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Abstract
This narrative review aims to summarize initiatives developed during the COVID-19 pan-
demic to support healthcare workers’ emotional well-being within the context of a pre-
existing framework of occupational mental health guidelines. This occupational mental 
health framework integrates principles from multiple disciplines to optimize prevention 
and management of mental health issues among employees. We conducted an online search 
on Medline/PubMed, Cochrane Library, and Embase for studies that reported on design or 
execution of medical institution-based interventions, aiming to support healthcare worker 
mental health during the COVID-19 pandemic. Inclusion criteria was intentionally broad 
in order to incorporate as many types of interventions at varying stages of development or 
evaluation. We included 31 studies in our review that reported on newly designed psycho-
logical support interventions for healthcare workers (HCW) during the COVID-19 pan-
demic. We found that most programs commonly supported HCW mental health through 
offering one or more of the following initiatives: expanded basic need resources/services, 
additional workplace training programs that bolstered professional preparedness while also 
indirectly boosting HCW emotional health, and/or expanded psychological support pro-
grams, such as peer support programs, psychoeducational or counseling services. Most 
programs, however, did not consider methods to ensure program longevity or sustainabil-
ity. The COVID-19 pandemic has underscored the acuity of HCW mental health issues and 
is likely to leave long lasting mental health strains among HCW. This pandemic is a critical 
point in time to catalyze much needed progress in reducing stigma and expanding HCW 
mental health care access.
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Introduction 

The COVID-19 pandemic has generated an unprecedented global health crisis. In the face 
of volatility and uncertainty, health care workers (HCW) continue to provide care under 
physically and emotionally stressful conditions that continue to evolve in parallel with 
the changing landscape of the pandemic itself. HCW, facing sustained periods of acutely 
stressful conditions and workplace environments, are at higher risk of burnout, chronic 
psychological distress, and post-traumatic stress, along with other mental health com-
plications of varying severity, persisting for many years. The mental health strain of the 
COVID-19 pandemic on HCW has emerged as a global concern. The growing body of data 
on the negative impacts of COVID-19 on HCW mental health emphasizes the need for the 
evaluation and development of effective, sustainable interventions that can address both 
acute and long-term concerns, during and beyond the pandemic [1, 2].

Recently published literature outlines the expansion of medical institution-based ini-
tiatives supporting HCW emotional well-being and resilience during the COVID-19 
pandemic; however, qualitative data on the efficacy of these training programs and inter-
ventions remains relatively sparse [3]. This review attempts to consolidate the published 
literature on mental health interventions and emotional support programs developed for 
HCW during the COVID-19 pandemic, showcasing the global surge of creativity and com-
mitment to addressing HCW mental health needs under unprecedented circumstances. Pre-
vious reviews have evaluated and/or compared the efficacy and utility of select programs 
developed during the COVID-19 pandemic and previous epidemics [4–7]; however, these 
reviews evaluate the quantitative data available, which are limited and based on small 
cohorts studied for short periods of time. This narrative review, however, to our knowledge, 
adopts a unique lens, which evaluates a broad body of literature published on HCW mental 
health interventions specifically designed in response to COVID-19.

Additionally, rather than attempt to compare limited quantitative data that measures dif-
ferent variables across studies, we seek to evaluate these initiatives under the umbrella of a 
pre-existing definition of mental health and occupational mental health guidelines proposed 
by LaMontagne et  al. [8]. This occupational mental health framework unites principles 
from the domains of occupational health and safety, organizational or positive psychology, 
and medical/illness-focused techniques for mental health treatment. The framework sug-
gests that the greatest mental health benefits for working populations is achieved through 
interventions that simultaneously “protect” mental health by alleviating work-related risk 
factors, “promote” mental health by encouraging positive aspects of work along with work-
ers’ strengths, and “address” mental health problems independent of whether the cause is 
directly attributed to the workplace. Using this framework to categorize the reviewed ini-
tiatives, we aim to identify key components that promote sustainable and effective mental 
health initiatives that holistically address HCW mental health needs during the COVID-19 
pandemic and beyond.

Methods

We conducted an electronic search in Medline/Pubmed, Cochrane Library, and Embase. 
Digital search keywords included “healthcare worker OR professional OR provider,” 
“mental health services OR program OR service,” “mental health,” “mental disorders,” 
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“resilience,” and “COVID-19.” To broaden results, we also utilized the PubMed Mesh key-
word tool with Mesh keywords including “COVID-19,” “health personnel,” “Betacorona-
virus,” “coronavirus infections,” “mental health,” “mental health services,” “occupational 
stress,” “stress, psychological,” and “resilience, psychological.” We also found additional 
studies through the reference sections of identified papers. Our study inclusion criteria 
were intentionally broad. Identified studies met criteria if they reported on an intervention 
that aimed to improve HCW mental health during COVID-19 and were published between 
April 2020 to April 2021. We included studies even if they were still evaluating interven-
tion efficacy or had ongoing trials. We excluded all mental health interventions that were 
not designed during the COVID-19 pandemic and studies that were not published in Eng-
lish. We included 31 studies of interest in the following review, which represented a diverse 
array of interventional designs. A geographical breakdown of the studies is found in Fig. 1. 
Following the framework presented by LaMontagne et al. we subsequently organized the 
studies under the following categories: harm prevention, illness-focused approach to men-
tal health management, and promotion of positivity, which is further elaborated on in the 
following results section (See Table 1) [8].

Results

Harm Prevention

The first arm of LaMontagne et al.’s framework, harm prevention, draws from the princi-
ples of public health and psychology. According to LaMontagne et al. effective forms of 
harm prevention aim to simultaneously reduce jobs stressors while also promoting work-
ers’ capabilities to overcome work-related stressors. Programs that address HCW basic 
needs could be classified as “harm prevention” initiatives, since they seek to decrease the 
incidence of work-related mental health problems through modifying the workplace envi-
ronment to reduce work-related risk factors, along with personal risk factors that extend 
beyond the workplace proper [8].

Fig. 1  HCW workplace mental health interventions by region
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Feedback collected by Chen et al. in fact, shows that HCW are less willing to engage 
in other forms of psychological support resources if their basic needs are not met, consist-
ent with Maslow’s hierarchy of needs [9, 10]. At a New York medical institution, listening 
sessions revealed that HCW concerns primarily related to basic professional and personal 
needs, including access to PPE, potential exposure to COVID-19, access to expanded child-
care, and additional training if redeployed to new units [11]. Shanafelt et al. summarized 
these concerns in the form of 5 general HCW requests to their institution: “hear me, protect 
me, prepare me, support me, and care for me.” These findings underscore the notion that 
psychological support is most effective and well received when embedded within a larger 
network of resources that meet HCW basic, professional, and personal needs, coupled with 
active, ongoing dialogue between HCW and hospital leadership [11].

The reviewed institutional initiatives to address HCW basic needs included food and 
alternative housing provisions, assistance with transportation, childcare, and expanded 
workplace rest spaces. A tertiary hospital in China adopted some unique strategies, helping 
staff film their daily work routines to share with family members who were concerned with 
their relatives’ safety, along with training HCW on how to manage psychological prob-
lems experienced by patients [10]. One institution even piloted a “PPE portrait” program, 
whereby HCW received self-portrait picture stickers that could be placed over their PPE to 
lessen the obstacles PPE introduce in connecting and building rapport with patients [12]. 
In another case, one institution complemented expanded education on PPE with access 
to expedited COVID-19 testing [13]. Another hospital readjusted shift schedules to help 
HCW more easily adapt to new units and protocols [14].

Expanding HCW rest spaces was another attempt to meet HCW basic needs [e.g. 15]. 
Relaxation spaces within the workplace can cultivate connection and casual peer debrief. 
One institution equipped staff rest spaces with mood boards for anonymous emotional 
expression, soft, relaxed furnishing, inspirational messaging, green plants, and mindful-
ness resources [16]. Another institution, similarly, created multisensory “recharge rooms,” 
which HCW could reserve individually for 15 minutes. Researchers found that these rooms 
were able to produce significant reductions in short term perceived stress [17].

Training-based intervention also falls under the category of harm prevention, since 
training programs provide HCW with skills to better cope with work-related stressors in 
order to reduce workplace mental health risk factors [8]. In some cases, training focused 
on non-psychological skills. This form of intervention does not explicitly address HCW 
mental health, but enhances HCW skills, knowledge, self-efficacy, and emotional/men-
tal preparedness, which may collectively serve as protective measures for individual and 
organizational mental health.

In Pakistan, following simulation-based training with mock patients and mannikins, 
HCW reported feeling safer, less fearful, and more willing to participate in the management 
of COVID-19 patients [18]. A separate report in China, found that similar training programs 
improved measures, such as HCW assertiveness, mental preparedness, self-efficacy, internal 
locus of control and internal locus of responsibility [19]. Other institutions provided more 
traditional training programs and informational sessions to educate HCW directly on proper 
PPE usage [14, 20].

Illness‑focused Mental Health Management

In addition to “harm prevention” tactics, institutions also sought to expand access to men-
tal health treatment. Improved access to mental health/psychiatric treatment falls under 
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the second arm of LaMontagne’s integrated framework, namely medical/illness-focused 
approach to treat mental health disorders. As reflected in the reviewed literature, in order to 
effectively provide mental healthcare to HCW, institutions must take multiple steps, which 
include promoting mental health literacy, providing individuals with tools to self-identify 
common symptoms of mental health disorders, expanding mental health resources, and 
encouraging the use of these resources. 

Psychoeducational training can be considered a technique to increase mental health lit-
eracy. Reviewed papers that reported on psychoeducational training programs integrated a 
broad spectrum of strategies, which ranged from comprehensive signage to online screen-
ing resources and access to in person counseling and on-site rounding by mental health 
experts [21]. These programs were complemented by virtual and remote resources, which 
broadened mental health care outreach. Comprehensive psychological support programs 
aimed to normalize psychological distress following crisis and improve HCW coping skills 
[15].

Remote mental health resources are another technique described in some papers 
included in the review to broaden access to psychological support in order to encourage 
greater utilization of available resources. Telephone hot line services were one type of 
remote mental health care service offered, allowing HCW to connect with mental health 
experts and receive immediate emotional assistance, especially critical for individuals  
facing acute distress during traumatic workplace-related events [21]. Remote virtual and 
online modalities also more easily facilitate dissemination of mental health education 
material and resources to staff. Although the strength of digital learning platforms rela-
tive to other modalities has not been rigorously investigated, these modalities may reduce 
logistical and financial barriers, as well as provide users more flexibility and access to  
immediate help through portable, anonymous mechanisms [22]. In the UK, Blake et  al. 
designed a freely accessible online training package comprised of slides, which provide 
information on HCW moral injury, decision making, and links to external self-care and 
mindfulness resources. By giving HCW users the option to pick which information to 
review at their own pace, program creators sought to design a more personalized educa-
tional experience [23].

In France, experts also utilized the online program modality, but focused on teaching 
HCW about effective coping techniques. These investigators are evaluating the efficacy 
of an online cognitive behavioral therapy program, which is organized into 7 sessions, 
over the course of 8 weeks, and reviews topics like mindfulness, self-compassion, and 
emotional regulation [24]. Another group of researchers is evaluating the efficacy of 
an online Sudarshan Kriya Yoga program, consisting of self-paced online modules and 
interactive online sessions, through which HCW will learn breathing control techniques. 
The results to the aforementioned studies, to our knowledge, have not yet been published 
[24, 25].

In other countries, administrators utilized the digital modality in a distinct way, creat-
ing websites, which aimed to centralize resources on emotional well-being during the pan-
demic and update HCW on the latest information regarding COVID-19. Investigators in 
Spain gathered recommendations and support resources in a free website that was made 
accessible to HCW in a variety of languages. Resources ranged from daily news updates 
on COVID-19 to individual counseling outlets, and an assessment tool to self-monitor 
stress levels. The frequency with which users conducted self-assessments correlated with 
the intensity of the outbreak, particularly in territories where COVID-19 incidence and 
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mortality were higher [26]. In China, the national anesthesiology society created an online 
platform through which anesthesiologists could get free mental health consultations and 
access an online forum to receive answers from experts on infection control [27]. In other 
cases, new websites were designed for the purpose of consolidating institution-wide com-
munication and access to mental health services and resources [28].

Recently, mobile health applications have also gained popularity as a tool for promot-
ing personal health. During the COVID-19 pandemic, this format has also been adopted 
to develop mental health-focused applications for HCW. In Spain, administrators are 
assessing the efficacy of an app for HCW, which focuses on CBT and mindfulness tech-
niques and includes content on emotional skills, lifestyle behavior, work stress and burn-
out, social support, and practical tools. In addition to educational material, users also 
have access to mental health screening tools. The app also includes “temporal modules,” 
through which users will be prompted to answer questions, which are used to monitor 
mental health status and deliver personalized mental health resources based on user 
responses [22].

Another team of experts in New York City created a mental health-focused app, which 
included resilience-focused exercises that tracked user progress and provided personalized 
feedback. Users also had access to a private digital journal and various mental health sur-
veys, which were intended as tools to self-monitor emotional and mental states [29]. Simi-
larly, a group based in Australia created a mobile app that collected user feedback and uti-
lized an experience-based co-design approach to more effectively meet HCW needs. App 
designers conducted phone interviews and co-design workshops with HCW, and asked 
HCW for photos on the frontlines to capture their emotional experience [30]. More data 
is necessary to evaluate the efficacy of these mental health focused mobile health apps. 
Nevertheless, these initiatives offer innovative tools that allow for broader dissemination of 
mental health support.

Collectively, these reviewed initiatives, align with LaMontagne et  al.’s principles that 
illness focused mental health programs are most effective when they adopt a comprehen-
sive approach that minimizes obstacles to receival of care as well as provide alternative 
platforms through which individuals can independently self-screen and/or seek support.

Promoting Positivity

In addition to the importance of providing resources that utilize an illness focused approach 
to treat mental health issues, LaMontagne et  al. reinforces the importance of promot-
ing positivity among workers and acknowledging HCW strengths. This can be achieved 
through ensuring that workers find meaning within the workplace setting and actively build 
positive work relationships. A common approach observed across institutional programs 
to promote positivity among HCW involved including HCW in the process of interven-
tion design through town halls, frequent feedback sessions, or co-design workshops. In 
establishing HCW as important stakeholders in the design and execution of interventions, 
program administrators argue that HCW may also find more meaning and purpose in their 
professional responsibilities.

Peer support intervention is another method that promotes positivity and HCW strengths 
within the workplace. Rather than solely focus on mental health on an individual-level, 
peer support helps promote mental health on an organizational level through encouraging 
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stronger social support circles. Data, in fact, suggests that even informal peer support less-
ens HCW need for other more formal mental healthcare interventions [31]. Strong camara-
derie built around common goals makes peer interventions especially powerful in helping 
individuals emerge from shared traumatic experiences.

“Schwartz Rounds” may be considered a particular form of peer support, typi-
cally structured as a monthly 60-minute session with a panel of 3-4 staff members, 
who share personal experiences followed by a group-wide discussion facilitated by 
a trained expert. Schwartz Rounds have been previously proven effective in improv-
ing HCW patient compassion, teamwork, and psychosocial well-being. Experts have 
suggested that shorter interval Schwartz Round-like interventions could improve 
HCW mental health during the COVID-19 pandemic [32, 33]. A medical institu-
tion in NYC created a peer support program closely resembling the Schwartz Rounds 
structure. Trained facilitators led department-specific, virtual 30-minute sessions, 
whereby clinical and non-clinical staff reflected on workplace challenges and 
resilience-enhancing techniques based on principles adopted from cognitive behav-
ioral and group-problem solving therapy. Larger virtual town hall sessions were 
followed by dedicated question and answer time focused on stress/anxiety manage-
ment, trauma, loss, grief, self-care, and emotional well-being strategies. Research-
ers note that these open discussion formats also allowed facilitators to stay updated 
on HCW evolving concerns, and adjust their support programs in a timely manner 
[34]. Another New York City medical institution developed a peer co-led workshop, 
consisting of facilitated discussion around evidence-based resilience factors. These 
workshops were one cornerstone of a Center that was founded in order to sustainably 
provide resilience-focused education and mental health supports to its institutions’ 
employees [35]. In China, administrators offered HCW a Balint group session once a 
week, which, similar to Schwartz Rounds, provides structured peer support under the 
guidance of a trained facilitator [36].

Unlike the peer support initiatives above, whereby peer support discussions are 
facilitated by trained facilitators, other institutions created peer support programs that 
independently paired HCW based on personal and professional similarities. At one 
institution, experts adopted the “Battle Buddy” system from the United States Armed 
Forces. In this model, each HCW is provided with pocket cards containing resources 
on how to best support each other through potential stressors their peers may encoun-
ter. This framework has already been proven effective within the military setting where 
it was shown to reduce army suicide rates [37]. If battle buddies recognize their peers 
are experiencing more severe psychological symptoms or distress they can encourage 
one another to seek professional support through the additional institutional mental 
health resources available [38]. In all the aforementioned reviewed peer support initia-
tives, HCW also had access to formal mental health counseling.

Social media has also played an instrumental role in the development of HCW peer 
support groups by connecting the global healthcare community and providing broad 
access to mental health treatment. A medical institution in Iran used social media 
to connect trained senior medical students with junior medical students, in order to 
help the younger students better cope with the stress of the COVID-19 pandemic 
[39]. Moreover, a group of international Chinese-speaking mental health experts, 
established a peer-to-peer psychological support program and crisis intervention 
for Wuhan HCW through the popular social media application, WeChat. Volunteer 

238 Psychiatric Quarterly (2022) 93:227–247



1 3

mental health experts provided positive affirmation via the application and dissemi-
nated psychological support tools. HCW were encouraged to reach out for support 
through the application either by using the group chat or individually contacting one 
of the volunteers on duty [40]. The promotion of positive well-being through peer 
support may also promote a sense of self sufficiency and autonomy among HCW, 
leading to greater sense of job control, which is another important risk factor for men-
tal health problems [8].

Discussion

The high prevalence of stress and burnout among HCW has existed long before COVID-
19; however, COVID-19 has brought to light the acuity and prevalence of emotional  
distress complications among HCW. Although in this review we have sought to organize  
the reviewed interventions under the distinct categories presented by LaMontagne et al. 
as evidenced in Table 1, many of these interventions actually fall under more than one 
category. Evidently, effective interventions require comprehensive methodologies that 
integrate multiple aspects from each thread of LaMontagne et  al.’s framework, which 
are in fact highly complementary and intertwined.

Although experts can learn from previous disasters and public health crises responses, 
the severity of the COVID-19 pandemic exposes HCW to unique, chronic stressors, 
which require medical institutions to respond and support their workers in new and inno-
vative ways that may not have been necessary beforehand [41]. Moreover, to minimize 
physical gatherings, institutions are faced with the challenge of fostering community 
and connection while adhering to infection control/prevention guidelines. Even with the 
advent of vaccinations, this remains a persistent challenge as many individuals remain 
unvaccinated and scientists continue to evaluate the efficacy of vaccines in conferring 
long term immunity against SARS-COV-2 variants.

Administrators also need to ensure that HCW actively engage with the available 
resources. Generally, independent of the pandemic, physicians have been found to expe-
rience high rates of mental health problems yet show increased reluctance to seek assis-
tance [42]. To carry on professional responsibilities amidst difficult workplace-related 
events like death and disease, HCW, oftentimes depersonalize the situation, which may 
be detrimental to their long-term emotional well-being [11, 42]. HCW reluctance to 
seek help has also been attributed to concerns over workplace stigma and negative pro-
fessional consequences [42].

Similar behaviors by HCW have already been demonstrated during COVID-19, as 
reflected in the underutilization of psychological support resources by hospital staff 
[28]. Chen et  al. recounts HCW’s reluctance to use telephone hotline services and  
online mental health courses, with HCW stating that they preferred hospital administra-
tion prioritize resources that would meet their more basic needs over their psychological 
well-being [10]. In another medical institution, among the network of support services, 
individual support programs were particularly underutilized, with many individuals who 
expressed interest in counseling ultimately not following through with treatment. HCW 
cited privacy concerns and fear of stigma as reasons for not completing treatment [28]. 
Other HCW also cited logistical challenges and feared their professional aptitude would  
be challenged if they sought care [21].
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Data on HCW participation and efficacy of interventions may not be generaliz-
able across countries, since cultural differences may impact attitude towards mental 
healthcare; however, the reports presented here span multiple countries and under-
score the global challenge of engaging HCW in psychological support services. Pro-
grams, evidently, must proactively reach out and meet HCW’s where they are, rec-
ognizing that intervention cannot be a “one size fits all.” HCW who exhibit more 
consistent avoidant behaviors or those who are at greater risk of experiencing mental 
health complications, for example, may require tailored forms of care. On-site pres-
ence of mental health experts has also proven useful in promoting treatment seeking 
behaviors [21].

Engagement is also dependent on providing HCW with the ability and time to par-
ticipate in the provided programs. Carving out this time may seem especially chal-
lenging during public health crises requiring longer shifts and additional HCW rede-
ployments. Nevertheless, scheduling short sessions during HCW breaks or providing 
remote opportunities for mental health support are two potential solutions proposed in 
the literature.

Ultimately, the promotion of HCW engagement may rely on the promotion of “work-
place mental health literacy,” a concept that is also explored by LaMontagne et al. [8]. 
Advocating for workplace mental health literacy, defined by LaMontagne et  al. as the 
“knowledge, beliefs, and skills that aid in prevention of mental illness” and “recogni-
tion, treatment, rehabilitation, and return of workers affected by mental illness” in the 
workplace, is inextricably linked to the workplace culture, which is largely shaped by 
the leadership [8]. Visible leaders who reinforce the positive reasons for participation 
in mental health interventions and participate in such programs themselves, foster a 
“culture of health” within the workplace [43]. Leadership must also foster a workplace 
culture that is amenable to change. Consequently, we extrapolate that effective, trans-
parent, trustworthy, and supportive leadership is at the foundation of individual, team, 
and organizational resilience. Surveys during the pandemic revealed that HCW required 
assurance from leadership that their organization supports their well-being [11]. Support 
from all levels of leadership is key in establishing a sense of cohesion, trust building, and 
respect across the organization [44]. Leaders must listen to the HCW concerns, provide 
assurance that concerns are heard and addressed through targeted support, acknowledge 
the moral distress, and encourage HCW to use available emotional support resources. 
Support is more effective when leadership makes themselves visible to employees by 
physically visiting and checking in on HCW where they work. Leadership is a critical 
factor in securing long standing mental health interventions, which will be continually 
developed and executed even when health systems return to pre-pandemic work sched-
ules [11].

In addressing HCW mental health, it is also critical that administrators acknowledge 
the diverse experience of stressors in the workplace setting, which few articles consid-
ered. Pappa et al. shows that anxiety and depression is more prevalent among nurses 
compared to doctors, perhaps partially due to their higher workloads and distinct 
occupational responsibilities, which necessitate more sustained, direct contact with 
patients and longer time spent in patient wards [45, 46]. While many physicians were 
able to work remotely, most nurses could not perform their responsibilities virtually 
[28]. Multidisciplinary team activities can encourage HCW to exercise empathy for 
their colleagues’ unique challenges. Pappa et  al. also reports that female HCW more 
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frequently experience anxiety and depression relative to their male counterparts [45, 
46]. Lai et al. reports similar findings [2]. Lopez-Atanes et al. assert that mental health 
interventions must also recognize and actively address the inequalities between male 
and female HCW and that initiatives must be sensitive to gender specific stressors. 
Experts recommend incorporating strategies that empower women and address gender 
bias and expectations or demands [47].

The COVID-19 pandemic has also deepened pre-existing disparities in healthcare 
access and quality, brought to light by the disproportionate impact of COVID-19 on 
minorities and lower socioeconomic status communities. Concurrent events of police 
brutality and racial injustices have exacerbated these inequities. COVID-19 has also 
induced a resurgence of xenophobia and stigmatization against Asian Americans 
[48]. HCW may also experience the emotional and psychological effects of xenopho-
bia and racism as both perpetrators or victims [49]. Experts at a New Haven medical 
system recount that long standing racial issues within the institution were heightened 
during the pandemic and increased feelings of distress among HCW, particularly 
individuals of color. In response, administrators refocused support efforts to include 
topics on racism and health disparities [28]. As evidenced by the HCW experience 
at this New Haven medical institution, issues of racial and social inequality can be 
detrimental to HCW mental health and must also be addressed as part of institutional 
psychological support programs. Debriefing and peer discussion formats may also be 
a useful space to moderate discussions regarding diversity and inclusion within the 
workforce.

Lastly, another important theme which was not addressed by many of the papers was 
the importance of setting up mechanisms that guarantee intervention longevity and sustain-
ability. LaMontagne et al. also alludes to the importance of assessing longer term outcomes 
of workplace interventions [8]. The lack of long-term evaluations or consideration in the 
literature we reviewed may be attributed to the rapidity with which administrators sought 
to share the latest information from their institutions during the pandemic. The additive 
impact of persistent stressors has led to many HCW experiencing chronic stress. Individu-
als will respond and recuperate in varying ways and administrations must have the infra-
structure in place to identify people with persisting stress-related problems and individuals 
at increased risk. Leadership must extend psychological interventions and support beyond 
the pandemic. Long term resilience-building will be reinforced through communicating the 
importance of adhering to a healthy lifestyle, diet and exercise habits along with reengag-
ing in activities that bring individuals a greater sense of personal meaning. Once the crisis 
is over, supervisors must ensure that time is granted to reflect and learn from the previous 
experience. Active monitoring of staff should continue, and mental health staff should look 
out for therapeutic avoidance.

Lack of attention to sustainability may also derive from the fact that, to date, the 
interventions have occurred within the paradigm of disaster mental health rather than 
occupational mental health. The much-needed focus on HCW mental health has been 
driven by the pandemic, but when the pandemic recedes along with the adrenalin, 
what will become of the impressive amount of programming we have reviewed? As 
reflected in Fig.  2, the programs do fulfill much of LaMontagne et  al.’s integrated 
approach to occupational mental health; however, it is yet to be seen how these pro-
grams will evolve or persist to address worker mental health long-term regardless of 
cause.
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Conclusion

So long as mental health programming is tied to COVID-19 in how it is conceived and 
even funded, we will fail to sustain and transform it for the new normal of a post-pandemic 
world. As the pandemic recedes, or at least experience and science has enabled society to 
begin to stabilize, attention should be directed towards the long-term future of the mental 
health interventions it has spawned. The related themes of involving employees in program 
design and of employee engagement may be the key to this, helping to ensure that pro-
grams are less pandemic-centered and more employee-centered.

Ultimately, what will be remembered historically as a somber time, may help cata-
lyze positive, transformative change within the sphere of HCW mental health. Beyond 
fiscal support, for psychological interventions to be well received and utilized by HCW, 
institutions must integrate these programs into the employees’ experience, starting from 
the entry stage, all the way up to the leadership and management. Effective interventions 

Fig. 2  Integrated approach to HCW occupational mental health (This figure is  adapted from Fig.  1 of 
“Workplace mental health: developing an integrated intervention approach” (in BMC Psychiatry) by 
LaMontagne AD, Martin A, Page KM, Reavley NJ, Noblet AJ, Milner AJ, et al. and is used under CC BY 
2.0 license.)
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must continue to address the different dimensions of occupational mental health and be 
easily adaptable, flexible, and aware of the unique HC setting needs. The COVID-19 
pandemic presents a critical opportunity to improve the scale and cost-effectiveness of 
various HCW mental health interventions and rethink and expand of access to care both 
within and outside the HCW community.
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