

[image: image1]
Post-pandemic self-reported mental health of mental healthcare professionals in the Netherlands compared to during the pandemic – an online longitudinal follow-up study









 


	
	
TYPE Brief Research Report
PUBLISHED 03 July 2023
DOI 10.3389/fpubh.2023.1221427






Post-pandemic self-reported mental health of mental healthcare professionals in the Netherlands compared to during the pandemic – an online longitudinal follow-up study

Lars de Vroege1,2† and Anneloes van den Broek1,2,3*†


1Tranzo Department, Tilburg School of Social and Behavioral Sciences, Tilburg University, Tilburg, Netherlands

2GGz Breburg, Breda, Netherlands

3Department of Post Academic Psychology Training and Education, Breburg Academy, GGz Breburg, Tilburg, Netherlands

[image: image2]

OPEN ACCESS

EDITED BY
 Gabriele Nibbio, University of Brescia, Italy

REVIEWED BY
 Irene Calzavara-Pinton, University of Brescia, Italy
 Carlos Laranjeira, Polytechnic Institute of Leiria, Portugal

*CORRESPONDENCE
 Anneloes van den Broek, A.vandenbroek@ggzbreburg.nl 

†These authors have contributed equally to this work

RECEIVED 15 May 2023
 ACCEPTED 13 June 2023
 PUBLISHED 03 July 2023

CITATION
 de Vroege L and van den Broek A (2023) Post-pandemic self-reported mental health of mental healthcare professionals in the Netherlands compared to during the pandemic – an online longitudinal follow-up study. Front. Public Health 11:1221427. doi: 10.3389/fpubh.2023.1221427

COPYRIGHT
 © 2023 de Vroege and van den Broek. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.
 

The mental health of professionals was under pressure during- and post-pandemic. Initially, the focus was mainly on the health workers in the hospitals, but over time the pressure shifted to other sectors, including mental health care. An increase in workload and decrease in mental health of healthcare professionals in mental health care can lead to a decrease in the available care capacity. In an earlier online survey of mental health professionals, 1,300 professionals from a large number of mental healthcare institutions were involved. In this study, conducted in September 2021, about half of the respondents reported increased levels of stress. Feelings of anxiety, anger, and sadness were also increasingly experienced due to the COVID-19 pandemic. Furthermore, 4.2% replied that they were considering resigning their jobs. One of the recommendations of this previous study was to monitor these professionals repeatedly to be able to make an estimate of the stress and vision of work during the course of the pandemic and afterwards. Following this recommendation, the online survey was repeated. The aim of the current online longitudinal follow-up study was to re-evaluated mental status of healthcare workers. 510 healthcare workers participated in this follow-up survey. The reported mental health complaints were significantly higher during compared to post-pandemic. Respondents were less able to maintain work/life balance during the pandemic and even reported a shift to work. However, the majority of respondents indicated that they had restored this balance post-pandemic. Moreover, more sick leave was reported post-pandemic than during the pandemic and more frequent absences post-pandemic. This highlights the importance of focusing on resilience over training and career.
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1. Introduction

In December 2019 the outbreak of the Coronavirus started in Wuhan city, Hubei Province, China, with a few pneumonia cases. Initially, the virus was found in a few people in Europe and the United States. In March 2020, the World Health Organization (WHO) declared the COVID-19 outbreak a pandemic (1) and varying periods of lockdown and social distancing followed with falling infection rates and new lockdown periods as well as an increase in social contradictions (2, 3). Many European countries struggled with overcrowded hospitals followed by a decrease of infections in the summer and an increase of infections in the autumn of 2020 which led to new periods of lockdown. After the first COVID-19 vaccination was carried out in the United Kingdom in December 2020, the start of a global immunization program began and brought hope and perspective for recovery (4, 5). Primarily all attention was paid to the healthcare workers (HCW) at the front in the hospitals given the high pressure they are working on. After a decrease in COVID-19 infections and the related number of hospital admissions, HCW were confronted with the ‘delayed care’ in hospital which caused renewed pressure. However this pressure shifted to other sectors. During the (post)-pandemic period the demand for mental health services continued to increase (6) while Mental Health Care Workers (MHCW) were struggling to provide needed care (7).

In the Netherlands, the DFY-study (Do not Forget Yourself-study) (8) which focusses on mental health of mental healthcare workers reported several results from the first measurement in January 2022 (9). Furthermore, 50% of the employees in mental health care institutions in the Netherlands reported elevated levels of stress and 30% had signs of depression (10) using a self-report questionnaire. An increase in registration at the mental health care institutions took place simultaneously with mental complaints as a result of the COVID-19 pandemic. This increased workload even more, next to the pressure of the lengthening of waiting time for admission. The shift from face to face to telehealth and the confrontation with social differences among the clients and as a consequence conspiracy thinking in the treatment room brought unknown topics of conversation and made a big appeal to the mental healthcare worker (3). Other studies amongst HCW collaborate these results and reported mood and sleep disturbances (11) and post-traumatic stress symptoms (12, 13). Besides these symptoms, also higher levels of psychological distress (14) were reported as a result of the pandemic in another study. These results corroborate the need for preventing MHCW to develop mental health problems and evaluate how to support MHCW.

Based on the findings of a recent scoping review (15) preventing MHCW from mental health problems and maintain sustainable employment during pandemic waves, it is pivotal to use a systematic mental health tool frequently. Screening MHCW with regards to mental health problems provides early protection and realizes the opportunity to signalize future problems and prevent MHCW from sick leave and/or even resigning. The DFY-study (Do not Forget Yourself-study) intends to provide some signals to the government by frequently monitoring of mental health status of MHCW.

This current study reports about the comparison of two groups of MHCW on the experience of mental health related to the workplace and challenges. The first during a period of uncertainty (lockdown and unknown course of COVID-19 in the autumn of 2021) and the second post-pandemic in the autumn of 2022. A repeated measurement design was used to focus on MHCW and following objectives: (i) to assess the experience of increased symptoms of anxiety, sadness, levels of stress, sadness, and anger over time, (ii) to identify challenges regarding work/private life balance, (iii) exploring experience of sick leave, taken days off, and absenteeism, and (iv) exploring considerations about re-organizing work (e.g., working less hours, quitting their job). We hypothesize that levels of mental symptoms decrease over time but the amount of mental health symptoms remains high. Also we hypothesize that some signs of resilience are reflected in the results of our study (e.g., restore of balance between private life and work).



2. Materials and methods


2.1. Study design

In order to compare the results of the previous survey regarding mental health amongst health care professionals (10), we repeated this survey in the same way. We used social media (LinkedIn) and contact within (large) mental health institutions in the Netherlands to distribute the questionnaire online, using Qualtrics using LinkedIn platform and emailing several mental health care institutions situated in the Netherlands with a personal invitation to participate in the study. Hence the character of this study, internet access was an inclusion criterion, as well as Dutch reading and writing capability. Furthermore, respondents had to be employed within mental health care. The questionnaire was finished in less than 15 min by all participants. Because of the distribution of the internet survey, we did not know how many participants we invited with our request to complete the questionnaire. Therefore, we are unfortunately unable to provide response rates. All participants that started the questionnaire completed the assessment.

We aimed to reach any employee within mental health institutions so all employees that responded were considered ‘professional’ in this article. For the current study we compare two measurements, a recent measure (October–December 2022) versus a previous measure (August–September 2021) referred to as during-pandemic sample and post-pandemic sample, respectively (in the Netherlands, October–December 2022 was declared post-pandemic and all safety measures were discontinued in this period). Our scientific board approved of repeating the current survey in light of the previous survey (CWO 2021–35).



2.2. Survey questions

The current survey was identical to the questions in previous survey (10). These questions consisted of questions regarding mental health status regarding symptoms such as sadness, anger, anxiety, and levels of stress. Three questions regarding work/private life balance were included to explore the ability to balance life working from home. Furthermore, three questions were asked related to absenteeism (sick leave, taken days off, and absenteeism). Lastly, we explored whether the respondents were considering working less hours or quitting their job (i.e., re-organizing their work). In order to obtain as much responses as possible, we anonymously obtained all responses so did not ask for sociodemographic variables. Between 13th of October 2022 till the 4th of December 2022, 503 responses were registered. 2 (0.4%) respondents did not start the survey; hence the total sample existed of 510 respondents.



2.3. Statistical analyses

First, mental health symptoms and work-related matters based on the post-pandemic survey will be described. Second, reported mental health symptoms and work-related outcomes between the two samples were compared. Categorical variables were presented by means of frequency tables for both samples (pre- and post-pandemic). We explored distribution differences between categorical variables with Chi-Square test (for trend) and used Cramer’s V as effect size. Analyses were conducted using the Statistical Package for the Social Sciences (SPSS) version 27 with an alpha level of 0.05.




3. Results


3.1. Mental health symptoms post-pandemic

Table 1 shows the results of mental health symptoms and balance work/private and Table 2 shows the results of work-related questions regarding absenteeism and re-organization of work. In general, most respondents stated that they did not experience more/not less symptoms of anxiety, depression, stress, sadness and/or anger. Nevertheless, 35.7% of the respondents (n = 182) reported “more symptoms” of stress and 20.6% (n = 105) of the respondents experienced more symptoms of depression compared to during the pandemic. Between 5.1 and 6.9% of the respondents experienced less mental health symptoms compared to during the pandemic. Row 11–19 of Table 1 describes the results regarding questions focusing on working from home and balancing work and private. 7.5% (n = 38) to 22.9% (n = 117) stated that “the balance between work and private tipped towards work due to working from home,” respectively. 10.2% (n = 52) to 29.2% (n = 149) reported that they were less able to “effectively balance work and private.” Finally, 2.4% (n = 12) to 17.3% (n = 88) were not able to “balance work and private (anymore).”



TABLE 1 Mental health symptoms and balance work and private reported post-pandemic (N = 510).
[image: Table1]



TABLE 2 Work-related questions regarding absenteeism, sick leave, and reorganization of work.
[image: Table2]

With regards to work absenteeism, 16.3% (n = 83) to 17.3% (n = 88) stated that the (partly agree/agree) had “taken more sick leave compared to during the pandemic.” 9.2% (n = 47) to 15.3% (n = 78) stated they “took more days off” and 13.1% (n = 67) to 13.3% (n = 68) stated they “were more absent.” With regards to reorganizing work, 9 respondents (1.8%) were considering “quitting working in health care,” 46 (9.0%) were considering “working less hours,” 144 (28.2%) were considering “working more from home” whereas 306 (60.0%) respondents were “not considering reorganizing work.”



3.2. Comparison between sample (during and post-pandemic)

Tables 3A,B shows the comparison during pandemic and post-pandemic with regards to the questions about mental health symptoms (Table 3A) and ability to balance work and absenteeism (Table 3B).



TABLE 3A Comparison of mental health symptoms during pandemic (N = 1,372) and post-pandemic (N = 510).
[image: Table3]



TABLE 3B Comparison of ability to balance work and private and questions regarding absenteeism during pandemic (N = 1,372) and post-pandemic (N = 510).
[image: Table4]

With regards to the differences between experiencing mental health symptoms during and post-pandemic (Table 3A), the degree in which mental symptomatology was experienced differed significantly for all symptoms (e.g., anxiety, depression, levels of stress, sadness, and anger). More specifically, levels of anxiety (Χ2 = 41.97, p < 0.001, V = 0.15), depression (Χ2 = 27.2, p < 0.001, V = 0.12), levels of stress (Χ2 = 24.37, p < 0.001, V = 0.11), sadness (Χ2 = 13.99, p < 0.001, V = 0.09), and anger (Χ2 = 12.94, p = 0.002, V = 0.08) were significantly higher and/or more prevalent during pandemic compared to post-pandemic.

The results in Table 3B show that respondents pointed out that the work/private balance had tipped the scale towards work during the pandemic, more than compared post-pandemic (Χ2 = 9.16, p = 0.047, V = 0.07). Furthermore, they were “less able to effectively balance work and private during the pandemic compared to post-pandemic” (Χ2 = 17.14, p = 0.002, V = 0.10). Moreover, respondents replied that they had taken “more sick leave post-pandemic compared to during the pandemic” (Χ2 = 55.57, p < 0.001, V = 0.17), had taken more days off (Χ2 = 29.11, p < 0.001, V = 0.13), and “were more absent post-pandemic compared to during the pandemic” (Χ2 = 39.58, p < 0.001, V = 0.15). The amount of respondents that replied to “not be able to balance (anymore) between work and private” did not differ significantly during pandemic and post-pandemic.

Table 4 shows the comparison of reorganization of work during pandemic and post-pandemic. Significant differences were found (Χ2 = 9.06, p = 0.029, V = 0.07), more specifically a higher amount of respondents replied that they “were not considering reorganizing their work post-pandemic compared to during the pandemic” whereas more respondents “were considering working more from home” (31.5% vs. 28.5%) or “were considering quitting working in health care” (4.2% vs. 1.8%) during the pandemic compared to post-pandemic. Post-pandemic, more respondents (9.1%) “were considering working less hours” compared to during the pandemic (7.5%).



TABLE 4 Comparison of reorganization of work during pandemic (N = 1,372) and post-pandemic (N = 510).
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4. Discussion

The current study repeated a national-based online survey and reported the prevalence of mental health status of 510 employees in mental healthcare in the Netherlands, post-pandemic. In this way the study created the possibility to compare these outcomes to the former study with a sample of 1,372 respondents during the pandemic, with regard to mental health symptoms. In general, employees stated that their mental symptoms slightly improved after the pandemic. More specifically, the experienced symptoms of mental health complaints were significantly higher during compared to post-pandemic. It became clear that respondents were less able to maintain work/life balance during the pandemic and even reported a shift to work. However, the majority of respondents indicated that they had restored this balance post-pandemic. Moreover, more sick leave was reported post-pandemic than during the pandemic and more frequent absences post-pandemic. As hypothesized, mental symptoms decreased over time. However, the amount or degree of mental health symptoms remains high. Furthermore, the results indicate some sort of resilience with regards to restore of balance between private life and work.

Moreover, the comparison during- and post-pandemic in terms of work reorganization showed significant differences: namely, more respondents indicated that they were no longer considering changing their work compared to during the pandemic. However, more respondents reported working from home or leaving health care during the pandemic than post-pandemic. Respondents indicated that they will work fewer hours post-pandemic compared to during the pandemic.

Our results suggest slight recovery on several fronts. As we found less percentages of symptoms of mental health problems and progression in recovery with respect to work/life balance within the respondents, we became curious about the resilience of the respondents (16). In a review Fletcher et al. (16) stated that “resilience is constructed in a variety of ways where most definitions are based around two concepts: adversity and positive adaptation. Resilience should have been required in response to different adversities, ranging from ongoing daily hassles to major life events, and that positive adaptation must be conceptually appropriate to the adversity examined in terms of the domains assessed and the stringency of criteria used.” Moreover, Fletcher wonders whether resilience can be seen as either a trait or a process and conceptualizes resilience as the interactive influence of psychological characteristics within the context of the stress process. There are several studies that suggest that resilience makes people resistant to stress (17). Koelmel et al. (18), stated that with healthcare workers, resilience can be expressed in their possibility to show perseverance and well-functioning self-control by continuously adapting and adjusting to new complex situations and pressure. The higher the level of mental resilience, the more confidence and courage a person has in dealing with difficult situations and circumstances (19). In parallel, if the level of mental health increases, psychological resilience will increase, making people less vulnerable to unexpected or stressful events (20, 21). Resilience refines the relation between perceived risk and potential mental health issues (22). According to Norful et al. (23) and Rieckert et al. (24) better communication, mitigating the stress of Healthcare workers and focusing on improving work- patterns and- conditions supports in building resilience. Preparing young professionals during training how to require resilience in response to some adversities and organizing targeted training on increasing adaptability is recommended. Prior, or during, the development of such training, one should address stigma of being treated by a colleague thus creation of a safe environment, requires clear organizational strategies for mental health status of the staff, consistent and clear communication (10).

This is the first study that explored mental health status longitudinally of Dutch MHCW. The number of respondents was large. One limitation of our sample includes the lack of demographic variables which restrains us in carefully describing the study sample. However, we believe that this anonymity ensured the high response rate in a fairly short amount of time. Furthermore, due the aforementioned limitation, we were unable to explore changes on an individual level. Future studies should continue to focus on the current topic. Furthermore, future studies should incorporate a theoretical framework in order to thoroughly explore adaptability of MHCW with regards to mental health problems. Lastly, we were unable to control for any possible bias (such as early versus late bias, or common method bias) because we did not collect information regarding demographics which we could use to conduct non-response analyses. However, this method did ensure a high(er) response because of the anonymity (e.g., respondents were not required to address their age, gender and so on).

Working in healthcare is stressful, which is stressed by the results of our study. Even though mental symptoms improved after the pandemic, the prevalence rates of depression, anxiety and stress is fairly high. Therefore, institutional meddling to prevent development of these symptoms in for instance burn-out and/or sick leave is pivotal. Especially since we know from the current literature that such feeling are associated with other mental health challenges such as sleep disturbances, occupational impairment, behavioral issues and others. Besides their own responsibility, institutions and governments have responsibility in order to protect employees in healthcare. Especially psychological support is necessary. Promotion of self-care is advised as well as social support (inside and outside of work context). In this sense, providing healthcare to co-workers or colleagues can be part of a psychosocial support program that will increase resilience within an institution. Furthermore, training young professionals to cope with stressful experiences is key and will prevent the development of mental symptoms and ultimately burn-out. The development of such programs needs to be addressed and stimulated.



5. Conclusion

This follow-up study, in which a comparison took place between two measurements, a recent measure (October–December 2022, with N = 510) versus a previous measure (August–September 2021, N = 1,372) referred to as during-pandemic sample and post-pandemic sample, showed a decrease in mental health problems; a better work-life balance; a better work-life ratio; an increase in sick leave and absences post-pandemic and a decrease in people in need of reorganizing work. These results suggest that healthcare professionals are resilient. However, the increase in absenteeism and absence post pandemic is striking.

Implications for policy, practice, and research could be that there will be a change of focus. From combating mental health problems, to prevention and focusing on increasing resilience including the need to carefully manage individuals’ immediate environment, and to search for the protective and promotive factors that individuals can proactively use to build resilience. To prepare healthcare workers and our healthcare system for ongoing demands and possible additional demands such as a next pandemic, research focusing on interventions that will improve mental well -being of healthcare workers and support mental healthcare workers to reduce burnout, sick leave and absenteeism and enhance resilience is necessary. Preparation of the healthcare professionals for future crisis and even a pandemic will contribute to the continuity, availability and quality of health care.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

The studies involving human participants were reviewed and approved by CWO GGz Breburg. The patients/participants provided informed consent to participate in this study.



Author contributions

LV and AB were equally involved in designing the research, data collection, data-analysis, writing drafts, and final editing. All authors contributed to the article and approved the submitted version.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Organisation, W.H. WHO and partners call for action to better protect health and care workers from COVID-19. Available at: https://www.who.int/news/item/21-10-2021-who-and-partners-call-for-action-to-better-protect-health-and-care-workers-from-covid-19 (Accessed on March 11, 2021).

 2. Pfefferbaum, B, and North, CS. Mental health and the COVID-19 pandemic. N Engl J Med. (2020) 383:510–2. doi: 10.1056/NEJMp2008017

 3. Van Dam, A, Si Amer, L, de Vroege, L, and van den Broek, A. De maatschappij komt de spreekkamer binnen. De Psychol. (2022):3.

 4. Majeed, A, Pollock, K, Hodes, S, and Papaluca, M. Implementation of COVID-19 vaccination in the United Kingdom. BMJ (Clinical research ed). (2022) 378:e070344. doi: 10.1136/bmj-2022-070344

 5. Baraniuk, C. COVID-19: how the UK vaccine rollout delivered success, so far. BMJ (Clinical research ed). (2021) 372:n421. doi: 10.1136/bmj.n421

 6. Organization, W.H. COVID-19 disrupting mental health services in most countries, WHO survey. Available at: https://www.who.int/news/item/05-10-2020-covid-19-disrupting-mental-health-services-in-most-countries-who-survey (Accessed)

 7. Organization, W.H. Mental health and psychosocial considerations during the COVID-19 outbreak. Available at: https://www.who/int/docs/default-source/coronaviruse/mental-health-considerations.pdf (Accessed on October 8).

 8. de Vroege, L, Gribling, G, and van den Broek, B. Don’t forget yourself when taking care of others – mental support for health care professionals during the COVID-19 crisis. Tijdschr Psychiatr. (2020) 62:424–6.

 9. de Vroege, L, and van den Broek, A. Results of mental support for health care professionals and mental care during the COVID-19 pandemic. J Public Health. (2021a) 43:490–2. doi: 10.1093/pubmed/fdaa278 

 10. de Vroege, L, and van den Broek, A. Substantial impact of COVID-19 on self-reported mental health of healthcare professionals in the Netherlands. Front Public Health. (2021b) 9:796591. doi: 10.3389/fpubh.2021.796591 

 11. Pappa, S, Ntella, V, Giannakas, T, Giannakoulis, VG, Papoutsi, E, and Katsaounou, P. Prevalence of depression, anxiety, and insomnia among healthcare workers during the COVID-19 pandemic: a systematic review and meta-analysis. Brain Behav Immun. (2020) 88:901–7. doi: 10.1016/j.bbi.2020.05.026 

 12. d’Ettorre, G, and Ceccarelli, G. Post-traumatic stress symptoms in healthcare workers dealing with the COVID-19 pandemic: a systematic. Review. (2021) 18:601. doi: 10.3390/ijerph18020601 

 13. Fish, JN, and Mittal, M. Mental health providers during COVID-19: essential to the US public health workforce and in need of support. Public Health Reports. (2021) 136:14–7. doi: 10.1177/0033354920965266

 14. Minelli, A, Silva, RC, and Barlati, S. The elephant in the room: a cross-sectional study on the stressful psychological effects of the COVID-19 pandemic in mental healthcare workers. Brain Sci. (2022) 12:408. doi: 10.3390/brainsci12030408 

 15. van den Broek, A, van Hoorn, L, Tooten, Y, and de Vroege, L. The moderating effect of the COVID-19 pandemic on the mental wellbeing of health care workers on sustainable employability: a scoping review. Front Psych. (2023) 13:1067228. doi: 10.3389/fpsyt.2022.1067228

 16. Fletcher, D, and Sarkar, M. A review of psychological resilience. Eur Psychol. (2013) 18:12–23. doi: 10.1027/1016-9040/a000124

 17. Sarwar, A, Naseer, S, and Zhong, JY. Effects of bullying on job insecurity and deviant behaviors in nurses: roles of resilience and support. J Nurs Manag. (2020) 28:267–76. doi: 10.1111/jonm.12917 

 18. Koelmel, E, Hughes, AJ, Alschuler, KN, and Ehde, DM. Resilience mediates the longitudinal relationships between social support and mental health outcomes in multiple sclerosis. Arch Phys Med Rehabil. (2017) 98:1139–48. doi: 10.1016/j.apmr.2016.09.127 

 19. Delgado, C, and Roche, M. Workplace resilience and emotional labour of Australian mental health nurses: results of a national survey. Int J Mental Health Nurs. (2020) 29:35–46. doi: 10.1111/inm.12598 

 20. Awano, N, Oyama, N, Akiyama, K, Inomata, M, Kuse, N, Tone, M , et al. Anxiety, depression, and resilience of healthcare Workers in Japan during the coronavirus disease 2019 outbreak. Internal Medicine. (2020) 59:2693–9. doi: 10.2169/internalmedicine.5694-20 

 21. Shadmani, FK, and Hanis, SM. The influence of resilience on mental health: the role of general well-being: methodological issues to avoid prediction fallacy in a cross-sectional study. Int J Nurs Pract. (2017) 23:e12556. doi: 10.1111/ijn.12556

 22. Yıldırım, M, Arslan, G, and Özaslan, A. Perceived risk and mental health problems among healthcare professionals during COVID-19 pandemic: exploring the mediating effects of resilience and coronavirus fear. Int J Ment Heal Addict. (2022) 20:1035–45. doi: 10.1007/s11469-020-00424-8 

 23. Norful, AA, Rosenfeld, A, Schroeder, K, Travers, JL, and Aliyu, S. Primary drivers and psychological manifestations of stress in frontline healthcare workforce during the initial COVID-19 outbreak in the United States. Gen Hosp Psychiatry. (2021) 69:20–6. doi: 10.1016/j.genhosppsych.2021.01.001 

 24. Rieckert, A, Schuit, E, Bleijenberg, N, Ten Cate, D, de Lange, W, de Man-van Ginkel, JM , et al. How can we build and maintain the resilience of our health care professionals during COVID-19? Recommendations based on a scoping review. BMJ Open. (2021) 11:e043718. doi: 10.1136/bmjopen-2020-043718 



OPS/images/fpubh-11-1221427-t005.jpg
During pandemic

Post-pandemic

No, | do not
consider
reorganizing

767 (56.9)

306 (60.6)

Yes, | consider
working more
from home

425(315)

144 (285)

Yes, | consider
quitting working
in health care

56(4.2)

9(18)

Yes, | consider
working less
hours

101(7.5)

46 (9.1)






OPS/images/fpubh-11-1221427-t003.jpg
| experience...

More symptoms Not more/not less Less symptoms
of n (%) symptoms of n (%) of n (%)
Anxiety 4197 <0.001 015
During pandemic 262(19.4) 1,055 (78.3) 3123)
Post-pandemic 51(102) 416 (829) 35(7.0)
Depression 2720 <0.001 012
During pandemic 409 (303) 911 (67.5) 29(21)
Post-pandemic 105(21.0) 366(73.3) 28(56)
Higher levels of stress 2437 <0.001 011
During pandemic 658 (48.5) 650 (47.9) 9(36)
Post-pandemic 182 (36.0) 294 (58.2) 29(57)
Sadness 1399 <0.001 009
During pandemic 190 (14.2) 1,119 (83.4) 325
Post-pandemic 149(98) 425 (85.0) 26(52)
Anger 1294 0.002 008
During pandemic 318 (23.6) 994(73.8) 35(26)

Post-pandemic 96 (19.1) 379(75.3) 28(5.6)





OPS/images/fpubh-11-1221427-t004.jpg
Due to working from home, work
and private balance has tipped the

scale towards work
During pandemic
Post-pandemic

Tcan less effctively balance work

and private
During pandemic
Post-pandemic

I cannot balance (anymore)

between work and private
During pandemic
Post-pandemic

Ihave taken more sick leave
During pandemic
Post-pandemic

Ihave taken more days off
During pandemic
Post-pandemic

T'was more absent

During pandemic

Post-pandemic

Agree n (%)

127 (9.4)

38(7.5)

213 (157)

52(10.3)

49(36)
12(24)

154(113)

88(17.4)

101 (7.5)

47(9.3)

120 (8:8)
67(132)

Partly
agree n (%)

331 (24.6)
117 (23.2)

457 (33.7)

149 (29.5)

224(16.7)

88(17.4)

122(9.0)

83(16.4)

168 (12.4)

78(15.4)

106 (7.8)

68 (13.4)

Neutral
n (%)

387(28.7)

123 (24.4)

264 (19.5)

107 (21.2)

403 (30.0)
122(24.2)

109 (8.0)
37(73)

137 (10.1)

72(142)

119.(8.8)

53(105)

Partly
disagree n (%)

157 (11.7)

72(143)

126(93)
58(11.5)

213 (15.8)

93 (18.4)

47(35)

36(7.1)

70(5.2)

47(93)

57(42)

36(7.1)

Disagree
n (%)

345 (25.6)

154 (30.6)

295 (218)
139 (27.5)

455 (33.9)

190 (37.6)

925 (68.2)

262(51.8)

875 (64.8)

263 (51.9)

954 (70.3)
282(55.7)

9.16

17.14

927

55.57

2.1

3958

0.047

0.002

0.055

<0.001

<0.001

<0.001

0.07

0.10

0.07

017

013

015





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Post-pandemic self-reported mental health of mental healthcare professionals in the Netherlands compared to during the pandemic – an online longitudinal follow-up study



		1. Introduction



		2. Materials and methods



		2.1. Study design



		2.2. Survey questions



		2.3. Statistical analyses









		3. Results



		3.1. Mental health symptoms post-pandemic



		3.2. Comparison between sample (during and post-pandemic)









		4. Discussion



		5. Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Conflict of interest



		Publisher’s note



		References



















OPS/images/fpubh-11-1221427-t001.jpg
stions.

Compared to before the COVID-19 pandemic, I experience

More symptoms of 1 (%) Not more/not less symptoms of 1 (%) Less symptoms of n (%) Missing n (%)
Anxiety 51(10.0) 416(81.6) 35(6.9) 8(16)
Depression 105 (20.6) 366 (71.8) 28(5.5) 1@22)
Higher levels of stress 182(35.7) 294(57.6) 29(5.7) 5(1.0)
Sadness 49 (9.6) 425(83.3) 26 (5.1 10(2.0)
Anger 96 (18.8) 379(74.3) 28(5.5) 7(1.4)

Compared to before the COVID-19 pandemic:
Due to working from home, work and private balance has tipped the scale towards work

Agree n (%) Partly agree 1 (%) Neutral n (%) Partly disagree n (%) Disagree 1 (%)

38(75) 17(229) 123 (24.1) 72(14.1) 154(30.2)
T can less effectively balance work and private
Agree n (%) Partly agree 1 (%) Neutral n (%) Partly disagree n (%) Disagree 1 (%)
52(102) 149 (292) 107 (21.0) 58(11.4) 139(27.3) 5(10)
T cannot balance (anymore) between work and private
Agree n (%) Partly agree 1 (%) Neutral n (%) Partly disagree n (%) Disagree 1 (%)
12(24) 88(17.3) 122(239) 93(182) 190 (37.3) 5(10)

Missing values are displayed in last column and reflect

issed responses on the according question and are calculated using the total sample of respondents (i
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Which statement holds true regarding sick leave and/or absenteeism during the COVID-19 pandemic?

1 have taken more sick leave 11 (%) Missing values 1 (%)
Agree 88(17.3)
Partly agree 83(163)
Neutral 37(7.3)
Partly disagree 36(7.1)
Disagree 262 (51.4)
108)

T have taken more days off 1 (%)

Agree 47(9.2)
Partly agree 78(15.3)
Neutral 72(14.1)
Partly disagree 470902)
Disagree 263 (51.6)
3006)
Iwas more absent 1 (%)
Agree 67 (13.1)
Partly agree 68(133)
Neutral 53(10.4)
Partly disagree 36(7.1)
Disagree 282(55.3)
4(08)

Due to the COVID-19 pandemic, I consider to reorganize my work 1

(%)
No, 1o not consider reorganizing my work 306 (60.0)
Yes, I consider working more from home 144(28.2)
Yes, I consider quitting working in health care 9(18)
Yes, I consider working less hours 46(9.0)

Missing values are displayed in last column and reflect

issed responses on the according question and are calculated using the total sample of respondents (i
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