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Background :Healthcare workers (HCWs) from COVID-19 hotspots worldwide
have reported poor mental health outcomes since the pandemic’s beginning.
The virulence of the initial COVID-19 surge in Spain and the urgency for rapid
evidence constrained early studies in their capacity to inform mental health
programs accurately. Here, we used a qualitative research design to describe
relevant mental health problems among frontline HCWs and explore their
association with determinants and consequences and their implications for the
design and implementation of mental health programs.

Materials and methods: Following the Programme Design, Implementation,
Monitoring, and Evaluation (DIME) protocol, we used a two-step qualitative
research design to interview frontline HCWSs, mental health experts,
administrators, and service planners in Spain. We used Free List (FL) interviews
to identify problems experienced by frontline HCWs and Key informant (KI)
interviews to describe them and explore their determinants and consequences,
as well as the strategies considered useful to overcome these problems.
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We used a thematic analysis approach to analyze the interview outputs and
framed our results into a five-level social-ecological model (intrapersonal,
interpersonal, organizational, community, and public health).

Results: We recruited 75 FL and 22 Kl interviewees, roughly balanced in age
and gender. We detected 56 themes during the FL interviews and explored
the following themes in the Kl interviews: fear of infection, psychological
distress, stress, moral distress, and interpersonal conflicts among coworkers.
We found that interviewees reported perceived causes and consequences
across problems at all levels (intrapersonal to public health). Although several
mental health strategies were implemented (especially at an intrapersonal and
interpersonal level), most mental health needs remained unmet, especially at
the organizational, community, and public policy levels.

Conclusions: In keeping with available quantitative evidence, our findings
show that mental health problems are still relevant for frontline HCWs
1 year after the COVID-19 pandemic and that many reported causes
of these problems are modifiable. Based on this, we offer specific
recommendations to design and implement mental health strategies and
recommend using transdiagnostic, low-intensity, scalable psychological
interventions contextually adapted and tailored for HCWs.

psychological distress, mental health, occupational health, healthcare workers

(HCWs), COVID-19, free list interviews, key informant interviews, qualitative study

Introduction

Since the beginning of the COVID-19 pandemic, healthcare
workers (HCWs) from pandemic hotspots around the world
have reported mental health symptoms such as anxiety,
depression, acute and posttraumatic stress, and insomnia (1-
5). Pre-pandemic cohort studies are lacking, and we cannot
know whether these problems were more prevalent after the
COVID-19 outbreak (6); however, follow-up studies suggest
that they might persist for at least 1 year (7-10), leading to
exhaustion and resignation (11). With new variants and surges
of the virus pressuring health systems worldwide (12) and
concerning evidence of job quit and turnover (13-15), reducing
the mental health toll of the pandemic on essential workers
remains necessary.

The initial outbreak was virulent and largely unpredictable
in European pandemic hotspots, such as Spain. By March 31st,
2020-2 weeks after the start of the first national lockdown-, the
Spanish regions of Madrid and Catalonia had already reported
29,840 and 19,991 confirmed cases of COVID-19 infections, and
excess mortality rates in the previous week had risen to 95% and
43%, respectively (16, 17). In Madrid, where 15% of all COVID-
19 cases were HCWs (18), the critical care requirements were
five times higher than before the pandemic as of April Ist (19).
This enormous pressure on health systems brought a worldwide
call for protecting HCWs, both physically and psychologically
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(20). Mounting evidence soon started to identify risk factors of
poor mental health among HCWs, including personal factors
such as being female or having a history of mental health
disorders (3, 21, 22); occupational factors such as being directly
involved in the clinical care of COVID-19 patients, reporting
insufficient access to personal protective equipment (PPE), or
being afraid of getting infected and/or infecting loved ones (21—
26); or ecological factors, such as the epidemic indicators at the
local level (22). In Spain, these results rapidly transferred to
specific easy-to-access programs, including hotlines, ultra-brief
stress management sessions at the workplace, and psychotherapy
sessions tailored for HCWs (27, 28).

Even though timely and appropriate, these mental health
programs had to rely on either evidence from previous
epidemics or early studies constrained by the urgency of
health policies following the first COVID-19 surge. In the first
case, most available data came from Asian countries affected
by the SARS (29) or the Middle-East Respiratory Syndrome
(MERS) (30), which hindered the transportability of their
results into Europe and therefore could hardly contribute to
the design and implementation of mental health strategies.
Moreover, although there are evident similarities between
these outbreaks and the COVID-19 pandemic, significant
differences in the epidemic trajectories make extrapolation of
findings challenging (31, 32). Nevertheless, findings of the
mental health burden among HCWs during the COVID-19
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crisis align with previous epidemics studies (33). In the
second case, most studies relied exclusively on survey designs
that estimated the incidence of mental health problems
and generated causal models, often without approaching the
full range of potential mental health problems or analyzing
relevant stakeholders’ perspectives. Qualitative methods offer
an excellent opportunity to overcome these barriers to mental
health service research and delivery (34). First, they can provide
a depth understanding of relevant phenomena that complement
quantitative studies. In the case of a new problem with largely
unknown health-related consequences, such as the COVID-
19 pandemic, this has important implications for identifying
relevant mental health problems, specific mental health needs,
available resources (among the target population), and barriers
(to the implementation of mental health programs). Second,
qualitative studies stress the subjective perspectives and views of
end-users and other key stakeholders, which critically enhances
knowledge transfer activities, such as designing, implementing,
disseminating, or scaling-up mental health programs (35).
Third, qualitative studies help generate new testable hypotheses
—particularly useful if prior knowledge about the phenomenon
is scarce. Last, qualitative methods may be combined with
quantitative methods to conduct a process evaluation of a mental
health intervention program. This process can supplement
the outcome evaluation of a clinical trial by expanding the
knowledge into other areas, such as why a specific intervention
did (or did not) work, how it was delivered, or whether there
were any barriers to its implementation (36).

This study builds into the RESPOND  consortium’s
mission to help prepare European mental health care systems
for future pandemics (www.respond-project.eu). Here,
we focus on two Spanish regions (Madrid and Catalonia)
dramatically affected by the COVID-19 pandemic, especially
during the first outbreak. We used a qualitative research
design to describe relevant mental health problems among
frontline HCWs and to explore their association with
determinants and consequences and their implications for
mental health program design and implementation. Following
recommendations to bridge evidence and practice in public
health (37), we interviewed community members and key
stakeholders using the Programme Design, Implementation,
Monitoring, and Evaluation (DIME) protocol of the John
Hopkins University (38). We adopted a constructivist
inquiry paradigm during our interviews (39) and a thematic
analysis approach (40) during our analyses. To explore
the environmental determinants of HCWs mental health
problems, we framed our results into a social-ecological model
with five levels of analysis (intrapersonal, interpersonal,
policy)  (41),
previously used among HCWSs before (42) and during
(43) the COVID-19 pandemic.

organizational, community, and public
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Materials and methods

Research design overview

We conducted a two-phase qualitative study in the
Community of Madrid and Catalonia (Spain) following the
DIME protocol (38). During Phase 1, we conducted a series
of semi-structured Free List (FL) interviews where participants
had to list the problems experienced by frontline HCWss since
the beginning of the pandemic in Spain. During Phase 2, we
conducted Key Informant (KI) interviews with participants who
were considered knowledgeable of the reported problems by
FL interviewees. Using semi-structured interviews, we asked
KI interviewees about the nature, causes, and effects of the
problems reported during FL interviews and what should be
done about them. We analyzed these data using a thematic
analyses approach (40) and interpreted our results using a social-
ecological model (43).

Participants

In Spain, free, universal medical care is provided by a tax-
funded decentralized National Health System. The country is
divided into 17 autonomous communities that organize the
service at a regional level. In this study, participants were HCWs
(doctors, nurses, nursing assistants, porters, psychologists,
administrative staff, and unit managers) working for the
Departments of Health in the autonomous communities of
Madrid and Catalonia. The Community of Madrid (capital:
Madrid), with a registered population of 6,745,591 as of January
2021, had 88,717 HCWs as of October 2021. Catalonia (capital:
Barcelona), with a registered population of 7,716,760 as of
January 2021, had 109,346 workers as of December 2020. To be
eligible, participants were HCWs who were (1) 18 years old or
older, (2) on duty during the first wave of the pandemic (March
2020), (3) fluent Spanish and/or Catalan speakers, and (4) able to
understand the characteristics of the study and sign the informed
consent form.

The RESPOND consortium elaborated the research protocol
for this study. Experience from previous studies (44-46) guided
the adaptation of the DIME protocol. In Spain, interviews
were conducted by a postdoctoral researcher (RM) and a Ph.D.
candidate (AM-M), respectively, in Madrid and Barcelona. Both
researchers were familiar with the available research on mental
health and HCWs. However, they were trained in interviewing
techniques following a constructivist perspective, i.e., as mere
facilitators interested in understanding the problems and
needs as community members and key stakeholders understand
them. The interviewers had no prior professional or personal
relationship with the interviewees.
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TABLE 1 Recruitment strategies for FL and Kl interviewees.

FL interviews KI interviews

Sampling Stratified (non-probabilistic) Snowball (non-probabilistic)
Recruiters Stakeholders FL interviewees
Recruitment MVS: gender, age group, Knowledgeability

strategy expertise, and type of job

MVS, maximum variation sampling.

Sampling methods and recruitment strategies differed
across FL and KI interviewees (see Table 1). In Phase 1 (FL
interviews), we used a two-step maximum variation sampling
(MVS) technique. First, we identified potential participants
from three groups of interest, namely frontline HCWs
(workers involved in the direct care of COVID-19 patients
during the initial pandemic outbreak), mental health experts
(psychiatrists, clinical psychologists, and mental health nurses),
and administrators and service planners (unit coordinators,
managing directors, and other decision-makers). Next, we used
a matrix to ensure that we represented men and women with
different expertise from the hospital and non-hospital settings.
In Phase 2 (KI interviews), we asked FL participants to provide
us with names of people they considered knowledgeable of their
reported problems.

The study was conducted in line with the Declaration
of Helsinki and was approved by the Ethics Review Boards
at Hospital La Paz in Madrid (study ID: 4498) and Parc
Sanitari Sant Joan de Déu in Barcelona (study ID: PIC-
277-20). Participants did not receive compensation for their
participation in the study, except for the KI interviewees enrolled
in Catalonia (100€).

Procedure and data analysis

The interviewers (RM and AM-M) arranged, conducted, and
analyzed the FL and the KI interviews, closely supervised by
the local senior investigators (J-MH and J-LA-M). FL interviews
were conducted between December 22nd, 2020, and March
24th, 2021, and KI interviews between April 1st and May 24th,
2021. In Madrid, all interviews were done in Spanish, while in
Catalonia, they were done in Catalan or Spanish indistinctly.

Phase 1. FL interviews

We reached out to local mental health providers who were
either part of or close to the RESPOND research team to recruit
FL candidates. They approached potential FL candidates and
asked them for verbal consent so the interviewers could contact
them. Interviews were conducted as potential FL participants
were referred and signed the informed consent form.
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Interviews were conducted in individual format and were
recorded on audio. In Madrid, they were delivered either online
(via Zoom or Microsoft Teams) or in-person, depending on
the interviewee’s preferences and the COVID-19 restrictions.
In Barcelona, all interviews were conducted online via Zoom
or Microsoft Teams. Interviews took 30-45min. Basic non-
identifying information about the respondent was recorded to
maintain confidentiality (age, gender, household composition,
role, years of experience, and previous experience in infectious
diseases emergencies), as well as interview details (interviewer,
date of the interview, and interview ID). The interviewer
assigned an interview ID, who kept a secured (digital) document
with the identifying key. Importantly, interview questions
focused on community views rather than personal disclosures—
the main question was: What are all the problems that have
affected frontline health workers living in Spain since the
start of the COVID-19 pandemic? First, the interviewer asked
respondents to list as many problems as they could think
of and provide a short description of each problem they
identified-following the DIME protocol, the primary question
did not focus only on problems directly related to mental
health. The respondents were then repeatedly probed to list
as many responses as possible until they indicated they could
think of no more. At the end of the interview, the interviewer
asked the participants to think of someone knowledgeable
of the problems they mentioned and whether they could
be interested in taking part in Phase 2 (KI interviews). If
so, we asked them to contact the person and get verbal
consent so that we could contact them to sign the informed
consent form.

The FL interviews analysis consolidated all data into a single
list of responses for each FL question, including the number of
different interviewees reporting each response. This process was
done locally by the interviewers and the supervisors the day after
the last interview was conducted. The procedure was as follows.
The interviewers listed all the different responses from the
interview forms in Spanish/Catalan, placing the interviewee ID
number next to the response. If multiple interviewees reported
the same problem, all the relevant ID numbers were listed next
to that response. If two or more respondents referred to the same
concept but used different wording, the review team selected and
recorded the wording they felt was most accurate and most likely
to be understood by a member of the target population (i.e., a
KI interviewee).

Phase 2 Kl interviews

Once the FL phase was concluded, the research team met
with the mental health providers who initially approached
potential FL interviewees at each study site. The problems
reported in the FL interviews to be included in the KI interviews
were identified during the meeting. The selection was made
by consensus, considering that they were (a) mental health
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problems, (b) frequently reported, and (c) potentially modifiable
through mental health intervention programs.

The procedure for collecting and coding sociodemographic
information and anonymizing data was the same as for the FL
interviews. The main difference between FL and KI interviews
was that the latter was less structured. During the KI interviews,
the researcher first introduces the topic and asks a pre-defined
‘grand tour’ question (e.g., “In the Phase 1 interviews, some of
your colleagues said that frontline HCWs were afraid of getting
infected —they were worried about having COVID-19, but also
about infecting their loved ones, especially at home. Could you
tell me a bit more about this?”). Following this introductory
question, the interviewer broke in only to probe for more
information or guide the respondent back if they diverged from
the topic. Next, the following questions were asked for each
problem until the respondent had nothing further to say:

What are the
characteristics/symptoms or signs? How is fear of infection

e The nature of the problem (e.g.,

recognized / how do you recognize someone who is afraid of
getting infected?)

e Perceived causes (e.g., What do [frontline HCWs] generally
perceive as the cause(s) of being afraid of getting infected?)

e The effects on the person with the problem and others close
to them (e.g., What effect does fear of infection have on the
person themself?)

e What do people currently do about it (e.g., What do
[frontline HCWs] do to handle this fear of infection?)

e What should be done about it (e.g., What should be done
with the problem of having frontline workers afraid of
getting infected)

All
transcription assistant for audio data (NVivo Transcription).

interviews were transcribed wusing an automated
Next, we coded all interview transcripts using the NVivo
program (NVivo 11), separately in Madrid (RM and KRM) and
Barcelona (AM-M and MF-N). We did a thematic analysis to
identify (a) symptoms (i.e., descriptions of the problems), (b)
causes, (c) effects, and (d) actions that could be done against
these problems. We included all data items that could potentially
contribute to any of these categories, regardless of the moment
they were mentioned during the interview (e.g., interviewees
often mentioned effects when they were asked about the nature
of the problem). We then performed a thematic analysis using
the structure of the KI interviews as the coding frame (40).
Following the DIME protocol, we first listed and calculated
the frequency of each problem’s different symptoms, causes,
effects, and actions (38). This information was then transferred
to a summary sheet and independently reviewed by pairs of
researchers in Madrid (RM and KM) and Barcelona (AM-M
and MF-N). After collapsing similar categories (e.g., “the clinic

» «

did not provide adequate protective equipment,” “we did not
have gloves,” and “we were clearly unprotected”), the perceived

causes and effects were categorized following McLeroy’s (41)
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and Hennein and Lowe’s COVID-19 social-ecological model
(43), which includes five levels of analysis, namely intrapersonal,
interpersonal, organization, community, and public health. If
a potential cause, effect, or action, could be classified under
more than one category (e.g., shortages of protective equipment
could be identified as a determinant at the organization and
public policy levels), we always classified it into the lowest level
(e.g., organizational).

Results

We recruited 75 participants (41 in Madrid and 34 in
Catalonia) during phase 1 (FL interviews) and 22 participants
(10 in Madrid and 12 in Barcelona) during phase 2 (KI
interviews). Their characteristics are shown in Table 2.

Phase 1. FL interviews

After combining items from two or more participants that
were referring to the same problem (e.g., “insomnia” and
“sleeping problems”), we identified 26 problems reported by
FL interviewees in Madrid and 30 problems in Catalonia. The
most frequently reported problems were similar across sites.
They included lack of training and experience, fear of infection,
uncertainty (about the future, the epidemiological and economic
situation, etc.), excessive workload, psychological distress,
insufficient protective equipment, and guilt (see Table 3).

Phase 2. Kl interviews

First, we reviewed the list of problems reported during
the FL interviews to decide whether any should be further
combined. We only combined problems that expressed the
same concept, creating broader categories (e.g., emotional
problems and psychological distress). Next, we selected five
problems at both study locations based on whether they
were (a) mental health problems, (b) frequently reported, and
(c) potentially modifiable through mental health intervention
programs. The final set of problems included fear of infection,
psychological distress, stress, moral distress, and interpersonal
conflicts among coworkers. We collected four main themes per
problem and classified them using a five-level social-ecological
model, including intrapersonal, interpersonal, organizational,
community, and public policy levels.

Nature of the problem, causes, and
consequences

The first three themes included the nature of the problem
(i.e., a description of the problem), their determinants (i.e.,
causes), and their consequences (i.e., effects) (see Figure 1

frontiersin.org


https://doi.org/10.3389/fpubh.2022.956403
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Mediavilla et al.

TABLE 2 Characteristics of the participants.

Free list (FL) interviews

Total Madrid

(n=75) (n=41)
Age group, n (%)
18-35 23 14
36-50 42 17
>50 20 10
Gender
Female 46 21
Male 29 20
Job
Frontline worker 37 17
Mental health expert 26 16
Administrators and service planners 12 8
Facility
Hospital 36 17
Non-hospital 27 16
NA? 12 8

*Not asked to administrators and services planners (n = 12) and to KI interviewees (n = 22).

and Supplementary Table 1). Participants’ identifiers used across
quotes are shown in Supplementary Table 2.

Psychological distress

This problem (see Figure 1A) included various facets, such
as arousal [“you can think about it in terms of arousal: you
constantly felt in danger and witnessed how patients were being
mistreated” (HULP50)], sleep problems [“In the beginning,
I felt really strong [...] but, when I became aware that
dozens of patients were dying every day, then I started to
have trouble sleeping” (HULP47)], crying [“many colleagues
cried all the time because they were completely overwhelmed”
(HULP47); “we cried all the time, together, but I know that
other nurses asked the supervisor to let them into his office to
cry alone” (HULP51)], feeling lonely [“I have seen loneliness
among patients mostly, but also among HCWSs; many of
them lost relatives or friends that they could not even bury
properly and sometimes we couldn’t express our condolences in
person” (HULP44)] or feeling overwhelmed by the widespread
uncertainty [“T felt like a first-year medical resident because I
had no idea what to do (with COVID-19 patients)” (PSSJD_10)].
One informant also emphasized something positive about
being distressed: “We were all feeling very fragile and on
edge, and although this was bad, it also increased the group
cohesion” (HULP48).

The interviewees associated the problem of psychological
distress with a wide range of factors, covering the five levels
of analysis: individual, interpersonal, organization, community,
and public policy. Firstly, they identified the exposure to massive
stressors and social withdrawal [“In some wards, everyone died;
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Key informant (KI) interviews

Catalonia Total Madrid Catalonia
(n=34) (n=22) (n=10) (n=12)
9 7 3 4
15 14 6 3
10 1 1 0
25 14 6 8
9 8 4 4
20 13 5 8
10 8 4 4

4
19
11
4 22 10 12

those people had a hard time” (HULP44, quote #1); “It’s been
harder for workmates that have completely isolated themselves
from their families” (HULP47, quote #2)]. They also mentioned
that not all HCWs reacted similarly to the same stressors due to
individual differences (i.e., different appraisal styles). Secondly,
factors such as increased workload [“There wasn’t enough time
to attend adequately to all patients” (HULP47, quote #3)] and
limited scientific knowledge [“What we thought we were doing
well, we then found out it wasn’t scientific evidence, or that
further studies had proven otherwise” (PSSJD_07, quote #4)],
were factors leading to low-quality care and, consequently, to
psychological distress. Finally, they described a lack of support
from the community [“T would do well with, for example,
a working group or a team [..] where you can share your
experiences and feel supported and that you are not alone”
(PSSJD_01, quote #5)] and unsuccessful health policies [“The
hard part of the waves [second and third] was that you continued
to go to war, and you knew that the bar terrace in front of you
was full of people” (HULP46, quote #6)].

Respondents related various consequences to psychological
distress. At an individual level, they identified insomnia,
irritability, stress, and feeling insecure. On the other hand, at
an interpersonal level, they reported isolation, discussions, and
distress intolerance at home. Finally, at an organizational level,
they mentioned consequences such as job leave, absenteeism,
and distress intolerance at work.

Fear of infection

Many respondents reported fear of infection (i.e., fear of
contagion or fear of being the source of contamination of
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TABLE 3 Frequency of problems reported by FL interviewees.

Madrid (n = 41)

Excessive workload 21
Fear of infection/vulnerability 21
Insufficient and conflicting information, clinical protocols, 17

and training

Uncertainty 17
Insufficient protective equipment 16
Institutions do not organize and coordinate work, lack of 15

confidence in the institutions

Stress, anxiety 15
Exhaustion, hopelessness 14
Loneliness, sadness, neglect 11
Emotional problems (anxiety, activation level, low mood) 10
Sleeping problems, nightmares 9
Lack of recognition/understanding [+conflict between 9
colleagues]

Anger, impotence, frustration 9
Work leave/Insufficient staff 8
Work adaptations (changes in job functions/workspaces) 7
Poor quality of clinical attention 5
Catalonia (n = 34)

Lack of information, knowledge, training, and experience 22
Fear and uncertainty 20
Excessive workload and stress 20
Lack of PPE, material, and resources 18
Guilt, helplessness, ethical dilemma, emotionally challenging 16
situations

Institutions do not organize and coordinate work 8
Anxiety 7
Abandonment and lack of support from high positions 6
Loneliness and social isolation 6
Sadness and hopelessness 6

Less than 5 participants reported the following problems: sleeping problems; stigma and
lack of psychological support; worsening of previous issues; interpersonal and family
problems; mental exhaustion; irritability; insecurity; dysregulation of dietary habits;
emotional disorders; low relevance of less urgent issues; physical exhaustion; mood shifts;
separate professional and personal matters; distrust; hallucinations; the discomfort of
wearing the protective equipment; bureaucratic problems; confusion; physical problems;
changes at a professional level; reconciliation of work and family life; continuous
exposure to death and suffering; conflicts between coworkers; prioritization decisions;
loss of leadership; inadequate psychological interventions; doubts regarding severity;
relationship with patients’ relatives; suicidal thoughts; alienation.

others; see Figure 1B). One of our KI interviewees, who served
as a psychiatrist in a major hospital’s emergency room during
the first pandemic outbreak, said, “every HCW was afraid,
which was reasonable given the circumstances” (HULP48).
According to another interviewee, “you knew [when someone
was worried about becoming infected] because they avoided
social contact and constantly monitored symptoms and thought
whether they might be infected” (HULP49). However, the feeling
was very different “depending on the household composition”
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(HULP51) because “most people were not afraid of getting
infected themselves, but of taking the virus home (...), and they
were anxious and irritable” (HULP46).

Respondents related this fear to individual, interpersonal,
organizational, and community factors. For instance, they
identified factors such as high exposure to the virus [“T was a
lot less afraid in the first wave because I wasn’t with COVID
patients, but now, I see people dying every day [...], and you can’t
help thinking that it’s going to happen to you too” (HULP49,
quote#7)]. Also, shortages (“We didn’t have protective gear,
or we didn’t know how to use it” [HULP48, quote #9]) and
increased workload [“There was so much work to do you
couldn’t even go to the bathroom” (HULP47, quote #10)].
Moreover, all of these factors increased the odds of infection for
HCWs. Respondents also reported that the level of vulnerability
of relatives and friends increased the fear of infecting them
[“Some work colleagues lived with their elderly mother, who had
diabetes and cancer, and they didn’t remove their face mask, not
even in bed” (HULP51, quote #8)]. Finally, having limited access
to knowledge made respondents feel like they had no control
[“We didn’t know how to treat this kind of patients, which were
so delicate” (HULP47, quote #11)]..

According to the respondents, the fear of infection led to
intrapersonal problems such as worry, avoidance, insomnia,
trouble concentrating, guilt, substance use, and learned
hopelessness; interpersonal problems such as social withdrawal
and arguments with peers, friends, and family; and issues
within the organization, with increased sick leaves, impaired job
performance or low-quality of care.

Stress

Participants also reported stress (see Figure 1C). They
referred to being overtaken by circumstances [“(frontline
HCWs) said that they were very nervous because they were
moved to other wards and had to take care of patients that
they were not used to working with” (PSSJD_10)]. This situation
increased their arousal levels [“HCWSs were easily startled at
work” (PSSJD_12)]. It also made them feel that they were not
able to cope with the situation [“you forgot to do things that you
would have never forgotten to do before [the pandemic] because
you had a lot of things in your mind” (PSSJD_13)].

Respondents associated stress with external factors at an
organizational and community level, such as shortages (“I think
there are structural conditions in the hospitals, and even more so
in a moment of crisis, a precariousness that leads to... I believe
that stress is not only a personal problem of having resources”
[PSSJD_06, quote #12]). Furthermore, from their point of view,
an increased workload led to increased self-demands, which
increased stress levels (“Because all of a sudden, we had an
avalanche of work that we could not assimilate” [PSSJD_03,
quote #13]). Finally, once again, limited access to scientific
knowledge made them feel like they had no control:
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What causes the problem [stress], especially in this case, is
facing a novel disease and not having protocols to follow.
They give you constantly changing protocols regarding
syndromes and treatment; everything changes as you work.
What is valid initially wasn’t valid 24 0 48 h later, 2 or 3 weeks
later. This led to a feeling of insecurity and stress [PSSJD_14,
quote #14].

Regarding the consequences of stress, respondents identified
worry, irritability, and fatigue at an individual level and an
impaired working environment at an organizational level.
Finally, they pointed out sympathy as a positive effect at an
interpersonal level.

Moral distress

Moral distress (see Figure 1D), was characterized by a deep
feeling of not doing enough for the patient in terms of care
provision (“I felt guilty when patients called me, and I could not
call them back [due to excessive workload]” [PSSJD_03]; “some
colleagues were overwhelmed because patients died alone all the
time, and they could do nothing” [PSSJD_10]), and closeness

Frontiersin Public Health

08

(“you eventually become less empathic and caring toward the
patient” [PSSJD_04]. There was a “continuous questioning of
standards and operating procedures” (PSSJD_08), which added
to many people “taking responsibilities that exceeded their
capacities (...) for instance, ICU doctors were distressed by
having to decide who received mechanical ventilation and who
didn’t” (PSSJD_06).

Respondents  related this problem to individual,
interpersonal, organizational, and community factors, such as
limited training on ethics:

The level of knowledge and thought regarding the practice
of critical care is relatively low in ethical terms. I know this
because of my experience in critical care units and hospitals.
There is a low level of applied ethics in healthcare training
programs, so suddenly, we found ourselves discussing
whether one life had more value than another and whether
relatives could come in or not. This line of questioning was
seen negatively, but beyond the problem, I believe the effects
were experienced as moral distress [PSSJD_06, quote #15].

frontiersin.org


https://doi.org/10.3389/fpubh.2022.956403
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Mediavilla et al.

Also, asking too much of yourself (“It comes from our need
as health care workers to save lives; That instilled thing: I can
do it, and I will save you or try to” [PSSJD_07, quote #16]);
exposure to huge stressors (“The nature of this illness has been
so terrible” [PSSJD_05, quote #17]); lack of Standard Operating
Procedures (SOPs) (“Not having a precise protocol, often it’s just
that, not having a clear protocol or having it but not approving
it” [PSSJD_14, quote #18]); and limited scientific knowledge
(“Knowing how the disease works gives you more confidence [...]
I think we don’t live as much from guilt anymore, knowing that
the illness has this process” [PSSJD_05, quote #19]).

According to respondents, moral distress led to personal
consequences such as psychological distress, ruminating
thoughts, professional disengagement, and stress. Respondents
identified social withdrawal, loneliness, and not feeling
understood by others at an interpersonal level. However, they
mentioned sympathy as a positive effect. Finally, they identified
an impaired working environment at an organizational level.

Interpersonal conflicts among coworkers
According to respondents:

It was a very complex problem. There were strong frictions
between working groups [doctors, nurses, porters] because
functions suddenly became blurry. Different levels of
exposure [to the virus] generated rivalry; the higher the
exposure, the greater the fear and the responsibility, but not
the reward (HULP48).

This problem (see Figure 1E) was directly linked to trust
(“we worked in pairs, and we had to take care of one
another; if you didn’t know the coworkers [because of constant
redeployments and reassignments], you couldn’t easily trust
them” [HULP46]). This issue often results in a lack of cohesion
(“when a big group of people doesn’t work well together, people
tend to gather in smaller groups” [HULP50]). One of its main
triggers was that “some people tried to sneak out of work, and
that was a strong turning point” (HULP47).

Participants associated interpersonal conflicts with several
factors. At an individual level, they mentioned psychological
distress (“Factors that I have mentioned to you, like fear of
infection, uncertainty, or how we are feeling, affect workplace
relationships” [HULP49, quote #20]) and high exposure to
the virus (“In my opinion, there were levels of exposure [to
the virus] that created rivalries” [HULP48, quote #21]). At
an interpersonal level, they identified the following causes:
competing interests (“There can be conflicting criteria (...) It’s
not that one is right and the other one wrong, but when two
people think differently, there can be tension” [HULP49, quote
#22]); poor communication (“Some times there are conflicts
between workmates [...]Jin moments of tension where there is a
lack of communication among us, conflicts and tensions arise”
[HULP47, quote #23]); and prior conflicts (“[The pandemic]
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has uncovered tensions that used to be hidden or tolerated”
[HULP48, quote #24]). At an organizational level, respondents
related interpersonal conflicts to an increased workload (“[There
were different levels of] involvement [...], and this created
differences and tensions” [HULP48, quote #25]) and shortages
(“Some workmates got mad with the supervisor, who didn’t give
us PPE” [HULP48, quote #26]). Also, to restructuring (“Every
time we opened a new COVID one [new unit], part of the staff
changed [...] there was a lack of belonging in the unit” [HULP46,
quote #27]).

Ultimately, participants identified professional
disengagement and social withdrawal as personal and
interpersonal consequences. At an organizational level,

they described an impaired working environment and the

assignment of unfamiliar tasks.

Reported strategies to overcome the problems

The fourth theme contained the strategies that, according to
our respondents, frontline HCWSs used to cope with the reported
problems (see Figure 2).

At a public health policy level, respondents only
identified one strategy: developing standardized operating
procedures to help overcome the fear of infection. On the
other hand, many strategies were already in place at the
community, organizational, interpersonal, and personal levels,
namely: seeking specialized mental health care to overcome
psychological distress, stress, and moral distress (“They offered
group mindfulness activities that helped us relax; many people
enjoyed them” [HULP46]); providing adequate personal
protective equipment and building strong leadership to face
the fear of infection (“Someone who knew what to do would
have come in handy (..) to assure us that we wouldn’t be
lacking PPEs” [HULP47]); and seeking peer support and
using self-help strategies to reduce the impact of psychological
distress (“Offer sessions on emotional containment, emotional
intelligence, addressing things, and how not to take them
home” [PSSJD_03]).

However, respondents highlighted that many strategies were
not being implemented for specific problems (e.g., interpersonal
problems), despite feeling they would be beneficial, especially
at the public policy, community, and organizational levels.
For instance, at a public policy level, respondents suggested
strategies such as providing specific training on infectious
diseases or improving HCWs’ working conditions to overcome
psychological distress, stress, and moral distress: “Training,
training, and more training. In the case of Ebola, it helped me
a lot the fact that we had a lot of training; we brought the
techniques well learned” (HULP44); “There’s not enough staff,
and work overload is still massive (especially with this new
variant, which makes patients get worse in a matter of hours”
(HULP47). Furthermore, from a community perspective, they
advocate destigmatizing psychological distress to face anxiety
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and moral distress (“Normalize the situation, you are not on
your own, and many have been through the same thing as you;
together, we can improve people92s resilience and resist without
tearing apart” [PSSJD_08]).

At an organizational level, respondents recommend
ensuring the information flow to overcome problems

such as psychological distress, fear of infection,

and stress:

That fear had to be dealt with by giving information on
what to do to avoid getting infected. Even if we had
little information about what we were facing then, they
should have conveyed a sense of tranquility, for instance,
saying that you were more or less protected with good
hygiene (HULP47).

In addition, to face moral distress, they bet on promoting
occupational mental health and organizing focus groups
with peers:
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To do joint therapy, we should all get together. Well, we
can’t right now, but get together in groups and talk about
our experiences, about how we have been able to cope, how
it’s still affecting us, and different strategies that we have put
in place to bear it as best as possible (PSSJD_07).

Regarding interpersonal conflicts, respondents felt that the
organization should promote collaborative work or reassign
workers to other units if they feel overwhelmed (“With
supervision, we have to work more as a team, talking about
the problems that arise at work. We have to consider everyone’s
roles, distinct responsibilities, and sensitivities” [HULP48]).

Finally, respondents identified strategies that HCWs used
to deal with specific problems but considered that they should
also use them with other issues. For instance, at an interpersonal
level, seeking peer support to face stress, moral distress, and
interpersonal conflicts, and not only to face psychological pain
or fear of infection.
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Discussion

In this study, we used a qualitative research design to identify
and describe relevant mental health problems among frontline
HCWs and explore their association with determinants and
consequences at various levels as perceived by HCWs. We
interviewed stakeholders from two early pandemic hotspots
(Madrid and Catalonia), including frontline HCWs, mental
health providers, administrators, and service planners. Our main
findings, alongside implications for future research, policy, and
practice, are discussed below.

Mental health matters—even after the
first pandemic outbreak

The study aimed at understanding HCWs' problems and
needs so that we could inform evidence-based mental health
strategies. To that end, we first asked our FL interviewees
to provide a list of problems (in general). We found that
mental health problems were reported as frequently as life-
threatening problems such as lack of training to avoid infection
or PPE shortages, indicating that mental health problems are
still considered relevant for HCWs almost 1 year after the
first pandemic outbreak. This result is in line with evidence
from longitudinal survey studies conducted in Spain (7, 9) and
abroad (10, 47, 48), showing that poor mental health outcomes
among HCWs tend to persist over time. In a country where
one in two nurses had thought of quitting their job since the
beginning of the pandemic (49), the increased levels of tiredness
and exhaustion reported by some of our interviewees serve as
a plausible explanation for this sustained poor mental health
(“[we] had not been allowed to disconnect or deactivate [since
the beginning of the pandemic]”; “[HCWs] have got used to
sleeping 3 h a day and being tired”). A qualitative prospective
study conducted in the UK, another European COVID-19
pandemic hotspot, supports this idea (11). Using consecutive in-
depth interviews, the authors identified three pandemic phases,
namely emergency and mobilization (late winter-spring 2020),
consolidation and preparation (summer-early autumn 2020),
and exhaustion and survival (late autumn 2020-winter 2021).
This last phase is critical to our study as it covers our data
collection period (winter 2020 and late spring 2021). Moreover,
the pandemic surge corresponding to this period was milder in
Spain compared to the UK. This brought about a certain sense of
“fighting the virus alone” that may explain why frontline HCW's
are seen by their colleagues as exhausted and psychologically
distressed 1 year after the first pandemic surge. According to
one of our KI interviewees, as compared to the first wave, where
the country was under strict lockdown and signs of support for
HCWs were shown every day, “the hardest thing during the
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second and third waves was to see people crowding in bars while
you had to go to war every day.”

Mental causal models supplement
empirical causal models

During the KI interviews, we asked our participants about
the causes and determinants of HCWs’ mental health problems.
Our main finding is that the perceived (i.e., subjective) causal
mechanisms work at multiple levels —and, importantly, many
of these subjective causal models align with epidemiological
studies. This finding is in line with the multilevel models
in psychiatric epidemiology, which argue that researchers
exploring the determinants of mental health problems must
analyse not only individual-level variables but also potential
causes at higher levels (e.g., interpersonal, community, region)
(50). Further, this has important implications for knowledge
transfer activities (41) because it targets decision-makers
at different levels (e.g., work, community, state). At the
intrapersonal level, our primary finding was that some factors
mediate exposures, such as spending time with COVID-19
patients, sharing a household with vulnerable people, or lack
of scientific evidence to treat the infection and outcomes, i.e.,
health problems related to mental illness. From a transactional
perspective, this result has a major implication. Even when
the stressor is unmodifiable (e.g., living with an 80-year-old
relative or vaccines not yet developed), psychological strategies
can still modify mediational factors, such as fears or appraisal
styles (51, 52). At the interpersonal level, HCWs reported
determinants across various problems, which is also in line
with COVID-19 studies conducted among HCWs (53, 54).
Importantly, we found that perceived social isolation is a
consequence of many reported problems. During the initial
pandemic outbreak, HCWs in Spain were not only highly
distressed and worried about infecting their loved ones; some
decided to isolate themselves to protect them both physically
and emotionally. Preventing HCWSs from feeling alone may help
reduce the negative consequences of mental health problems
while increasing a key protective factor, namely social support.
Importantly, reducing the so-called social support barriers
(i.e., factors that reduce the use of social support, even when
available) might also help improve HCWs mental health (55).
At the organizational level, HCWs reported common causes
across problems: increased workload, shortages of protective
equipment, or lack of standardized operating procedures.
HCWSs’ mental models are thus in line with causal knowledge
from epidemiological studies showing that crucial pandemic-
related factors, such as having access to protective equipment
or not having clear indications on how to prioritize access
to mechanical ventilation, are associated with adverse mental
health outcomes (21, 24). At the community level, our major
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finding was that HCW did not report that the wider community
and people in it had a negative impact on their mental health —
only one interviewee mentioned not feeling supported by other
people during the second and the third pandemic waves. In
Spain, widespread signs of support for HCWs were displayed
every day during the first half of 2020 (the so-called “aplauso
sanitario” or “clapping hands”), contrary to other COVID-19
hotspots around the globe (56, 57). This support can be seen
as a spontaneous anti-stigma campaign that may have protected
HCWs, who are often discriminated against and even attacked
in other pandemic hotspots (56-59). With mounting evidence
suggesting an association between reported discrimination and
poor mental health outcomes among HCWs (60-62), mental
health strategies at the community level could take the form of
anti-stigma campaigns. Last, we found that HCWs rarely refer
to determinants at the public policy level. The main reason is
that causes described at all levels, such as increased exposure
to SARS-CoV-2 (intrapersonal), the vulnerability of relatives
and friends (interpersonal), shortage of protective equipment
(organizational), or reduced scientific knowledge about SARS-
CoV-2 (community), could be all seen as public policy issues. We
described them as part of the “lower” levels because that helps
tailor strategies and tackle decision-makers on the field (e.g.,
PPE shortage is a public health issue, but organization leaders
might prevent or fix it). Moreover, while we adopted a multilevel
approach when analyzing the data, we did not modify the study
design, and participants were not probed for providing answers
across levels.

Frequently overlooked mental health
factors can inform mental health
programs

We used open-ended instead of close questions during FL
interviews to capture as many problems as possible without
any aprioristic constraints. We found that HCWs reported
internalizing symptoms such as anxiety and depression quite
frequently, roughly in line with the surveys used in prior studies
(3, 63). However, they also mentioned externalizing symptoms,
such as anger or hostility, and transdiagnostic symptoms, such
as worry, guilt, or intolerance of uncertainty. Further, we
also found that most problems and their determinants and
consequences were interconnected (e.g., psychological distress
was one of the causes of interpersonal conflicts), in line with
previous studies using the same research design (46, 64). These
findings support the design of mental health programs tailored
for HCWss that target psychological distress in general —instead
of specific mental health syndromes. Scalable transdiagnostic
interventions have proven effective before in global settings
(65, 66) and during the COVID-19 pandemic (67), although

Frontiersin Public Health

12

10.3389/fpubh.2022.956403

they away rigorous testing among care home workers during
the COVID-19 pandemic (68). The question of whether it might
help HCWs during the COVID-19 pandemic, if contextually
adapted, remains unanswered.

Some needs remain unmet

One promising finding was that HCWSs reported strategies
being implemented at all levels to face mental health problems,
mostly psychological distress and fear of infection. Importantly,
even when most professional psychological support, both for
HCWs and other mental health patients, was provided through
phone or video calls (69), our informants said they used it
to reduce their psychological distress, stress, and moral injury.
Notwithstanding, most of these strategies were implemented
at the intrapersonal, interpersonal, and community levels but
not at the organizational or public policy levels. For instance,
regarding psychological distress, our respondents reported that,
whereas frontline workers used self-help techniques, sought peer
support, or started psychotherapy, they did not perceive that the
organization leaders or policymakers ensured information flow,
promoted occupational health, hired mental health specialists,
or improved working conditions. This inaction brought a
widespread sense of disbelief among HCWSs, who thought
they were running the extra mile but did not see their needs
adequately covered.

Limitations

We acknowledge the following limitations. First, we asked
FL interviewees to report problems faced by frontline HCWs
since the beginning of the pandemic without distinguishing
between current and previous concerns, limiting our capacity to
inform actions aimed at ameliorating ongoing problems rapidly.
Second, we had to keep KI interviews as short as possible due
to time and social distancing constraints. Following the research
protocol, we collapsed some of the problems reported by FL
interviewees, which allowed us to inquire about more problems
in our KI interviews but increased the risk of losing nuances
for a more fine-grained analysis —especially in heterogeneous
problems like psychological distress. Third, and relatedly, we had
to set aside the focus groups included in the DIME protocol
due to the pressuring job duties during the third pandemic
wave and the social distancing measures. Last, we followed the
DIME protocol and did not probe KI interviewees for causes
or strategies across levels (e.g., “in their organization, what do
frontline HCWs generally perceive as causes of PROBLEM X?”).
We may have thus missed potential determinants and strategies
that are less accessible by open-ended questions, especially at the
organizational and public policy levels.

frontiersin.org


https://doi.org/10.3389/fpubh.2022.956403
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

Mediavilla et al.

Conclusion

Over the years, globalization has increased the transmission
rates of diseases worldwide (70), and as the world gets more
globalized, likely, future pandemics will travel faster. As of
January 1st, 2021 (when data was collected), Spain showed
one of the highest excess mortality rates in Europe (16%),
similar to that of Italy, the USA, or Brazil (12) -a finding
particularly shocking for a country with one of the best-rated
national health systems in the world (71). Although our findings
reflect HCWS’ perceptions of problems and needs —which may
not match empirical findings, these subjective views can help
inform research, policy, and practice to prepare health systems
for future pandemics. In terms of research, we need the high-
quality data available to prepare evidence-based public health
strategies. A good balance between rapid and in-depth appraisals
and between qualitative and quantitative methods is warranted.
Regarding policy, we found that most reported causes and
problems are modifiable, yet HCWs see them as not being
implemented. If put in place earlier, preventative mental health
strategies may help ameliorate the acute mental health impact
and its mid-and long-term effects on HCWs and health systems
in the future. Our findings suggest that such strategies could
be set up at all levels, from intrapersonal to public health. At
the individual level, self-help strategies are already being used
and might help with various mental health problems. At the
interpersonal level, informal peer support is seen by most HCWs
as very useful for overcoming difficult working conditions.
At the organization level, our informants call for actions
that promote collaborative work, allow reassignments when
needed, build strong leadership, or promote a (mentally) healthy
working environment. At the community level, anti-stigma
campaigns might be good to reduce the sense of loneliness
and exhaustion frequently reported after the initial pandemic
outbreak. Last, at the public policy level, offering specific
mental health support and improving working conditions might
also help with several mental health problems. In terms of
practice, our findings may help design, adapt, and implement
transdiagnostic mental health programs tailored for HCWs that
can be rapidly implemented and scaled up from the early
moments of future health crises. Notably, such programs might
rely on already available resources, such as peer support or
self-help, always following the restrictive measures to contain
epidemics. In Spain, therefore, the RESPOND consortium will
explore the effectiveness of a stepped-care program of scalable,
internet-based psychological interventions locally adapted for
HCWs working in an early pandemic hotspot.
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