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Objective: The authors sought to quantify the rates of psy-
chological distress among health care workers (HCWs)
during the COVID-19 pandemic and to identify job-related
and personal risk and protective factors.

Methods: From April 1 to April 28, 2020, the authors
conducted a national survey advertised via e-mail lists,
social media, and direct e-mail. Participants were self-
selecting, U.S.-based volunteers. Scores on the Patient
Health Questionnaire–9, General Anxiety Disorder–7, Pri-
mary Care Posttraumatic Stress Disorder Screen, and Alco-
hol Use Disorders Identification Test–C were used. The
relationships between personal resilience and risk factors,
work culture and stressors and supports, and COVID-19–
related events were examined.

Results: Of 1,685 participants (76% female, 88% White), 31%
(404 of 1,311) endorsed mild anxiety, and 33% (427 of 1,311)
clinically meaningful anxiety; 29% (393 of 1,341) reported

mild depressive symptoms, and 17% (233 of 1,341) moderate
to severe depressive symptoms; 5% (64 of 1,326) endorsed
suicidal ideation; and 14% (184 of 1,300) screened positive
for posttraumatic stress disorder. Pediatric HCWs reported
greater anxiety than did others. HCWs’mental health history
increased risk for anxiety (odds ratio [OR]=2.78, 95% confi-
dence interval [CI]=2.09–3.70) and depression (OR=3.49,
95% CI=2.47–4.94), as did barriers to working, which were
associated with moderate to severe anxiety (OR=2.50, 95%
CI=1.80–3.48) and moderate depressive symptoms (OR=2.15,
95% CI=1.45–3.21) (p,0.001 for all comparisons).

Conclusions: Nearly half of the HCWs reported serious
psychiatric symptoms, including suicidal ideation, during the
COVID-19 pandemic. Perceived workplace culture and
supports contributed to symptom severity, as did personal
factors.
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Disease outbreaks such as COVID-19, which has resulted
in .1.3 million deaths worldwide (1), cause broad effects on
society’s psychological functioning, including depression,
anxiety, panic attacks, somatic symptoms, posttraumatic
stress disorder (PTSD), psychosis, and suicidality (2). In a
Chinese study, researchers found that 54% of respondents
rated the psychological impact of the COVID-19 outbreak as
moderate to severe, 17% reported moderate to severe de-
pressive symptoms, and 29% endorsed moderate to severe
anxiety (3). Huang et al. (4) found that levels of anxiety and
stress were high among health care workers (HCWs) during
the COVID-19 pandemic.

HCWs often have to respond to demanding and un-
foreseen medical emergencies, which may be compounded
by staff shortages, worry about contracting and spreading
the disease, competency concerns when redeployed with-
out adequate training, inadequate and cumbersome per-
sonal protective equipment (PPE), and frequent exposure to

patients’ suffering and dying. Additionally, quarantine may
result in prolonged separation from family and other support
systems. Many HCWs feel conflicted between their sense of

HIGHLIGHTS

• A considerable percentage of health care workers (HCWs)
reported serious psychiatric symptoms during the
COVID-19 pandemic.

• Perceived workplace culture, availability of supports, and
static and dynamic personal factors contributed to the
symptom severity experienced by HCWs.

• Health care administrators and HCWs share responsibility
to design and implement programs that best support
HCWs during crisis events; these interventions should be
pragmatic, flexible, and responsive to unique system
pressures as modified by individual needs.
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duty and their willingness to work during a pandemic (5–8),
and trying to strike a balance between professional re-
sponsibility and altruism and personal fear and anxiety can
result in further dissonance and moral distress (9).

HCWs are at risk for increased psychological symptoms
and burnout (e.g., emotional exhaustion, depersonalization,
and reduced professional efficacy) during a crisis (10), but
their response is unique and multifactorial. Li et al. (11) in-
vestigated signs of vicarious traumatization (e.g., loss of
appetite, fatigue, physical decline, sleep disorder, irritability,
inattention, numbness, fear, and despair) in China during the
COVID-19 pandemic and compared incidence of these signs
among the general public with those among both frontline
and non-frontline nurses. Frontline nurses had fewer
symptoms than the public and their non-frontline col-
leagues, who both exhibited signs of elevated vicarious
traumatization (11). This finding suggests that some front-
line workers have unique psychological endurance, at least
while in the midst of the crisis, whereas others are more
vulnerable.

Physicians are a high-risk group for suicide, with male
physicians having a 40% higher risk and female physicians a
130% higher suicide risk than members in the general
population (12). Depression is a significant suicide risk
factor for both groups (13), and .50% of physicians have
reported at least one symptom of burnout at some point
(14). Reger et al. (15) suggested that suicide rates could in-
crease nationwide during and after the COVID-19 pan-
demic because of myriad factors, including social isolation,
reduced access to supports such as mental health treatment,
illness and fear of illness, and increased depression and
anxiety.

Delineating the rates of psychological pain in HCWs
related to pandemic stress is useful and necessary. Even
more important is identifying the underlying causes of
emotional pain to accelerate creation of distress-mitigating
interventions. Burnout and psychological distress among
HCWs severely affect personal health and wellness, patient
safety and quality of care, and health care system costs (16).
Research has highlighted the importance of social support,
communication, training, and effective coping (17). It has
been reported that creating resilience in the health care
industry, either during or in the absence of a crisis, is a
responsibility shared between HCWs and their organiza-
tions (14, 18).

Further investigation of the complex relationships among
specific job tasks and responsibilities, work conditions and
culture, personal and situational risks, protective factors,
and general mental health is critical. The objectives of this
study were to evaluate the prevalence and extent of the
negative psychological impact of the COVID-19 pandemic on
a self-selected sample of U.S.-based HCWs surveyed in or-
der to determine whether the professionally diverse HCW
sample displayed variation in responses to this health crisis
and to identify the factors associated with adverse psycho-
logical effects.

METHODS

A 125-item survey, approved by the Hartford HealthCare
Institutional Review Board (HHC-2020-0069) and admin-
istered through the online survey platform REDCap, was
sent to participants via professional e-mail lists and social
media (i.e., health care groups on Facebook, with moderator
permission) and to individuals who were specialists or ap-
plying for board certification by the American Board of
Professional Psychology. Electronically obtained informed
consent was required to participate. The survey was sent out
up to three times, as permitted by list rules between April
1 and April 28, 2020.

The survey included questions concerning demographic
characteristics, perceived risk factors, medical history,
COVID-19 exposure, workplace environment and culture,
and standard brief screens of emotional health, including
the Patient Health Questionnaire–9 (PHQ-9) (19), General
Anxiety Disorder–7 (GAD-7) (20), Primary Care Post-
traumatic Stress Disorder Screen (PC-PTSD) (21), and the
Alcohol Use Disorders Identification Test–C (22).

Inclusion Criteria
Respondents were included in this study if they identified
(or were identified by membership on a professional roster
or e-mail list) as a health care provider, were ages 18–89
years, were working in the United States, and communicated
in English.

Statistical Analysis
The REDCap data were exported to and analyzed with IBM
SPSS Statistics, version 26. Categorical comparisons were
evaluated with a chi-square test. Continuous data were
evaluated for distribution and analyzed with one of the fol-
lowing, depending on number of groups and normality of
distribution: Student’s t test orMann-Whitney U test for two
groups and analysis of variance or Kruskal-Wallis H test for
more than two groups. Correlations were evaluated with a
Spearman rank correlation coefficient. A forward, condi-
tional logistic regression model was constructed to evaluate
the strength of contribution of many of the variables with
univariate differences on outcomes indicating at least mod-
erate anxiety and depression. Odds ratios (ORs) and 95%
confidence intervals (CIs) were calculated.

All results with p,0.05 were deemed statistically signif-
icant. Because the number of responses was not known
initially, no a priori power analysis was performed.

RESULTS

The demographic data of the survey participants are shown
in Table 1. In total, 1,685 individuals consented to participate
in the survey. Of those who responded, 76% identified as
female, 88% identified as White, and 69% were married.
Nearly half (778 of 1,685; 46%) identified as mental health
professionals (psychiatrist, psychologist, or social worker),
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15% identified as emergency medicine providers, and 11%
identified as pediatric providers. Of the sample, 33% (464 of
1,399) were at least age 60, and 1% had returned from re-
tirement to serve during the COVID-19 crisis.

Emotional Functioning: Overview
About 22% (N=374) of the survey participants did not re-
spond to items on the GAD-7, resulting in 1,311 respondents
on this screen. Almost two-third (63%, N=831) of these re-
spondents scored $5 on the GAD-7 (range 0–21; a score of
5–9 indicates mild anxiety), with 31% (N=404) endorsing
mild anxiety and 33% (N=427) having scores of$10 (i.e., in a
clinically significant range), much higher than the 3% of
adults in the general population with generalized anxiety
disorder in the past year (23).

Of the participants who completed the PHQ-9, 47%
(626 of 1,341) scored$5 (range 0–27; a score of 5–9 indicates
mild depressive symptoms), and 17% (N=233) scored $10
(representing clinically significant scores). For comparison,
7% of U.S. adults have at least one major depressive episode
annually (23). Women had higher PHQ-9 scores than men
(median=4, interquartile range [IQR]=1–8 vs. median=2,
IQR=0–5, respectively), and a significantly greater percent-
age of women scored $10 on the PHQ-9 (p,0.001).

About one of seven (184 of 1,300; 14%) respondents
answered “yes” to at least three questions on the PC-PTSD
(range 0–4; a score of$3 is considered positive for PTSD),
about four times the estimate of PTSD prevalence in the
United States (i.e., 3.5%) (24). In total, 39% (507 of 1,288) of
the surveys indicated clinically significant symptoms on
the PHQ-9 or GAD-7 or indicated a positive PC-PTSD
screen.

Suicidal Ideation
In response to the PHQ-9 question, “How often do you have
thoughts that you would be better off dead or of hurting
yourself in some way?” 4% (46 of 1,326) of the respondents
answered “several days”; 1% (13 of 1,326), “more than half the
days”; and 0.4% (5 of 1,326), “almost every day.”

Those respondents with a self-reported psychiatric his-
tory reported more frequent suicidal ideation than those
without such history (48 of 572 [8%] vs. 16 of 754 [2%], re-
spectively; p,0.001). Mental health workers endorsed less
frequent ideation than did non–mental health workers (20 of
707 [3%] vs. 44 of 619 [7%], respectively; p,0.001).

Emotional Functioning: Cohort Effects
We noted a statistically significant difference in the degree
of anxiety across the response spectrum among those in a
pediatric profession versus all others. Compared with non-
pediatric professionals, pediatric professionals reported a
lower level of minimal anxiety (446 of 1,164 [38%] vs. 34 of
147 [23%], respectively), an approximately equal level of
mild anxiety (358 of 1,164 [31%] vs. 46 of 147 [31%], re-
spectively), and higher levels of both moderate (192 of 1,164
[16%] vs. 35 of 147 [24%], respectively) and severe (168 of

TABLE 1. Demographic data of U.S. health care workers who
responded to a nationwide, mid-pandemic survey in April 2020

N
Characteristic (N=1,685) %a

Racial background
American Indian or Alaska

Native
7 1

Asian 63 5
Native Hawaiian or other

Pacific Islander
4 0

Black or African American 52 4
White 1,225 88
More than one race 42 3
Total 1,392 100
Did not identify 292

Gender
Female 1,096 76
Male 353 24
Total 1,449 100
Did not identify 236

Marital status
Single 311 21
Married 1,002 69
Divorced 105 7
Separated 10 1
Widowed 24 2
Total 1,452 100
Did not identify 233

Academic/professional
degree
Ph.D. or Psy.D. 695 42
M.D. or D.O. 307 19
A.P.R.N. or R.N. 232 14
L.C.S.W., L.M.F.T., or M.S.W. 47 3
M.A. or M.S. 90 6
B.A. or B.S. 125 8
Other 148 9
Total 1,644 100
Did not identify 41

Employee category
Resident or fellow 76 5
Student or trainee 23 2
Clinical or medical staff 1,290 86
Previously retired or

returned for COVID-19
9 1

Administration 110 7
Total 1,508 100
Did not identify 177

Specialty
Psychology 674 42
Emergency medicine 242 15
Pediatrics 170 11
Psychiatry 62 4
Internal medicine 60 4
Social work 51 3
Other 341 21
Total 1,600 100
Did not identify 85

a Percentages are based on the totals for each characteristic subcategory.
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1,164 [14%] vs. 32 of 147 [22%], respectively) anxiety
(p=0.001).

Comparing the responses of emergency medicine work-
ers (including emergency medical services) with those from
other respondents, we found no significant differences in the
GAD-7 or the PHQ-9 responses. Among HCWs who re-
ported using at least one of seven common coping skills,
emergency medicine workers reported using significantly
more of these skills than nonemergency medicine workers
(mean6SD=3.2361.24 vs. 2.9761.21, respectively; p=0.004).
Compared with non–mental health professionals, mental
health professionals were less likely to endorse severe anx-
iety (134 of 609 [22%] vs. 66 of 702 [9%], respectively;
p,0.001), moderate depression (38 of 625 [6%] vs. 23 of
716 [3%], respectively; p,0.001), severe depression (28 of
625 [4%] vs. 6 of 716 [1%], respectively; p,0.001), or signif-
icant PTSD symptoms (124 of 605 [21%] vs. 60 of 695 [9%],
respectively; p,0.001).

Impact of Perception
Respondents were asked whether they had any of the
medical conditions on a list of identified risk factors for se-
rious COVID-19 illness curated by the Centers for Disease
Control and Prevention (CDC). They also rated their per-
ceived risk for developing a serious illness should they
become infected with COVID-19. Those who endorsed a
CDC-defined risk factor did not have elevated GAD-7 scores
(p=0.315). However, those with a perceived risk for a serious
complication due to a COVID-19 infection also endorsed
more severe anxiety (p,0.001).

The severity of depression symptoms endorsed on the
PHQ-9 differed between those who did and did not endorse
a CDC risk factor (p#0.003), such that having a risk factor
was associated with higher depression scores. Similarly, the
perception of greater risk for a serious complication after
COVID-19 infection was consistently associated with in-
creased depression (p,0.001).

Those with a PC-PTSD score of $3 had significantly
higher levels of anxiety, depression, and perceived risk for
developing serious complications resulting from a COVID-
19 infection than those with a PC-PTSD score of #2
(p,0.001). Endorsing the presence of a CDC-defined risk
factor did not significantly affect a report of PTSD (p=0.185).
Individuals with a PC-PTSD score of $3 were significantly
more likely to respond that they were unable to say no to
work demands that made them feel uncomfortable than
those who did not screen positive for PTSD and to disagree
with items asking whether their training related to COVID-
19 was adequate, whether their organization was dedicated
to safety, whether their organization cared about employee
health and wellness, and whether they had adequate access
to PPE (p,0.01). Individuals with a positive PC-PTSD
screen were more likely to have worked outside of their area
of expertise and to have lost a colleague to COVID-19
(p#0.01).

Substance Use
To examine whether psychiatric symptoms were associated
with increased alcohol use, we first correlated anxiety
symptoms with ethyl alcohol volume consumed when
drinking (Spearman’s r=0.07, p,0.05) and with number of
days consuming five or more drinks (Spearman’s r=0.08,
p=0.01). We found similar results when levels of depressive
symptoms were associated with drinks per drinking day
(Spearman’s r=0.12, p,0.01) and frequency of drinking five
drinks (Spearman’s r=0.09, p=0.003). In addition, the re-
ported frequency of having at least five drinks in a day cor-
related with PTSD symptoms (Spearman’s r=0.11, p,0.001),
as did the number of drinks consumed on days drinking
(Spearman’s r=0.11, p,0.001).

Logistic Regression Models
We evaluated several factors that had both clinical and sta-
tistical significance in univariate analyses by using a logistic
regression model to examine the main outcomes of anxiety
(as measured by the GAD-7) and depression (as measured by
the PHQ-9), both dichotomized by presence or absence of at
least moderate symptoms (scores of $10).

The factors used in the multivariate model were mental
health professional (vs. all others), emergency medicine
worker (vs. all others), any preexisting health conditions,
any mental health history, perceived risk of getting infected
with COVID-19 or experiencing complications, age $60
years, endorsing any supports, increased use of precautions,
any barriers to working during this time (e.g., personal risk
for infection [all among 1,685 respondents], N=738 [44%];
risk of spreading infection, N=711 [42%]; and responsibilities

TABLE 2. Symptoms of anxiety among U.S. health care workers
responding to a nationwide, mid-pandemic survey in April 2020a

Variable b p OR 95% CI

Mental health professional 2.86 ,.001 .42 .30–.60
Emergency medicine worker 2.49 .019 .61 .41–.92
Endorsed history of mental

health issues
1.02 ,.001 2.78 2.09–3.70

Perceived risk of contracting
coronavirus

.004

Low (reference: very low) .29 .547 1.34 .52–3.48
Moderate (reference: very

low)
.70 .140 2.02 .79–5.14

High (reference: very low) .99 .045 2.70 1.02–7.11
Very high (reference: very

low)
1.26 .015 3.52 1.28–9.70

Age $60 years 2.69 .003 .50 .32–.80
Endorsed barriers to working .92 ,.001 2.50 1.80–3.48
Away from home for at least

1 week
.39 .021 1.48 1.06–2.06

Have access to adequate
PPEb

2.59 ,.001 .55 .41–.75

Can say no to work demands 2.51 .001 .60 .45–.81

a Likelihood of symptoms among health care workers. Anxiety was assessed
with the General Anxiety Disorder–7 scale; a score of $10 indicates at least
moderate anxiety symptoms.

b PPE, personal protective equipment.
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of caring for others such as children [N=329, 20%], older
adults [N=86, 5%], or pets [N=58, 3%]), access to PPE, belief
that one’s organization cared about one’s health and well-
ness, perception of ability to say no to work demands, and
whether the respondent had been isolated or quarantined
for at least a week.

Table 2 shows significant findings for anxiety, and Table 3
summarizes significant findings for depression. Notably,
among other factors, having a history of mental health issues
(a static factor) increased the risk for experiencing anxiety
(OR=2.78, p,0.001) or depression (OR=3.49, p,0.001). This
finding was fairly consistent with the effects of a single
modifiable factor, presence of barriers to willingness to
work, which affected presence of at least moderate anxiety
(OR=2.50, p,0.001) and presence of at least moderate de-
pression (OR=2.15, p,0.001).

DISCUSSION

Consistent with findings in previous studies of HCW func-
tioning during pandemics, more than half of our sample of
HCWs endorsed at least mild psychiatric symptoms, and
approximately 40% endorsed symptoms suggesting a clini-
cally significant emotional disorder. HCWs with a history of
mental illness were at greatest risk for significant emotional
symptoms. Other risk factors were related to beliefs (e.g., not
believing in the values and actions of their organization,
thinking one is in a high-risk group if infected with COVID-19,
and being concerned about barriers to working), perceptions
(e.g., feeling unable to say no to specific organizational de-
mands), and events (e.g., limited access to PPE and isolation
from family).

A concerning finding embedded in the depression data is
the rate of individuals reporting positive responses to PHQ-9
item 9 (“How often do you have thoughts that you would be
better off dead, or of hurting yourself in some way?”). Of the
respondents, about 5% reported any thoughts of suicide, 1%
reported suicidal ideation half of the days, and 0.4% re-
ported experiencing them nearly every day. This finding
indicated elevated suicidal ideation in light of national esti-
mates that 4% of U.S. adults experience suicidal thoughts
annually (23).

Working with a clinical sample, Simon et al. (25) re-
ported that individuals with positive responses to PHQ-9
item 9were six times more likely to attempt suicide and five
times more likely to die by suicide within 1 year than those
who did not report such thoughts. Rossom et al. (26) later
showed that patients with any level of suicidal ideation on
PHQ-9 item 9 were approximately three times more likely
to attempt suicide in the next 30 days andwere nearly twice
as likely to attempt suicide in the following year. De-
pression severity, substance use disorders, and comorbid
anxiety (all of which were seen to some degree among
participants in our sample) are significant predictors of
suicide attempts among individuals with suicidal ideation
(27–29).

Proactive interventions may reduce the negative impact
of the COVID-19 pandemic on the mental health and quality
of life of HCWs. As noted by Petterson and colleagues (30),
many more Americans could lose their lives unless the
United States immediately takes “meaningful and compre-
hensive action as a nation.” We know that unaddressed
mental health conditions among HCWs have an impact on
burnout rates, which, in turn, affects a health care system’s
capacity to provide safe and effective care. We expect that
HCWs who proactively address their mental health are
better able to care for patients and maintain resilience in the
face of stress.

In the health care setting, solutions to professional
burnout should be a shared responsibility of HCWs and their
workplace (13, 31), which necessitates awareness of leaders
to the potential for adverse effects onHCWs. Team cohesion
and a strong social support network should be encouraged,
and peer support should be readily available (26, 32, 33).
Shanafelt et al. (34) suggested that specific steps should be
taken before, during, and after a crisis to care for HCWs and
to create a resilient organization. During a crisis, organiza-
tions must assess needs at regular intervals, change course
when necessary, develop new support services and re-
sources, and connect with other organizations to learn from
and grow together (17). Many approaches can improve
resilience among HCWs during a crisis, including keeping
them informed, teaching them to monitor their own stress
reactions, and facilitating triage to formal behavioral health
treatment when necessary (35).

Pragmatically, staff benefit from feeling heard; therefore,
creative and alternative feedback loops should be developed.
Staff should be involved in decision making, feel adequately

TABLE 3. Symptoms of depression among U.S. health care
workers responding to a nationwide, mid-pandemic survey in
April 2020a

Variable b p OR 95% CI

Mental health professional 21.15 ,.001 .32 .22–.45
Endorsed history of mental

health issues
1.25 ,.001 3.49 2.47–4.94

Perceived risk for contracting
coronavirus

.001

Low (reference: very low) .18 .524 1.19 .69–2.06
Moderate (reference: very

low)
.73 .011 2.08 1.19–3.66

High (reference: very low) .37 .297 1.44 .73–2.87
Very high (reference: very

low)
1.14 .028 3.13 1.13–8.64

Endorsed barriers to working .77 ,.001 2.15 1.45–3.21
Away from home for at least

1 week
.43 .023 1.54 1.06–2.23

Have access to adequate
PPEb

2.36 .049 .70 .48–1.00

Can say no to work demands 2.77 ,.001 .46 .32–.66

a Likelihood of symptoms among health care workers. Assessed with the
Patient Health Questionnaire–9; a score of $10 indicates at least moderate
depressive symptoms.

b PPE, personal protective equipment.

126 ps.psychiatryonline.org Psychiatric Services 72:2, February 2021

HEALTH CARE WORKERS’ MENTAL HEALTH AND QUALITY OF LIFE DURING COVID-19

http://ps.psychiatryonline.org


protected, have sufficient training, andmust understandwhy
an organization cannot meet their needs. The reasons un-
derlying decisions need to be communicated frequently,
clearly, and transparently. Work cultures that do not allow
for honesty, vulnerability, or openness lead to feelings of
nonsupport and increased risk.

Successful organizations should remember that each
HCW is different; psychological and emotional support
should be offered from both internal and external providers
and from various modalities (e.g., group and individual, ed-
ucation, validation, skills, and process). Help with basic
needs, such as ensuring hydration and nourishment while
HCWs work, and proactively scheduling breaks in the
workday to “reset” can also reduce stress. Organizations
should also aim to assist in other aspects of workers’ lives,
such as child care, transportation, and providing places to
rest (18). In the event of HCW illness or quarantine, staff and
their families must feel cared for, and preferential access to
care should be considered.

Our study offers a tool and justification for surveying
HCWs within an organization. By assessing attitudes and
psychosocial experiences at multiple time points, leaders
can assess the needs of their staff in real time, differentiate
between the specific needs during and after the crisis, and
utilize this information to better prepare for future crises.
Attention to HCWs’ emotional experiences allows organi-
zations to better engage, assist, and retain their staff. These
data may help guide leaders as they develop methodologies
for mitigating the emotional impact on HCWs during a
pandemic or similar health emergencies.

The survey was sent out nationally during the worst
pandemic to hit the United States (and indeed, the world) in
a century. We knew that our response rates would be af-
fected by various factors, so we used a self-selecting sample
to gain access to a diverse set of health care professionals.
The data may have been skewed by whowas willing and able
to complete the survey, but we note that the survey was open
for 4 weeks to mitigate the effects of time constraints. Our
study was not as racially diverse as we had hoped. Still, our
survey indicated similar rates of psychiatric symptoms as
were reported in recent studies from China, and we had
additional details of our participants’ personal and work
lives, enabling novel analyses. We therefore anticipate that
many HCWs may benefit from our findings.

CONCLUSIONS

Our survey was conducted 2–3 months into the first COVID-
19 wave, and approximately 40% of HCWs who responded
reported serious psychiatric symptoms. HCWs with preex-
isting mental health issues are at increased risk for ex-
periencing psychiatric symptoms, and it is critical that
organizations find meaningful interventions for those at
greatest risk. HCW culture must change to allow for dis-
cussion and addressing of emotional needs with the aim of
increasing workforce resiliency.
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