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Abstract

Rationale, Aims, and Objectives: Addressing wellbeing among learners, faculty, and staff

during the COVID-19 pandemic is a challenge for many clinical departments. Continued

and systemic supports are needed to combat the pandemic's impact on mental health and

wellbeing. This article describes an iterative approach to conducting a needs assessment

and implementing a COVID-19-related wellness initiative in a psychiatry department.

Methods: Development of the initiative followed the Plan-Do-Study-Act (PDSA) quality

improvement cycle and was informed by Shanafelt and colleagues' framework for

supporting healthcare workers during the COVID-19 pandemic. Key features included

the establishment of a Wellness Working Group, the curation of relevant resources on

the Department's website, and the deployment of regular, monthly surveys that informed

the creation of further supports, such as a weekly online drop-in support group.

Results: Survey response rates ranged from 22% to 32% (n= 90-127) throughout our ini-

tiative. Across multiple surveys, approximately 80% of respondents reported feeling

supported or very supported by the Department, and 90% were satisfied or very satisfied

with the quantity and quality of information provided. Our support group and resources

page were accessed by nearly one-quarter and one-third of respondents, respectively,

with satisfaction rates of 81% or higher. Consistent with the Department's mandate,

ensuring equity was a key focus of the Working Group throughout its operations.

Conclusions: There is potential for this model to be scaled to create a faculty-wide,

institution-wide, or regional approach to addressing wellbeing. Other departmentsmay also

wish to adopt similar approaches to supporting their members during this challenging time.
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1 | INTRODUCTION

The COVID-19 pandemic has placed an immense strain on healthcare

systems around the world. Frontline clinicians have had to be nimble

in adapting to a growing volume of patient care while coping with rap-

idly changing clinical guidelines and unfamiliar working environments.1

Potential exposure to the virus has led to heightened anxiety around

providing clinical care, and in some cases, moral distress and injury.1,2

Physicians who are not on the front lines have also experienced

disruption, with many having to transition to providing virtual or dis-

tanced care or contend with the possibility of redeployment.3 In a

study of healthcare workers during the COVID-19 pandemic, specific

concerns reported by physicians and other frontline healthcare

workers included access to personal protective equipment, exposure
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to the virus at work and transmission to family members, inadequate

access to testing, uncertainty about organizational support should

they become ill, access to childcare, support for other personal and

family needs, redeployment, and a lack of access to up-to-date infor-

mation and communication.4

Besides faculty, clinical departments at academic centres com-

prise diverse members from a multitude of professional backgrounds

whose lives have also been altered by the pandemic.5 Examples

include researchers, whose research programs have been put on hold

or who have had to pivot quickly to alternate forms of data collection;

learners whose education has been rapidly transitioned to an online

format; and support staff whose roles may have been changed or

adjusted. Working conditions have dramatically changed as many indi-

viduals are now working from home where there may be less separa-

tion between work and personal time.6

More than ever, the onset of the COVID-19 pandemic has reinforced

the need for continued and systemic efforts to create a healthy workplace

environment and facilitate wellbeing.1,7 As one of the basic units of institu-

tional organization, academic departments have a duty to support their

members through times of difficulty. However, to date, much of the focus

has been on adaptations to meet the needs of learners as opposed to

faculty and staff.5 Moreover, the acuity and rapid evolution of the

COVID-19 pandemic have likely made it challenging for some programs

and departments to conduct needs assessments related to their members'

psychological wellbeing and respond adequately to any identified con-

cerns. These represent important gaps in both the literature and in prac-

tice that need to be addressed in order to ensure the sustainability of the

healthcare and academic workforce during these challenging times.

In this article, we use the Plan-Do-Study-Act (PDSA) quality

improvement cycle8 to describe an iterative approach to conducting a

needs assessment and implementing a COVID-19-related wellness ini-

tiative in a psychiatry department. The overarching goal of our initia-

tive was to maintain an up-to-date pulse on Department members'

needs as they evolved throughout the pandemic, as well as to inform

broader supports within the Department. Recognizing our role as a

psychiatry department and anticipating significant and widespread

mental health-related issues due to COVID-19, we felt a responsibility

to be prepared, knowing that others could be looking to us to provide

expertise. Mobilizing quickly was important given the rapid onset of

the pandemic and the lack of an existing knowledge base to draw

upon. In disseminating our approach to promoting departmental

wellbeing during a global pandemic, we hope that other departments

and institutions can use our experiences as a model to help inform

needs assessments and support programs in their own contexts.

2 | METHODS

2.1 | Context

The Department of Psychiatry and Behavioural Neurosciences (DPBN)

at McMaster University is a clinical department comprising approxi-

mately 400 members. The Department is home to clinical and non-

clinical learners and faculty, as well as a range of research and support

staff. The DPBN has made a commitment to the deliberate fostering of

wellbeing for all faculty, learners, and staff. Wellness is a key component

of the Department's equity, diversity, and inclusivity (EDI) mandate, and

is in the portfolio of the Vice-Chair of the Department.

2.2 | Evaluation framework

The PDSA cycle was originally conceptualized by Shewhart and Deming

for application to quality improvement processes in industry.8 Over the

years, it has increasingly been applied to healthcare settings to address

complex clinical problems in a systematic manner.9 The model consists

of four components (plan, do, study, act) that mirror the various stages

of the scientific method.8 We selected PDSA as our evaluation frame-

work because of its focus on an iterative cycle of development,8 an ele-

ment we felt was critical to the success of our initiative (see Figure 1). A

criticism of PDSA has been that reporting of initiatives tends to be

vague and lacking in the contextual details needed to understand its

effectiveness.8 Thus, in writing this article, we used SQUIRE 2.0 as a

guideline to ensure clear reporting and improve the ease with which our

initiative can be adopted in other contexts.10

2.2.1 | Plan

Shortly after the onset of the pandemic in March 2020, the DPBN

quickly mobilized to convene a COVID-19 Wellness Working Group. An

open call for members was sent out, allowing all interested parties

within the Department to take part. Initially, the group consisted of

17 members, including administrators, clinician-educators in both psy-

chology and psychiatry, learners, and PhD-trained researchers, and met

virtually on a weekly basis to establish a plan for supporting Department

members during the pandemic. We decided early on that the deploy-

ment of monthly surveys to gauge departmental needs and the curation

of a new resources page on the DPBN website would be core foci of

theWorking Group. Meetings also provided members with the opportu-

nity to share site-specific updates, discuss topics of interest (eg, news

articles related to the pandemic), and recommend action items.

2.2.2 | Do

We divided and distributed tasks among members with the available

time and expertise, as Working Group members volunteered their

time and did not have their workload reduced as a result of their par-

ticipation. A core group of members trained in assessment and

research methods worked together to produce drafts of the surveys,

which were shared with other members for input. These questions

were based on hypothesized issues of concern to Department mem-

bers and were refined with each iteration of the survey. Another sub-

group worked together to curate COVID-19-related resources for

inclusion on the DPBN website, including communication updates,
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useful links from professional organizations, and articles on clinical

practice, education, research, and wellbeing. Technical aspects of this

work (ie, updating the website) were supported by administrative staff

within the Department. Following the first set of survey results, we

convened a weekly online drop-in support group, which was facili-

tated by the Chair of the Working Group (also the DPBN Vice-Chair),

a senior resident, and on one occasion, a clinical psychologist. We also

formally connected with both hospital- and faculty-based wellness

support services to ensure the coordination of resources.

2.2.3 | Study

Regular, anonymous, web-based surveys programmed in LimeSurvey

and sent to all Department members via the DPBN listserv were criti-

cal for understanding members' needs as they evolved during the pan-

demic. Surveys were sent out approximately once every month for

3 months. In addition to evaluating members' level of satisfaction with

the supports being offered and inviting suggestions for improvement,

the surveys also provided a way of monitoring members' current

stressors, levels of coping, and mental wellbeing using a combination

of locally developed items and the Short Warwick-Edinburgh Mental

Wellbeing Scale11 (see Appendices S1, S2, and S3). Each survey con-

tained a mix of open- and closed-ended response options and was

kept relatively short (ie, 5 minutes) so as to maximize participation. As

noted earlier, the survey was modified at each iteration to ensure that

the topics remained relevant as departmental needs evolved. Certain

questions (ie, related to coping, stressors, and wellbeing) were kept

consistent to allow comparisons of responses across time.

2.2.4 | Act

The results of each survey were summarized using descriptive statis-

tics and taken back to the Working Group for discussion. They were

subsequently shared with departmental leadership, who provided a

high-level summary at monthly Department meetings. Specific action

items were developed following each survey, representing an iterative

feedback loop. For example, the establishment of the support group

was the direct result of a need identified by the first survey. As needs

evolved and participation waned, the group was moved to a biweekly

format and later put on hold. The Working Group continued to sup-

port Department members in other ways, such as by sharing links to

online resources, other peer support groups, and telephone helplines.

2.3 | Theoretical framework

In addition to the PDSA cycle, Shanafelt and colleagues' framework4 for

supporting healthcare workers during the COVID-19 pandemic was

used as a sensitizing concept12 to help guide the development of our

needs assessment and initiative from a theoretical perspective. This

framework, which is based on evidence from listening sessions with

69 healthcare workers during the COVID-19 pandemic, recommends

the following five levels of support: hear me, protect me, prepare me,

support me, and care for me.4 Thus, our approach to supporting Depart-

ment members during the COVID-19 pandemic was designed to hear

their concerns through an iterative data collection process; support

members by offering a weekly online drop-in support group and con-

necting them with relevant resources; and care for members by recog-

nizing the broader challenges that they were facing during the pandemic

(eg, related to childcare). In Shanafelt and colleagues' framework,4

protecting and preparing are related to ensuring members' physical safety

and providing rapid training to prepare members for the clinical care of

patients during COVID-19, which were not directly within the purview

of our Working Group. Nonetheless, where possible, we attempted to

connect Department members with the appropriate resources (eg, from

our hospital partners) to help address these issues.

3 | RESULTS

Survey response rates ranged from 22% to 32% (n = 90-127)

throughout our initiative. As shown in Table 1, a range of stressors

F IGURE 1 Schematic of the
PDSA cycle as it applied to the
development and deployment of the
DPBN COVID-19 Wellness Working
Group
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was identified that ebbed and flowed throughout the course of the

pandemic. Early concerns were mostly related to addressing clinical

issues and providing safe patient care during COVID-19, as well as

the need for rapid information sharing. Department members, espe-

cially those with a role in clinical care, were concerned about contract-

ing the virus and/or transmitting it to their families. As the pandemic

waned on and safety protocols were established, fears around con-

tracting and transmitting the virus became less pronounced and were

replaced by the effects of a loss of routine/structure and difficulty

maintaining productivity. Department members also reported being

challenged by a loss of income due to reduced clinical loads, childcare

issues, and loneliness. During the summer months, when there was a

brief relaxation of pandemic restrictions, respondents reported con-

cerns around return-to-work protocols and uncertainty about what

the future would hold.

Across multiple surveys, approximately 80% of respondents felt

supported or very supported by the Department, and 90% were satis-

fied or very satisfied with the quantity and quality of information pro-

vided. Nearly a quarter (23%; n = 15) reported attending the support

group at least once, with an average of 3 to 12 participants per meet-

ing. Close to a third (29%; n = 37) of respondents reported accessing

the online resources page. Department members who made use of

the aforementioned resources found them to be helpful (81% and

100%, respectively); however, even members who did not use them

commented that they felt reassured knowing that supports were

available should they be needed.

Supports evolved to remain current with Department members'

needs during the pandemic. A detailed online resources page was cre-

ated at the onset of the pandemic when the need for rapid informa-

tion sharing was highest. The resources on this page were refined and

condensed over time to ensure they remained up-to-date and reflec-

tive of the best available evidence. The support group was also most

useful in the first few months of the pandemic, as it gave participants

a chance to share emotions such as sadness, guilt, anger, loneliness,

fear, and uncertainty, as well as experiences, such as the challenges

with providing virtual care or difficulty dividing time between work

and home. Participants also discussed silver linings, such as pleasures

to look forward to and examples of resilience, self-compassion, and

renewed optimism. Facilitators encouraged participants to share

strategies for managing wellbeing during the pandemic, some of which

included making a schedule to support work-family integration,

starting a new hobby or making time to work on existing hobbies,

humour, online games to play with friends and relatives at a distance,

and healthy venting. Participants also discussed how they might help

others during the pandemic and curated a list of community

resources. Attendance at the support group waned approximately

6 months into the pandemic, at which time the Working Group

decided to transition efforts into the provision of continued support

in the form of relevant online resources, other peer support groups,

and telephone helplines.

An unintended consequence of our approach to supporting

departmental wellbeing during the COVID-19 pandemic was that our

surveys revealed not only concerns related to the pandemic, but also

other departmental and societal issues affecting members' wellbeing.

One example was the Black Lives Matter Movement, which had led to

a renewed focus on EDI. In light of their importance, these issues

became part of the conversations had by the Working Group. An area

of focus was ensuring equity within the Working Group's own prac-

tices by expanding membership to include diverse voices, making sup-

ports available at multiple time points to increase accessibility, and

coordinating with other groups aimed at promoting EDI in the Depart-

ment such as the Indigenous Mental Health Working Group and the

LGBTQ2S+ Working Group. We also provided Department members

with individual support options (eg, online resources, telephone

helplines) in case they were not comfortable accessing group-based

supports due to concerns about privacy and confidentiality.

4 | DISCUSSION

This article used the PDSA quality improvement cycle8 to describe an

iterative approach to conducting a needs assessment and

implementing a COVID-19-related wellness initiative in a psychiatry

department. From a theoretical perspective, our approach was guided

by Shanafelt and colleagues' framework4 for supporting healthcare

workers during the COVID-19 pandemic, which consists of the fol-

lowing five levels of support: hear me, protect me, prepare me, sup-

port me, and care for me.

TABLE 1 Key pandemic-related concerns reported by participants

March 2020 Survey (n = 127

respondents) April 2020 Survey (n = 109 respondents) May 2020 Survey (n = 90 respondents)

• Primary concerns related to addressing

clinical issues and providing safe

patient care during COVID-19

• Participants also stressed the need for

regular communication updates, as

well as strategies for supporting

themselves and others during the

pandemic

• Top three stressors were:

Loss of routine/structure (57%)

Difficulty maintaining productivity (53%)

Loss of income (34%)

• Other stressors included:

Fear of contracting COVID (30%)

Loneliness (26%)

Fear of passing on COVID (25%)

Childcare issues (18%)

Impact on academic career (11%)

• The majority of participants reported

that compared to a month ago, they

were more affected by childcare issues

and returning to work

• They were less affected by fear of

contracting COVID

• They were equally affected by loss of

routine/structure, difficulty maintaining

productivity, loss of income, loneliness,

and impact on academic career
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Overall, we consider our needs assessment and initiative to have

been a success. While our survey response rates reflected only a quarter

to a third of our Department, this engagement is higher than we have

experienced with other Departmental initiatives and should be consid-

ered in light of the many demands on members' time, as well as the

relaxation of pandemic restrictions in the summer months of 2020. The

supports we provided were well received by those who responded to

the survey, with some respondents noting that they did not experience

this level of support from other Departments to which they are

appointed. Furthermore, aside from Working Group members' time

administrative support with respect to scheduling meetings and updating

the website, this initiative was not associated with any other costs and

may therefore be feasible to implement in lower-resource settings.

Several contextual factors were important in ensuring the success

of our initiative. Although the stressors uncovered during our needs

assessment were similar to those reported in other articles,4,7 the iter-

ative nature of our approach identified how quickly needs could shift

over time and helped ensure that supports remained relevant over

time. Another factor that critical for ensuring success was the engage-

ment of stakeholders in the dissemination of findings. Having senior

leaders share the survey results and resulting action items at Depart-

ment meetings showed members that their input was valued and con-

tributed to their willingness to continue sharing their opinions in

subsequent surveys. A third factor was the Working Group's coordi-

nation with other units, which helped streamline the provision of ser-

vices and ensure the long-term sustainability of our initiative. Finally,

a number of Department members and support group members were

licensed therapists, which was helpful for ensuring the success of the

support group and coordinating with hospital- and faculty-wide

supports.

Like any initiative, ours is not without limitations. The Working

Group felt that anonymous responses were the best way of ensuring

that respondents would feel comfortable sharing their opinions; how-

ever, this meant that we were unable to track individual responses

over time or to recommend individualized supports based on partici-

pants' responses. We attempted to mitigate this challenge by provid-

ing options for one-on-one support at the end of the surveys and

through regular communication updates. Furthermore, it was not pos-

sible to gauge how representative our samples were of the Depart-

ment as we did not collect demographic information for

confidentiality reasons. We do not know if the characteristics of those

who responded to the survey differed from those who did not

respond.

Moreover, we recognize that some Department members did not

access the supports provided (eg, the support group) because they did

not feel comfortable sharing personal issues with colleagues. Our sur-

vey responses suggested that privacy and confidentiality were a con-

cern among fewer than 20% of respondents; however, these issues

are nonetheless important and remain a topic of ongoing discussion

within the Working Group. Finally, it is possible that departments

without access to trained facilitators or whose institutions do not

actively promote mental health may find it more challenging to imple-

ment initiatives of a similar nature.

Next steps for the Working Group include discussing ways in

which it can continue supporting the Department in the coming

months, particularly given that many countries, including Canada,

are facing second and third waves of the pandemic, and will likely

be faced with other global health crises in the future.13 The Work-

ing Group has recently become a more permanent fixture of our

Department through the development of terms of reference that

will enable it to tackle issues related to wellbeing more broadly. We

are currently working on convening a speaker series that can help

create opportunities for connectivity and provide Department mem-

bers with additional strategies for maintaining wellbeing. Although a

more concerted effort will be required to address broader stressors

such as childcare, we have been encouraged by our membership to

invite speakers with expertise in child psychology and wellbeing so

as to initiate a conversation on ways of supporting family wellbeing

among members of our Department.

There is also the potential for our model to be scaled in order to

create a faculty-wide, institution-wide, or regional approach

to addressing wellbeing. An area of interest has been the establish-

ment of a regional mentorship and support network that could see

support expanded beyond the institution. Such an initiative could

increase the capacity to provide support and help address issues of

confidentiality as participants would be less likely to have existing

professional relationships with one another. The Working Group also

remains focused on how it can continue to promote EDI through its

membership, operations, and collaboration with other groups.
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