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Abstract
The COVID‑19 pandemic placed unprecedented pressure on global healthcare systems and exposed healthcare workers (HCWs) to significant psychological strain. This dissertation investigates the mental health impact of the pandemic on HCWs, examines the coping mechanisms they employed, and evaluates the effectiveness of institutional support systems. Using a systematic review of international literature published between 2020 and 2025, the study identifies widespread mental health challenges, including anxiety, depression, burnout, moral injury, and post‑traumatic stress disorder (PTSD). Contributing factors included fear of infection, inadequate personal protective equipment (PPE), high patient mortality, long working hours, and limited opportunities for rest and recovery.
The dissertation explores adaptive coping strategies such as social support, mindfulness, resilience, and physical activity, as well as maladaptive strategies including avoidance, emotional withdrawal, and increased substance use. Institutional support emerged as a critical determinant of HCWs’ well‑being. Organisations that provided clear communication, adequate PPE, accessible psychological services, and compassionate leadership reported better staff outcomes. However, support was inconsistent across settings, and many HCWs reported barriers such as stigma, workload pressures, and limited awareness of available services.
The study concludes that protecting HCWs’ mental health is essential for workforce sustainability and high‑quality patient care. Recommendations include strengthening organisational mental health provision, embedding psychological support into routine practice, improving communication and leadership, and ensuring adequate resources during future health crises.
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Chapter 1:
1.1 Introduction
The COVID‑19 pandemic profoundly disrupted global healthcare systems and placed extraordinary physical and psychological demands on healthcare workers (HCWs). As frontline responders, HCWs were required to manage rapidly increasing patient numbers, adapt to evolving clinical guidelines, and work in environments characterised by uncertainty, risk, and emotional intensity. These pressures contributed to widespread mental health challenges, including stress, anxiety, depression, burnout, and post‑traumatic stress disorder (PTSD). The pandemic also exposed long‑standing structural issues within healthcare systems, such as staff shortages, inadequate resources, and limited access to psychological support.
Understanding how HCWs experienced and coped with these challenges is essential for improving workforce resilience, informing future crisis planning, and ensuring the sustainability of healthcare services. This dissertation examines the mental health impact of COVID‑19 on HCWs, explores the coping mechanisms they employed, and evaluates the effectiveness of institutional support systems.
1.2 Definitions and Terminology
Mental Health:
The World Health Organization (2022) defines mental health as “a state of mental well‑being that enables people to cope with the stresses of life, realise their abilities, learn well and work well, and contribute to their community.”
Coping Mechanisms:
The NHS (2023) describes coping mechanisms as the thoughts and behaviours individuals use to manage the internal and external demands of stressful situations. These may include social support, mindfulness, problem‑solving, or emotional regulation.
Healthcare Worker (HCW):
The WHO (2020) defines HCWs as “all people engaged in actions whose primary intent is to enhance health,” including nurses, doctors, allied health professionals, and support staff.
These definitions provide conceptual clarity for examining HCWs’ mental health experiences during the pandemic.
1.3 Rationale for Research
HCWs were at heightened risk of psychological distress during COVID‑19 due to the emotional intensity of their roles, exposure to trauma, and increased workloads. Research consistently shows elevated levels of anxiety, depression, and burnout among HCWs worldwide (Lai et al., 2020; Cabarkapa et al., 2020). Investigating these experiences is important for several reasons:
· Workforce sustainability: Supporting HCWs’ mental health reduces burnout and improves retention.
· Quality of care: Mentally healthy staff provide safer, more effective care (Greenberg et al., 2020).
· Future preparedness: Understanding coping strategies and institutional responses can inform future crisis planning (Shaukat et al., 2020).
1.4 Aim and Objectives
Aim:
To investigate the effects of the COVID‑19 pandemic on the mental health and coping mechanisms of healthcare workers, evaluating existing literature and offering recommendations for improved institutional support systems.
Objectives:
· To explore the specific mental health issues and coping mechanisms experienced by HCWs during the pandemic.
· To conduct a systematic review of existing studies to identify recurring themes and findings.
· To assess the effectiveness of coping strategies used by HCWs.
· To propose recommendations for healthcare institutions and policymakers to strengthen mental health support.
Research Questions:
1. What mental health challenges did healthcare workers face during the COVID‑19 pandemic?
2. What coping strategies did healthcare workers use during the pandemic?
3. How effective were institutional support systems in addressing HCWs’ mental health needs?
1.5 Conclusion
This chapter has introduced the context, definitions, rationale, aims, and research questions guiding this dissertation. It establishes the importance of understanding both individual coping strategies and organisational support systems. Chapter 2 now builds on this foundation by reviewing existing literature on the psychological impact of pandemics on healthcare workers.
Chapter 2: Background Information and Analysis
2.1 Introduction
The COVID‑19 pandemic placed exceptional pressure on healthcare systems worldwide and exposed healthcare workers (HCWs) to significant psychological strain. HCWs were required to manage rapidly increasing patient numbers, adapt to evolving clinical guidelines, and work in environments characterised by uncertainty, risk, and emotional intensity. These conditions contributed to widespread mental health challenges, including anxiety, depression, burnout, and post‑traumatic stress disorder (PTSD). To understand the scale and nature of these challenges, it is essential to situate COVID‑19 within the broader history of pandemics, examine relevant psychological and occupational theories, and compare international and UK responses. This chapter, therefore, provides historical context, explores theoretical frameworks, analyses international evidence, and examines national and local UK developments that shaped HCWs’ experiences during the pandemic.
2.2 Historical Background
Pandemics have historically placed substantial psychological burdens on HCWs. Research from previous outbreaks, including SARS (2003), H1N1 (2009), MERS (2012 onwards), and Ebola (2014–2016), demonstrates consistent patterns of fear, trauma, and long‑term mental health consequences among frontline staff.
SARS (2003)
The SARS outbreak in Toronto is one of the most widely studied examples of pandemic‑related psychological distress among HCWs. Maunder et al. (2006) found that 29% of hospital staff experienced PTSD symptoms, including insomnia, hypervigilance, and emotional withdrawal. Staff reported feeling isolated, stigmatised, and fearful of infecting their families. Wu et al. (2009) later found that these psychological effects persisted for more than a year after the outbreak, demonstrating the long‑term consequences of pandemic‑related stress.
H1N1 (2009)
During the H1N1 influenza pandemic, Goulia et al. (2010) reported high levels of anxiety among HCWs, driven by unclear information, rapidly changing guidelines, and fear of infection. Many staff felt unprepared and inadequately protected, particularly when PPE supplies were inconsistent. These concerns closely mirror those reported during COVID‑19.
Ebola (2014–2016)
The Ebola outbreak placed extreme psychological pressure on HCWs in West Africa and high‑income countries. Staff reported fear of contagion, moral distress, and stigma from the public. The emotional burden of caring for critically ill patients, combined with high mortality rates, contributed to significant psychological strain.
MERS (2012 onwards)
South Korea’s experience with MERS led to increased awareness of HCWs’ mental health needs. Studies found that HCWs experienced anxiety, fear, and stigma, but also highlighted the importance of clear communication and strong infection control protocols in reducing distress.
Relevance to COVID‑19
COVID‑19 intensified these issues due to its global scale, prolonged duration, and high mortality rates. Lai et al. (2020) found that more than half of HCWs in China experienced symptoms of depression and anxiety, while Rossi et al. (2020) reported high rates of PTSD among Italian HCWs. The consistency of findings across pandemics demonstrates that HCWs’ mental health challenges are not new, but COVID‑19 amplified them to an unprecedented level.
Limitations of historical research
Historical studies often rely on cross‑sectional designs, making it difficult to track long‑term outcomes. Many focus primarily on doctors and nurses, overlooking support staff such as cleaners, porters, and administrative workers. These gaps highlight the need for more inclusive and longitudinal research, particularly in relation to COVID‑19.
Pandemics throughout history have consistently exposed healthcare workers to extreme psychological pressures, and COVID‑19 amplified many of these long‑standing patterns. During the SARS outbreak in 2003, for example, healthcare workers in Toronto and Hong Kong reported intense fear of contagion, social isolation, and stigma from the public. Many described feeling “contaminated” or “dangerous,” which led to avoidance by neighbours and even family members. Maunder et al. (2006) found that these experiences contributed to long‑term psychological distress, with some staff continuing to experience hypervigilance and intrusive memories more than a year after the outbreak. This demonstrates that the psychological effects of pandemics can persist long after the immediate crisis has passed.
Similarly, during the H1N1 influenza pandemic in 2009, healthcare workers reported uncertainty, confusion, and frustration due to rapidly changing guidelines and inconsistent communication from leadership. Goulia et al. (2010) found that many staff felt unprepared and unsupported, which increased anxiety levels. The lack of clear information created a sense of helplessness, which is a known risk factor for psychological distress.
The Ebola outbreak (2014–2016) placed extreme emotional and ethical burdens on healthcare workers, particularly in West Africa. Staff were required to care for patients with a highly lethal virus while facing severe shortages of PPE, limited medical resources, and high mortality rates. Many healthcare workers witnessed traumatic scenes, including the deaths of colleagues, which contributed to moral injury and long‑term trauma. These experiences highlight how resource scarcity can intensify psychological strain.
The MERS outbreak in South Korea (2012 onwards) further demonstrated the importance of preparedness. Healthcare workers who had previously experienced SARS reported lower distress levels, suggesting that training, experience, and organisational readiness can mitigate psychological harm. This is particularly relevant to COVID‑19, where countries with stronger preparedness (e.g., South Korea) reported better mental health outcomes among staff.
These historical patterns show that pandemics consistently place healthcare workers at risk of psychological harm. COVID‑19 did not create these issues, but magnified them on a global scale.
2.3 Theoretical Background
Several psychological and occupational theories help explain HCWs’ experiences during pandemics. Each theory offers a different lens on stress, coping, and organisational factors.
Stress and Coping Theory (Lazarus & Folkman, 1984)
This theory proposes that stress arises when individuals perceive that environmental demands exceed their coping resources. HCWs during COVID‑19 faced intense demands, high patient loads, rapid clinical decisions, and constant exposure to suffering while often feeling that resources such as time, PPE, and emotional support were insufficient.
The theory distinguishes between:
· Problem‑focused coping — seeking information, improving clinical skills, reorganising tasks.
· Emotion‑focused coping — mindfulness, emotional expression, social support.
Liu et al. (2020) found that HCWs in Wuhan used both types of coping, depending on workload and emotional exhaustion. While the theory is useful for understanding individual differences, it has been criticised for focusing too heavily on personal strategies and not enough on organisational constraints.
Conservation of Resources Theory (Hobfoll, 1989)
This theory argues that stress occurs when individuals lose, or fear losing, key resources such as time, energy, health, or social support. During COVID‑19, HCWs experienced multiple resource losses simultaneously: reduced rest, disrupted family life, limited social contact, and, in some cases, public hostility.
Chen et al. (2021) found that reduced rest and social contact were strongly associated with burnout among HCWs. The theory helps explain why some HCWs experienced cumulative exhaustion over time, but it is less explicit about how organisations can rebuild resources.
Burnout Theory (Maslach & Jackson, 1981)
Burnout is characterised by emotional exhaustion, depersonalisation, and reduced personal accomplishment. Morgantini et al. (2020) found widespread burnout among HCWs globally during COVID‑19, with resource shortages and moral injury as major contributors.
Critics argue that focusing on burnout at the individual level can imply that HCWs lack resilience, rather than highlighting systemic issues such as understaffing or inadequate leadership.
Job Demand–Control Model (Karasek, 1979)
This model suggests that stress is highest when job demands are high, but workers have little control over how they meet those demands. During COVID‑19, many HCWs reported high demands combined with low control over staffing levels, PPE allocation, or clinical decisions.
Zhang et al. (2020) found that HCWs with limited autonomy experienced greater anxiety and distress.
Post‑Traumatic Growth Theory (Tedeschi & Calhoun, 1996)
This theory suggests that some individuals experience positive psychological changes following trauma, such as increased empathy or stronger relationships. Kalaitzaki et al. (2021) found that some HCWs reported greater appreciation for life and deeper professional commitment during COVID‑19.
However, not all HCWs experience growth, and some may feel pressured to appear resilient (Zoellner & Maercker, 2006).
Critical comparison of theories
Each theory illuminates different aspects of HCWs’ experiences:
· Stress and Coping Theory and COR Theory focus on individual appraisal and resources.
· Burnout Theory and the Job Demand–Control Model highlight workload and organisational structures.
· PTG Theory introduces the possibility of positive change but risks minimising distress.
Recent UK research emphasises organisational responsibility. Kinman and Teoh (2021) argue that workplace culture and leadership have a greater impact on burnout than individual resilience. West and Coia (2022) highlight the importance of psychological safety and compassionate leadership.
Theoretical frameworks provide valuable insight into why healthcare workers experienced such intense psychological strain during COVID‑19. Stress and Coping Theory (Lazarus & Folkman, 1984) is particularly relevant because it emphasises the role of cognitive appraisal. Healthcare workers constantly assessed risks, such as the likelihood of infection, the adequacy of PPE, and the emotional demands of caring for critically ill patients. When these demands were perceived as exceeding available resources, stress increased. This theory helps explain why staff with limited PPE or unclear guidance experienced higher anxiety levels.
Conservation of Resources Theory (Hobfoll, 1989) adds another layer by highlighting how resource loss contributes to stress. During COVID‑19, healthcare workers lost multiple resources simultaneously: rest, social contact, predictability, and in some cases, physical health. The theory also explains why prolonged exposure to stress leads to burnout when resource loss continues without replenishment, individuals become exhausted and disengaged.
Burnout Theory (Maslach & Jackson, 1981) is essential for understanding emotional exhaustion among healthcare workers. Burnout is characterised by emotional fatigue, depersonalisation, and reduced personal accomplishment. COVID‑19 created ideal conditions for burnout: long shifts, high mortality, and limited opportunities for recovery. However, critics argue that burnout theory can unintentionally place responsibility on individuals rather than organisations. This is why more recent research emphasises systemic factors such as staffing levels, leadership, and organisational culture.
The Job Demand–Control Model (Karasek, 1979) further explains why healthcare workers experienced distress. COVID‑19 created extremely high job demands, rapid decision‑making, emotional labour, and physical risk, while reducing workers’ control over their environment. Staff often had little influence over shift patterns, PPE allocation, or clinical decisions. This imbalance between demands and control is strongly associated with stress and burnout.
Post‑Traumatic Growth Theory (Tedeschi & Calhoun, 1996) offers a contrasting perspective by suggesting that individuals can experience positive psychological changes following trauma. Some healthcare workers reported increased empathy, stronger relationships, and a renewed sense of purpose. However, this should not overshadow the significant distress experienced by many. Growth is not universal, and some staff may feel pressured to appear resilient even when struggling.
Together, these theories provide a comprehensive understanding of healthcare workers’ experiences during COVID‑19. They highlight the interplay between individual coping, organisational factors, and systemic pressures.
2.4 International Context
International studies reveal similar mental health challenges among HCWs, but outcomes vary depending on national preparedness, health system capacity, and institutional support.
Italy
Italy was one of the first European countries severely affected by COVID‑19. Rossi et al. (2020) found high rates of PTSD, anxiety, and depression among HCWs, particularly in regions where hospitals were overwhelmed. Staff reported distress linked to high mortality rates, difficult triage decisions, and fears of infecting family members.
United States
Shechter et al. (2020) reported high levels of anxiety, insomnia, and acute stress among US HCWs. Contributing factors included inconsistent PPE availability, politicisation of the pandemic, and public resistance to infection control measures.
South Korea
South Korea’s experience was shaped by lessons learned from the MERS outbreak. Lee et al. (2021) found lower levels of psychological distress among HCWs compared to some Western countries, partly due to early investment in infection control, clear communication, and established staff support protocols.
Low‑ and middle‑income countries
HCWs in countries with fewer resources often faced extreme workloads and limited access to PPE or mental health services. Shaukat, Ali, and Razzak (2020) reported high levels of anxiety and burnout among HCWs in Pakistan, exacerbated by resource shortages and social stigma.
Comparative analysis
Across countries, several common themes emerge:
· Fear of infection
· Moral distress
· Workload pressures
· Emotional exhaustion
However, the severity of these outcomes appears closely linked to:
· Preparedness and prior experience
· Health system capacity
· Clarity of communication
· Availability of PPE and mental health services
These comparisons suggest that strong organisational support significantly reduces psychological harm.
International comparisons reveal significant differences in how healthcare workers experienced the pandemic. In Italy, one of the earliest European epicentres, hospitals were overwhelmed within weeks. Healthcare workers faced traumatic scenes, including high mortality rates and difficult triage decisions. Many described feeling helpless as they watched patients deteriorate rapidly. Rossi et al. (2020) found that these conditions contributed to high rates of PTSD, anxiety, and depression.
In contrast, South Korea’s experience was shaped by lessons learned from the MERS outbreak. The country implemented rapid testing, strict infection control protocols, and clear communication strategies. Healthcare workers received regular updates, adequate PPE, and strong organisational support. As a result, Lee et al. (2021) found lower levels of psychological distress among South Korean healthcare workers compared to those in Europe and the United States.
The United States presented a mixed picture. Some hospitals had strong support systems, while others faced severe PPE shortages, political conflict, and public resistance to infection control measures. Shechter et al. (2020) reported high levels of anxiety, insomnia, and substance use among healthcare workers in New York, where the pandemic hit particularly hard.
Low‑ and middle‑income countries faced unique challenges. Limited resources, overcrowded hospitals, and social stigma increased psychological strain. Shaukat et al. (2020) found that healthcare workers in Pakistan experienced high levels of anxiety and burnout, exacerbated by inadequate PPE and fear of infecting family members.
These international comparisons highlight the importance of preparedness, communication, and resource availability. Countries with strong public health infrastructure and clear leadership reported better outcomes, demonstrating that organisational and systemic factors play a crucial role in protecting healthcare workers’ mental health.
2.5 National/Local UK Context
The UK experienced significant strain on its healthcare workforce during COVID‑19. A British Medical Association (BMA, 2021) survey found that over 40% of doctors reported anxiety or depression related to the pandemic. The NHS Staff Survey (2023) reported that nearly half of NHS workers felt unwell due to work‑related stress.
Key UK policies and initiatives
NHS People Plan (2020)
Prioritised staff well‑being, flexible working, and compassionate leadership. Emphasised the need to “look after our people” by providing psychological support and promoting work–life balance.
Health and Care Act (2022)
Made staff welfare a legal duty for NHS organisations, embedding well‑being into governance structures.
NHS mental health hubs
Provided counselling, trauma‑focused interventions, and peer support. Billings et al. (2022) found that these services improved short‑term well‑being but lacked long‑term funding.
Royal College of Nursing (RCN) initiatives
Promoted rest breaks, peer support, and safe staffing campaigns.
Third‑sector support (e.g., Mind’s “Our Frontline”)
Offered psychological support and helplines for NHS staff.
Critical evaluation of the UK response
While these initiatives represent progress, their impact was inconsistent:
· Many staff lacked time to access support due to workload pressures (Kinman et al., 2023).
· Mental health hubs lacked long‑term follow‑up (Billings et al., 2022).
· Reflective practice groups were not implemented consistently across trusts (West & Coia, 2022).
A major limitation in UK research is the lack of data on non‑clinical staff, who also face significant stress but are often overlooked.
2.6 Conclusion
Pandemics place extreme psychological pressure on HCWs, and COVID‑19 produced widespread anxiety, depression, burnout, and PTSD. Historical evidence from SARS, H1N1, Ebola, and MERS shows that HCWs have long faced fear of infection, moral distress, and stigma. Theoretical frameworks help explain these experiences, but recent research emphasises organisational responsibility. International comparisons demonstrate that countries with strong preparedness and robust staff support reported lower distress. In the UK, policies such as the NHS People Plan represent progress, but challenges remain due to staff shortages, funding constraints, and persistent stigma.
Chapter 3: Research Methodology
Secondary research was chosen because it allows for the synthesis of a wide range of international evidence, which would not be feasible through primary data collection within the constraints of an undergraduate dissertation. Conducting interviews or surveys with healthcare workers during or after a pandemic raises ethical challenges, including the risk of traumatisation and the difficulty of accessing already overburdened staff. Secondary research avoids these issues while still providing rich insights into healthcare workers’ experiences. It also enables comparison across countries, healthcare systems, and professional groups, offering a broader understanding of the pandemic’s impact. By drawing on peer‑reviewed studies, systematic reviews, and official reports, secondary research provides a robust and ethically sound foundation for analysis.
3.1 Search Strategy
This dissertation adopted a secondary research design, drawing on existing academic literature to explore the mental health impact of the COVID‑19 pandemic on healthcare workers (HCWs). Secondary research is appropriate for this topic because it enables the synthesis of a wide range of international evidence, including studies that would be impractical to replicate within the scope of an undergraduate dissertation.
A structured search strategy was used to identify relevant literature across multiple academic databases, including:
· Google Scholar
· PubMed
· CINAHL
· PsycINFO
· ScienceDirect
· UWTSD Library Discovery System
Searches were conducted between January 2024 and January 2025. To ensure comprehensive coverage, a combination of keywords and Boolean operators was used. Examples of search terms included:
· “healthcare workers” OR “HCWs.”
· “COVID‑19” OR “coronavirus” OR “SARS‑CoV‑2.”
· “mental health” OR “anxiety” OR “depression” OR “burnout” OR “PTSD.”
· “coping mechanisms” OR “coping strategies” OR “resilience.”
· “institutional support” OR “organisational support.”
· “PPE shortages” OR “frontline staff.”
An example of a full search string used in PubMed was:
(“healthcare workers” OR “nurses” OR “doctors”) AND (“COVID‑19” OR “coronavirus”) AND (“mental health” OR “burnout” OR “PTSD”) AND (“coping” OR “resilience” OR “institutional support”).
Search results overview
· Initial records identified: approximately 450–500
· After removing duplicates: around 320
· Titles and abstracts screened: 320
· Full‑text articles assessed: approximately 120
· Final studies included in thematic analysis: 45–55
This multi‑stage process ensured that the final selection of studies was both relevant and academically robust.
3.2 Inclusion and Exclusion Criteria
Clear inclusion and exclusion criteria were applied to ensure that only high‑quality, relevant studies were included in the review.
Inclusion Criteria
· Published between 2020 and 2025 (with earlier studies included only for historical comparison, e.g., SARS, H1N1).
· Peer‑reviewed journal articles, systematic reviews, meta‑analyses, or official reports (e.g., WHO, NHS, BMA).
· Studies focusing on healthcare workers, including doctors, nurses, allied health professionals, and support staff.
· Research examining mental health outcomes, coping mechanisms, or organisational support.
· Full‑text availability.
· English‑language publications.
Exclusion Criteria
· Studies published before 2020 that were not relevant to the historical pandemic comparison.
· Non‑peer‑reviewed sources such as blogs, opinion pieces, or media articles.
· Studies focusing on the general population rather than HCWs.
· Articles without an accessible full text.
· Research unrelated to mental health, coping, or organisational support.
Screening process
The screening process followed three stages:
1. Title screening: Articles clearly unrelated to HCWs or mental health were excluded.
2. Abstract screening: Studies that did not address COVID‑19, pandemics, or psychological outcomes were removed.
3. Full‑text review: Remaining articles were assessed against inclusion and exclusion criteria, with reasons for exclusion recorded (e.g., wrong population, insufficient focus on mental health, weak methodology).
This systematic approach ensured transparency and academic rigour.
3.3 Validation of Sources
To ensure reliability, each source was evaluated using the CRAAP test, which assesses:
Currency
Most sources were published between 2020 and 2024, ensuring relevance to the COVID‑19 context. Earlier studies (e.g., Maunder et al., 2006; Wu et al., 2009) were included only to provide historical context.
Relevance
Only studies directly addressing HCWs’ mental health, coping mechanisms, or organisational support were included. Articles focusing solely on virology or clinical outcomes were excluded.
Authority
Priority was given to peer‑reviewed journals, government publications, and reputable organisations such as the WHO, NHS, BMA, and Royal Colleges.
Accuracy
Studies with clear methodology, transparent data reporting, and credible analysis were selected. Systematic reviews and large‑scale surveys were prioritised where available.
Purpose
Sources were assessed for objectivity, avoiding those with commercial or political bias. Editorials were used only to contextualise debates, not as primary evidence.
Applying the CRAAP test strengthened the academic integrity of the dissertation and ensured that conclusions were based on trustworthy evidence.
3.4 Thematic Coding
A thematic analysis approach was used to identify patterns across the selected literature. Thematic analysis is defined by Braun and Clarke (2006) as “a method for identifying, analysing, and reporting patterns (themes) within data.” It was appropriate for this dissertation because it allowed the synthesis of diverse quantitative and qualitative studies.
Stages of thematic analysis
1. Familiarisation:
Each article was read multiple times to understand its key findings, context, and methodological strengths or limitations.
2. Initial coding:
Relevant data related to mental health challenges, coping mechanisms, and institutional support were highlighted and coded. Codes included terms such as “anxiety,” “burnout,” “PPE shortages,” “peer support,” and “leadership.”
3. Theme development:
Similar codes were grouped into broader themes. Three major themes emerged:
· Mental health challenges
· Coping mechanisms
· Institutional support
4. Reviewing themes:
Themes were checked against the coded extracts and the full data set to ensure they accurately reflected the literature.
5. Defining and naming themes:
Each theme was clearly defined, with attention to how it contributed to answering the research questions.
6. Producing the narrative:
The final step involved integrating the themes into a coherent narrative, linking them to theoretical frameworks and policy contexts.
This structured approach ensured that the findings presented in Chapter 4 were grounded in systematic and transparent analysis.
Thematic analysis was selected because it is flexible and well‑suited to synthesising diverse qualitative and quantitative findings. One strength of thematic analysis is its ability to identify patterns across studies while allowing for nuanced interpretation. It also supports the integration of different types of data, such as survey results, interviews, and policy documents. However, thematic analysis has limitations. It relies on the researcher’s judgement, which introduces the potential for bias. To minimise this, themes were developed through repeated reading, cross‑checking, and comparison with existing literature. Another limitation is that thematic analysis cannot establish causation. Instead, it identifies associations and recurring patterns. Despite these limitations, thematic analysis provides a clear and systematic approach for organising complex data and answering the research questions.
3.5 Ethical Considerations
Although this study used secondary data, ethical principles were followed throughout. The research respected the intellectual property of original authors by providing accurate citations and avoiding misrepresentation of findings. No personal or confidential data were collected, and all sources were used in accordance with academic integrity guidelines.
Transparency was maintained by clearly explaining the search process, inclusion and exclusion criteria, and analytical approach. This ensures that the research is replicable and ethically sound. The dissertation also acknowledges the limitations of secondary research, including reliance on existing data and potential publication bias.
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3.6 Summary
This chapter outlined the methodological approach used to investigate the mental health impact of COVID‑19 on healthcare workers. A structured search strategy, clear inclusion and exclusion criteria, rigorous source validation, and systematic thematic coding ensured that the findings presented in Chapter 4 are grounded in high‑quality evidence. Together, these methods provide a strong foundation for analysing the psychological challenges, coping mechanisms, and institutional support systems explored in the next chapter.
3.7 Limitations of the Methodology
Although secondary research provides a broad and ethically sound foundation for analysis, it has several limitations. The dissertation relies on existing studies, meaning the quality of findings is dependent on the methodological rigour of the original research. Many COVID‑19 studies used cross‑sectional designs, which limit the ability to assess long‑term psychological outcomes. Publication bias may also be present, as studies reporting severe mental health impacts are more likely to be published. International comparisons are constrained by differences in healthcare systems, cultural contexts, and data collection methods, making it difficult to generalise findings across countries. Despite these limitations, the systematic search strategy, clear inclusion and exclusion criteria, and critical evaluation of sources strengthen the reliability and validity of the conclusions.
Chapter 4: Findings and Discussion
4.1 Introduction
This chapter presents the key findings from the secondary research and discusses them in relation to existing literature, theoretical frameworks, and international and UK policy contexts. The thematic analysis identified three major themes across the reviewed studies: mental health challenges, coping mechanisms, and institutional support. Each theme is explored in depth, with critical comparisons between authors, evaluation of methodological strengths and limitations, and discussion of the implications for healthcare systems. The chapter demonstrates how the pandemic affected HCWs psychologically, how they attempted to cope, and how organisational responses shaped their experiences.
4.2 Thematic Analysis
The thematic analysis followed Braun and Clarke’s (2006) six‑stage framework and identified three overarching themes:
· Mental health challenges
· Coping mechanisms
· Institutional support
These themes were consistently present across international studies, although their severity and expression varied depending on context, resources, and organisational culture. The themes are discussed in detail below.
4.3 Mental Health Challenges
Across the literature, HCWs experienced significant psychological distress during the COVID‑19 pandemic. The most frequently reported mental health challenges included anxiety, depression, burnout, moral injury, and post‑traumatic stress disorder (PTSD). These challenges were shaped by workload pressures, fear of infection, exposure to trauma, and limited organisational support.
Anxiety and Depression
Anxiety and depression were among the most widely reported mental health outcomes. Lai et al. (2020) found that more than half of HCWs in China experienced symptoms of depression and anxiety, with nurses, women, and frontline staff particularly affected. Similar findings were reported in Italy, where Rossi et al. (2020) identified high levels of anxiety and depressive symptoms among HCWs working in COVID‑19 wards.
In the UK, the British Medical Association (2021) reported that over 40% of doctors experienced anxiety or depression related to workload pressures, fear of infecting family members, and moral distress. The NHS Staff Survey (2023) found that nearly half of NHS workers felt unwell due to work‑related stress, indicating widespread psychological strain.
Burnout and Emotional Exhaustion
Burnout emerged as a central concern across studies. Morgantini et al. (2020) conducted an international survey and found widespread burnout among HCWs, linked to resource shortages, long working hours, and moral injury. Emotional exhaustion was frequently reported, with staff describing feeling “drained,” “numb,” or “unable to switch off” after shifts.
Burnout Theory (Maslach & Jackson, 1981) helps explain these findings, highlighting the role of emotional exhaustion, depersonalisation, and reduced personal accomplishment. However, critics argue that burnout is often a symptom of organisational failure rather than individual weakness (Kinman & Teoh, 2021).
Healthcare workers in intensive care units (ICUs) experienced particularly high levels of psychological distress. ICU staff were frequently exposed to traumatic scenes, including patients deteriorating rapidly and dying without family present. This contributed to moral injury, as staff felt unable to provide the compassionate care they believed patients deserved. Studies also found gender differences in mental health outcomes. Women, who make up a large proportion of the nursing workforce, reported higher levels of anxiety and depression. This may be due to additional caregiving responsibilities at home, societal expectations, or greater emotional labour in clinical roles.
Another important factor was the fear of infecting family members. Many healthcare workers isolated themselves from their families, slept in separate rooms, or lived in temporary accommodation. While these measures reduced infection risk, they increased loneliness and emotional strain. Some healthcare workers reported feeling guilty for potentially exposing loved ones to the virus, which contributed to anxiety and distress.
Long working hours and staff shortages further intensified psychological strain. Many healthcare workers worked extended shifts with limited rest, leading to physical exhaustion and reduced cognitive functioning. This increased the risk of errors, which in turn heightened stress and self‑blame. The combination of physical fatigue and emotional burden created a cycle of distress that was difficult to break.
Post‑Traumatic Stress and Moral Injury
Several studies reported PTSD symptoms among HCWs, particularly those working in intensive care units or high‑mortality settings. Maunder et al. (2006) and Wu et al. (2009) had already shown that pandemic‑related stress can lead to long‑term PTSD, and COVID‑19 research confirms similar patterns.
Moral injury distress arising from actions that conflict with one’s moral or professional values was also widely reported. HCWs described distress related to triage decisions, visitor restrictions, and feeling unable to provide the level of care they considered ethically acceptable. Greenberg et al. (2020) argue that moral injury is a major contributor to long‑term psychological harm among HCWs.
Comparing Authors’ Explanations
Different authors emphasise different aspects of these mental health challenges:
· Lai et al. (2020) focus on individual symptoms and demographic risk factors.
· Wu et al. (2020) emphasise workplace pressures such as long shifts and exposure to trauma.
· Rossi et al. (2020) highlight the emotional toll of witnessing high patient mortality.
· Kinman and Teoh (2021) stress the role of organisational culture and leadership.
These perspectives are complementary rather than contradictory. Together, they suggest that HCWs’ mental health is shaped by a combination of individual vulnerability, workplace conditions, and broader organisational and policy contexts.
Why These Findings Matter for Healthcare Systems
The mental health challenges experienced by HCWs have significant implications for healthcare systems:
· Increased sickness absence
· Reduced job satisfaction
· Higher turnover intentions
· Lower quality of patient care
· Greater risk of clinical errors
Research consistently shows that staff well‑being is linked to patient safety and service quality. Protecting HCWs’ mental health is therefore essential for maintaining safe and effective healthcare services.
4.4 Coping Mechanisms
Coping strategies played a crucial role in how HCWs managed stress during the pandemic. The literature distinguishes between adaptive and maladaptive coping strategies, with important implications for mental health outcomes.
Adaptive Coping Strategies
Several studies identified resilience, social support, and structured routines as key protective factors:
· Social support: Cabarkapa et al. (2020) found that support from colleagues, family, and friends was strongly associated with better mental health outcomes. Teamwork and a sense of shared purpose helped HCWs feel less isolated.
· Mindfulness and grounding techniques: Frewen et al. (2020) reported that mindfulness, breathing exercises, and grounding techniques reduced anxiety and improved emotional regulation.
· Physical activity: Chekroud et al. (2018) highlighted physical activity as a strong predictor of improved mental health, suggesting that exercise can be an effective coping strategy when time and resources allow.
· Meaning‑focused coping: Some HCWs drew on professional identity, spirituality, or a sense of duty to sustain motivation. Post‑Traumatic Growth Theory helps explain why some staff reported increased empathy or stronger relationships despite significant distress.
Maladaptive Coping Strategies
Not all coping strategies were beneficial:
· Substance use: Shechter et al. (2020) reported increased alcohol use among some HCWs, particularly those with limited organisational support.
· Avoidance behaviours: Spoorthy et al. (2020) found that avoidance, such as suppressing emotions or disengaging from colleagues, was common and associated with poorer mental health outcomes.
· Emotional withdrawal: Some HCWs reported distancing themselves emotionally from patients or colleagues as a way of coping with overwhelming demands.
These maladaptive strategies may provide short‑term relief but can worsen distress over time, especially when combined with ongoing exposure to trauma and high workloads.
Comparing Coping Perspectives
Authors differ in the strategies they emphasise:
· Frewen et al. focus on psychological techniques such as mindfulness.
· Chekroud et al. emphasise physical activity and lifestyle factors.
· Cabarkapa et al. highlight social and relational coping.
This variation suggests that coping is highly individual, influenced by personal preferences, cultural norms, and workplace conditions. It also reinforces the need for organisations to offer a range of support options rather than relying on a single intervention.
A comparison of authors reveals important differences in how coping is conceptualised and supported across the literature. Frewen et al. emphasise psychological techniques such as mindfulness and grounding, arguing that these strategies enhance emotional regulation and reduce acute anxiety. In contrast, Chekroud et al. highlight physical activity as a key determinant of improved mental health, suggesting that lifestyle‑based coping may be more sustainable over time. Cabarkapa et al. place greater emphasis on relational coping, showing that social support from colleagues and family is strongly associated with reduced distress. These differing emphases reflect the multidimensional nature of coping and suggest that no single strategy is universally effective. Instead, coping is shaped by personal preference, cultural norms, and workplace conditions. Theoretical perspectives reinforce this variation: Stress and Coping Theory explains why some healthcare workers rely on emotion‑focused strategies such as mindfulness, while others adopt problem‑focused approaches such as reorganising tasks. Conservation of Resources Theory further clarifies why maladaptive coping, including avoidance and substance use, becomes more common when workers experience prolonged resource loss, such as fatigue, isolation, or lack of organisational support. Together, these perspectives indicate that coping is not merely an individual responsibility but is heavily influenced by organisational structures and the availability of supportive resources.
Promoting adaptive coping requires both individual and organisational action. While HCWs can be encouraged to use strategies such as mindfulness, exercise, and social support, these are difficult to sustain without adequate rest, reasonable workloads, and supportive leadership. Organisational interventions such as protected breaks, peer support groups, and access to counselling can create conditions in which adaptive coping is more feasible.
Coping strategies evolved over the course of the pandemic. In the early stages, many healthcare workers relied on adrenaline, teamwork, and a sense of duty to manage stress. As the pandemic continued, however, these initial coping mechanisms became less effective, and staff sought more sustainable strategies. Resilience training programmes, where available, helped some healthcare workers develop skills in emotional regulation, mindfulness, and stress management. These programmes were particularly effective when integrated into organisational culture rather than offered as optional extras.
Cultural differences also influenced coping. In some countries, healthcare workers relied heavily on community support, religious practices, or collective coping strategies. In others, individual coping strategies such as exercise or mindfulness were more common. These differences highlight the importance of culturally sensitive support interventions.
Maladaptive coping strategies also became more prevalent as the pandemic continued. Some healthcare workers reported increased alcohol consumption as a way to unwind after stressful shifts. Others withdrew emotionally from colleagues or patients to protect themselves from further distress. While these strategies may provide short‑term relief, they can worsen mental health over time. Organisations must therefore provide accessible support to help staff develop healthier coping mechanisms.
4.5 Institutional Support
Institutional support emerged as one of the most influential factors affecting HCWs’ mental health. The role of organisational support, such as well‑being initiatives and clear communication, is widely recognised across the literature.
Leadership played a crucial role in shaping healthcare workers’ experiences. Compassionate leadership, characterised by empathy, transparency, and active listening, was associated with lower levels of distress. Leaders who communicated clearly, acknowledged staff concerns, and provided regular updates helped create a sense of stability during uncertainty. In contrast, inconsistent communication, lack of visibility, and dismissive attitudes contributed to frustration and burnout.
Successful organisational interventions included peer support programmes, reflective practice groups, and mental health hubs. These initiatives provided safe spaces for staff to share experiences, process emotions, and access professional support. However, their effectiveness depended on accessibility. Many healthcare workers reported that they lacked time to attend sessions due to workload pressures. This highlights the need for protected time for well‑being activities.
Some NHS trusts implemented innovative support measures, such as “wobble rooms” where staff could take short breaks, and wellbeing champions who provided informal support. These initiatives were well‑received but not consistently available across the UK. The lack of standardisation meant that some healthcare workers received excellent support while others received very little.
Organisational culture also influenced mental health outcomes. Trusts with a culture of openness, psychological safety, and teamwork reported better staff morale. In contrast, organisations with hierarchical structures, blame cultures, or poor communication experienced higher levels of burnout. This demonstrates that mental health support must be embedded into organisational culture rather than offered as a temporary response to crises.
Authors differ in the organisational factors they identify as most influential in shaping healthcare workers’ mental health. Morgantini et al. emphasise the importance of adequate PPE, demonstrating that resource security significantly reduces anxiety and burnout. Shaukat et al. highlight the role of clear and consistent communication, arguing that transparent leadership reduces uncertainty and enhances trust. Greenberg et al. focus on psychological preparedness, suggesting that proactive support for moral dilemmas and access to confidential mental health services are essential during crises. Meanwhile, Kinman et al. stress the impact of workload pressures and limited time to access support, showing that even well‑designed interventions fail when staff are overstretched. These differing perspectives illustrate that institutional support is multifaceted and cannot be reduced to a single intervention. Theoretical frameworks help explain these findings: the Job Demand–Control Model shows how high demands combined with limited autonomy intensify distress, while Burnout Theory highlights how inadequate organisational support accelerates emotional exhaustion and depersonalisation. International comparisons further reinforce these insights. Countries with strong preparedness and coordinated leadership, such as South Korea, reported lower distress, whereas nations with inconsistent communication or politicised responses, such as the United States, saw higher levels of burnout. Collectively, the literature suggests that institutional support is most effective when it is consistent, well‑resourced, and embedded within a compassionate organisational culture.
Positive Organisational Responses
Several studies found that strong institutional support mitigated psychological distress:
· Access to PPE: Morgantini et al. (2020) found that adequate PPE significantly reduced anxiety and burnout.
· Clear communication: Shaukat et al. (2020) emphasised the importance of consistent, transparent communication from leadership.
· Psychological services: Greenberg et al. (2020) argued that proactive mental health planning, such as preparing staff for moral dilemmas and offering confidential support, was essential during crises.
· Peer support programmes: Reflective practice groups and Schwartz Rounds improved team morale and psychological safety.
Limitations and Inconsistencies in Support
Despite positive examples, many studies highlight gaps and inconsistencies:
· Workload pressures: Many HCWs lacked time to access support services (Kinman et al., 2023).
· Inconsistent implementation: Mental health hubs were not uniformly available across NHS trusts (Billings et al., 2022).
· Stigma: Some HCWs feared that seeking psychological help might be seen as a sign of weakness or affect their career progression.
· Leadership variability: Supportive leadership was not consistent across organisations, contributing to unequal experiences.
Leadership, Communication, and Psychological Safety
Leadership style and communication quality were repeatedly identified as critical factors. Compassionate, transparent, and responsive leadership was associated with better staff morale and lower distress. West and Coia (2022) emphasise the importance of psychological safety—an environment where staff feel able to speak up about mistakes, concerns, or emotional difficulties without fear of blame.
In contrast, authoritarian or dismissive leadership, poor communication, and lack of involvement in decision‑making were linked to higher stress and burnout.
Why Institutional Support Matters
Institutional support is not optional; it is a determining factor in HCWs’ mental health outcomes. Organisations that invest in staff well‑being, provide adequate resources, and foster compassionate leadership are more likely to retain staff, reduce sickness absence, and maintain high‑quality care. Conversely, failure to support HCWs can lead to long‑term workforce damage, including burnout, early retirement, and difficulties recruiting and retaining staff.
4.6 Conclusion
This chapter has shown that healthcare workers faced multiple, overlapping mental health challenges during the COVID‑19 pandemic, including anxiety, depression, burnout, PTSD, and moral injury. Coping strategies and institutional support played vital roles in shaping their experiences, but their effectiveness varied across contexts. Adaptive coping strategies such as social support, mindfulness, and physical activity were associated with better outcomes, while maladaptive strategies such as avoidance and substance use were linked to poorer mental health.
Institutional support emerged as a critical determinant of HCWs’ well‑being. Organisations that provided clear communication, adequate PPE, accessible psychological services, and compassionate leadership saw better staff outcomes, whereas those with inconsistent or limited support reported higher levels of distress and burnout. These findings highlight the need for stronger organisational structures, accessible mental health services, and proactive crisis planning.
The evidence presented in this chapter directly informs the recommendations and final reflections in Chapter 5.
Chapter 5: Recommendations and Conclusion
5.1 Overall Conclusion
This dissertation examined the mental health impact of the COVID‑19 pandemic on healthcare workers (HCWs), explored the coping mechanisms they employed, and evaluated the effectiveness of institutional support systems. The findings demonstrate that HCWs experienced significant psychological strain, including anxiety, depression, burnout, moral injury, and post‑traumatic stress disorder (PTSD). These challenges were driven by multiple factors, including fear of infection, inadequate personal protective equipment (PPE), exposure to high patient mortality, rapidly changing clinical guidelines, and long working hours.
The literature also showed that HCWs used a range of coping mechanisms. Adaptive strategies such as social support, mindfulness, physical activity, and resilience were associated with better mental health outcomes. In contrast, maladaptive strategies—such as avoidance, emotional withdrawal, and increased substance use—were linked to poorer outcomes. Coping was highly individual, shaped by personal preferences, cultural norms, and workplace conditions.
Institutional support emerged as a critical determinant of HCWs’ well‑being. Organisations that provided clear communication, adequate PPE, accessible psychological services, and compassionate leadership reported better staff outcomes. However, support was inconsistent across settings, and many HCWs reported barriers such as stigma, workload pressures, and limited awareness of available services. The findings highlight the need for stronger organisational structures, proactive mental health planning, and long‑term investment in staff well‑being.
Overall, the evidence demonstrates that protecting HCWs’ mental health is essential for workforce sustainability, patient safety, and the resilience of healthcare systems. The recommendations below outline practical steps that healthcare organisations and policymakers can take to strengthen mental health support during future crises.
5.2 Recommendations
1. Strengthen Institutional Mental Health Support
Healthcare organisations should provide confidential counselling, trauma‑informed psychological services, and 24‑hour mental health helplines for HCWs. Support should be accessible, well‑publicised, and integrated into routine practice rather than offered only during crises.
Justification:
Studies show that proactive psychological support reduces distress and improves resilience among HCWs (Shanafelt et al., 2020; Greenberg et al., 2020).
2. Ensure Adequate PPE and Resources
Healthcare organisations must ensure consistent access to PPE, infection control training, and safe staffing levels. Resource shortages significantly increase anxiety, burnout, and moral injury.
Justification:
Morgantini et al. (2020) found that adequate PPE was strongly associated with lower burnout and anxiety.
3. Improve Leadership and Communication
Leaders should adopt compassionate, transparent, and responsive communication styles. Regular briefings, opportunities for staff to raise concerns, and visible leadership presence can improve morale and psychological safety.
Justification:
West and Coia (2022) emphasise that compassionate leadership reduces burnout and improves team cohesion.
4. Promote Peer Support and Team‑Based Interventions
Peer support programmes, reflective practice groups, and Schwartz Rounds should be embedded into organisational culture. These interventions provide safe spaces for staff to share experiences and process emotions.
Justification:
Billings et al. (2022) found that reflective practice groups improved team morale and reduced feelings of isolation.
5. Provide Training in Coping and Resilience
Training programmes should focus on mindfulness, emotional regulation, stress management, and resilience‑building. These skills can help HCWs manage acute stress and prevent long‑term psychological harm.
Justification:
Frewen et al. (2020) found that mindfulness‑based interventions reduced anxiety and improved emotional regulation among HCWs.
6. Address Stigma Around Mental Health
Organisations should promote open conversations about mental health, challenge stigma, and encourage help‑seeking behaviours. Senior staff should model positive attitudes towards mental health support.
Justification:
Stigma is a major barrier to accessing support (Kinman et al., 2023).
7. Protect Rest Breaks and Work–Life Balance
Healthcare organisations should ensure protected rest breaks, flexible working arrangements, and adequate time off. Chronic fatigue contributes to burnout, errors, and reduced quality of care.
Justification:
Conservation of Resources Theory highlights the importance of rest and recovery in preventing resource depletion (Hobfoll, 1989).
8. Invest in Long‑Term Workforce Planning
Governments and healthcare organisations should address staff shortages, improve retention, and invest in long‑term workforce planning. Sustainable staffing levels are essential for reducing workload pressures and preventing burnout.
Justification:
High workloads and staff shortages were consistently linked to burnout and emotional exhaustion (Rossi et al., 2020; BMA, 2021).
Implementing these recommendations requires long‑term commitment from healthcare organisations and policymakers. Mental health support should not be viewed as an optional extra but as an essential component of workforce sustainability. Organisations should invest in ongoing training for leaders to develop compassionate leadership skills, as leadership style has a significant impact on staff well‑being. Additionally, mental health services should be integrated into routine practice, with clear referral pathways and protected time for staff to access support. Policymakers should ensure adequate funding for mental health hubs, staffing levels, and PPE supplies. Without sustained investment, healthcare workers will continue to face preventable psychological harm during future crises.
5.3 Limitations
This dissertation has several limitations that should be considered when interpreting the findings. The study relied on secondary data, which may reflect publication bias, as research reporting severe psychological outcomes is more likely to be published than studies with neutral or positive results. The included studies varied in methodological quality, sample size, and measurement tools, with many relying on self‑reported surveys that may overestimate or underestimate symptoms. A further limitation is the predominance of cross‑sectional designs, which restricts the ability to assess long‑term psychological outcomes or establish causal relationships. Additionally, most studies focused on doctors and nurses, with limited attention to non‑clinical staff such as cleaners, porters, and administrative workers, reducing the generalisability of the findings. International comparisons were also challenging due to differences in healthcare systems, cultural norms, and pandemic responses. Finally, the rapidly evolving nature of COVID‑19 means that new research continues to emerge, and some early studies may not fully reflect long‑term impacts. Despite these limitations, the dissertation provides a comprehensive and evidence‑based analysis of healthcare workers’ mental health during the pandemic.
5.4 Future Research
Future research should explore the long‑term psychological effects of COVID‑19 on healthcare workers, including the development of chronic PTSD, burnout, and moral injury. Longitudinal studies are needed to examine recovery trajectories and identify risk factors for persistent distress. More research should also include non‑clinical staff, who play essential roles in healthcare settings but are often overlooked in academic studies. Evaluating the effectiveness of organisational interventions such as mental health hubs, peer support programmes, and leadership training would help identify best practices for supporting staff. Cross‑cultural comparisons could provide insight into how different healthcare systems and cultural norms influence mental health outcomes. Finally, research should examine the potential of digital mental health interventions, such as online counselling and mobile apps, to provide accessible and flexible support for healthcare workers.
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