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Support for the wellbeing of frontline
healthcare workers should be
incorporated in health emergency
preparedness planning

Check for updates

Kate McNeil 1,2,7,8 , Stephanie Nzekwu1,7, Lucy Gilson3,4,7, Alex Hinga5,7, Dorothy Oluoch6,7,
Yingxi Zhao1,7 & Sassy Molyneux1,2,7,8

Health system resilience requires a resilient and well workforce. During health crises, including
pandemics and outbreaks of pathogens, frontline healthcare workers can face significant challenges,
resulting in personal psychosocial costs for staff members, and organisational consequences for the
health systems they work within. Here, we highlight that there is an urgent need to proactively
incorporate organisationalmeasures to protect and promote thewellbeing of frontline healthcare staff
across all stages of response to health crises. Importantly, this not only involves specific emergency
preparedness and planning efforts, but also supporting organisational-level everyday practices that
foster staff wellbeing and health system resilience outside of crises.

More than five years on from the onset of the COVID-19 pandemic, health
systems are continuing to experience the consequences of the health crisis
on their workforces, including an increase in healthcare staff turnover and
retention issues1, significant post-pandemic levels of job dissatisfaction and
burnout2, and having to integrate new practices and narratives informed by
crisis experiences3. A growing body of research is examining the impact of
the COVID-19 pandemic on healthcare worker wellbeing, the coping
strategies adopted by healthcare workers, and the steps taken to support
healthcareworkerwellbeingduring the crisis, includingwork focusedon the
wellbeing of nurses4, and early career doctors5. Staff support strategies that
act at both the individual and organisational levels should be integral to
health system responses throughout all phases of health emergency
responses, including preparedness and response phases. Moreover, sup-
portingworkforcewellbeing andorganisational resiliencewithin the routine
everyday practices of health systems can contribute to developing systems
which are more resilient to shocks and crisis events when they do happen.

In this Perspective, we describe some of the risks to staff wellbeing
during health crises; identify gaps in research and policy in responding to
these risks; explore potential consequences of insufficient support for the
prevention of psychological harm before, during, and after health

emergencies; and identify areas inwhich researchers, health systems leaders,
and governance actors might take additional steps to address the needs of
healthcare workers in preparedness for and responses to health emergency
events. We use literature from our various research and practice back-
grounds in a range of High-Income and Low- andMiddle-IncomeCountry
(LMIC) health systems contexts, including work in health policy and sys-
tems research, organisationalmanagement, public policy, ethics, and public
health. Throughout,we drawon theCOVID-19pandemic as a recent health
crisis example and relevant source of potential learning.

We focus primarily on organisational interventions and measures to
support resilience and wellbeing, which we define as interventions focusing
proactively on theworkplace orworking conditions6.While individual-level
initiatives such asmindfulness-based training ormobile health applications
may have some potential promise in supporting mental health during
crises7, these initiatives also risk adding to individual burdens andprotecting
only those workers who engage with them6. Organisational measures that
protect the wider workforce are therefore essential.

For definitional and conceptual clarity, we define resilience as the
capability to cope with or adapt to chronic or acute stressors, including
shocks at the individual or organisational level8,9. We place particular
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emphasis on organisational resilience as a potential facilitator of workplace
environments that enable space for individual resilience and wellbeing,
while stressing that there are limits to the resilience that can be expected of
individuals during crisis events. Wellbeing is a multi-faceted positive state
which supports human flourishing9. Emotional distress as a challenge to
wellbeingmay take a variety of forms, includingmoral injury,moral distress,
post-traumatic stress, and anxiety.

Risks to staff wellbeing during health crises
Frontline healthcare workers are a diverse group of medical, nursing, and
allied health professionals who have direct contact with patients in the
regular course of their duties in facilities or communities. They face a range
of challenges to their resilience during health crises. They are vulnerable to
morally injurious events triggered by limits to conventional professional
knowledge and values, or the ability to apply these10,11. Also, their expertise
can be challenged in situations where there is uncertainty about best
practices11. Patient-facing healthcare workers can be exposed to hypervigi-
lance and multiple forms of prolonged uncertainty within the workplace12,
heavy workloads with insufficient personal protective equipment (PPE)13,
stigmatisation within their local communities14, and risks to their physical
health15,16. Themultiple challenges for frontline healthcare workers associated
with a health crisis pose significant risks for the mental health and wellbeing
of frontline healthcare workers17–19, with findings from the COVID-19
pandemic highlighting risks such as post-traumatic stress symptoms,
burnout20 professional grief 21, moral distress and compassion fatigue21.

Challenges for frontline staff have the potential to become widespread
during a health crisis. Rates of burnout during the COVID-19 pandemic
varied both regionally and over time: one international meta-analysis
focused on physicians found a burnout prevalence of 60.7% early in the
pandemic22, while an umbrella review and meta-analysis of meta-analyses
has suggested that therewas a prevalence ratio of 0.44 of burnout symptoms
and 0.32 of psychological distress for healthcareworkers across theCOVID-
19 pandemic23. An umbrella review of meta-analyses focused on the pre-
valence of anxiety and depression in healthcare workers during the pan-
demic estimated a prevalence of 24.94% for healthcare worker anxiety
globally and 24.83% for healthcare worker depression during the COVID-
19 pandemic24.While these numbersmay be limited in their ability to reveal
rich nuance and variation within experiences of the COVID-19 pandemic,
they suggest that emotional challenges were pervasive. Challenges to well-
beingmay have been entangledwithmanifestations ofmoral distress linked
to experiences of “moral events”25, commonly defined as circumstances
where staff do not know what the right thing to do is, or do know, but are
unable to take that course of action as a result of organisational constraints25.
Moral distress canbe experienced asmoral injury,whichhasbeendefined as
“where sustained moral distress leads to impaired function or longer-term
psychological harm”26.

Some influenza plans and pandemic preparedness planning docu-
ments recognise the burdenplaceduponhealthcareworkforcesduring these
crisis events. For example, there is recognition that “many staff will have
been working under acute pressure for prolonged periods” in the United
Kingdom’s Influenza Plan27; and recognition of a need to “address the
psychological impacts of the pandemic, especially on the health
workforce”28. However, insufficient attention has been paid to what might
be done routinely, and as part of crisis preparedness.

Health crises add to routine stresses and challenges for health
systems
Crisis events such as the COVID-19 pandemic can act as an additional
shock to individuals and the health systems in which they work, adding to
the routine stresses and everyday challenges of providing health care29. Such
additional shocks to the health systemhave the potential to act as amplifying
events, making frontline healthcare staff more vulnerable to some of the
detrimental impacts and risks posed by a trauma-heavy work environment
at the moment when the health system is under great pressure and needs
them most30. This means that pre-existing challenges faced by individuals

and health systems may be exacerbated by crises. There is evidence that
healthcare workers face an array of work-related challenges to their well-
being under normal operating conditions that health systems leaders must
address. This requires engaging the relational and organisational influences
on individual resilience, such as staffing levels, design and implementation
of institutional policies, nature of teamwork and leadership style29,31,32.
Inadequate staffing levels, challenging inter-personal relationships within
teams, inadequate resources, high mortality rates and hierarchical leader-
ship styles can expose health workers to adverse psychological and emo-
tional harm including moral frustrations, moral distress and mental health
conditions as they struggle to reconcile their expectationswith the realities of
practice33,34.

In the course of performing their normal daily roles, healthcare
workers can therefore face poor working environments or be exposed to
disruptions and traumatic events without adequate preparation and sup-
port. They can face challenges to their physical safety and to their emotional
wellbeing. Uncertainty, change, and chronic stressors within the health
system can challenge the everyday resilience of staff and the organisations
they work for while organisational practices, relationships, and networks
can support and facilitate this resilience29. In ordinary operations, and in
preparing for and responding to health emergencies, awareness of and
responsiveness to these sources of, and barriers to, resilience is essential.

The risks of inaction
Health systems have an ethical duty of care to those they employ and to
those depending on the system for the delivery of quality care. Supporting
organisations in their efforts tomeet this duty and to take reasonable steps to
prevent their workforce from experiencing forms of psychological harm
warrants systems-level action. This includes incorporating workforce
wellbeing support into pandemic preparedness efforts. Alongside this
ethical duty of care, organisations face a range of further business-case
motivations to invest in employee wellbeing, including legal and regulatory
obligations, fostering a positive organisational reputation, and motivating
staff to perform well35. Work conducted outside of health emergencies has
also suggested that workforce stability may contribute to productivity36.

Poor healthcare workforce wellbeing poses risks not just for healthcare
workers themselves, but also for health systems and the patients and
communities they serve. Burnout and poor wellbeing amongst healthcare
staff have been linked to poorer patient safety outcomes37; including during
the COVID-19 pandemic, as a result of staff competencies, quality of care
andprofessional standards beingundermined38. Such impacts can endure in
the aftermath of a health crisis, with one descriptive study from Thailand
demonstrating a relationship between burnout in nurses and missed nur-
sing care after the COVID-19 pandemic39. Poor staff wellbeing can also
contribute to problemswith retaining staff, resulting in personnel shortages,
loss of vital institutional memory, and reduced access to experienced staff
members during emergencies40. Staff perceptions of organisational injustice
have been associated with departure and withdrawal41,42. Poor treatment in
the workplace and inadequate access to the resources needed to uphold the
values of care delivery challenge organisational justice and trust across a
health system, in both normal times and health crises.

The values of a health profession are judged by its’ practices, and so
healthcare workers need to be seen to act in the interests of the public and
wider society. These values link to the interests of professionals themselves
who seek to maintain their trustworthiness, legitimacy and mandate43–45.
Patients are not the only ones who suffer when expected ideals are not
upheld. For health workers, extended partaking in or witnessing of con-
tinuous degrading of core professional values by external conditions can
challengewellbeing and causemoral injury46,47.Moral injury can foster deep
emotional wounds thatmay be resistant tomechanisms for self-forgiveness,
self-compassion and survival. In professional work, this can be counter-
productive. For example, studies in high-income countries (e.g. refs. 48,49)
suggest that heightened andunattendedmoral injury during theCOVID-19
pandemic lead to impaired performance of health workers and negative
patient outcomes. Meanwhile, work conducted prior to the COVID-19
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pandemic has suggested that the moral climate can also be negatively
affected. For example, in a setting where there were frequent moral trans-
gressions and disappointments some nurses abandoning trying to work in
line with moral codes50.

The consequences for downplaying preparedness for health emer-
gencies are far-reaching, and health systems conditions need to be created
that allow frontline staff to meet the standard of care while protecting their
well-being in all times.

Implementing next steps and potential solutions
Throughout health crises, including pandemics and infectious disease
outbreaks of priority pathogens, the capacity and resilience of responding
health systems can only be as resilient as the individuals working at the
frontline of those systems. A range of actors within research communities,
health systems, and policy have a role to play in ensuring that the appro-
priate steps are taken to protect the psychosocial wellbeing of frontline
healthcare workers in their work on pandemic preparedness.

Undertaking research. Health systems researchers should continue to
deepen their understanding ofmany inter-related barriers and facilitators
of psychological wellbeing and resilience amongst frontline healthcare
staff in routine practice and before, during, and after health emergencies.
We suggest the following foci for research:

While there is a growing body of evidence highlighting the harms faced
by healthcare workers during health emergency events; the evidence base
concerning interventions to address this challenge is weaker51–53, with one
rapid reviewof reviewsnoting a “glaring lack”54 of recent academic evidence.
We believe that work is needed to identify context relevant interventions
and strategies that can act at the organisational level. Here, there is potential
to learn from the experiences of other trauma-affected frontline sectors,
including insights from humanitarian workforces and those operating in
disaster and conflict response settings. Thismight include adapting learning
from the practice of Schwartz Rounds in routine healthcare settings, and
vicarious trauma training and Hostile Environment Awareness Training in
humanitarian contexts55, health system future-proofing initiatives56, and
evaluations of staff support protocols and training programmes57.

In a field currently dominated by work emerging from the COVID-19
pandemic, there is a need to deepen our understanding of challenges and
interventions across a greater array of crisis events. It is essential that voices,
practices, and experiences from a range of cultural and resource contexts,
including those that have experienced different health emergency events are
well-represented in this work.

Where there is policy guidance aimed at supporting frontline staff, it
often places an emphasis on supporting staff in their recovery from trauma
during the recovery phase following a health emergency, instead of incor-
porating the prevention of psychological harm into routine working prac-
tices and into the early onset stages of response. We should increase our
understanding of how work on everyday resilience within health systems
might be applied to our understanding of preparedness for, and responses
to, shock events.

Some categories of staff are under-represented within literature on
organisational interventions to support staff during health emergencies,
including frontline research staff, students, community health workers and
trainees58. While some valuable work has documented interventions to
support community healthcare workers in LMIC settings during the
COVID-19 pandemic59, such groups need to be actively incorporated into
future work. Work on organisational-level interventions within health
systems could draw insights from routine practices and health emergencies,
and should be conducted in collaboration with health systems actors from
diverse cultural and resource contexts. The aim would be to develop an
evidence base to inform interventions and practices which are feasible,
affordable, and culturally appropriate in the short and long-term.

All of the above work could incorporate insights from health system
resilience work (e.g. refs. 29,31).Work on everyday health system resilience
provides learning on a variety of challenges to resilience31, as well as on

absorptive, adaptive, and transformative strategies with the potential to
protect and build resilience60. Some researchers emphasise the importance
of taking into account considerations of power and relational dynamics31,
encompassing hierarchical authority, reward provision, task allocation and
division, and role clarity. Sensitivity to formal and informal dynamics can
reduce potential conflict and encourage collaboration during times of
uncertainty.

Changing policy and practice. Health systems leaders should seek to
integrate known best practices for supporting staff wellbeing into routine
organisational practices and pandemic preparedness. They need support
to embed practices which reduce the background risk of psychological
harm posed by everyday systems functioning challenges, and to develop
evidence-informed guidance to support additional measures appropriate
to every stage of a health emergency response. Potentially useful practices
include provision of access to peer support groups61 and reflective
debriefing sessions62.

Both during and after emergency events, health systems leaders and
stakeholders should look for opportunities to identify local learning sur-
rounding what worked, and to share their insights into best practices.
Sharing their learningwith colleagues, partners, and academic communities
might support the translation of best practices into ‘new normals’ that
strengthen preparedness for future health crises. Initiatives at the organi-
sational level need national and international level support. At the national
level, governments should ensure pandemic response policies and plans
include proactive efforts to protect frontline healthcare staff from psycho-
logical harmacross every phase of a pandemic response, and support system
resilience. Learning from the Nuffield global health emergency research
ethics guidance63, this might include capacity strengthening initiatives,
ensuring that allocation of duties and organisational practices are respectful
and fair. Support for leaders and managers who may also face emotional
distress and other challenges during health crises64 and in their day-to-day
work65, is also likely to be needed. At the international level,WHO influenza
planning incorporates the planned provision of psychological support for
healthcare workers at the widespread infection stage28. This approach
should be expanded to explore how minimising the risk of psychological
harm to healthcare workersmight also be incorporated into earlier stages of
outbreak response.

Concluding remarks
Leadership across health systems organisations, research institutions, and
multiple levels of policymaking have roles to play in identifying, devel-
oping, implementing, and iterating efforts to protect and promote
frontline healthcare worker wellbeing in health emergency preparedness
planning and in the everyday functioning of health organisations. The
COVID-19 pandemic brought the challenges facing staff wellbeing – and
the potential risks of inaction for individuals and our health systems –
into the foreground. This window of opportunity for learning and action
should be used as a foundation from which to build supportive practices
fostering individual wellbeing and organisational resilience into institu-
tional planning and operational practice both within and outside of
health crises.
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