need to pull together to ensure quality of
patient care through the crisis. Conversely, the redistribution of staff members across the
trust had impacted negatively on some clinicians who referred to pandemic-related role
changes being “very disruptive to the team’.

Volunteers and lower-waged staff reported that they ‘felt more of a part of a family
and more “included’ in the workforce ever before. Staff from these job roles were seen by
themselves and others to have a pivotal role in the NHS through the pandemic and this
appeared to have enhanced self-esteem and sense of value.

’

Return to the New Normal

The rapidity of change during the pandemic was applauded for the most part and
staff were wholly positive about the systems and processes that had been put into place
to cope with the crisis, including increased efforts to support staff wellbeing. Many had
learned new skills, met new colleagues, and taken on new challenges and roles and this had
built self-efficacy and confidence and for some, future career opportunities. Staff had felt
valued by their employer during the pandemic and wanted to retain this feeling moving
forwards. However, almost all staff interviewed had concerns about supportive provisions
being reduced in the future when the pandemic subsides, and they used terms such as
‘slipping back” and services ‘dropped off” when ‘the NHS goes back to more normal operating
standards’ (ID129). Most staff alluded to the impacts of the pandemic on staff mental health
as long-term and they were worried about the emergence of more serious psychological
problems later down the line once the immediate threat of COVID had subsided: ‘there’s
gonna be a lot of, delayed stress, guilt, mental health impact, because people have been in survival
mode for crisis’ (ID129). This was a concern for most participants, and there was a consensus
that staff had not had time to reflect on the situation during the crisis, and that when they
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did, services would need to be increased, not reduced: ‘people are going to start feeling and
processing their experiences, which they’re probably going to need support with’. (ID129)

Beyond the psychological support required during and post-pandemic, many staff
spoke very negatively about the hierarchical nature of the NHS (during normal times) and
they described life during the pandemic as to some extent, ‘professionally free’. Subsequently,
concerns were raised that the feelings of ‘togetherness” experienced by hospital staff during
the pandemic would slowly fade, and that the NHS and their employing organization
would return to more segregated operations and participants believed that this would
hinder progression and lower staff morale. As discussed previously, there was a strong
consensus that ‘integration” enriched the work environment and was better than their usual
experience of ‘separation’, not least for productivity and performance, but also for morale
and staff wellbeing.

3.2.3. The Wellbeing Centres
Centres as a Workplace COVID-19 Response

The centres were viewed as an essential support strategy for staff during this time. All
the staff that were interviewed spoke about the wellbeing centres in a positive light and in
relation to this, referred to the trust as ‘responsive’, ‘supportive’ and ‘valuing its staff during
difficult times’ (ID110).

Many participants spoke with pride about the ability of NHS teams to come together
during difficult times, in order to implement organizational changes that were perceived
to be both appropriate, and necessary. Participants expressed a pride to be part of the
NHS, and as such, a member of a capable workforce that was able to respond at speed in a
crisis situation. The wellbeing centres were viewed to be part of this pandemic response,
and interventions to support staff were deemed to play a critical role in ensuring that the
workforce was able not only to function but thrive during the COVID-19 pandemic. Staff
spoke highly of the ‘agility’ of le