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ABSTRACT

The announcement of the COVID-19 pandemic in March
2020 had a huge impact on surgical practice in the UK.
Many surgical trainees were redeployed to areas within
the hospital to provide additional cover during this time.
Providing adequate well-being and support to trainees is
imperative during such times of hardship.

18 plastic surgery junior doctors were redeployed to either
intensive care units, emergency departments or medical
wards during the period of intervention. A 2—3 weekly
quantitative survey was completed by trainees which
aimed to explore rates of anxiety, depression and coping
during the first peak of the pandemic. A ‘COVID-19 Care
Package’ was provided and regular interactions with the
parent team was encouraged via the online platform of
Zoom to support surgical junior doctors.

The average anxiety score for trainees exceeded that
regarded as ‘normal’ as predicted by the Hospital Anxiety
and Depression Scale. Core surgical-level trainees were
found to show higher scores of anxiety and depression
throughout the course of project as compared with

their senior specialty registrar counterparts. 43.8% of
junior doctors reported greater levels of stress since the
announcement of the pandemic. 81% of junior doctors
stated they would value regular check-ins with work
colleagues during difficult times.

Providing a strong support system for trainees is vital to
ensure doctors are not overwhelmed during potentially
volatile times in their careers. The use of psychological
monitoring tools to guide the implementation of
appropriate levels of support for individuals could aid in
enhanced junior doctor well-being and support. Feedback
from surveys during this time of study suggests that
surgical trainees agree that contact with their parent team
and colleagues has a positive impact on their well-being
and trainees value regular ‘check-ins’ with their colleagues
on a monthly basis.

PROBLEM

The WHO declared the COVID-19 outbreak
as pandemic status on 11 March 2020
following the rapid global spread of cases,
originating from Wuhan, Hubei Provence,
China. At this point in time there were over
17 000 cases reported in Europe, with trends

mirroring that of the initial peak in China in
mid-January 2020.!

The risk of healthcare capacities being
exceeded for the National Health Service
(NHS) was considered an inevitable event,
causing uncertainty and anxiety among
healthcare workers across Britain. Partic-
ular concerns pertained to perceived own
personal health, the well-being of family
and loved ones, the stresses of increasing
workloads, delays and changes to training
and overall perceived emotional hardships.2
Junior-level doctors were deemed a vulner-
able group and comprised the majority of the
cohort that were redeployed to areas such
as the emergency department (ED), inten-
sive care units (ICU) and medical wards to
lend a helping hand during peak times of
the pandemic. Providing a strong support
network for the junior doctor cohort in aims
to reduce psychological burden and adverse
mental health outcomes is imperative during
such unprecedented times.

BACKGROUND

Literature reveals that during major disease
outbreaks, healthcare workers in EDs, ICUs
and isolation wards are at a greater risk of
developing adverse psychiatric outcomes
as compared with those working in other
departments.”

This is theorised to result from direct expo-
sure to infected patients and the workload
itself being highly demanding.® A system-
atic review revealed risk factors for health-
care workers in developing psychological
comorbidites during the course of the SARS
outbreak included lack of social support,
maladaptive coping strategies and insufficient
training.” Moreover, a cross-sectional analysis
in China following the announcement of the
epidemic revealed that young people and
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healthcare workers were at the highest risk for experi-
encing mental health illness, namely generalised anxiety
disorder, depression and poor sleep quality.” It was addi-
tionally found that women and those healthcare workers
with relatives of confirmed or suspected infection with
COVID-19 were more susceptible to anxiety and depres-
sion.® Moreover, healthcare staff in a Beijing hospital
working in high-risk COVID-19 clinical areas had been
found to show increased rates of post-traumatic disorder
symptoms.’

The utilisation of online mental health education
sites, counselling and telephone services have been
widely encouraged since the initial outbreak in China®
to provide a source of well-being to workers at ensuing
stressful times.

The emerging adverse mental health effects experi-
enced by health workers around the world during the
COVID-19 pandemic highlight the fact that it is impera-
tive to promote well-being and provide adequate support
for all healthcare staff amidst this unprecedented time.”
Promoting strong teamwork ethics and maintaining
cohesiveness between colleagues serves to build a robust
support network and allows team members to share
similar experiences during difficult periods of time."
Timely contact with senior supervisors provides addi-
tional modalities of support for junior doctors, partic-
ularly with regard to anxieties about limited training
opportunities and potential hindrances in career progres-
sion during this time. This is particularly true of surgical
trainees where cancellations of many elective operating
lists, clinics and reduced exposure to a variety of surgical
pathologies as a direct result of the pandemic threatens
a lower standard of training for aspiring surgeons. The
scope to explore these premises further with psycholog-
ical monitoring tools in the surgical environment could
serve as a guide to provide trainees with appropriate well-
being and support resources during challenging times.

MEASUREMENT
Eighteen surgical trainees within a Burns and Plastic
Surgery department in Manchester, UK, were included
in the project; this comprised 9 specialty registrars and
9 core surgical-level trainees. Core surgical-level trainees
had recently embarked on their surgical training careers
(previously known as senior house officers) and therefore
were less experienced in the field of plastic surgery as
compared their specialty registrar counterparts. Specialty
registrars had completed their core competency surgical
training and were on the plastic surgery specialty training
programme. The majority of trainees were redeployed to
ICU, ED or medical wards. The intervention period coin-
cided with changes to standard working schedules for
doctors within the plastic surgery department due to the
COVID-19 pandemic.

Data were collected between April and July 2020.
Trainees completed an online quantitative survey
at approximately 2-3 weekly intervals. A I14-point

psychometric scale aimed at measuring symptoms of
anxiety and depression, the Hospital Anxiety and Depres-
sion Scale (HADS)"' was completed by each trainee. This
was completed a total of 4 times by trainees during the
course of the project. The HADS comprised seven items
to screen for anxiety symptoms and seven items to screen
for symptoms of depression, taking an average time of 2-5
minutes to complete. A total score of 07 was regarded
as ‘normal’, 8-10 as ‘borderline abnormal’ and 11-21 as
‘abnormal’, this was calculated for each individual, every
time the survey was completed. The HADS tool has been
recommended by the National Institute for Health and
Care Excellence for diagnosing anxiety and depression.'?

Participants completed surveys anonymously and chose
not to reveal their age or gender due to the small sample
size of participants and this was respected by the project
leads.

The use of the HADS in this quality improvement
intervention was based on the premise that anxiety and
depression often coexist, and that anxiety often precedes
depression in response to a stressor. This has allowed
occupational health professionals to predict outcomes
in order to plan interventions for vulnerable employees
and prevent mental health morbidities."> The HADS has
been validated in many countries and languages, and
has been used widely for initial diagnoses of anxiety and
depression as well as monitoring the progression of these
disorders over time.'”'* This is an essential consideration
for tutors and/or educational supervisors in attempts to
provide a robust support network for their trainees and
a standardised modality in monitoring rates of mental
health in trainees during difficult times.

DESIGN

During the period of the intervention, both a core
surgical trainee-level doctor and consultant were assigned
as ‘well-being officers’ for the group and stood as the
first point of contact for trainees to reach out to. Well-
being officers maintained regular contact with all trainees
and ensured surveys were disseminated and completed
within the specified time periods. A personal depart-
mental psychologist maintained regular contact with
the consultant throughout the course of the project and
advised on well-being resources and offered individual
support for trainees, if required.

A ‘COVID-19 Care Package’ was provided for all trainees
(found in online supplemental materials section). This
included resources aimed at promoting good mental
health for trainees (see table 1). The care package
encouraged regular contact with the parent team via
weekly ‘zoom check-ins’, a doctors Whatsapp group main-
taining contact with peers, optional one-to-one sessions
with an assigned consultant supervisor, a 24-hour anon-
ymous employee well-being helpline as well as various
online mental health resources. All trainees received an
adequate induction regarding teaching and training in
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Table 1 'COVID-19 Care Package’ contents

Well-being resources
provided for trainees during
redeployment period

Sufficient training in new
job role

Clear job duties in a
standardised induction
programme

Weekly team meet on

Zoom with parent team to
troubleshoot issues/adverse
events

Assigned parent team
consultant first point of contact

Teaching and training in
new job role as part of

standardised induction
programme

Assigned supervisor and
who to contact for help

Established junior doctor
Whatsapp group open

for discussion regarding
experiences in jobs/personal
life

Appropriate escalation 24-hour employee mental
structure/strategies in place health helpline—6 sessions
of counselling offered if
appropriate following initial
assessment

Rota plan allowing
adequate rest between
shifts

Correct equipment and
uniform provided including
personal protective
equipment (PPE)

Direct contact numbers
provided for senior
colleagues/consultants

Suggestions for home anxiety/
stress-alleviating exercises

Free Calm/Headspace smart
phone applications access

Encouraging social media
contact with friend and family

their new job roles prior to the start date of the redeploy-
ment period.

These interventions were based on literature reviews
outlining that a lack of peer support predicts higher rates
of anxiety, depression and burn-out' ' and that predom-
inant risk factors for developing psychological comor-
bidites during these times include lack of social support,
maladaptive coping strategies and insufficient training’
in job roles.

Prior to this quality improvement project, there were
no formal pathways sign-posted for trainees in difficult
times; it was expected that trainees would consult with
their assigned educational supervisor if they required
additional support during times of work-related stress or
personal hardship.

STRATEGY

Plan-Do-Study-Act (PDSA) cycle 1

Interventions aimed to increase mental health well-
being and provide junior doctors with adequate coping
resources over the period of redeployment due to the
COVID-19 pandemic. Participants were recruited for the
quality improvement project and an online survey was

created and disseminated to participants. The aims were
to measure rates of anxiety and depression in participants
and to promote utilisation of resources in the ‘COVID-19
Care Package’ to promote good mental health during this
period of time.

PDSA cycle 2

Result analysis found that the average anxiety score
across trainees was high. Feedback found that partici-
pants were not filling in all aspects of the survey. Zoom
meetings were held and participants were encouraged to
engage with the intervention in all aspects and to use the
resources provided to promote adequate coping strate-
gies and promote good mental health. Well-being officers
checked in regularly with all participants during working
hours and raised awareness of weekly zoom meetings.

PDSA cycle 3

It was hypothesised that raising awareness and benefits of
weekly ‘check-ins’ with the parent team would encourage
more participants to engage with the process and contents
of the ‘COVID-19 Care Package’. These resources were
disseminated within the workplace by well-being officers
and this was reflected by an increasing number of partic-
ipants attending weekly zoom support meetings. Feed-
back from participants highlighted that they valued these
sessions and that it relieved their stress levels. It was clear
that anxiety levels remained high as an average, therefore
participants were encouraged to use resources such one-
on-one support sessions with the consultant supervisor
as well as the 24-hour employee helpline with a view to
arranging structured counselling service on an individual
basis.

PDSA cycle 4

Results analysis showed that all aspects of the ‘COVID-19
Care Package’ were being used more frequently by partic-
ipants. Individual feedback suggested that although
weekly meetings were very valuable, these may be more
well received on a monthly basis and that this should be
incorporated on a long-term basis for all trainees, and not
just during times of hardship, due to the positive mental
health impact it had on trainees.

RESULTS

The survey, which included the HADS, was completed by
each plastic surgery trainee a total of 4 times during the
period of intervention.

Scores higher than 8.0 were defined by the HADS as
‘cases’, indicating a ‘borderline abnormal case’ (please
see online supplemental file 2).

The average anxiety scores for plastic surgery trainees
were 8.0, 8.8, 7.1 and 8.1 and depression scores were 6.5,
6.4, 6.5 and 5.4. Therefore, the trend of ‘anxiety scores’
with each successive survey completed showed high initial
scores, which reduced over a period of 6 weeks. These
scores then increased once more towards the end of the
project. Trends for ‘depression scores’ were persistently
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Figure 1 Comparing average anxiety and depression scores
between plastic surgery trainees throughout project period.

below the diagnostic threshold throughout the project
period, with average scores for trainees remaining similar
and then decreasing towards the end of the intervention
period. These results are shown in figure 1.

Core surgical-level trainees were found to show higher
scores for depression and anxiety throughout the course
of the quality improvement projectas compared with their
registrar counterparts (average scores of 8.5 and 7.6 for
core surgical-level trainees; average scores of 6.2 and 5.3
for registrars, for anxiety and depression, respectively).

All trainees utilised the ‘COVID-19 Care Package’
resources, with the majority turning to online platforms to
stay in touch with family and friends, regular exercise and
tuning into weekly zoom meetings with their colleagues.
The use of most resources within the ‘COVID-19 Care
Package’ increased throughout the project, as can be
evidenced by figure 2. Towards the end of the project, a
smaller proportion of trainees used the one-to-one super-
visor sessions with an assigned consultant and the 24-hour
employee and well-being confidential helpline.

43.8% of doctors stated they had subjectively experi-
enced greater amounts of stress at work or within their
personal life since the announcement of the COVID-19
pandemic.

62.5% of trainees believed they were well supported
by their parent teams during this time of hardship. 81%
of respondents stated they believe it is important to have
regular check-ins with work colleagues during difficult
times, with 81.2% suggesting these should be held on a
1-monthly basis.
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Figure 2 Trainees use of resources provided by ‘COVID
Care Package’ throughout project period.

LESSONS AND LIMITATIONS

This quality improvement project shows that the average
anxiety scores in junior surgical doctors exceeded that as
regarded as ‘normal’ as predicted by the HADS. This can
be assumed to be due to the burden of the COVID-19
pandemic, however, it is difficult to draw causative infer-
ences due to multiple confounding factors and a small
participant sample size. Due to the sensitive nature of the
project as well as the high turn around of doctors rotating
to new jobs, additional data could not be collected after
participants had left the department. Furthermore, it
was decided by well-being officers before the commence-
ment of the quality improvement project not to record
the age and gender of participants; this was requested by
participants prior to data collection and was respected by
the project leads. This was a recognised limitation in this
intervention and it would be suggested by the authors that
similar studies conducted on a larger scale could further
explore differences in mental well-being in doctors with
consideration to their age, gender as well as other demo-
graphics.

CONCLUSION

Providing a strong support system for trainees is imper-
ative in ensuring that our doctors are not overwhelmed
as a result of this volatile time in their careers. This can
adversely affect the ability of doctors to provide optimal
patient care and directly lead to sickness and absences
within the workplace. Analyses showed junior surgical
colleagues were more likely to become overwhelmed,
overworked and experience higher rates of anxiety and
depression as compared with their senior colleagues. It is
clear from the findings in this small observational project
that junior trainees may be more adversely affected by
new and unfamiliar challenges in the workplace. This
could be due to less working experience overall and
possibly limited confidence, however, this provides scope
for similar studies to be conducted on a larger scale in
order to make more robust inferences on these matters.

A ‘COVID-19 Care Package’ was well received by all
trainees in this project. Feedback suggests that surgical
trainees value well-being support efforts with monthly
check-ins with their peers via the platform of ‘zoom’.
Participants stated that the implementation of the
‘COVID-19 Care Package’ encouraged cohesiveness
within the group, facilitated the formation of meaningful
relationships with their colleagues and seniors alike, and
these measures reduced subjective stress levels during this
period of hardship. These outcomes were highlighted
specifically by doctors recently moving to the United
Kingdom from overseas with no direct support from
friends and family members.

The authors of this communication believe it is prudent
that this cohort of doctors are followed up in terms of
residual symptoms of stress, anxiety and depression. The
implementation of further national lockdowns since the
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completion of the project should dictate the requirement
for regular monitoring for symptoms of these disorders.

The continued use of an appropriate psychometric scale
to measure rates of anxiety and depression following such
events can furthermore be utilised by departmental leads
to plan mental health resources for their employees; this
can be replicated and applied nationally within the NHS.
Although beyond the scope of this work, it is suggested
that participants ought to be screened for symptoms of
post-traumatic stress disorder (PTSD); this has been high-
lighted by recent studies in China showing an increased
incidence of PTSD among healthcare staff working on
the frontline during the early phases of the pandemic.'”*®

Surgical trainees seek a structured well-being support
system which should be incorporated for all junior
doctors to promote well-being and support throughout
the surgical training curriculum, not only during periods
of hardship. As a recognised highly demanding vocation,
junior doctors should have access to appropriate mental
health facilities. Perhaps resources to promote well-being
in trainees and regular contact with the parent team
should be incorporated into induction programmes for
all junior doctors within the NHS.
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