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the exception. The result is that nurses, physi‑
cians, therapists, and technicians who take on 
these roles have little chance to avoid running 
dry and burning out.1

In January 2020, the overall assessment of 
HCW well‑being was bleak. The problem of burn‑
out was a common topic of concern. First defined 
by Freudenberg2 in 1974, burnout is a long‑term 
stress reaction characterized by 3 elements: emo‑
tional exhaustion, depersonalization (including 
cynical or negative attitudes and compassion fa‑
tigue), and feelings of reduced personal achieve‑
ment. In the last decade, burnout has become 
endemic in health care, affecting over half of all 
workers in some settings.3

Even before the added pressures and compli‑
cations associated with COVID‑19, we had some 
knowledge of how doctors spend their time,4,5 
but we had little idea of the cumulative impact 
of the many chronic and acute professional and 
personal stresses on their quality of life.6-11 Of 
all workers, we knew HCWs in particular per‑
form better when they feel happy and well.12-16 
We also knew that people tend to stay in their 
jobs when they feel a sense of meaning and sat‑
isfaction with their work.17

There are many factors that influence the well
‑being of HCWs. The United States (US) National 
Academy of Medicine has developed a conceptu‑
al model of factors affecting clinician well‑being 

Introduction  It is difficult to be a health care pro‑
fessional in 2023. Health care workers (HCWs) are 
asked to accomplish herculean tasks while work‑
ing in dizzyingly complex environments. They en‑
tered the field with the desire to help those who 
are sick and vulnerable, but they must also excel 
at many other duties. While they are busy saving 
lives and providing compassionate care, HCWs 
are asked to document their work in frustrat‑
ing electronic health systems, keep up‑to‑date 
with an ever‑expanding body of knowledge, and 
maintain competence in multiple administrative 
tasks. While developing professionally and per‑
sonally, they are required to practice evidence
‑based medicine, behave ethically, and comply 
with a growing stack of regulations. While pro‑
viding excellent customer service, they must fa‑
miliarize themselves with sophisticated medi‑
cal equipment, collaborate in multidisciplinary 
teams, and communicate effectively with all stake‑
holders. They are expected to care for the emo‑
tional well‑being of patients and their families, 
and are encouraged to care for their own emo‑
tional well‑being when possible.

The society not only expects the HCWs to meet 
all of these goals but also relies on their capac‑
ity to endure difficult conditions despite being 
asked continually to do a little more with a little 
less. Unfortunately, operating beyond the mar‑
gins of capacity has become the norm rather than 
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Abstract

Reflecting on the efforts to provide acute emotional support to health care workers (HCWs) before and 
after the COVID‑19 pandemic, 3 guiding principles are proposed for health care organizations, with the aim 
to support their workers by an efficient combination of disciplines and resources: 1) normalize the use of 
support resources for HCWs; 2) assess actual needs rather than act on assumptions; 3) reduce barriers 
for HCWs to get the support they need. Each of these principles is described in terms of their usefulness 
and potential for further developments that might provide better emotional support for HCW in the future.
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is at its highest. Before the pandemic, most health 
care institutions were not consistent or effective 
in supporting the HCWs they employed. Today, 
the capacity and resources of health care insti‑
tutions have stagnated, shrunk, or disappeared. 
The current literature chronicling the prevalence 
of burnout among HCWs of all disciplines empha‑
sizes that recovery and restoration are daunting 
challenges. Rates of burnout hover at their high‑
est point, and might be higher still if some of 
the most affected had not already left the field. 
Physician suicide has become a major concern, es‑
pecially if mental and emotional health are not 
being supported. Perhaps most palpably, job turn‑
over and vacancies are at historic highs.20,21

Moving forward in the industry that allows 
little opportunity for everyone to pause, reflect, 
and make strategic plans is its own unique chal‑
lenge. As the pandemic recedes, we are confront‑
ed with the challenge of living and working in 
a familiar, yet changed, health care enviornment. 
Emerging from what felt like 2 years of constant 
crisis management, many institutions and lead‑
ers are working to provide thoughtful and useful 
ways to retain the HCWs they have and attract 
high‑quality HCWs in a competitive labor mar‑
ket. It is hard to find time, space, and resourc‑
es to maintain business operations and at the 
same time properly acknowledge and care for 
the very HCWs who make the business possible. 
Irrespective of the unique challenges brought 
forward by the COVID‑19 pandemic, there will 
always be a need to provide acute support for 
clinicians because of the accumulated challeng‑
es associated with routine health care practice. 
That leads us to the question: How do we sup‑
port HCWs in 2023?

This paper describes endeavors taken at Johns 
Hopkins Hospital to support individual and in‑
stitutional well‑being before and since the out‑
break of the COVID‑19 pandemic. Based on this 
experience and the literature, we further attempt 
to draw inductive conclusions about actions that 
health care organizations can take to do better 
in the future.

What was in place  As the COVID‑19 pandem‑
ic unfolded and wore on, everything we knew 
about the stressors on HCWs was amplified and 
highlighted. At Johns Hopkins, we learned early 
in the pandemic about the predictable phases of 
emotional response to disasters.22 We were fore‑
warned that after the initial impact and brief he‑
roic phase, our workers would experience emo‑
tional lows during a prolonged “disillusionment 
phase.” It is difficult to move past this phase and 
on to recovery until the crisis is over.

Early in 2020, the Johns Hopkins Hospital al‑
ready had a few initiatives in place that focused 
on supporting the well‑being and resilience of 
the HCWs. These were independently maintained 
by different departments and personnel within 
the institution. Like in many US hospitals, there 
was an employer‑provided Employee Assistance 

and resilience. This model includes personal fac‑
tors, skills and abilities, health care responsibil‑
ities, learning / practice environment, organiza‑
tional factors, rules and regulations, and society 
and culture (Figure 1). Examination of the mod‑
el reveals that the majority of factors lie outside 
of the individual’s control. Unfavorable arrays of 
these factors can undermine the resilience of in‑
dividual practitioners.

Even in the best of circumstances, health care 
is a high‑risk occupation for the emotional health 
of HCWs. The death of patients is often unavoid‑
able, and it can have an even greater impact if it 
is unexpected, or befalls a child or a favorite pa‑
tient. Unexpected adverse events and even rou‑
tine complications are still shocking. Challeng‑
ing medical decisions, difficult ethical situations, 
and conflicts between staff and family members 
are particularly stressful. These may contribute 
to the moral distress that occurs when one feels 
powerless against care plans or systems that chal‑
lenge one’s values.18 Additionally, workplace vio‑
lence has increased to become a common stress‑
or for HCWs in many settings.19

As the challenges of the post‑pandemic health 
care landscape begin to emerge, it appears that 
HCWs’ need for physical and emotional support 

Figure 1�  Factors affecting clinician well‑being and resilience 
This conceptual model depicts the factors associated with clinician well-being and 
resilience; applies these factors across all health care professions, specialties, settings, 
and career stages; and emphasizes the link between clinician well-being and outcomes 
for clinicians, patients, and the health system. The model should be used to understand 
well-being, rather than as a diagnostic or assessment tool. In electronic form, the 
external and individual factors of the conceptual model are hyperlinked to corresponding 
landing pages on the Clinician Well-Being Knowledge Hub.38 The Clinician Well-Being 
Knowledge Hub provides additional information and resources. The conceptual model 
will be revised as the field develops and more information becomes available. 
Reproduced with permission from the National Academy of Medicine of the National 
Academy of Sciences, courtesy of the National Academies Press, Washington, D.C.

SOCIETY &CULTURE

PERSONAL  

FACTORS
SKILLS &

 
 ABILITIES

HEALTH CARE

RESPONSIBILITIES

LEARNING/PRACTICE 

ENVIRONMENT

ORGAN
IZATION

AL

RULES & 

REGULATIONS 

FACTORS

CL INICIAN WELL-BEING 

CL
IN

IC
IA

N-PATIENT RELATIONSH
IP 

PATIENT 
WELL-BEING



REVIEW ARTICLE  Helping without harm 3

and capacity building through thoughtful use of 
existing resources. The MESH collaborative has 
continued to function as a team that meets week‑
ly to focus on evolving needs and plan for future 
adaptation.

In March 2020, day‑to‑day decision making 
and management of the Johns Hopkins Hospital 
was largely assumed by the COVID‑19 Incident 
Command Center. The incident command struc‑
ture is designed to control the functions critical to 
delivering care during a crisis. The Command Cen‑
ter was staffed by leaders of all mission‑critical 
functional areas, and was open 24 hours a day. 
Top leaders recognized the crucial importance of 
staff health and well‑being. At the primary daily 
briefing, the MESH staff reported on the number 
of calls to the various support resources, the num‑
ber of staff supported, and the principle con‑
cerns that were raised. At the close of the brief‑
ing, commanders summarized the “Red Ball” is‑
sues for the next 24‑hour period, that is, the is‑
sues of the highest priority to manage. Maintain‑
ing the staff well‑being and resilience was at the 
top of the list nearly every day.26

Although these adaptations were not all 
planned prospectively, in retrospect they were 
based on 3 guiding principles. We believe that 
applying them might be helpful to health care 
organizations as they search for ways to support 
their workers based on collaboration of disciplines 
and resources: 1) normalize the use of support re‑
sources for HCWs; 2) assess actual needs rather 
than act on assumptions; 3) reduce barriers for 
HCWs to get the support they need (Table 1). In 
the following sections, we describe how each prin‑
ciple was useful, the best practices they revealed, 
and further developments we think might pro‑
vide better emotional support for HCWs in 2023 
and in the future.

Normalize accessing support resources for health 
care workers  HCWs are not naturally inclined 
to ask for help for their own emotional needs. 
They focus on the needs of the patients, and may 
even perceive requesting help for themselves as 
a sign of professional or personal weakness. To 
overcome this barrier, health care organizations 
should establish an institutional goal of optimiz‑
ing the emotional health of the HCWs and helping 
them build resilience.27 This requires that institu‑
tions place a priority on developing a culture of 
well‑being. We have learned from the experienc‑
es related to patient safety that goals previous‑
ly regarded as unattainable can be achieved and 
sustained.28 This goal should be stated explicit‑
ly by program leaders and educators as an aim of 
training and patient care.29 Success should then 
be tracked using periodic surveys of satisfaction 
with work, work‑life integration, and psycholog‑
ical well‑being.

Johns Hopkins leaders at every level modelled 
the behavior of asking for institutional support. 
At the main daily COVID‑19 Incident Command 
Center meeting, the commanders encouraged 

Program that offered short‑term counseling to 
workers with personal or work‑related problems. 
There was a hospital Department of Spiritual Care 
and Chaplaincy that provided spiritual and emo‑
tional support for staff when requested. There 
was a medical school Department of Psychiatry 
that included psychiatrists and therapists whom 
the HCWs would access as part of their medi‑
cal insurance benefits. A program called Healthy 
at Hopkins within Human Resources had been 
in place for several years with the goal “to create 
a workplace environment that helps employees 
live their healthiest life.” In 2018, the Johns Hop‑
kins Health System established an Office of Well-
Being with the goal of creating and advancing “a 
coordinated, systematic strategy to change our 
culture and build employee resilience, employ‑
ee and patient safety, quality of care, and opera‑
tional efficiency.”

Another, relatively unique resource that had 
been in place since 2011 was a volunteer‑based 
peer support program known by the acronym 
RISE—Resilience In Stressful Events. Based in 
the Patient Safety Office, RISE is a team of vol‑
unteer HCWs who respond to stressful, patient
‑related or work‑related situations as requested by 
individuals or teams. The RISE team is primarily 
reactive, providing timely support on a 24‑hour 
basis for all HCWs who call for assistance. Al‑
though originally implemented to support HCWs 
traumatized by errors and adverse events, also re‑
ferred to as “second victims,”23,24 during its first 
decade of existence RISE expanded its scope to 
support workers from all disciplines who experi‑
ence acute, stressful, patient- and work‑related 
events.

Importantly, the various helping programs 
at Johns Hopkins were not interconnected and 
were minimally coordinated with one another. 
While all of the programs were providing support 
to HCWs with various intentions and in various 
ways, none were designed to proactively collabo‑
rate with the others. Most notably, none of them 
were designed to meet the volume of acute needs 
unleashed in March 2020.

How we responded  The outbreak of the COVID‑19 
pandemic was accompanied by an unprecedent‑
ed upwelling of emotional distress that spanned 
HCWs of all ranks and disciplines, and affected 
virtually every employee in the system. To in‑
crease efficiency and capacity, the various support 
services at Johns Hopkins collaborated to create 
a more integrated model that came to be known 
by the acronym MESH—Mental, Emotional, and 
Spiritual Health. This new collaborative team of 
expert resources was organized by the Office of 
Well-Being for Johns Hopkins Medicine.25 Early 
in the pandemic, these programs began to make 
changes to expedite access to meet the increased 
demand for staff support and to form a collective 
group of coordinated services. Strategies includ‑
ed unified marketing of all of the resources, as‑
sessment and monitoring of needs, interventions, 
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but we are smart people—we know the things 
we need to do to take care of ourselves physical‑
ly and emotionally. In this context, it is not pos‑
sible. We are given responsibilities that are im‑
possible to meet in the time available in a day, 
much less within the work hours’ limit. We also 
know inherently, and are told explicitly, that we 
need to care for our own emotional and physical 
health in order to be a good doctor. The result 
is that we feel like failures. We feel like profes‑
sional failures when we are unable to fulfill our 
wellness plans.”

“We knew this would be hard. We knew we 
would be exhausted. We knew our social lives 
would suffer. But there is something uniquely 
disheartening about a system that sets us up to 
fail. If the system values us and our emotion‑
al well‑being, then the system should figure out 
a way to reduce some of the daily hassles that rob 
us of meaningful time with our patients and for 
ourselves rather than adding more expectations 
that cannot be fulfilled” (Anonymous—person‑
al communication).

Medical culture does not accommodate the in‑
evitability of failures in the care of patients, and 
has historically been unforgiving of clinicians 
who err. It is now widely accepted that when a pa‑
tient is harmed by health care, there will almost 
always be HCWs who are also traumatized—who 
become “second victims” of the same incidents.26 
Despite this, institutional denial of the existence 
of medical errors drives the HCWs underground 
with their distress.

Assess the actual needs rather than act on assump-
tions  A perennial problem that can occur at any 
institution is when leaders develop solutions to 
problems they do not fully understand. As the im‑
pact of COVID‑19 revealed itself in waves and 
forced shifts in how health care was delivered, 
the needs of HCWs also changed. For example, 
the average inpatient nurse went from needing 
more consistent breaks in 2019 to needing lay‑
ers of personal protective equipment to help ease 
the fear of contagion in 2020.

Within a month of the outbreak of the pan‑
demic, the health system fielded a very brief 

HCWs to call on MESH resources for support. 
At virtual town hall meetings, which occurred on 
a weekly basis, top leaders emphasized the impor‑
tance of using institutional resources to support 
the resilience and well‑being of the HCWs. On 
one occasion, the president of the health system 
acknowledged the personal stress he had been 
facing and described what he had done to access 
the support he needed.

The MESH collaborative consolidated efforts 
to publicize the services provided by its compo‑
nent members. The group developed marketing 
materials that listed all available support resourc‑
es. This information was broadcast continuously 
throughout the hospital on computer workstation 
screensavers and on electronic displays in hospi‑
tal corridors. Postcards were produced bearing 
the message: “You are doing hard things. We are 
here when you are ready to talk,” which also in‑
cluded pertinent contact information. These were 
handed to workers in the hospital and deposit‑
ed in staff areas. The group also developed work 
flows to direct the referral of callers to the appro‑
priate service and level of care so this could be ac‑
complished more seamlessly (Figure 2).

Another related barrier to receiving support 
is the stigma that can be associated with asking 
for help. Unrealistic expectations, societal stig‑
ma, and biases about mental health conditions 
have corrosive effects on HCWs. These are ab‑
sorbed and internalized by clinicians who avoid 
reporting their own distress, perceiving such ad‑
missions as a sign of weakness. Instead, they com‑
pensate by perfectionism, intolerance, and blam‑
ing themselves and others.

External factors also create disincentives to ac‑
knowledge the need for help. In the US, the re‑
quirements by state medical boards and accredit‑
ing bodies for physicians to report mental health 
conditions discourage many from seeking the 
needed treatment.

In a RISE intervention with a group of phy‑
sician trainees, we asked what they had found 
useful to take care of their well‑being as they 
worked through their training program. We re‑
ceived the following response: “We may be young 
and still learning a lot about medicine and life, 

TABLE 1  Guiding principles for supporting health care workers and questions to consider

Guiding principles for 
supporting health care 
workers

Questions for institutions to consider

1. Normalize the use of 
support resources for health 
care workers

•	How can you model setting personal wellness as a priority rather than a metric to 
be evaluated?
•	Are there opportunities to integrate using wellness resources into health care 
workers’ jobs?

2. Assess actual needs 
rather than act on 
assumptions

•	When a new problem arises, do you directly involve frontline workers in developing 
solutions?
•	How can you shorten the time between identifying a challenge and implementing 
solutions?

3. Reduce barriers for health 
care workers to get 
the support they need

•	Are there ways for your helping services (peer support, employee assistance, 
spiritual care, psychiatry) to collaborate rather than operating in parallel?
•	How do you prioritize support resources for different levels of health care workers?
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and the patients, shifts in protocols were disrup‑
tive and could be upsetting. Some of the decisions 
were controversial and distressing to workers, 
such as strict limits to visitation. Appreciating 
this, the RISE team members began to accompa‑
ny infection control staff to units when changes 
were planned. This helped with providing target‑
ed support to the HCWs in a timely way.

Six months into the pandemic, there was no 
end in sight. Disillusionment began to settle in 
and the staff members were physically and emo‑
tionally depleted. Even basic physical needs were 
not being met sufficiently. Hospital funds and 
volunteers responded to this new need by pro‑
viding and delivering food and drinks to teams 
throughout the hospital. They could also choose 
from a variety of treats, which provided them 
with a sense of agency. Although it was only 
a small amount of nourishment, staff appreci‑
ated a free snack, a drink, and the acknowledge‑
ment of their needs.

Today, there is more time to better understand 
what sort of interventions might provide physi‑
cal and emotional support to HCWs. However, it 
is still important to focus on the individual needs 
based on the role and context. While there are 
common elements that everyone might find use‑
ful (availability of healthy food, consistent break 
times, a physical space to take a break), every dis‑
cipline, unit, and individual might have unique 
needs to be addressed. For example, a respirato‑
ry therapist who is a parent of 3 working in an in‑
tensive care unit likely has different needs than 
a single physician or a psychiatry trainee with 
pet care needs.

We need to continue developing a more nu‑
anced understanding of the acute and chronic 
stresses that the HCWs experience.30 Ongoing 

“Pulse” survey, which included items such as “This 
organization takes a general interest in my well
‑being.” The responses to this question were low‑
er than the benchmark and continued at this level 
over the next year. However, survey results indi‑
cated both record low engagement and that non‑
respondents did not feel supported. There was in‑
sufficient time or energy available to field a rigor‑
ous survey of the workforce and gain a more de‑
tailed understanding of their needs. Therefore, 
we adapted our methods and went directly to the 
HCWs working on units in the hospital to better 
understand what might be helpful.

As noted above, daily reports to the COVID-19 
Incident Command Center helped identify areas 
in the hospital where support was urgently need‑
ed and problems expressed by the HCWs that re‑
quired attention. This approach helped financial 
resources and support services to be directed to 
those areas. Although helping services were tradi‑
tionally deployed by individual requests for assis‑
tance, RISE began to conduct proactive emotional 
support rounds on units where staff distress was 
reported or anticipated. This included units that 
had been earmarked for conversion from conven‑
tional to “biomode” units for COVID‑19–infected 
patients, which naturally brought increased an‑
ticipatory anxiety.

During early phases of the pandemic, Hospital 
Infection Control played a leading role in deter‑
mining and disseminating the policy and proto‑
cols necessary to provide care while preventing 
the spread of infection. Knowledge about the vi‑
rus and its modes of transmission was evolving 
rapidly. Infection control staff were responsible 
for communicating relevant information, and 
changes in recommendations. While this was es‑
sential to providing safe care for both the HCWs 

Figure 2�  Flowchart for intrahospital referrals for health care worker support 
Abbreviations: Dept, department; RISE, Resilience In Stressful Events

Managers Healthy at
Hopkins Individuals

Refer to Refer self to

If area of concern is identified
• Initial assessment
• Then refers as appropriate

Concerns about an

individual refer to

Concerns about an

individual refer to

Dept of psychiatry

Spiritual careRISE mySupport
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security. To further emphasize the disparity in 
access to supportive resources, in the US the ma‑
jority of these workers are members of historical‑
ly disadvantaged minority groups. Athough most 
do not provide direct patient care, these workers 
are exposed to their own unique work‑related 
stressors, and many still encounter and serve pa‑
tients. Early in the pandemic, as we spent more 
time visiting units across the hospital, it became 
clear that these workers were not taking advan‑
tage of the MESH services. Many were not aware 
of these programs as they did not regularly ac‑
cess work‑related email, did not frequent hospi‑
tal websites, or read hospital leaflets. Even when 
they had heard of them, they never called, stat‑
ing “I didn’t think those things were for me.”31 In 
attempts to remedy this, we extended our hospi‑
tal rounds to proactively visit nonclinical areas of 
the hospital. These included the workrooms for 
hospital facilities, the laundry and food prepara‑
tion areas, and the daily work assignment line‑up 
of security officers. Workers there expressed sur‑
prise and gratitude for the attention.

Some workers desired a safe and quiet space 
to retreat from their clinical setting. Research‑
ers at the Mount Sinai Hospital in New York re‑
purposed a neuroscience research laboratory to 
create a nature‑inspired relaxation space. Front‑
line HCWs were invited to schedule a 15‑minute 
experience in the “recharge room,” where they 
were immersed in a multisensory experience. 
This intervention was shown to produce signifi‑
cant reductions in perceived stress.32 The Johns 
Hopkins Hospital has developed a similar suite 
of rooms to provide a variety of biophilic respite 
spaces for HCWs.

The needs for support continue to develop. 
As we receive feedback from those using the re‑
sources, we see the need to adapt and respond 
with interventions that are both easy to find and 
easy to use.

Summary  Health care is a complicated industry 
that has been facing ongoing recent crises which 
have negatively affected HCWs. Physicians are 
depressed, burned out, leaving the field, and co‑
mitting suicide.33,34 Although the pandemic cre‑
ated a universal experience of distress, the prob‑
lems persist. This is in part because the satisfy‑
ing connections with patients are constantly be‑
ing reduced. Leaders and managers need to take 
steps to support the HCWs and make them feel 
supported. This includes providing the HCWs 
with access to mental health and other support 
services. Leaders should develop policies and take 
practical steps to reduce workload and daily has‑
sles. This includes developing plans for staffing 
and work hours to reduce exhaustion and allow 
room for the HCWs to decompress. Accelerating 
these efforts now will allow physicians to gain 
satisfaction from caring for their patients, and 
help organizations fulfill their missions.35-37 It is 
time for health care organizations to take a hard 
look at their climate and their existing resources, 

data collection can be helpful to assess the atti‑
tudes and emotional state of the workforce, to 
evaluate the effectiveness of intervention, and 
to identify gaps in support. While this work has 
begun in some health care systems, we must keep 
striving to acknowledge that every human who 
works in health care faces both professional and 
personal challenges daily.

Reduce barriers for health care workers to get 
the support they need  As effective interventions 
are identified, it is important to make sure that 
HCWs are able to access them easily. Ideally, 
there would be a variety of resources available 
to support the varied needs and preferences of 
HCWs. These would cover a spectrum of sever‑
ity of need, ranging from wellness practices to 
psychological first aid, from professional coun‑
seling to psychiatric care. They would take into 
account personal preferences for type (eg, spir‑
itual care, mental health counseling), modality 
(eg, in‑person meetings, tele‑support, record‑
ed or written materials), and timing (real‑time, 
asynchronous) of support.

The RISE program already provided 24/7 avail‑
ability to the HCWs who wanted to talk to a peer 
supporter either one‑on‑one or in a group. For 
the people who did not want to talk to a person, 
other members of our MESH group—including 
the Office of Well-Being and Healthy at Hop‑
kins—developed a variety of recorded resourc‑
es, podcasts, videos, reading materials, and med‑
itation applications that could be accessed at the 
pace and timing suitable for the HCW rather than 
on a pre‑established schedule.

During the pandemic we realized that the 
HCWs working in COVID‑19–dedicated units, 
for whom doffing and donning protective equip‑
ment was a laborious process, were unlikely to 
venture far from those units to receive any “well‑
ness benefits.” Therefore, when needed, the RISE 
responders and chaplains put on personal protec‑
tive equipment and delivered the appropriate sup‑
port to the staff on those units at a time that fit 
the HCW schedule.

In the aftermath of the pandemic, we learned 
many HCWs were still not going to come in early 
or stay late to receive wellness benefits. The con‑
sistent feedback we received was that resources 
need to be accessible when and where it was con‑
venient for the worker. Providing time and space 
during work hours to receive support may make 
the resources more available for some workers, 
including those who have responsibilities at home 
or who work second jobs. The resources might be 
available during or between workshifts. For oth‑
ers, services available during off hours would be 
more likely to be used.

The pandemic helped remind us that there are 
many more essential workers in the hospital than 
the licensed professionals and other direct-care 
clinical staff. Among others, these include people 
maintaining the facilities, providing environmen‑
tal services, food service, patient transport, and 
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26  Wu AW. Health worker well‑being and resilience: a Red Ball issue 
for the COVID‑19 response. J Patient Safety Risk Management. 2020; 25: 
169-170. 

27  McKinley TF, Boland KA, Mahan JD. Burnout and interventions in pe‑
diatric residency: a literature review. Burnout Research. 2017; 6: 9-17. 

28  Pronovost PJ, Weaver SJ, Berenholtz SM, et al. Reducing preventable 
harm: observations on minimizing bloodstream infections. J Health Organ 
Manag. 2017; 31: 2-9. 

29  Bodenheimer T, Sinsky C. From triple to quadruple aim: care of the pa‑
tient requires care of the provider. Ann Fam Med. 2014; 12: 573-576. 

30  Southwick FS, Southwick SM. The loss of a sense of control as a ma‑
jor contributor to physician burnout: a neuropsychiatric pathway to preven‑
tion and recovery. JAMA Psychiatry. 2018; 75: 665-666. 

31  Wu AW. Who are essential workers for patient safety? J Patient Saf 
Risk Manag. 2021; 26: 3-4. 

32  Putrino D, Ripp J, Herrera JE, et al. Multisensory, nature‑inspired re‑
charge rooms yield short‑term reductions in perceived stress among front‑
line healthcare workers. Front Psychol. 2020; 11: 560833. 

33  Albuquerque J, Tulk S. Physician suicide. CMAJ. 2019; 191: E505. 

34  Center C, Davis M, Detre T, et al. Confronting depression and suicide 
in physicians: a consensus statement. JAMA. 2003; 289: 3161-3166. 

35  Baer TE, Feraco AM, Sagalowsky ST, et al. Pediatric resident burn‑
out and attitudes toward patients. Pediatrics. 2017; 139: e20162163. 

36  Wright AA, Katz IT. Beyond burnout—redesigning care to restore 
meaning and sanity for physicians. N Engl J Med. 2018; 378: 309-311. 

37  Wise AF, Watson KI, Brown JM. Do wellness interventions in a large 
pediatric residency program impact resident burnout? Acad Pediatr. 2019; 
19: e5. 

38  Clinician Well-Being Knowledge Hub. Factors Affecting Clinician Well-
Being and Resilience – Conceptual Model. https://nam.edu/clinicianwellbe‑
ing/resources/factors-affecting-clinician-well-being-and-resilience-conceptu‑
al-model/?_sf_s=factor+affecting. Accessed March 1, 2023.

identify important gaps and needs, and then make 
every effort to create a collaborative, supportive 
approach. Organizations may find it useful to uti‑
lize the guiding priniciples outlined here.
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