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Ensuring the mental health and well-being of the healthcare workforce globally, especially women healthcare workers (HCWs), is an ongoing challenge that has been accentuated by the novel coronavirus (COVID-19) pandemic. Already at high risk of experiencing symptoms of stress, burnout, and depression, women HCWs are now also facing the psychosocial impacts of the COVID-19 pandemic. Although different types of mental health interventions have been introduced to support HCW well-being, the current needs of women HCWs have not been emphasized and replicable processes for developing and implementing specific emotional support services for women HCWs have not yet been well-described in the literature. Therefore, in this perspective, we discuss the approach our institution (University of California, Los Angeles) took for developing emotional support services for women HCWs that incorporate aspects of disaster behavioral health models and address various barriers to support and treatment. In addition, we describe and illustrate the process that we utilized to develop individual-level and institutional-level emotional support services. Finally, based on our institution's experience, we share recommendations for developing emotional support services for women HCWs during the COVID-19 pandemic and other future crises.
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The most precious thing I gained from the support I received was to understand the importance of scheduling time for my own self-care and self-compassion. I never realized that I spent most of my life caring for others and very little time on my own needs. The COVID-19 pandemic has brought us to an unpredictable time in history, but I am excited to report my self-care, self-compassion, and elevated level of self-awareness will be a few of my bright spots during this unsettling time.

- Woman healthcare worker who received emotional support services from our institution


INTRODUCTION

Women healthcare workers (HCWs) experience a unique set of work and individual life stressors, often resulting in significant gender-related differences in mental health symptoms and outcomes. Factors that affect women HCWs' well-being include (a) role strain (b) difficulties establishing and maintaining work-life balance, (c) consequences associated with pregnancy and motherhood, (d) gender bias and discrimination, (e) imposter syndrome, and (f) a lack of sufficient support systems (1–4).

These stressors often leave little time or opportunities for self-care or self-compassion, leading to lower levels of self-valuation among women HCWs (5). Moreover, with regards to the effects of these stressors on mental health conditions, in addition to high levels of stress (1), women HCWs experience significantly higher rates of burnout (4, 6, 7) and depression or depressive symptoms than their male colleagues (3, 8).

High rates of mental health problems among women HCWs are particularly worrisome, since HCWs are reluctant to seek regular healthcare for themselves and are often unwilling to engage with mental health treatment. For example, 35% of physicians (9) and nearly 20% of physician assistants (10) do not have an established, regular source of care for receiving preventive healthcare services. Moreover, physicians' use of mental health services is low (11), especially among females, as evidenced by the fact that nearly 50% of women physicians surveyed who believed they met criteria for a mental illness reported not seeking mental health treatment (12). Previous research has suggested that women HCWs frequently cite a lack of time, concerns related to confidentiality and stigma, and fear of professional consequences, including effects on licensure status, as barriers to engaging with mental health services (12, 13). Organizational barriers to accessing supportive services also include decentralized services and employee assistance or mental health treatment programs only offering appointments during normal business hours, impacting women HCWs who are working or assisting with childcare or educational responsibilities.

Recent global large-scale studies, systematic reviews, and meta-analyses examining the mental health outcomes of HCWs during the COVID-19 and prior pandemics have confirmed the aforementioned trends related to gender differences in HCW well-being. For instance, psychological distress during pandemics has been found to be associated with gender (14, 15) and compared to male coworkers, women HCWs reported experiencing higher rates of depression, anxiety, insomnia, and distress (16–23). Finally, considering the fact that barriers to accessing mental health services have likely intensified because of the pandemic, the current state of HCWs'-especially women HCWs'-mental health and well-being, is cause for concern and must be addressed.

Although various interventions to support the mental health of HCWs during the COVID-19 pandemic have been described in the literature (24) and calls to include a gender perspective when developing interventions have been made (25), there remains limited information on the specific needs of women HCWs during this challenging time and specific processes institutions can use to develop and implement emotional support services. Therefore, in this perspective, we (1) briefly review useful disaster behavioral health models that informed the development of emotional support services at our institution (University of California, Los Angeles); (2) present an online interactive screening program that assessed the impact of the COVID-19 pandemic on HCWs and served as a qualitative needs assessment; (3) provide qualitative needs assessment data from women HCWs that we referred to in the development of additional services at both the individual and institutional levels for this population; and (4) outline recommendations for developing emotional support services for women HCWs based on our institution's experience.



MODELS OF DISASTER AND CRISIS PSYCHOLOGICAL AND BEHAVIORAL HEALTH INTERVENTIONS

When our institution's COVID-19 wellness and mental health workgroup first convened to address HCW well-being during the COVID-19 pandemic, members reviewed disaster behavioral health models. These models subsequently informed the development of our COVID-19 emotional support and mental health response plan for all HCWs (26). Various models have been proposed for supporting individuals during crises or after disasters and while many models share certain aspects, our workgroup identified three models to utilize. One model recommended by the National Academy of Medicine describes a tiered public health approach, consisting of universal resources and information, targeted logistical and psychological interventions, and intensive mental health services. This model allows for triage to an appropriate level of care with tier-specific interventions, services, and resources (27). The second model was Psychological First Aid (PFA), developed by the National Child Traumatic Stress Network and the National Center for PTSD. Key, relevant tenants of PFA include information gathering to identify needs, offering assistance that addresses immediate needs and concerns, and connecting and linking individuals with social supports and other services (28). The third model was a specific set of COVID-19-related institutional recommendations, which also included a list of thematic requests that HCWs may direct toward their respective organizations. We reviewed the themes from the third model and aimed to ensure that our emotional support and mental health response plan for HCWs addressed many of these requests, especially HCWs' appeals to their organizations to feel heard, supported, and cared for during the COVID-19 pandemic (29). In sum, the three models emphasized the importance of conducting a needs assessment, providing emotional support services, and a healthcare system's response to addressing the specific needs of HCWs during crises.



DEVELOPMENT OF EMOTIONAL SUPPORT SERVICES FOR WOMEN HCWs DURING THE COVID-19 PANDEMIC

As part of our institution's overall COVID-19 emotional support and mental health response plan (26), we developed a variety of emotional support services for all clinical and non-clinical HCWs. After reviewing the relevant disaster behavioral health models, we conceptualized the flow of services to begin with HCWs accessing an online interactive screening program and providing qualitative data regarding their current psychosocial and mental health needs via a needs assessment. At our institution, as is typically found in mental health intervention research, the majority of participants were women. Therefore, we determined that, based on the feedback we received from women HCWs, we would develop tailored additional services for this population at both the individual and institutional levels. A pictorial description of the development and introduction of these services is outlined below in Figure 1.


[image: Figure 1]
FIGURE 1. Our institution's process of developing and introducing emotional support services for HCWs during the COVID-19 pandemic.



Interactive Screening Program and Embedded Qualitative Needs Assessment

The online interactive screening program was developed in coordination with the American Foundation for Suicide Prevention and designed to both assess COVID-19-related anxiety, depression, and stress, as well as provide all HCWs with an opportunity to express their fears and concerns. The screening program totaled 16 questions, including the 12-item Coronavirus Impact Scale (30) and the 4-item Patient Health Questionnaire (PHQ-4) (31). The Coronavirus Impact Scale measures the extent to which the COVID-19 pandemic has changed one's life across multiple domains, including the following: routines, family income/employment, food access, medical health care access, mental health treatment access, access to social supports, COVID-19-related stress, familial stress/discord, and diagnosis of coronavirus among self, immediate family members, and extended family members and/or close friends (30). The PHQ-4 screens for anxiety and depressive symptoms (31). The qualitative needs assessment was embedded within the interactive screening program and asked program users to indicate (1) how they felt the current situation has impacted their lives, (2) what they were finding most challenging, and/or (3) what support they thought would be most helpful at the time. Since the majority of participants were women, our programmatic response to the needs assessment focused on addressing women HCWs' stressors and devising services specific to this population. Thematic analysis of ~100 women HCWs' responses to the qualitative needs assessment resulted in the discovery of 10 main themes of concerns. The most commonly cited theme was related to workplace dynamics/duties, followed by concerns regarding family/friends, health (physical and emotional), anxiety, work-life balance, stress, finances, education (predominantly of their children), depression, and burnout.



Individual-Level Support Services

Confidential services available to all women HCWs were delivered by mental health professionals via phone (text, call) or web (email, screening program platform). Specific examples of services provided include hiring trained counselors to (1) engage in sustained, anonymous dialogue with users over the online screening program platform; (2) provide resources for logistical support (e.g., institutional, community, and governmental resources for securing childcare, food delivery, and vouchers for lodging to self-isolate from family members) via phone or web; and (3) via phone or web, refer participants to formal mental health services and assist them as they established care. We also launched an institution-wide emotional support request phone line staffed by mental health professionals (e.g., psychologists and psychiatrists). In addition to those that requested a check-in call after dialoguing with a counselor over the screening program platform, many women HCWs first engaged with our services by texting or calling the line to request an emotional support check-in call.



Institutional-Level Support Services

Four institutional initiatives related to high-risk units or departments, leadership development, community pods, and parenting forums were designed. Recognizing that any obstacle to engaging with needed support becomes magnified during disasters or crises, we matched high-risk clinical and non-clinical units, departments, or workgroups with mental health clinicians to serve as an embedded designated resource for emotional support and mental health concerns. Depending on their familiarity with their assigned workgroups, these clinicians joined regular, recurring staff huddles or held additional ones to introduce themselves, listen to staff concerns, and normalize the fear and stress associated with adjusting to the implications of new realities. These clinicians also escalated reported concerns to the workgroup leadership team, which resulted in further tailored institutional support. For example, after the embedded clinician for the Emergency Department learned that HCWs were experiencing symptoms of insomnia and sleep disturbances, the workgroup coordinated an educational and supportive session on sleep and insomnia among HCWs during the time of COVID-19. After learning that certain supervisors were finding it difficult to inspire, motivate, and manage their non-clinical HCW teams in the face of prolonged uncertainty and consistently changing protocols, we developed a series of department-specific leadership development courses. These sessions educated supervisors on the tenants of stress first aid and PFA, and provided them with opportunities for peer support and self-reflection in group sessions so that leadership personnel could then model what they experienced in these sessions with their own staff and teams. An additional noteworthy outcome of campus-wide feedback is the formation of community bubbles or pods that enable HCWs' families to connect with other families at our institution for shared childcare, educational opportunities, or socio-emotional experiences either virtually or safely in-person. Finally, parenting forums for all HCWs currently under development will provide content related to child development, child disaster behavioral health, and parenting strategies during disasters and crises. The forums will also offer parents a space to raise questions or concerns. These forums may prove to be especially helpful as many women HCWs' children return to school, albeit via new formats and with an uncharted set of circumstances.




DISCUSSION

Research shows women HCWs report high levels of psychological distress and more recent studies have shown this trend to remain constant or become exaggerated as a result of the COVID-19 pandemic (32). We found these findings from the literature to be reflected in the demand for emotional support services provided by our organization during the COVID-19 pandemic. As described here, this demand prompted us to focus on addressing the specific needs of women HCWs in our organization.

The significance of incorporating crisis behavioral health models in our work was made explicit by members of our workgroup leadership team, some of whom are experts in the field of disaster psychology themselves and oversee operations at a national center for trauma. Although the emphases of these disaster behavioral health frameworks slightly differ, they are complementary and we utilized aspects of each one in planning our emotional support services. For instance, we utilized the three-tiered approach for determining the levels of care we would provide and the associated level-specific interventions. We used PFA to establish the progression of our interventions, beginning with conducting a needs assessment, followed by offering practical assistance for addressing immediate needs, connection with social supports, and linkage with other services. Finally, throughout our work, we kept in mind the thematically classified requests of HCWs to their organizations during the COVID-19 pandemic to hear, support, and care for them.

The goals of the online interactive screening program were 2-fold: to provide individual-level emotional support and assess the needs of HCWs for future construction of additional individual-level and other institutional-level support services. Moreover, we sought to provide a service that addressed frequently identified barriers to accessing support and treatment among HCWs, including a perceived lack of time and concerns related to confidentiality. Since shorter questionnaires yield higher response rates among HCWs (33), we limited the length of the screening program by asking a total of 16 questions (excluding demographic questions) and utilized the PHQ-4, an abbreviated screening assessment for anxiety and depression. We also conceptualized the screening program to function in a dual capacity, since anecdotal evidence suggests that survey fatigue is already high among HCWs and workgroup members advocated for a time-efficient and streamlined process for HCWs to receive emotional support and provide feedback. Finally, seeking to address concerns related to confidentiality, we are enthusiastic that we were able to advertise this program as completely anonymous, since counselors are never made aware of user's personal information. Approximately 75% of program users were clinical HCWs and the assurance of anonymity and confidentiality may have contributed to this trend, since clinical HCWs are often very concerned about the confidentiality of mental health services and potential impacts of seeking such services on licensure (12, 13). A key lesson learned from the implementation of this program is the need for repeated, tailored outreach and messaging, since we experienced noticeable upticks in usage immediately following health system, department, or division-wide email and verbal virtual announcements. In addition to providing recurring reminders to our HCWs regarding emotional support, announcements were made on a staggered, rolling basis to ensure our counselors' capacity to provide sufficient support.

Based on the feedback we received from the online interactive screening program, we developed additional individual-level and institutional-level services, including an emotional support request phone line, embedded designated mental health clinicians, leadership development courses, and parenting forums. We also provided feedback in the larger institutional effort to launch community pods. At this time, the most utilized additional service has been the emotional support request line and among staff member callers, the proportion of HCWs with clinical or non-clinical duties has been fairly similar (40% non-clinical, 37% clinical, and 23% not specified). In addition, among women HCW callers, concerns have closely mirrored those identified in the interactive screening program. One of the most useful aspects of both the interactive screening program and the emotional support request line has been that, in addition to providing emotional support, counselors have been able to direct women HCWs to specific resources based on the concerns they raised. As is the case with large health systems, HCWs may seek support, but due to the fragmented nature of service development and hosting, many remain unaware of existing services that are available for use. By creating a centralized catalog for services and resources, we believe we were able to successfully direct HCWs to certain types of support they were seeking, but did not know existed. We began offering the leadership development courses for personnel managing and supervising non-clinical HCWs because many did not know how to best support their staff during crises, unlike leaders of clinical HCWs who have more experience supporting staff through stressful, adverse patient care outcomes. Although we piloted this service with non-clinical HCW leadership, based on positive testimonials, we hope to expand this offering institution-wide in the coming months. Finally, we anticipate high attendance for our upcoming parenting forums, since the themes of family/friends, work-life balance, and education, along with childcare, have consistently been cited by women HCWs.

Our work was made possible by utilizing a team-based approach and engaging HCWs and academic leaders with expertise in a variety of related disciplines, including disaster psychology, disaster behavioral health, peer support, and evaluation and delivery of mental health services to HCWs. Operating with workgroup members who have extensive experience in these fields enabled us to broaden the scope of our efforts and quickly mobilize to develop and provide additional support services, as requests from different HCW populations were made.

Compared to other mental health interventions for HCWs developed during the COVID-19 pandemic, as well as the Ebola and Severe Acute Respiratory Syndrome (SARS) outbreaks (15), our services were primarily focused on providing emotional support. Based on the review by Soklaridis et al. (15), while our intervention differed from others that increased availability to music therapy and group therapy sessions, our emotional support services did utilize aspects of other interventions that incorporated PFA and a warmline.

Several limitations of this perspective should be noted. Since our primary objective was to develop and introduce emotional support services to HCWs as quickly as possible, we were unable to measure women HCW well-being pre- and post-introduction of services. Additionally, the ratio of respondents to eligible clinical and non-clinical HCWs was not routinely tracked, as announcements of services were distributed on a regular basis to different groups within the health system. Finally satisfaction with services was not measured; however, as the testimonial at the beginning of this perspective indicates, we have received positive anecdotal feedback regarding our emotional support services.



RECOMMENDATIONS

Based on our experience developing emotional support services for women HCWs during the COVID-19 pandemic, we recommend that institutions:

• Incorporate evidence-based disaster behavioral health models in emotional support and mental health initiatives for women HCWs.

• Leverage existing resources and the expertise of key institutional wellness stakeholders when developing support services.

• Develop a variety of services that address commonly cited barriers and allow women HCWs to engage with services that correspond to their level of comfort.

• Introduce multi-purpose interventions that provide immediate emotional support, as well as assess the needs of women HCWs to inform the development of additional services.

• Partner with institutional leadership to ensure a consistent flow of information pertaining to available support services, since utilization was dependent on continual announcements being disseminated.

As the COVID-19 pandemic persists and women HCWs continue to face occupational hazards, the demand for emotional support and mental health services is expected to remain high for quite some time. In fact, research from previous infectious disease outbreaks has found that the psychological footprint of crises, like the COVID-19 pandemic, disproportionately impacts women HCWs and has the potential to affect HCW mental health for years. As a result, institutions should be taking a longitudinal approach to planning and launching initiatives to support the mental health and well-being of women HCWs. We believe the process we used to develop and introduce emotional support services to women HCWs can be a helpful guide for organizations seeking to support their staff during the COVID-19 pandemic and beyond. Women HCWs are committed to managing their current and future professional, patient care, familial, and personal responsibilities. The COVID-19 pandemic has afforded us an opportunity to both rethink the way we support women HCWs and demonstrate institutional commitments to ensuring their mental health and well-being.
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