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Executive Summary
Epidemics and pandemics have enormous implications on healthcare systems,
particularly on the healthcare workforce (1). While the SARS-CoV-2 pandemic poses a
significant challenge for the entire healthcare workforce worldwide nursing staff (i.e.
nurses, midwives, licensed practical nurses, nursing assistants, nursing students) are
especially affected as they represent the largest group of frontline healthcare workers
providing extended working hours in close proximity to patients. In all settings (e.g.
hospitals, nursing homes and community care) SARS-CoV-2 poses unique occupational
health challenges not only to provide a rapid and sustainable response but also to
continue providing care to vulnerable populations (e.g. chronically ill, older or frail persons)
irrespective of their SARS-CoV-2 status.
To maintain the healthcare workforce during this and future crises, it is crucial to provide
healthcare worker’s with the right equipment and appropriate training and to protect their
physical and mental health. Healthcare workers are threatened not only by exposure to
infectious diseases, but also by long working hours and reduced rest periods. As they fall
ill, their absence further exacerbates their colleagues’ workloads consequently increasing
their risks of infection. Moreover, staff shortages negatively impact quality of care, reduce
patient safety and increase incidence of adverse events (e.g. medication errors).
Close surveillance and monitoring by testing for viral status is consequently of importance
to keep the healthcare workforce safe. Another aspect is to provide enough and
appropriate personal protective equipment (PPE). Swiss healthcare workers have
reported inter-setting disparities in PPE availability with acute care hospitals having more
stock, while community and long-term care facilities seem to be less well prepared. This
does not only apply to equipment shortages but also a lack of knowledge in how to use
the equipment properly or how to maintain standard infection prevention precautions. A
recent study in Swiss nursing homes showed that only 52% of the institutions provided
regular hand hygiene training (2). Access to infection control and expert knowledge is
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instrumental in implementing adequate measures into daily clinical practice and while this
is available in larger Swiss hospitals, smaller hospitals, community and long-term care
settings do not have adequate access to this expertise. Experiences during the first
months of the disease outbreak in Switzerland have shown that not all healthcare workers
had appropriate access to PPE and that not all had sufficient know-how to respond to an
emerging infectious disease, such as SARS-CoV-2. This know-how is rapidly evolving and
available at Swiss university hospitals. Currently, resources, particularly in cantonal public
health units, university hospitals, larger hospitals and in higher education organisations,
are not yet sufficient to disseminate and implement this know-how rapidly across all 281
hospitals, 1’566 nursing homes and more than 600 home care organisations. Cantons and
the Federal Office of Public Health are responsible not only to coordinate, but also to seek
ways to provide resources for hospitals and higher education organisations to distribute
this highly specialised know-how and to provide training opportunities in appropriate
volume.
It needs to be highlighted that the SARS-CoV-2 pandemic does not only threaten the
physical but also the psychosocial health of the healthcare workforce. For example, a
recent online survey of 553 nurses and 857 physicians in Switzerland found that less
perceived support by the employer was associated with higher anxiety and burnout (3).
This study is in line with previous evidence showing serious implications for the workforce
and on the health care systems ability to deliver care at a time of heightened need and
thereafter (4). Psychosocial health issues are associated with physical health risks of
pandemics and thus contribute to the vicious cycle of sickness absence, workforce
shortages, and risks of adverse events, as described above. Supporting not only the
physical but also the psychosocial health of healthcare workers and developing
appropriate multilevel measures to support them are thus essential for policymakers,
executive managers and nurse leaders.
Recommendations (on the federal, cantonal level):
● Take responsibility – including organizational and financially support – to ensure that all
healthcare workers are proactively informed about the latest infection control practices
and necessary measures of the SARS-CoV-2 outbreak. Cantons provide the financial
means, decide on the organization and structure responsible for roling out such
measures.
● Aligned with recommendations of centers of expertise, provide PPE and additional
specialized staff resources for infection control training and consultations for all
healthcare settings according to legal requirements (EpG Art.35-3) and the needs of the
different settings.
● Closely monitor Covid-19 and mortality rates among healthcare workers in all health
care settings
● Monitor healthcare workers’ mental health and develop appropriate support
● Involve community and long-term care representatives systematically in pandemic
emergency task forces of cantons and communities

Main
Managing crises such as the SARS-CoV-2 pandemic demand a well-equipped, welleducated, physically and mentally healthy healthcare workforce. However, in some
hospitals, nursing homes and home care personal protective equipment were either
difficult to obtain or were intitally lacking. In particular, many frontline staff were insecure
because of lack of both, infection prevention training, and mental health support. These
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shortfalls affect all healthcare personnel but especially the nursing staff as the largest
group of healthcare workers. It was thus of importance to further analyze the risks of
SARS-CoV-2 for the healthcare workforce and how to best reduce them.
1. Protecting the physical health of healthcare workers
Healthcare worker’s occupational risks go beyond the risk of infection to the physical and
mental strain of longer shifts, overtime and reduced rest periods. As of early May 2020,
the International Council of Nurses estimated that roughly 230’000 healthcare workers had
been infected by SARS-CoV-2 worldwide (5). Germany’s Robert Koch Institute reported
18’937 infected healthcare workers (11.3% of all reported SARS-CoV-2 cases) and 54
deaths in hospitals, primary care, nursing homes and social care organizations (6). A
single site screening of symptomatic healthcare workers in England found 14% to be
infected (7). Because of limited systematic reporting in Switzerland, the exact numbers of
infections among healthcare workers are unknown. To the best of our knowledge,
fatalities among healthcare workers were not reported in Switzerland. Also, it was not
always clear whether infections were community or hospital associated. Anecdotal
evidence suggests high variation of infections between regions, depending on the severity
of the outbreak.
A high infection rate is also harmful for settings already struggling to recruit or maintain
qualified staff such as nursing homes or home care (8). In highly specialized areas (e.g.
ICUs) healthcare workers cannot be replaced easily but need to be intensively trained
requiring large expenditures of time and resources. In these settings spiking patient
counts typically lead to excessive overtime and the introduction of 12-hour shifts further
amplifying healthcare workers’ normal strains and health risks (9).
Ultimately sustained high pressure impacts patient safety with increasing adverse events
incidence (e.g. medication errors) and flagging quality of care. Therefore, protecting
healthcare workers from infection requires close surveillance and monitoring by testing for
viral status according to standard procedures (i.e. testing for SARS-Cov-2 by PCR),
sufficient personal protective equipment and training across settings, support for
organisations to develop of infection prevention measures in all settings and measures to
prevent excessive working times (8–11).
Protection from infection through PPE and training
The provision of appropriate personal protective equipment (PPE) is crucial to help
healthcare workers protect themselves and patients from infection (1). However, while
PPE is mostly available in Switzerland, this does not guarantee its delivery and use in all
settings and organizations despite legal obligations (EpG Art.35-3). Healthcare workers
report insufficient stocks especially in community care, home care and nursing home
settings. Given the Swiss Influenza Pandemic Plan (12), such shortages are unexpected
and highlight the need for equal representation of community care, home care and nursing
homes in pandemic emergency task forces.
Furthermore healthcare workers need education and training on correct PPE use, hand
hygiene, disinfection, medical waste management, and countermeasures to occupational
exposure (13–15). This requires clear and consistent guidelines (14). A recent study in
Swiss nursing homes showed that only 52% of participating institutions provided regular
hand hygiene training (2). Settings with less qualified healthcare workers need specific
support to teach and supervise staff on PPE handling in ways that prevent disease
transmission.
Training guidelines should explain up-to-date disease-specific training techniques, provide
practice updates, overcome challenges and barriers in daily practice and ease healthcare
workers’ anxiety regarding carrying diseases home to their families (16). Moreover, there
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is an important task for educational institutions to integrate the pandemic competencies in
their curricula to prepare the future healthcare workforce for similar circumstances.
Support for organizations
University and other large hospitals have quick access to expert knowledge both in
handling PPE and appropriately implementing infection control measures to prevent the
spread of infections. Smaller hospitals, long-term care and community settings however
often lack access to infectious disease specialists. Fewer than 50% of nursing homes
employ internal infectious disease specialists which in turn leads to them being less
prepared for infectious disease emergencies (2). Moreover, there is an overall shortage of
specialists who can provide expert guidance within the specific context of long-term care
settings (e.g. infection control on dementia wards or in home care).
Prevention of excessive working times
A common organisational response to a crisis is to reorganise services, including changes
in working times, schedules, and shift organisation. During the SARS-CoV-2 pandemic
this is particularly common in ICUs, but is also routinely used in other settings to cover for
staff absences due to disease/quarantine or to prevent cross-infection between teams.
There is only scarce evidence considering these effects on healthcare workers' health and
patient safety during a pandemic, even if some recommendations were adapted from
disaster planning (17) and gleaned from early experiences in Singapore(18). One
statistical modelling study focusing on the difference between regular working schedules
versus 12h shifts found less SARS-CoV-2 infection related workforce shortages for the
12h shift model, but did not analyze further health aspects resulting from these longer
shifts (19).
The importance of balanced working times for healthcare worker’s health and patient
safety has however been confirmed (20).
2. Protecting the mental health of healthcare workers
Health care workers deliver care (including psychosocial support) directly to patients and
their families. In limited resource settings their exposure to patients’ and families’ unmet
needs and suffering is consequently high which in turn influences their mental health.
Impact on mental health
While many care staff experience stress and anxiety related to their own safety and
health, they are also sensitive to the risk of infecting their families and patients (21).
Evidence from previous epidemics and pandemics on healthcare workers’ mental health
confirms a higher incidence of e.g. insomnia, alcohol and drug abuse, posttraumatic stress
disorder (PTSD), depression and anxiety (28). Some evidence also supports the
possibility of long-term effects on mental health. For example, Maunder et al. observed
higher symptom scores of PTSD, higher prevalence rates of burnout (30.4% vs. 19.2%)
and more drinking, smoking or other work or relationship restricting behaviors (21.0%
vs.8.1%) in exposed compared to non-exposed healthcare workers one year after the
SARS outbreak (29). They also showed that healthcare workers exposed to SARS were
more likely to have less face-to-face patient contact (16.5% vs. 8.3%) and to work fewer
hours (8.6% vs. 2.2%) than those who were not exposed (29). Thus, some evidence
indicates a link between exposure and detrimental patient care-related behaviors.
However further investigation is warranted.
Healthcare workers also risk moral injury, i.e., psychological distress resulting from their
own or their colleagues‘ actions, omissions or unprecedented decisions in this high
pressure environment that might violate their moral or ethical codes (22, 23). Moral injury
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can contribute to the development of mental health difficulties including depression,
burnout, PTSD, even suicidal ideation and might thus lead to healthcare workers leaving
their jobs (24, 25, 26).
Further factors influencing mental health
Organizational (i.e., occupational role and job related stress, specialized training and
preparedness, high-risk environment and perceived risks and threats to safety,
quarantine), social (i.e., support from their organization, family and friends, social rejection
or isolation) and crisis-related factors influencing the personal life (e.g., reduced family
contact) act as predictors that healthcare professionals will suffer mental health difficulties
during an epidemic/pandemic (30). Consequently several factors appear to be protective
for healthcare workers’ mental health (30) — specifically, adequate infection control
training, confidence in that training and in one’s ability to do one's job, as well as stable
social support.
In addition, personal (e.g., being young or single, separation from one’s family, little
healthcare work experience or lower income) and psychological factors (e.g., stigma) may
increase healthcare workers’ risk of mental health difficulties (28)(31). Stigma associated
with mental illness was also found to affect healthcare workers’ perceived stress thereby
exacerbating mental health symptoms (31). In addition, it may prevent healthcare
professionals from seeking professional help. For a more comprehensive overview of the
evidence supporting factors beyond social and organizational factors please see
Stuijfzand et al. (21).
SARS-CoV-2’s impact on healthcare workers’ mental health
Surveys concerning healthcare workers’ mental health in China and Switzerland already
show the impact of the SARS-CoV-2 pandemic (3, 32–34) (e.g., high incidence of
depressive symptoms, anxiety, insomnia, somatization or obsessive-compulsive
symptoms). A Swiss national survey for example (based on the responses of 553 nurses
and 857 physicians) described clinically relevant symptoms of anxiety in 25.9% and
depression in 20.7% of the participants and an elevated burnout score (median of 4 on a
scale ranging from 0-12) during the SARS-CoV-2 pandemic (3). However, the results have
to be interpreted with caution due to possible selection of healthcare workers responding
with increased probability for relevant symptoms. Further research is needed with longer
follow-up and more robust sampling confirming the results. Nevertheless, the surveys
indicate that a high percentage of healthcare workers were heavily burdened by the
pandemic.(3,32–34).
Possible interventions to reduce SARS-CoV-2’s impact on healthcare workers’
mental health
To date, there is only very limited evidence concerning effective interventions to prevent or
treat psychological strain in healthcare professionals before, during and after an
epidemic/pandemic. One study, using a pre-post design — dealing with an Ebola outbreak
—showed evidence of effectively reducing mental health symptoms by offering wellbeing
screening workshops (including psychological first aid) and targeted further therapy
(including targeted psychoeducation), if indicated (35).
In order to prevent healthcare workers bearing the high risks of both increased mental
health issues and moral concerns individual Swiss healthcare services and professional
organisations have adopted the WHO’s basic principles for the provision of mental health
support for healthcare workers (27). As these support measures vary in content and
availability between institutions, a comprehensive and coordinated mental health support
for healthcare workers during and after the SARS-CoV-2 pandemic needs to be assured.
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Recommendations from the Task Force
1. During the disease outbreak or in case of another wave of infections
●

Cantons and the Federal Office of Public Health monitor infection, hospitalization,
and death rates of health care workers. This enables the recognition of hotspots
where leadership support is particularly needed.

●

The cantons, the Federal Office of Public Health and healthcare providers work
together to provide enough PPE in all settings, especially in outbreak hotspots,
prioritizing the protection of healthcare workers and of vulnerable groups.

●

The cantons take the responsibility and provide financial means to ensure that all
HCWs have enough PPE. The canton may delegate the implementation to
organisations within the canton, jointly with several cantons or to a national
organisation. It is part of the cantonal responsibilities to coordinate and monitor
such efforts.

●

Infectious disease specialists and experts in infection prevention and -control from
centers of expertise with the required knowledge develop appropriate prevention
strategies for different organisations. In order to disseminate this know-how and
provide expertise to smaller organizations and across settings, cantons need to
provide additional ressources for additional staff, training and technology. Again
cantons may delegate the implementation to organisations within the canton or to
a national organisation.

●

Based on the recommendations of the centers of expertise healthcare providers
and higher education organisations educate and train staff about appropriate use
of PPE, infection control practices for SARS-CoV-2 and protecting mental health of
healthcare workers. Uptake is supported via different media, videos and social
media links. In order to foster confidence, updated information should be provided
regularly about both pandemic and personal infection control procedures. Through
educational campaigns, the providers explain the potential impacts that healthcare
workers may be experiencing on their mental health, addressing potential stigma
and encouraging anyone who needs help to come forward. Peer and social
support amongst healthcare colleagues is actively encouraged. This will require
additional resources.

●

Healthcare providers ensure appropriate working hours and resting periods for
healthcare workers and provide measures for self-distancing during an outbreak.

●

To facilitate assessment of mental health symptoms and psychological distress
linked to the disease outbreak, healthcare providers in all settings and
independently of the pandemic screen individuals against known risk factors (see
above). The screening should include particularly symptoms of insomnia,
alcohol/drug misuse, PTSD, depression, anxiety, burnout, anger, and perceived
stress. These data are anonymously monitored on a cantonal level and at the
Federal Office of Public Health.

●

For those reporting mental health symptoms, interventions (a stepped programme
consisting, e.g. of a workshop on psychological first aid, a workshop on
psychoeducation, and a brief CBT group program) should be made available. To
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increase access, mental health specialists could train healthcare professionals to
deliver the intervention to their peers within diverse healthcare contexts
complemented with online tools.
2. After the disease outbreak
●

Review of national, cantonal and institutional pandemic plans, PPE stocking
strategies and plans for the provision of psychosocial support. The Federal Office
of Public Health, cantons, and healthcare providers work together to develop a
blueprint for workforce strategies under pandemic conditions.

●

In the months following the outbreak, healthcare workers’ perceived risks should
be assessed, with tailored support provided in cases of continuing mental health
symptoms.

3. Preparation before another disease outbreak
●

Based on the recommendations of the centers of expertise, healthcare providers
and higher education institutions offer regular refresher courses in PPE use and
infection control principles for staff at all levels. It will require additional resources
to organize and deliver such training courses.

●

Mental health is integrated as part of education and training in catastrophe
preparedness for all health care professions at all competency levels.

●

Healthcare providers plan for pandemics and build reserve staff capacity, including
plans for appropriate reallocation of staff.

●

A mental health crisis team to support health care workers is established to
oversee planning for all settings and support executive management for healthcare
workers’ psychosocial support.

●

Infectious disease specialists are trained for under-served settings, e.g. long-term
care.

●

Infectious disease specialists prepare protocols for PPE use and infection control
in all settings and revise these protocols on a regular basis.
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