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Summer 2019…Sabbatical!



What I actually got…



COVID trauma response working group

• Traumagroup.org – UCL Institute of Mental Health, the Traumatic 
Stress Clinic, Expert Reference Group

• Research

• Evidence-based guidance (policy-makers, healthcare managers,  
clinicians)

• Advice for frontline workers









What did (and didn’t) we know?

• Healthcare workers (HCWs) during SARS, 
MERS, and Ebola – increased rates of mental 
health problems 

• Would this be the case in COVID? For all
HCWs? What were the specific risk factors?

• What support to offer? When? How
appropriate are military models?

• Little or no research about mental health 
professionals in pandemics



Risk factors during 
COVID

• Increased risk of infection

• Difficult working conditions

• Redeployment 

• Access to protective equipment

• High mortality rates (patients and 
colleagues)



Moral injury

Psychological distress caused by actions or the lack of actions that 
violate an individual’s moral or ethical code

Not a disorder, but is associated with mental health problems – PTSD, 
depression, anxiety, suicidality.

Usually – military experiences, but some research on other groups, e.g., 
teachers, journalists.



Shared trauma context

Exposed to same stressor/trauma as the 
people they are treating

No respite



What did we want to understand?

1. Healthcare worker distress:

What were the risk factors for health care workers’ distress?

2. Psychosocial support:

Which psychosocial supports were most helpful – and were these 
supports being offered across the whole workforce?

3. Mental health professionals:

What were mental health professionals’ experiences of supporting 
frontline workers during the pandemic and how did providing this 
support impact on them? 



Frontline COVID

• Longitudinal study on mental health of UK HCWs 
(Baseline and 6 follow ups) (Greene et al. 2021)

• Social media campaign 

• Online survey

• First wave of data collection: 27 May – 23 July 
2020 
• Post-peak of the initial COVID-19 wave

• N=1194 gave consent and provided data

• Ethics approval



Measures
• Socio-demographic (gender, age, income, ethnicity, relationship status, caring for 

children, UK region of work)
• Job role: Nurse/midwife, clinical support staff, Doctor, Non-clinical staff (e.g., 

cleaners, porters, administrators, maintenance), Allied healthcare professionals
• Work Setting: Hospital, Nursing or care home, Any other community setting
• Potential risk factors: Access to protective equipment, Redeployed, Had COVID, Using 

alcohol, cigarettes or other substances more than usual to cope, Could tell their 
manager if they were not coping

• Moral injury (MIES-9)
• New measure – ‘Tipping point index’
• ‘What support were you offered?’ and ‘What support did you use?’

• Checklist of options (e.g., helpline, support from manager, online common room, 
session with mental health professional at work).

• Rate how helpful/unhelpful this support was.



Sample characteristics 

• Mean age 41.5 years (SD =11.8)

• Majority were women (92%), White (91%), married/living with 
partner (63%).

• 76%  had worked directly to treat, support or care for patients with 
COVID. 

• 18% reported having had confirmed COVID, and 13% reported having 
had suspected COVID





• Significant differences between allied 
healthcare professionals and clinical 
support staff for all three disorders

• Participants in nursing/care home 
settings had higher levels of PTSD 
compared with other community 
settings.



Results

Three variables predicted distress across all four models:
Being able to tell their manager if they are not coping
Being worried about infecting others 
Perceived stigma
In addition: 
• Not having reliable access to protective equipment had higher odds of 

depression, and anxiety, as well as any clinically significant disorder
• Being redeployed, and being worried about catching COVID was 

associated with higher odds for PTSD
• Having had COVID was also associated with increased odds of mental 

disorder.
• Higher household income had lower odds for PTSD and anxiety.



Support offered/used by setting

Individual support Group support

Setting Offered Used Offered Used

Hospital (n=472) 317 (67%) 234 (50%) 190 (40%) 107 (23%)

Nursing/care home (n=127) 76 (60%) 65 (51%) 45 (35%) 35 (28%)

Other community setting 
(n=246) 117 (48%) 147 (60%) 101 (41%) 74 (30%)



Unhelpful
Neither unhelpful or 
helpful Helpful

Support from supervisor or manager (n=444) 131 (30%) 79 (18%) 234 (53%)

Helpline (n=55) 14 (25%) 19 (35%) 22 (40%)

Text message support (n=37) 9 (24%) 15 (41%) 13 (35%)

Session with psychological first aider (n=43) 8 (19%) 11 (26%) 24 (56%)

Session with mental health professional in work (n=56) 13 (23%) 15 (27%) 28 (50%)

Session with mental health professional outside work (n=48) 11 (23%) 10 (21%) 27  (56%)

Buddy system (n=45) 7 (16%) 11 (24%) 27 (60%)

Dedicated time to talk with colleagues facilitated by team 
member (e.g., reflective practice) (n=165)

28 (17%) 18 (11%) 119 (72%)

Dedicated time to talk with colleagues facilitated by mental 
health professional (e.g., reflective practice) (n=73)

17 (23%) 10 (14%) 46 (63%)

Online common room (n=49) 6 (12%) 14 (29%) 29 (59%)

Helpfulness rating



Implications

• Outreach across all settings – especially 
community settings.

• Support needed across the workforce not only 
‘frontline’ and make sure everyone feels that 
they can access it.

• Not only offer support but actually make it 
feasible to take it up

• Be aware that even when people used support, 
many did not find it helpful



What about 
those providing 
MH support?

• Call to action to MH community to 
urgently provide additional support 

• Across the UK, MHPs surged to provide 
support 

• New services, new pathways, new roles



Qualitative study with 
MHPs

• 28 mental health professionals 
(MHPs)

• Purposively recruited via social 
media and health and social care 
colleagues

• June 1 to July 23, 2020

• Reflexive thematic analysis



Stepping up – but at what cost?

• MHPs were motivated to step up and support HCWs they perceived 
as colleagues

• Derived purpose and meaning from work

• Many experienced professional growth

But…

• Also took on increased workloads and additional responsibilities



Uncertainty, inconsistency & lack of 
knowledge

Lack of specialist knowledge

Inconsistency in service provision

Lack of protocols

➢Anxiety and uncertainty

“Everything is uncertain…and I think am I 

doing the right thing? Is this what they need? 

There is no specific protocol. I felt deskilled.”

Estelle, PWP, IAPT

“It’s been difficult to work with colleagues 

sometimes, people can have quite different 

visions of the ways in which they think we 

should deliver this support. It’s tricky to 

navigate all the different opinions and people 

keep on doing their own thing, there’s not much 

cohesion or unified response.”

Archie, trainee clinical psychologist, IAPT



Blurred boundaries – colleagues or clients?

• MHPs related to HSCWs as colleagues

• Shared experience of pandemic

• Confidentiality?



Isolation, self-sacrifice and subjugation of 
own needs

• Many worked in isolation/ remotely from home

• Nearly all the MHPs in our sample had made significant sacrifices to 
their own wellbeing in doing this work

• Most had not considered their own psychological wellbeing and 
support needs



‘”It’s never crossed my mind to see anyone about 
this. Not once have I thought to myself, I should 

speak to someone. I 100% would tell everyone else 
to do it. I did! I said to people you should get some 

support. Funny!”

Sydney, mental health OT, Nightingale hospital

“I think there is also a bit of guilt around it 

because you are thinking I am not a nurse or a 

frontline worker, I don't need time off.” 

Nicole, Clinical Psychologist, Hospital. 



Vicarious traumatisation and vicarious moral 
injury 

• MHPs exposed to traumatic experiences, directly, and indirectly

• New and unfamiliar context

• Working in isolation - no one to ‘release’

• Working remotely at home – blurred boundaries between work and 
home life 



“There were times of feeling like you you’re 

containing a lot of emotions from other staff 

on the helpline and then you kind of I guess 

you feel that you’re left with quite a lot.” 

Laura, Clinical Psychologist, Online Staff 

Support and Telephone Helpline. 

“Something I found hard was the room I work 

in is also my bedroom. It can be a lot to have 

these difficult conversations in your own 

room where your bed is, not having that 

space.” 

Estelle, PWP, IAPT.



Where next?



1. Wellbeing support for mental health 
professionals should be prioritised, 
frequently monitored and integrated into 
regular support structures, including 
supervision and supervision of 
supervision

2. More research is needed on the mental 
health of mental health professionals



• Long-term impact on the health and 
system. 

• ‘Frontline Covenant’ – 2-way 
commitment

• Supports also need to be in place in 
routine times 

• Who is helping the helpers?



Thank you!

COVID trauma response working group

Health care workers and mental health professionals that participated in the study

tgreene@univ.haifa.ac.il

Twitter: @Talyagreene


