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The aim of this integrative review was to examine the impact of past viral epidemics on

staff mental health interventional responses, with a specific focus on healthcare provider

response in the context of the COVID-19 pandemic. Following PRISMA methodology,

databases were searched for relevant articles. A total of 55 articles with a range

of methodologies (e.g., commentary papers, cohort studies, qualitative studies) were

included to ensure broad coverage of this rapidly emerging research area. The literature

showed that many healthcare providers implemented a variety of wellbeing initiatives

to support their staff during a viral outbreak. Most of these interventions, however,

were not formally evaluated. Interventions included leadership/team support; online

psychoeducational resources and updated information on the pandemic; respite spaces;

peer support outreach; staff resilience training; telephone hotline support; staff support

groups; and individual counseling. Staff were generally supportive of the initiatives offered

by hospital and health services, with certain interventions being more appreciated (e.g.,

staff respite areas). Rapid, locally, and culturally appropriate workplace-based responses

may counter the negative mental health impact on staff; but a stepped response is

required for a smaller number of staff at risk of mental illness, or those with pre-existing

mental illness.

Systematic Review Registration: Unique Identifier: CRD42020222761.

Keywords: COVID-19, mental health interventions, health service, system, pandemic, healthcare workers,

psychiatric services, staff wellbeing

INTRODUCTION

In March 2020, the World Health Organization (WHO) declared the COVID-19 outbreak as a
pandemic and warned about the impact of COVID-19 on the wellbeing of healthcare workers
(1, 2). Viral outbreaks represent a significant burden to healthcare systems and healthcare
workers worldwide (3–6). There is increasing evidence that viral outbreaks such as COVID-19
put enormous pressure on healthcare workers resulting in an increased prevalence of mental
health issues, such as anxiety, depression, acute/posttraumatic stress, and burnout (6–11). Studies
have also shown that the psychological burden of viral outbreaks disproportionally affects
healthcare workers compared to the general population (12, 13). During the COVID-19 outbreak,
Zhang et al. reported a significantly higher prevalence of anxiety, depression, insomnia, and
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obsessive-compulsive symptoms in healthcare workers compared
to non-health care workers, with a subsequent study reporting
similar results (12, 13).

There are many reported reasons why healthcare workers
may be more susceptible to experiencing stress and mental
health symptoms in response to a viral outbreak (14–18). Fear
of infection and fear of infecting patients and loved ones is a
major source of anxiety and may be compounded by shortages
of personal protective equipment (PPE) (15, 16, 19). Apart from
a fear of illness or death due to infection, the socioeconomic
uncertainty related to self-isolation may also contribute to the
fear of infection (20). A substantial stressor within the workplace
is the moral injury that may be caused by having to allocate
insufficient resources to patients in equal need (14) or sending
people home to die [e.g., (21)]. Healthcare workers may even face
increased stress outside the workforce due to the stigmatization,
avoidance behaviors, and apathy toward public health measures
by the public (18, 22).

The National Institute for Health and Care Excellence (NICE)
recommends “active monitoring” of healthcare workers as an
important secondary prevention measure for mental health
issues, such as post-traumatic stress disorder (PTSD) (23).
The Australian Government COVID-19 mental health plan
(24) also recommends developing strategies to support the
needs of the healthcare workforce. While the primary and
secondary prevention of mental health issues are integral to
reducing their incidence, there is a clear need for appropriate
interventions when these symptoms do arise. External and
dedicated psychological support for healthcare workers may
be critically important to improving mental health outcomes
especially in a crisis response situation such as a viral
outbreak (1).

The aim of this integrative review was to (1) explore the
interventional responses that healthcare providers have provided
to support the wellbeing of health professionals during viral
outbreaks (the COVID-19 pandemic as well as epidemics such as
SARS); and (2) examine how the crisis interventional responses
were implemented by hospital and health services (e.g., adapt
existing support services or establish new support services),
including barriers to implementation and participant access. This
work is important for informing recommendations to support
healthcare workers during and after the COVID-19 pandemic
and has overall implications for the ongoing maintenance of the
healthcare workforce and patient care (1).

METHODS

Aims
The aim of this integrative review was to (1) explore the
interventional responses that hospital and health services
have initiated to support the mental health of health
professionals during viral outbreaks (e.g., mental health
first aid, telephone hotlines, etc.); and (2) examine how the
crisis interventional responses were implemented by hospital
and health services (e.g., adapt existing support services or
establish new support services). The review was registered on
November 27th 2020 on the International Prospective Register

of Systematic Reviews (PROSPERO) prior to commencement:
CRD42020222761 (34TU https://www.crd.york.ac.uk/prospero/
display_record.php?ID=CRD42020222761U34T).

Design
This integrative review was conducted using a methodology
framework proposed by Whittemore and Knafl (25) comprising
five stages: problem identification, literature search, data
evaluation, data analysis, and presentation. The framework
allows for inclusion of a combination of research methodologies
including quantitative and qualitative study designs such cohort
studies, case-control and cross-sectional research (25). This
integrated review methodology was used to provide a more
comprehensive understanding of the interventional responses
that have been completed by hospital and health services to
support the mental health of health professionals during viral
outbreaks. We used a single matrix to synthesis information,
allowing for the iterative process of detecting emerging patterns
and commonalities of the included articles (25). Themes are
derived based on similar data being extrapolated, reduced,
and categorized for analysis. These themes inform the overall
summary as conclusions are drawn from each theme (25).

Search Strategy
A systematic search of the literature was conducted with six
electronic databases being searched in February 2021 including
PubMed/MEDLINE, Embase, CINAHL, PsycINFO, and Web
of Science. The hospital librarian assisted in selection of the
search terms and development of the search query. The search
query was developed by combining several criteria including (1)
viral outbreaks (e.g., Influenza, coronavirus, MERS, SARS), (2)
mental health (e.g., mental disorder, depression, anxiety, PTSD,
stress) (3) intervention (e.g., mental health services, counseling,
crisis response) and (4) healthcare staff (e.g., healthcare workers,
professionals, practitioners). Search terms were combined with
the Boolean operator “AND” as the search connector and “OR”
in the combinations of the descriptors. An example search
strategy can be seen in Supplementary Table 1. Search results
were filtered to only include papers published from 2000, in
English and with human subjects. The reference lists of all
included studies were manually searched for additional relevant
publications or key terms (26).

Inclusion and Exclusion Criteria
All empirical evidence of implemented interventions both
quantitative and qualitative (e.g., cohort studies, case-control,
cross-sectional research) were included in the review. Gray
literature and non-empirical publications such as theoretical
papers, and papers providing only recommendations or
proposed interventions were excluded. Papers were eligible for
inclusion if psychological interventions for healthcare workers
in response to a viral outbreak were examined (and outcomes
of the intervention were discussed). Interventions not directly
addressing mental health such as increasing PPE or clearer
protocols were excluded. Interventional responses had to be
initiated and delivered by a healthcare provider to healthcare
workers (employed at a hospital and who work onsite at a
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hospital or in the community) during a viral outbreak. Papers
pertaining to Ebola or HIV outbreaks were excluded due to low
transmission rates.

Search Procedure and Outcomes
All database search results were imported into Covidence
systematic review software (Veritas Health Innovation,
Melbourne, Australia, available at 34T www.covidence.org
34T), via Endnote (Version 9). The Covidence software was
used to manage papers during abstract/title screening, full text
review, and data extraction. Duplicates were removed in either
Endnote or Covidence. Once duplicates were removed, each
title/abstract was screened based on the eligibility criteria by two
student researchers independently, with a separate researcher
to adjudicate differences. From there, two researchers (GB,
CB) independently screened the full text, with a third senior
researcher mediating for any discrepancies. All authors agreed
on papers included in the full review.

Strength of the Evidence
To date, there is no gold standard for assessing methodological
quality in an integrative review (25, 26). Therefore, several
critical appraisal tools were used based on the methodological
design of the article. The National Health, Lung, and Blood
Institute (NHLBI) (27) quality assessment tool for observational
cohort and cross-sectional studies, as well as the tool for
pre-post studies and case-control studies was used. The
NHLBI tools assess a range of parameters, such as clear and
defined study population and the frequency of controlling for
confounding variables. The Critical Appraisal Skills Programme
(CASP) qualitative checklist (28) was used for qualitative
studies. This 10-item checklist evaluates the level of bias and
quality of qualitative studies. The Joanna Briggs Institute (JBI)
critical appraisal checklist for text and opinion papers (29)
was used for commentary/editorial papers. The 6-item JBI
checklist examines the source of the commentary, whether
the article discusses the relevant population of interest, the
logical analytical process of the commentary, and whether it
refers to the extant literature. A rating system (“yes,” “no,”
“not applicable,” “undecided”) was used for each criterion.
Two authors independently assessed the quality of the eligible
articles (CB and GB). Any potential disagreements were
adjudicated by a third author (CS) where necessary. All papers
were included in the review regardless of methodological
quality (25).

Data Extraction and Synthesis
The Whittemore and Knafl (25) method of data extraction was
employed. Similar data were grouped into systematic categories,
and themes and relationships were analyzed. Key aspects of
the included studies (supporting the narrative of the data) are
shown in Supplementary Table 1 (25). The main characteristics
of these studies were rigorously extracted by the authors, and
any discrepancies were resolved by discussion between CB and
GB. In the event of a disagreement, a third reviewer (CS) was
consulted (25).

RESULTS

Search Results
An adapted Prisma Flow Chart (30) is presented in
Supplementary Figure 1. Our search results produced 7,944
potentially relevant articles. Six articles were also identified
from a manual hand search of the literature. Titles and abstracts
of the articles were reviewed: 2,450 were duplicates, and
4,954 were excluded after not meeting the inclusion criteria.
The full text of the remaining articles was reviewed, and 491
articles were excluded for the following reasons: two articles
were duplicates, seven were not in English, 20 examined the
wrong population, and 462 did not describe an intervention
conducted. Finally, 55 articles were selected for inclusion. For
each study, information was collected about the author(s), year
of publication, viral epidemic, article type, population identified,
and main themes/results. The data of the included studies were
extracted and summarized (see Supplementary Table 1).

Quality Assessment
Quality assessment of the included studies are shown in
Supplementary Tables 2–6. For the NHLBI (cohort and cross-
sectional studies), all 14 studies had clearly stated the study
objective, and defined the study population. The studies,
however, were heterogenous in nature. Most studies had a
participation rate of at least 50% and participants were recruited
from the same or similar populations. Most studies did not
examine the exposure of interest prior to the outcome. The
studies did not control for potential confounding variables. All
used valid measures and had low attrition rates but did not
blind participants.

For the CASP qualitative checklist, all six studies had a clear
statement of aims, were appropriate for qualitative methodology,
had an appropriate recruitment strategy, and included sufficient
data. These studies, however, were also heterogenous in nature.
The studies did not consider the relationship between the
participants and the researcher, andmost did not consider ethical
issues. One article was a case-control study (assessed by NHLBI
case-control appraisal tool) and three articles were pre-post
studies (assessed by NHLBI pre-post studies tool). These studies
clearly stated the objective of the study, clearly described the
intervention delivered, but the assessors were not blinded to the
outcomes and the sample sizes were quite small.

Most of the included articles were text and opinion papers (31
of 55 articles). For the JBI checklist for text and opinion papers,
all articles clearly identified the authors, and the authors had
a standing in their field of expertise. All articles addressed the
interests (i.e., mental health impact) of the relevant populations
(e.g., vulnerable populations). In addition, most articles referred
to the extant literature and some noted limitations with
their positions.

Identified Themes
Five key themes were identified in the included literature,
comprising staff support at work, staff resilience training, staff
support groups, telephone support, and individual mental health
support. The extracted thematic categories are presented in
Table 1.
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TABLE 1 | Most common themes in the literature.

Staff wellness

interventions

Description Articles Summary

Interventions to

support staff at work

Daily communication

Leadership and team support

Online psychoeducation (e.g., websites, mobile apps)

Safe spaces

Free meals, accommodation, childcare, parking

Virtual social activities for staff

Ward rounding by mental health professionals

Staff encouragement and community support

Clergy support

Mourning rooms

28 articles:

21 commentary articles

5 cross sectional studies

2 qualitative studies

Staff respite spaces were highly utilized and

appreciated by staff.

Staff resilience training Resilience training

Exercise intervention

Coping strategies

Debriefing groups

12 articles:

7 commentary articles

2 qualitative studies

1 pilot study

1 cross-sectional study

1 case-control study

Reliance training helped staff cope with the

outbreak and positive feedback was reported

Staff support groups Staff support groups

Virtual drop-in centers

Peer support and outreach

23 articles:

14 commentary papers

5 cross-sectional studies

3 qualitative studies

1 pilot study

In these support groups, staff expressed their fears,

anger, and fatigue about the outbreak. The groups

were positively received by staff.

Telephone support General support via telephone hotline

Crisis hotline

Mental health screening and follow-up support

Referral to mental health services

13 articles:

9 commentary articles

2 ecological studies

1 qualitative study

1 cross-sectional study

Most calls were related to requests for information

about the outbreak, fear and concern about the

contagion, and requests for further psychological

support.

Individual mental

health support

Psychological first aid

One-on-one peer support

Individual psychotherapy (e.g., CBT, ACT, music therapy)

Consultation psychiatry

Onsite crisis intervention

22 articles:

15 commentary articles

1 pilot study

6 cross-sectional studies

A stepped-care approach was implemented starting

with initial screening of psychological problems.

One-on-one support offered to those who needed

it. Nurses were more likely to need psychological

support.

Staff Interventions
Interventions to Support Staff at Work
Twenty-eight papers describe how hospital and health services
provided general support to staff at work. Twenty-one papers
were commentary articles (including a newsletter), five papers
were cross-sectional studies, and two papers were qualitative
studies. General support services included daily communication
(31–33); leadership and team support (31–40); a dedicated
website with information about the outbreak and resources
on mental health (36, 37, 41–45); mobile phone applications
(37, 46–49), staff respite spaces (32, 34, 41, 42, 44, 49–54); free
food, accommodation, parking or childcare; staff motivational
messages (33–35, 39, 41, 43, 44, 49, 55, 56); virtual social activities
for staff (31, 34, 56); on-the-ground ward rounding (36, 44, 52,
55, 57); and clergy support (41). In Australia, Poonian et al. (32)
also reported how staff were rotated between higher and lower
demand areas to prevent fatigue and burnout; staff were not
rostered for more than four consecutive shift. Similarly in New
York City, the Helping Healers program (a support group for
healthcare workers) was implemented to make wellness rounds
and to offer peer support to frontline staff (57). In Wuhan
China, a hospital service treating severe patients with COVID-19
implemented eight measures to help reduce stress in ICU nurses,
including relaxation exercises under the guidance of mental

health professionals, peer support, psychological assessment, and
referral to mental health support if needed (39).

In summary, support initiatives offered to staff at work were
appreciated and generally utilized, but there were some barriers
to participation. Gutkin et al. (56) reported that 36 (67%)
of individuals agreed that the interventions provided helped
boosted staff morale during the pandemic; 30 (56%) responded
that the interventions were “just right” (in comparison to “not
enough” or “too much”), with the gift cards being the most
appreciated; and 32 (59%) found the weekly podcasts were
very helpful (56). In contrast, the Zoom drop-in centers was
rated as the least helpful intervention, likely due to the lack
of facilitation in the groups (56). Bernstein et al. (41) reported
that the most utilized intervention was the staff support centers,
while the least utilized intervention was the clergy support. The
authors reported that to date, many of the interventions are still
ongoing, except for the staff emotional phone line due to lack of
use (41). Barriers to participation include lack of time, lack of
awareness of services available, and lack of support from upper
management (41). The authors also noted that non-clinical staff
(who were more likely to be people of color and have lower
incomes) were not offered these interventions (41). Krystal et al.
(35) did not report any evaluation data but did describe lessons
learnt from the tiered interventions. These lessons included
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the dwindling of attendance at the general town halls (but not
the dedicated town halls) and the stigma associated with staff
seeking help for mental health programs (including fear of
being reported to Department of Health) (35). Davis et al. (58)
reported that no one (i.e., nurses in psycho-oncology services)
utilized the one-on-one specialist sessions offered by clinician
psychologists. The authors suggested that this may be due to the
reduction of services at the hospital. Likewise, Gonzalez et al. (55)
reported that staff were less likely to participate in the virtual
support groups offered but they were more likely to participate
if the groups were identified as “Daily Mindfulness and
Mediation” groups.

In China, a multifactorial psychological program was
implemented and then modified to accommodate the needs of
the health care workers during the COVID-19 pandemic (54).
Based on feedback received, it was noted that staff were reluctant
to participate in the interventions as staff denied psychological
difficulties; they were more concerned about their families being
infected by them, about PPE shortages, and about feelings of
incapability when caring for critically ill patients or those who
were unwilling to comply with medical directives (54). Staff,
instead, voiced that they preferred more uninterrupted rest, PPE,
mental health support for patients, and skills to support patient’s
psychological difficulties (54). Consequently, in the second phase,
the hospital modified the psychological intervention so that there
was a safe place for staff to isolate away from their family so to
prevent passing on the infection to them. This paper illustrates
that having an assertive support approach (from telephone to
face-to-face support in a rest area), which addresses the practical
needs of health care workers, is what is required (54). Limitations
of this paper include baseline and post-interventionmeasures not
being implemented to assess the change in distress due to the
intervention, and final evaluation of the second phase not being
reported (54).

Likewise in Wuhan China, Cheng et al. (31) described a
daily questionnaire that was used to monitor the daily mood
of staff (the overall mood index was then broadcasted to all
staff in order to provide positive self-affirmation and to promote
resilience). Cheng et al. (31) reported that staff maintained an
overall positive attitude (7–9 out of 10) across a 6-week period
during the early stages of the pandemic (February–April 2020).
Out of the 155 medical staff, 48 individuals completed the
daily mood report, 65 individuals attended the daily chat group,
123 listened to the daily mood broadcasts, and 65 individuals
participated in the weekly groups (31). Cheng et al. also reported
the follow-up evaluation where all 155 staffmembers were sent an
online questionnaire rating the interventions. A total of 124 staff
members completed the follow-up questionnaire (41 doctors, 79
nurses, and 4 administrative staff) (31). The findings showed
that 99.2% of the participants followed the daily mood broadcast,
52.4% were involved in the daily chats, and 27.4% participated in
the weekly group chats (31). The findings also showed positive
evaluations of the weekly groups and the daily chat groups (31).
Moreover, the number of severe COVID-19 cases had a negative
impact on the variation of daily mood (31). Cheng et al. (31)
noted the lack of control group and the use of non-standardized
measures as limitations of the study.

During the SARS outbreak in Toronto Canada, Maunder
et al. (52) visited the Mount Sinai hospital (Toronto, Canada)
to interview patients and staff on their experiences of SARS.
In the 4-week study period, 8 patients and 11 staff members
were infected with SARS. Overall, staff reported being overly
concerned with being infected with SARS and/or passing SARS
to family, friends, or colleagues. In particular, Maunder et al.
described the hospital environment as one being a place of
uncertainty and stigmatization (for patients and staff). The
hospital provided psychological support to both patients and
staff (52). On the SARS units, flyers were distributed to front-
line staff that provided information on how to identify signs of
anxiety and stress, and where they can seek help and further
support resources (52). Psychiatric staff also offered informal
support to staff on the ground while visiting SARS patients
(52). The hospital also established a drop-in support center for
staff, where telephone hotline was made available for staff who
needed confidential psychological support (hotline was managed
by inpatient psychiatric nurses) (52). The setting of the drop-in
space was set up to be a calming space, with soothing music,
comfortable chairs, and refreshments available (52). No formal
evaluation (including utilization rates) was reported in this paper.

Several articles describe dedicated staff respite spaces. In the
US, Ey et al. (50) describe their resident and faculty wellness
program—a program initially designed to support the wellbeing
of physicians (established 16 years ago) but was now used to
support staff during the COVID-19 pandemic. New initiatives for
mental health support for healthcare workers include staff respite
spaces (including yoga mats, refreshments) and a resilience
training consultation for team leaders (50). The authors reported
a downturn in the utilization of the resident and faculty wellness
program during the early stages of the COVID-19 pandemic, but
utilization returned to normal and above baseline levels seen in
previous years (18% over the past year) (50). Original support
services provided by the resident and faculty wellness program
were also switched to virtual telehealth at the beginning of the
pandemic (50).

In the UK, Blake et al. (51) described two wellbeing centers
implemented at an acute hospital trust. The authors examined
the attendance of the wellbeing centers across a 17-week period
(6PthP April to 31PstP July 2020). A total of 819 of hospital staff
members completed the survey (55.2% of these participants had
accessed the wellbeing center) (51). The findings revealed that
there was moderate-to-high job stressfulness, low wellbeing, and
high presenteeism (51). Moreover, a third of the staff members
reported having intentions to leave the hospital (51). The findings
also revealed that wellbeing was higher in those who visited the
wellbeing centers than those who did not (51). During the initial
stages of the pandemic, the wellness centers were highly utilized
by staff (51). But as the COVID-19 admissions subsided, the
utilization of the wellness centers declined, but remained at a
steady flow (51). The wellbeing centers were mostly accessed by
frontline health care workers and least accessed by non-clinical
staff (51). Barriers in accessing the centers for non-clinical staff
members included being unaware that the wellness centers were
available to them, and the belief that they did not deserve the
space as much as the clinical staff members (51). Ambulance
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workers and doctors in training were also not likely to access the
wellbeing centers due to being more likely to be working offsite
(51). The most common reported reasons for using the wellbeing
centers included being able to rest and to have a break; for
social contact and peer support; and to access a wellbeing buddy
(51). The authors noted the significant financial and human
resources in running the wellbeing centers and questioned the
long-term sustainability of these centers (51). The authors also
noted some limitations of the study including repeated visits
not being recorded; monitoring data (e.g., primary reason for
attendance, ethnicity details) being captured by the wellbeing
buddies, which may limited the accuracy of the data collection
and bias in responses; and challenges in filling in the forms
by the wellbeing buddies due to supporting the person at that
moment (51).

Some articles also discussed online platforms and mobile
phone apps to support staff during the COVID-19 pandemic. Liu
et al. (59) reported that medical staff in China received mental
health education via a number of online platforms, including
WeChat, Weibo and TikTok. Messages posted on Chinese
blogging websites were also screened by artificial intelligence
software to identify those experiencing suicidal ideation and
to notify volunteer mental health workers of these situations
(59). In the US, DePierro et al. (49) developed a mental health
app for staff to self-screen for mental health symptoms, to
track their progress overtime, and allow for the staff member
to access the hospital’s wellness resources (49). The University
of North Carolina School of Medicine also implemented a
mobile application called Heroes Health, which aimed to support
health care workers’ mental health (47). The free app assesses
health care workers’ mental health symptoms through weekly
questionnaires, provides reports on mental health symptoms
over time, alerts organizational leaders when additional support
is required, and provides mental health resources (47). While this
app has been well-received by staff, there is limited data about the
uptake of this intervention (47).

Staff Resilience Training
A total of 12 papers discussed resilience training for staff. Seven
papers were commentary articles, two papers were qualitative
studies, one paper was a pilot intervention study (pre-post), one
paper was a cross-sectional study, and one was a case-control
study. Resilience training included strategies to improve coping
skills (49, 50, 54, 60–65), stress awareness (60, 63), relaxation
(54, 60, 63, 64, 66), mindfulness (60, 61), and self-care (60, 65, 66).
Most of the training programs were described in detail but not
evaluated for effectiveness.

For instance, Hall et al. (60) describe the Stress Management
and Resiliency Training—Relaxation Response Resiliency
Program (SMART-3RP) that was implemented in a hospital
in Boston (MA, USA). The resiliency program consisted of
an intake session and eight 90-min sessions, delivered by a
trained facilitator to small groups on weekly basis (60). Both
didactic and skills training was incorporated to improve stress
awareness, improve adaptive coping skills, and improve the
relaxation response (e.g., mindfulness, deep breathing, self-
empathy, humor, creativity) (60). This multimodal, mind-body

approach emphases the dynamic interplay between physiological
factors, cognitive-behavioral factors, social support, health
behaviors, and stress buffering skills in the midst of COVID-19
(60). Anecdotal feedback from participants showed that staff
appreciated the peer support (60). Further research is required to
examine mental health changes with psychometric assessments
and the longer-term benefits of the training (60).

Three papers formally evaluated the utilization and
effectiveness of the staff resilience programs. Aiello et al.
(62) described a 1-h training session provided to health
professionals, which aimed to support resilience in staff for
future viral outbreaks. A total of 1,250 staff attended the training
across 22 departments and were asked to complete both verbal
and written feedback. Of the 1,020 that returned the evaluations,
76.1% perceived that they were better able to cope in a pandemic,
and 91.8% perceived the session was relevant to work life (62).
Some results from qualitative data suggested the need for timely
and reliable information, strong organizational leadership, and
further resilience training (62). Increased research is required
to explore longer-term outcomes of the training (62). Likewise,
In Haifa Israel, Amiel and Ulitzur (63) implemented a basic
resilience program of 3 weekly sessions in the context of
COVID-19. The workshops were designed to support surgeons
and residents to understand compassion, fatigue, and the impact
of stress, as well as learn spiritual care tools as coping strategies
such as peer support, conscious breathing, and deep listening
(63). Most surgeons (n = 20, 94%) who participated reported
that the sessions were valued and that they desired further
sessions (63). Residents (n = 8) who attended also reported
positive effects 3 months following the workshops (63). Further
research is required to examine the translation of these skills
during the pandemic (63).

In Spain, Rodriguez et al. (66) described an on-site brief
mindfulness program that was conducted with healthcare
workers of in a public hospital in Madrid during COVID-19.
The program consisted of 5–10min of mindfulness practices
delivered twice daily by psychiatrists, psychologists and mental
health nurses who were supervised by certified mindfulness
trainers (66). It was explained to staff that self-care was
important, that it was as necessary as PPE, and that this inner
calmness may be drawn from in times of the storm (66).
Subsequently, there was emphasis on focused attention on an
anchor, conscious movement such as soft hatta yoga stretching
exercises, and compassion (66). The intervention was flexible to
the needs of the group, and generated an internal pause (66).
Approximately 46% of participants were nurses and staff came
from: Intensive Care Units (23%), COVID-19 Medical Units
(38%), and the Emergency Department (22%) (66). While 1,000
staff participated in at least one session, 150 participants reported
that the sessions were 8.4 out of 10 for stress reduction across a
3-day data collection period (66).

Staff resilience training has also been incorporated as a
part of staff debriefing sessions. Azizoddin et al. (67) outlined
an interprofessional debriefing program for two emergency
departments (ED) in Boston (USA). The Brigham Resilience
in COVID-19-pandemic Emergency Forum-BRIEF was an
opportunity for ED staff to debrief in nightly, video-conferencing
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sessions (30-min each) across 6 weeks (67). Overall, 81 staff
participated across the sessions (67). A total of 24 (47%) of
the available sessions were attended, which increased in higher
COVID-9 presentations (67). An average of three participants
attended each session (range = 2–8) and all professions were
represented (67). Topics discussed included challenges of social
distancing, scarce resources, and clinician burnout (67). Lessons
learnt from debriefing were provided to executive management,
which supported quality improvement and greater mental health
support (67). Further research is required to assess the change in
mental health outcomes due to intervention, and compare with
those not receiving the intervention (67).

Staff resilience training has been delivered using online
platforms. In Ontario, Canada, Maunder et al. (64) examined
the benefits of a computer-assisted resilience training to prepare
healthcare workers for the influenza pandemic in a randomized
trial that compared dosage. There were three dosages of the
training that had varying median cumulative duration: short (7
sessions, 111min), medium (12 sessions, 158min), or long (17
sessions, 223min) (64). Relaxation skills of relaxation, breathing,
and imagery were taught using audio modules. There were
also interactive reflective exercises that contained simulation
scenarios and facilitated participants to consider their response
(64). A range of psychometric measures were used to evaluate
the effectiveness (viz., Pandemic Self-Efficacy, Inventory of
Interpersonal Problems, Ways of Coping Inventory). A total of
158 multidisciplinary staff were randomly assigned to training
(short, medium, or long sessions) (64). Results demonstrated that
confidence in support and training, that pandemic self-efficacy
and interpersonal problems improved, and that there was higher
use of adaptive coping strategies (64). Medium dosage appeared
to be best suited based on the resiliency outcomes and drop-
out rate (64). Further research is required to understand the
longer-term benefits of such training and the use of the skills in a
pandemic (64).

Likewise In New York (US), DeCaporale-Ryan et al.
(65) describe a videoconferencing-based training program.
The sessions consisted of 20min of psychoeducation about
the likelihood and management of delirium, and 40min of
discussion to brainstorm interventions to reduce loneliness,
acknowledge challenges (e.g., anxiety for patients, concern for
safety of self and loved ones), offer support to each other,
suggest coping strategies and to validate feelings (65). Staff
from skilled nursing facilities and psychiatric centers affiliated
with the University of Rochester Geriatric Telepsychiatry
Program were invited to participate (65). In the early phase
of the pandemic, two videoconference sessions were offered
with 67 then 61 participants, respectively, over both sessions
(65). Based on qualitative reports, participants found the
session to be beneficial for self-care, affirming of their
experience, and helpful for their patient care (65). Despite
this, quantitative evaluation such as pre-/post-tests were not
conducted using psychometric mental health assessments (65).
As a follow-on from this intervention, sessions regarding
isolation, depression management, and staff burn-out prevention
were provided. However, evaluation of the second phase was not
reported (65).

Finally, one study implemented a novel exercised-based
intervention to improve staff mental state and wellbeing in
China during the COVID-19 pandemic. In a case-control design,
Wu and Wei (68) examined the effect of a novel exercise-based
intervention on the mental state and sleep status of frontline
medical staff (68). A total of 60 medical professionals and aged-
matched controls were included in the study. Participants were
prescribed a self-exercising rehabilitation which was completed
at home (e.g., yoga, tai chi, qi gong) and of suitable intensity
(68). Compared to controls, participants to the experimental
group reported less somatization symptoms, terror, depression,
post-traumatic stress symptoms and sleep disturbances post-
intervention (68). The study provides empirical evidence of
the benefits of an exercise-based programme in a rigorous
methodology (i.e., case-control), offering between-group
comparisons (68). Shortcomings of the study is that more details
of the exercise intervention is needed, including information
on frequency, fidelity, length of time, timing, personnel
administering intervention, and the nature of the exercises;
clarity regarding the timing of the post-intervention assessments
is also needed, and longer-term follow-up is prudent (68).

Staff Support Groups
A total of 23 articles discussed staff support groups at the
hospital. Fourteen articles were commentary papers (including
one newsletter), five papers were cross-sectional studies, three
papers were qualitative studies, and one paper was a pilot study
of an intervention (pre and post). Support groups included team
support sessions (39, 41, 54) drop-in virtual support groups
(32–34, 43, 56, 69, 70), weekly groups led by a mental health
professional (31, 42, 44, 45, 71), debriefing groups (38, 40, 72, 73),
and peer support groups (32, 35, 39, 46, 74, 75).

Most of the papers described the support groups but did not
evaluate the utilization or the effectiveness of the groups. In
response to SARS in 2003, a psychiatric team provided support to
staff in a Taiwanese hospital dedicated to caring for SARS patients
(40). The SARS medical nurses suggested improvements for the
psychiatric services intervention, including being more flexible,
informal and relaxing to suit their work schedules; offering
more individual counseling on personal issues; the debriefing
groups to be small and shorter; and for psychiatric services to be
ongoing as secondary traumatisation lingered past the outbreak.
Likewise, during the SARS epidemic in Hong Kong, Chan and
Huak (74) describe how their peer support program (aimed to
provide psychological support to staff after an assault) played
a role in supporting staff during the outbreak. In response to
the COVID-19 pandemic, Datta et al. (75) describe several staff
support groups that were held to help educate staff on infection
control and PPE, and to mitigate fears and anxieties of the
pandemic in Kolkata (India) (75). Similarly in New York, peer
support groups were offered to staff to support them during
the pandemic (69). The peer support (virtual) groups were held
weekly for 40min each, and discussions were around thoughts
and feelings as a result of the outbreak (69). Joseph (46) also
described a joint initiative—the Wellbeing Initiative, designed
to support the health and resiliency of nurses in the US. The
Wellbeing Initiative comprises of a virtual platform for peer
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support between nurse to nurse (Nurses Together Connecting
Through Conversations), as well as mental health resources (46).
The virtual forum is hosted through Zoom meetings where
nurses can share and ask questions (46). Nurses may volunteer
to be facilitators or co-facilitators (46). Lastly at a Children’s
Hospital in New York, Schulte et al. (38) implemented support
video calls to reduce distress in staff during COVID-19. The calls
were conducted in a group setting and lasted ∼1 h. These calls
were voluntary, optional, and facilitated by an executive coach
certified by the board of the hospital (38). In a 2-week period,
six video support calls were provided. On average, eight staff
members attended each of the group calls and 48 (21%) of the
hospital departments participated in at least one of the calls (38).
Predominately females joined the calls, all levels of staff members
were represented, and most called from home (38).

One paper evaluated the utilization and effectiveness of
the groups. Mellins et al. (45) describe the CopeColumbia
peer support program, which consist of peer support groups,
individual sessions, virtual presentations, and psychoeducational
resources (via a website) for healthcare workers. This program
was specifically created in response to the COVID-19 pandemic,
and the program is facilitated by mental health staff (including
psychologists and psychiatrists) (45). The peer support groups
were 30-min structured sessions delivered virtually to staff
and were aimed to provide a safe space for staff to discuss
their concerns about the COVID-19 pandemic (45). To address
larger audiences, virtual presentations (conducted at TownHalls)
aroundmanaging stress and anxiety were delivered (45). Between
March and June 2020, Mellins et al. (45) reported 186 groups
being held (1–30 participants), with 30 groups meeting just once,
22 groups meeting two-four times, and nine groups meeting
more than five times. A post-group survey (124 participants)
revealed the helpfulness of the groups, with 76% of participants
rating helpfulness as “quite a bit” to “extremely” helpful (45).
The authors note, however, that it cannot be determine as to
whether the survey responses were from 124 unique participants
(due to the anonymity of the survey). Response rate can’t also be
established (45).

Another paper described the common themes observed in
staff support groups in a qualitative analysis. During the SARS
outbreak, Khee et al. (71) implemented group therapy sessions
with staff at the Tan Tock Send Hospital in Singapore. Most of
the therapy groups comprised nurses and physicians, especially
those working in ICU and in the frontline. Each session went
for around 1–2 h, and staff members were encouraged to express
their thoughts and feelings about the SARS outbreak (there was
no structure to the therapy groups). A total of 16 therapy groups
were conducted with 188 healthcare workers (71). Khee et al.
(71) reported two main trends in these discussion groups: fear,
anger, and blame being the predominant emotions expressed at
the beginning of the outbreak; and a sense of grief and frustration
after the death toll had risen (including the death of colleagues).

Two papers described and reported on staff debriefing groups.
In Italy, Siracusano et al. (73) implemented an Emotional
Defusing intervention for healthcare workers, which consists
of discussion groups that focuses on reducing the impact of
a potential traumatic event (e.g., COVID-19 pandemic) on

wellbeing. Siracusano et al. (73) conducted 19 defusing groups
between 16PthP March and 29PthP April 2020 in Italy. A total
of 189 healthcare workers participated in the groups (70.9%
females). A questionnaire was also distributed to participants
in the groups that measured their concerns around COVID-
19 outbreak (73). Most participants were preoccupied with the
current pandemic (69.84%), were afraid of infection (62.43%),
were worried about infecting family members (∼45%), and
reported a change in sleeping patterns (90%) (73). In the
groups, the authors also noted that most healthcare workers
felt stigmatized due to potential of being infected with COVID-
19 (73).

Likewise in Rome (Italy), Monette et al. (72) piloted a video-
based debriefing program to support ED staff during the COVID-
19 pandemic. The facilitated debriefings were delivered virtually
(via Zoom) and were conducted once a week for an hour
each (72). Monette et al. (72) reported 18 completed Emotional
Debriefing sessions, with 68 unique individuals participating. A
survey was distributed to participants in the debriefing groups,
asking them about their experience of the groups (72). A total
of 76% of the participants completed the survey (52 out of 68
participants) and most reported their experience of the group
as being positive and helpful (>80%) (72). But non-physician
practitioners (78.8) reported being less comfortable in speaking
up than the attending physicians (77.8) (72). The authors noted
the potential limitation of selection bias into the groups, with
those being more comfortable to share their feelings more likely
to attend the groups than those who are less comfortable (72). In
addition, the authors noted that the participants relationship with
the facilitators may have biased (either negatively or positively)
the survey responses (72).

Telephone Support
Thirteen papers discussed telephone hotlines to support
healthcare workers during a viral outbreak. Nine of the papers are
commentary articles, two papers are ecological studies, one is a
qualitative study, and one is a cross-sectional study. Some health
services implemented a telephone service for staff who needed
general psychological support: 24/7 hotlines (50, 76, 77) or time-
limited hotlines (49, 78); while others offered a telephone support
line as a part of broader support services for healthcare workers
(33, 37, 41, 44, 52, 54, 55, 79).

In North East England, a telephone support line was offered
to healthcare workers in a publicly-funded health service
consisting of ∼14,000 staff members (78). Responders were
primarily psychologists and counselors providing information
and guidance, brief emotional support, containment and
signposting to emotional support and advice, including referral
to a 30min support call with a mental health clinician if required
(78). The telephone line was launched 1 day after a nationwide
“lockdown” and open from 0,900 to 1,700, Monday to Friday
(78). From the first 4 weeks of service implementation, 655
calls were made to the support line, with callers waiting 28 s
on average and frequency of calls gradually reducing after the
first week (78). Based on a content analysis of 362 call notes,
68% of calls were related to clarification of guidance (e.g.,
eligibility for swabbing, actions to take when family symptomatic
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or exposed to a COVID-19 case contact) and 29% of calls were
in regard to offering support around anxiety (e.g., worried about
increased risk exposure) (78). While the paper presents data
about the level of access and nature of calls, further research is
required regarding change in distress owing to the calls and user
satisfaction reports (78).

In France, Geoffroy et al. (77) describes the process of
developing a 24/7 telephone support line and highlights the
numbers of calls, characteristics of callers, and reason for calling
during the first 26 days of opening. The hotline provided support
to 39 hospitals in a regional area, employing more than 100,000
multidisciplinary health professionals (77). While responders
provided brief crisis intervention with rapid assessment of
symptoms, immediate psychological support and referral to
psychosocial support/therapies and psychiatric consultation, no
specific crisis interventions were utilized (77). Across the study
period, Geoffroy et al. (77) found that 149 calls were received
and, on average, were 18.5min long. On average, 5.73 calls were
received per day, and weremainly between 0,800 and 1,400 (57%)
(77). Those who called the hotline were mostly women (86%),
around 32.7 years old, and were frontline healthcare workers
(e.g., emergency room, registered nurses), although a large range
of health professionals accessed the service (77). The primary
reason for calling are related to anxiety symptoms (49%) due
to the fear of being contaminated with or contaminating others
with COVID-19, the social stress of feeling isolated or having
intra-family tensions, and the work-related stress of changes in
work and routine (77). Other reasons for calling were request for
hotline information (20.8%), worries about COVID-19 (15.44%),
exhaustion (11.41%), trauma reactivation (6.11%), insomnia
(6.0%), anger (5.37%), depression (4.02%), and psychotic
symptoms (2.01%) (77). The majority of calls (70.47%) were later
referred to further psychosocial, COVID-specific, and general
support such as psychology or psychiatry (29.5%), infections
department (9.5%), and occupational medicine (12.4%). While
this study provides rich detail into the nature of the hotline,
further research exploring caller satisfaction or engagement in
referrals is required (77).

In Italy, a telephone hotline was also offered surrounding
psychological first aid principles (79). The telephone hotline
was available to healthcare workers, as well as non-health
care workers such as those in isolation, patients infected with
COVID-19, close contacts, and members of the general public
(79). Individuals had the option to call or email for an initial
consultation with the clinical psychologist, and have a follow-
up review with a psychiatrist if required (79). Across ∼2 months
(10 March−3 May 2020), 30 health care professionals accessed
the service, of the total 135 users (79). Most users were nurses
(n = 24), with other users being physicians (n = 1), social-
health worker (n = 1), and a radiology technician (n = 1). A
total of 46.6% (n = 14) of healthcare workers who accessed the
service worked in a COVID-dedicated unit (79). Across all users,
telephone (n = 126, 93.3%) was the main method of accessing
the service, and psychological sessions were 29.18 (SD = 10.49)
min on average (79). A total of 50.0% of health professionals
called due to fear of contagion, followed by anxiety symptoms
(43.3%) and loneliness (13.3%) (79). In contrast, people of the

general population had less fear of contagion andmore loneliness
(79). Health professionals perceived that the current quality of life
(QoL) was lower than both the past QoL and the imagined future
QoL (79). This study provides is novel in that it supports both
health care professionals and non-health care professionals, and
compares the two groups (79).

In Chengdu, China, He et al. (76) described a four-tiered
psychological program that targeted the general population,
including health professionals. The first tier consisted of a
television program airing daily to raise awareness of mental
health difficulties amid COVID-19 (76). The second tier
involved a 24/7 hotline service which responded to psychological
questions and filtered emergent cases (76). For those requiring
further support, online video calls were offered which was
provided bymental health professionals as part of the third tier of
support (76). In addition, on-site crisis intervention was provided
to frontline medical staff based on the guidelines of Anticipate,
Plan and Deter (76). The forth tier involved overall training and
supervision by the leadership team to staff over the duration of
the program (76). From 26 January 2020 to 26th March, there
were 4,236 hotline consultations (tier two), lasting on average
11.30min (76). The majority of callers were female (57.54%),
and calls were related to emotional and behavioral disturbances
(50.27%) (76). Based on the outcome of the call, 27.05%
reported that their problems were solved, 56.26% experienced
emotional relief, and 16.69% required further intervention (76).
For tier three, there were 233 people who received online
video psychotherapy (76). It should be noted, however, that
figures here include not just health professionals, but the general
community and patients with COVID-19 (76). For tier four,
five psychological training sessions were conducted for 98
frontline medical staff (76). Strengths of the study were that the
intervention combined both face-to-face and online modalities.
Further research is required to explore usage of hotline and
online video consultations with health care workers as a specific
subpopulation (76).

Individual Mental Health Support
A total of 22 articles discussed individual psychological support
offered to staff at the hospital. Fifteen of the articles were
commentary papers, one was a pilot intervention study (pre and
post), and six were cross-sectional studies. The types of individual
support available include telehealth or virtual psychological
sessions (33, 35, 37, 41, 43, 48, 59, 69, 76), psychological first aid
(36, 43, 44, 49, 79–81), one-on-one peer support (45), one-on-one
consultation with a psychologist (37, 39, 42, 79, 82, 83) or with a
psychiatrist (37, 40, 79, 83, 84), brief interventions (85, 86), and
crisis intervention (37, 76).

In Turkey, Dursun et al. (48) provided a multifaceted
intervention with a mobile phone application to allow staff to
report their concerns, to have video-conferencing sessions with
psychiatrists, as well as to have access to face-to-face local support
by a psychosocial team if required. The intervention was also
unique in that it supported both healthcare workers and their
children (48). Firstly, healthcare workers had to download a
specific mobile phone app (Ruh Sagligi Destek Sistemi-Mental
Health Support System) designed by the Turkish Ministry of
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Health onto their mobiles, which is matched with their staff
ID number and provides information about their locality for
local services if face-to-face support is required (48). Secondly,
staff advised through live chat whom the support was for (self
or child) and the nature of the problem (48). Thirdly, local
psychiatrists provided videoconference consultation based on
a mutually agreed upon time with the healthcare worker (or
their child) needing support (48). It should be noted that there
was no standardized psychological framework applied across
these consults (48). Fourthly, face-to-face psychiatric evaluation
and/or review by a psychosocial team was provided for crisis
presentations (48). Of the 2,688 individuals who downloaded the
app between April 8 and May 3 2020, a total of 879 sought a
psychiatry appointment for themselves (48). Of those seeking
psychiatric support, 351 healthcare workers participated in the
video call with a psychiatrist, with high satisfaction reported
(8.1/10 in satisfaction and 86.6% reporting that their support was
responded to). As a follow-up, 48 healthcare workers (13.6%)
required a face-to-face review by the same psychiatrist, and five
required (1.4%) further face-to-face psychosocial support by a
team (48). The predominant reason for referral was the excessive
fear of contamination (n = 178, 50.7%), and 41.1% (n = 144)
of staff that requested support were nurses (48). The strength
of the study is that satisfaction with the service was evaluated;
however, further evidence is required to understand the utility of
the intervention across a longer time period (48).

In Portugal, Machado et al. (82) described a three-level
mental health intervention developed to support staff during
the COVID-19 pandemic. The bottom two levels (levels two
and three) were implemented at the beginning of the pandemic
and consisted of a telephone hotline (level three) and one-
on-one psychological support (level two) (82). The services
were specifically offered to staff working on the frontline (e.g.,
infectious diseases, intensive care, COVID-emergency ward)
(82). However, Machado et al. (82) reported that no frontline
staff had used the telephone hotline to request for psychological
support (82). The authors also reported that no referrals were
received for the level two support (one-on-one psychological
sessions) (82). The authors speculated that being judged as
“weak” or “fragile” by co-workers may have discouraged frontline
workers in seeking psychological help (82). For level one support,
the entire hospital workforce was screened for psychological
distress (via a mobile survey on an App) (82). Completion of
this survey was voluntary (82). Staff who are flagged (via the
questionnaire) as needing further support were contacted by
the psychiatric liaison team (82). For level one support, several
staff members were flagged as needing psychological support
and were subsequently followed up (82). Most of the staff who
were flagged were not considered frontline staff (82). These
staff members were suffering from psychological distress such as
anxiety, insomnia, and compulsive eating (82).

In Italy, Giordano et al. (85) described a music therapy
(remote) intervention aimed to improve the psychological
wellbeing in frontline staff. A total of 34 staff members
participated in this pilot study and received the music therapy
intervention over a period of 5 weeks (at the beginning of the
pandemic) (85). Staff members (14 doctors and 20 nurses) were

those who were assisting COVID-19 patients; they were recruited
via the dedicated hotel room offered to staff as a place to stay
to help avoid passing on the infection to family members (85).
Levels of tiredness, sadness, and anxiety were measured before
and after the intervention (85). The music therapy consisted of
playlists aimed to promote relaxation, calmness, and to reduce
anxiety and stress. Participants were also interviewed by the
music therapists on their listening experience (85). All playlists
were customized for the participants, and listing guidelines were
provided to help facilitate listening experience (e.g., “close your
eyes” “focus on an image or a color”) (85). Overall, the results
of the pilot study showed reduced levels of tiredness, sadness,
and anxiety in staff after receiving the intervention (85). The
authors highlight the utility of this cost-effective music therapy
intervention for staff, which does not require much resources to
implement (85). The authors also highlight the need for future
studies with larger sample sizes to verify the efficacy of this
intervention (85).

In a before and after intervention study in South Korea; Jo
et al. (84) distributed the Korean version of Impact of Event
Scale-Revised to 2,554 hospital workers at Yeungnam University
Hospital (84). The questionnaire was sent via mobile phone.
Hospital workers who scored higher than the cut-off score
on this measure (i.e., diagnosis of PTSD) were offered further
psychological screening by a psychiatrist over the telephone
(i.e. mini international neuropsychiatric interview and clinical
global impressions-severity scale) (84). Mental health support
was then offered to staff workers, which included one-on-
one psychiatric support over the phone over a period of 2
weeks (84). Initial questionnaires were repeated for all workers
who received the individual sessions by the psychiatrist (84).
A total of 253 workers/2,554 workers (9.9%) completed the
mobile questionnaire (210 women and 43 men) (84). Higher
levels of psychological distress were reported by non-medical
staff and allied health staff than by doctors (84). Out of 253
workers, 54 workers (21%) obtained scores higher than the
cut-off and were offered further assessments by a psychiatrist
(84). A total of 15 workers/54 workers (27.8%) completed
these further assessments and were offered one-on-one support
by the psychiatrist (84). After the psychiatric intervention, 13
workers out of 15 workers (97%) had improved scores on impact
of events scale-revised (84). However, the authors noted self-
selection bias, generalisability (study was conducted at just one
hospital), and response rate differences between the groups (e.g.,
highest response rate in women and nurses) as limitations of the
study (84).

Kameno et al. (80) described a designated mental health ward
dedicated to nurses who care for patients with COVID-19. All 31
nurses working in the ward completed a questionnaire assessing
psychological distress (i.e., Kessler Psychological Distress Scale
and four questions on sleep disturbance, alcohol use, and
appetite) (80). Individual psychotherapy (i.e., psychological first
aid) was offered to staff who scored higher than the cut-off score
of the questionnaire. Each psychological session was 30–60min
in duration and was provided by a mental health nurse at three
time points (April 2020, May 2020, and June/July 2020) (80). A
total of eight staff members scored higher than the cut-off score
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and was offered psychological therapy (80). Three staff members
out of eight (37.5%) accepted the therapy and five did not respond
to the offer (80). The results showed that psychological distress
in those who received the individual therapy improved across
the three time points compared to those who did not received
the therapy (despite being offered the support) (80). Sleep and
appetite also improved across the three time points for those who
received the individual therapy (80). The authors noted that this
is just a pilot study and that large-scale studies (randomized) are
currently needed to verify the findings (80).

In a letter to the editor, Torricelli et al. (86) describe their
eye-movement desensitization and reprocessing (EMDR)
intervention that they delivered to frontline staff members
(around 200 healthcare workers in a period of 3.5 months)
during the COVID-19 pandemic. The EMDR version that
was used was designed specifically for healthcare workers
to reduce psychological distress (induced by traumatic
events such as COVID-19) (86). Both group and individual
EMDR interventions were offered to staff by trained EMDR
psychotherapists (86). Group sessions had around 12–15
participants in each and went for around 90min (86). Individual
sessions were requested by staff who needed further psychological
support (86). No specific clinical outcomes were reported in
this commentary, but the authors made some recommendations
around the potential utility of EMDR in mitigating the impact of
COVID-19 on staff mental health (86).

Finally, Buselli et al. (83) describe their PsicoCOVID19
intervention (developed by Occupational Preventative team),
which is targeted toward healthcare workers during the COVID-
19 pandemic in Italy. The PsicoCOVID19 has two aims: one
is to monitor the healthcare workers who have suffered from
previous mental health problems (prior to the pandemic),
and the other is to provide psychological support to frontline
healthcare workers involved in COVID-19 emergency (83).
At the beginning stages of the pandemic, a dedicated email
was established (managed by two psychologists) in order to
allow staff to request for psychological support if they needed
it (83). Callers were sent a self-assessment questionnaire on
their psychological symptoms, including depression, stress,
and anxiety (83). For healthcare workers with a previous
history of mental health problems, psychiatric consultation
was offered (83). For healthcare workers without a previous
history of mental health problems, psychological consultation
was provided. Information provided on the self-assessment
questionnaire was sent to the consultation psychiatrist or
psychologist (83). Psychiatric consultation involved assessment
via Diagnostic and Statistical manual of mental disorders (83).
Individuals were also categorized into two groups (COVID or
non-COVID units) to determine their level of suitability or
fitness to work in the frontline response (83). Pharmacological
intervention as provided as needed (83). Likewise, psychological
consultation categorized individuals based on their history
of mental health problems prior to the pandemic and
whether they were working in the COVID units or not
(83). CBT was offered to healthcare workers to help staff
manage their stress and anxiety related to the COVID-19
pandemic (83).

To date, 106 healthcare workers (out of total of 8,000 staff
working at the hospital) requested the psychological support
service (83). Forty-four of those completed the self-assessment
questionnaire (83). Most healthcare workers reported mild to
moderated levels of distress and anxiety, and 81% of participants
reported a previous history of mental health problems (and were
already being monitored by the team prior to the pandemic) (83).
The authors speculated that the low completion rates on the self-
assessment questionnaire may have to do with treatment staff not
wanting to burden the healthcare workers with this task (and
compromise therapeutic alliance as a result) (83). Staff reported
being overall satisfied with PsicoCovid19 service they received
at work, and appreciated being treated by people who shared a
common experience with by working at a health service (83). The
authors found that women nurses were more likely to request
psychological support (83). The authors noted the limited sample
size and generalisability of the study (83).

DISCUSSION

Summary of Findings
Many hospitals and healthcare providers implemented a variety
of wellbeing initiatives to support their healthcare workers during
a viral outbreak. These interventions included leadership/team
support; daily communiques about the pandemic; free
meals, transport, childcare, and/or accommodation; online
psychoeducational resources and updated information on the
pandemic; respite spaces; peer support outreach; staff resilience
training; telephone hotline support; staff support groups; and
individual counseling. Overall, the literature supports the initial
increase in anxiety and fear in healthcare staff around the
viral outbreak, but this response generally does not reach the
threshold for a diagnosis of a mental illness. General concerns
of staff include being preoccupied with the current outbreak
[e.g., (73)], being afraid of infection [e.g., (73, 78, 79)] or
infecting others [e.g., (73, 77)], being stigmatized from the public
due to being potentially infectious [e.g., (73)], experiencing
work-related stressors around routine change [e.g., (77)], feeling
socially isolated [e.g., (77, 79)], and feeling exhausted and
fatigued [e.g., (77)]. Some healthcare workers were referred to
one-on-one support (either online or in person) by psychiatrists
or psychologists [e.g., (48, 76, 77)]. One service reported
providing psychiatric consultation to staff members suffering
from pre-existing mental health issues and that were known to
the service (83).

Many of the interventions reported in the included articles
had been implemented rapidly in response to a viral outbreak;
staff support initiatives were eithermodified from exiting services
(50, 74) or were newly created services (53). For instance, in
Hong Kong, Chan and Huak (74) adapted their peer support
program (aimed to support staff victims of assault) to help
healthcare workers during the SARS outbreak; likewise, Ey et al.
(50) modified their Resident and Faculty Wellness Program
(a program initially aimed to provide accessible mental health
support to physicians) to include new wellness resources (e.g.,
24/7 hotline, website with updated information and resources,
consultation service) to support staff during the COVID-19
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pandemic. Some services sought feedback from staff prior to
(and/or after) implementation of interventions. For example in
China, Chen et al. (54) reported adjusting initial interventions
based on feedback received from staff: staff wanted respite areas
to manage their stress rather than individual counseling by a
psychologist; they also wanted to be able to communicate with
their families at work to alleviate family concerns; and to know
how to manage patient anxiety around COVID-19 infection.
Saqib and Rampal (53) asked staff in an online survey: do they
feel that there is a need for the staff wellbeing hub, and if so, what
was needed in the hub. Most responders supported setting up the
wellbeing hub and reported a need for a calming environment for
staff (53).

Most of the included articles in this review were from the
US; these articles tended to describe the implementation of
staff group sessions and resilience training (62, 67). Articles
from China tended to describe virtual interventions such as
online chats and training courses (13, 54, 59). Included articles
from UK tended to describe staff respite centers and mental
health first aid (42, 51). Whereas, in Italy, articles tended to
describe individual interventions such as music therapy (85), and
cognitive behavior therapy (83). A blend of both online and in-
person, as well as individual and group-based interventions were
offered, with staff appreciating the variety of options provided
so they could engage based on their preferences and schedule
(42, 44). Some studies escalated care from online universal
support in the form of hotlines, training programs and group
debriefing sessions, to face-to-face crisis intervention for more
acute mental health difficulties (13, 76). Interventions offered in-
person were more practical and embedded within clinical care,
such as wellbeing hubs or staff rest areas (32, 52), mental health
support during handovers, staff meetings or huddles (61), and
practical supports (54). Online interventions had the advantage
of limiting spread of infection. For more personalized and
intensive support, interventions targeted at individuals enabled
clinicians to divulge deeply and receive appropriate management
(36, 50, 52). Group interventions were beneficial in that there
was wide-spread support and engendered collegial relationships
to develop between staff (38, 43).

Staff were generally supportive of the initiatives offered by
hospital and health services, with respite spaces and free meals
being particularly appreciated (41, 56). Some papers reported
interventions not being utilized by staff, including a zoom-
drop in center (56), clergy support (41), a phoneline (41),
and one-one-one sessions with a clinical psychologist [e.g.,
(42, 82)]. Gonzalez et al. (55) reported that staff participation
in virtual support groups was dependent on the name of the
service (i.e., “Daily Mindfulness and Mediation” group had
higher participation rates than a support group with no such
name). Chen et al. (54) also reported that some nurses refused
psychological support despite feeling fatigued and distressed.
Services with low utilization rates were either withdrawn or
modified [e.g., (41, 54)]. It should be noted that due to the
rapidity with which support initiatives were implemented, key
steps around service development were not reported on, or
were not implemented, including planning, assessing readiness
for change, evaluating the effectiveness of the intervention, and

determining how to best engage staff (1). Healthcare providers
may have prioritized delivery of an intervention over the formal
evaluation of effectiveness and impact of it on staff (1).

Barriers to accessing interventions include a lack of support
from upper management (41), not being aware of the support
offered (51), stigma around requestingmental health support (35,
82), and not feeling that they deserved the support offered (51).
Krystal et al. (35) also discussed the importance of privacy when
offering support services to staff, as some healthcare workers
may be reluctant to seek support due to fear of being reported
to the Department of Health (i.e., mandatory reporting) and
losing their clinical licenses as a result. Blake et al. (51) also
discussed the practical issues associated with establishing respite
areas in the hospital, including the lack of suitable space and the
postponement of activities that usually happen in the spaces used
as respite areas. Some healthcare providers reported the lack of
sustainability of the services offered to staff and emphasized the
need for ongoing funding to continue these support initiatives
(49, 51). Future research is needed to understand the barriers to
accessing support interventions for staff. The local needs of the
healthcare service should also be considered.

Recommendations
In synthesizing the emerging literature, key themes around
staff interventional responses to viral epidemics/pandemics
were identified. Table 2 describes these themes along with our
recommendations listed beside them.

The Australian Government COVID-19 mental health plan
(24) further recommends that providers develop strategies
to support the needs of staff (based on the learnings of
COVID-19 pandemic response), to provide training and support
to healthcare workers who rely on telehealth, to engage
Indigenous health professionals and peer workers to ensure
sustainability of services, and to monitor burnout and stress of
frontline healthcare workers. The involvement of the Indigenous;
culturally and linguistically diverse (CALD); and peer workforce
in the staff interventional response to COVID-19 was a noted
gap in the literature we reviewed. These groups should be
considered as important stakeholders in the development and
implementation of staff support initiatives (87). This would also
ensure that healthcare workers who identify under these groups
have access to the supports available.

Strengths and Limitations
The current pandemic saw the rapid emergence of numerous
(usually brief) publications, letters to the editor, or commentary
articles on staff interventional responses during the initial
stages of the COVID-19 pandemic, possibly due to the
immediate desire to publish findings. We believe that
it was important to capture the useful and practical
advice offered in these publications, to guide service
response in supporting staff. An integrative review was
the most appropriate approach for this type of literature
review, as it synthesizes the emerging literature on the
interventions offered to healthcare workers during viral
outbreaks, with a specific focus on the immediate response of
healthcare services.
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TABLE 2 | Key themes around staff interventional response to virial epidemics/pandemics and our recommendations.

Key themes around staff intervention response Our recommendations

1. Overall, there is an initial increase in anxiety and fear in staff, but this response

generally does not reach the threshold for a diagnosis of a mental illness in

most workers. A wide variety of staff support measures were implemented in

response to the viral outbreak, but these were not always offered

commensurately to staff needs and were not always structured as an

escalating pathway according to mental health or wellbeing needs.

2. Effective communication in keeping staff updated with the latest information

around the pandemic can help reduce anxiety in staff. There is a need to

communicate to staff what support is available to them.

3. Staff respite spaces can reduce burnout in staff and promote safety and

shared experiences.

4. Attitudes around mental health and stigma may vary between global cultures

and may also vary within workplace cultures.

5. Some staff may be reluctant to seek mental health support due to fear of

being reported on or a lack of privacy in the workplace.

6. It is important to consider the sustainability of the interventions (e.g., staff

resources, hospital space, costs, evidence base of interventions). At-home

based interventions such as music therapy and exercise therapy can be

cost-effective initiatives for staff.

7. Staff should be provided with an opportunity to reflect on the interventions

(both before and after implementation).

1. A stepped-care pathway to staff support is needed, with interventions to support

staff at work to address initial concerns and anxiety, with stepped escalation to

support increasing acuity and mental health needs, culminating in one-on-one

mental health support (provided by psychiatrists or psychologists).

2. Ensure good and updated communication to staff about changing circumstances

(e.g., an evolving pandemic). Ensure that staff are aware of all support initiatives that

are available in the workplace, and additional external support (e.g. psychological).

Leaders should be visible to front-line staff.

3. Ensure where possible that staff are well-rested, with access to meal breaks, respite

areas, and social support as needed. Consider adapting, reforming or expanding

existing staff wellbeing and care frameworks to meet current and future needs of

healthcare workers

4. Reduce stigma around mental health for staff. Interventions should be tailored

to local needs and be culturally appropriate. Teams should regularly discuss any

concerns and anxiety staff may have related to the outbreak.

5. To remove barriers to support services, concerns about possible censure could be

addressed prima-facie within health services. Psychological and psychiatric services

should, where possible, be provided by services which are not linked directly to, or

part of, the workplace. Confidential support should be available to staff.

6. Interventions should be sustainable long-term. Use telehealth and other

technologies were appropriate to mitigate the spread of infection.

7. Demands on clinical staff will be high during a pandemic crisis, but if clinical staff

have capacity to be involved in the development and implementation of support

interventions, this could be beneficial.

8. Ensure training, supervision, and research opportunities are maintained

throughout the outbreak.

The main limitation of this work is that most of the included
articles did not evaluate the staff interventions offered, so
we are not able to comment on statistical robustness of the
findings. Our included articles were also mostly non-empirical
commentary papers, and the empirical articles that were included
varied in design and nature (e.g., sample size, study timeframe,
intervention type). In addition, our literature search may not
have captured all the relevant articles available (gray literature
was also excluded) due to the rapid emergence of publications on
staff mental health interventions during COVID-19 pandemic.
Non-English articles were not included, which could have biased
the information gathered from the literature toward English
speaking countries. It is also important to note that the impact
of COVID-19 on staff wellbeing is complex and is likely
to differ across cultures, countries, economic circumstances,
and viral epidemics (e.g., SARS, COVID-19). Moreover, it is
unclear whether the utlisation of staff interventions depended
on how well a country or region was able to respond to
outbreaks such as COVID-19 (including vaccination rollout).
That said, the COVID-19 pandemic is global; therefore, some
of the emerging evidence of staff interventions should be
applicable to different geographical contexts (1). In addition,
while this review aimed to include viral outbreaks other than
COVID-19, the review was conducted within the context of
the current COVID-19 pandemic. The current pandemic is
still ongoing, with problematic variants emerging, making the
progression of this pandemic unpredictable in the long-term.
Therefore, the recommendations on supporting staff during a

pandemic are to some extent limited by the timing of this
review. Future research should include gray literature to better
capture the health-service response to supporting staff during a
viral outbreak.

CONCLUSION

The integrative review showed how multiple staff support
measures were implemented in response to a viral outbreak.
Rapid, locally, and culturally appropriate workplace-based
responses coupled with a good communication strategy may
counter an initial increase in anxiety and fear in staff, but a
stepped response is required for a smaller number of staff at
risk of mental illness, or those with pre-existing mental illness.
An escalated response to mental health assessment and care
should be tailored as much as possible, avoid issues of stigma or
censure, should respect confidentiality, and should be separate
from the workplace and its governance. There is currently
limited evidence on the effectiveness of the interventions offered
to staff, and formal evaluation of the implemented initiatives
were not prioritized due to the immediate response to support
staff during the initial stages of the outbreak. Future rigorous
research on the most effective ways to support staff during a
global pandemic is urgently needed. Long-term sustainability
of staff interventions (including long-term outcomes) are also
needed to prepare for the long-term impacts of COVID-19 and
future pandemics.
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