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The following information resources have been selected by the National Health Library and Knowledge Service Evidence
Virtual Team in response to your question. The resources are listed in our estimated order of relevance to practicing
healthcare professionals confronted with this scenario in an Irish context. In respect of the evolving global situation and
rapidly changing evidence base, it is advised to use hyperlinked sources in this document to ensure that the information you
are disseminating to the public or applying in clinical practice is the most current, valid and accurate. For further information
on the methodology used in the compilation of this document  including a complete list of sources consulted  please see
our National Health Library and Knowledge Service Summary of Evidence Protocol.

YOUR QUESTION
How effective are early psychological interventions in preventing
posttraumatic stress disorder in health workers exposed to traumatic
scenarios in the context of the current COVID-19 pandemic?
IN A NUTSHELL
It is widely acknowledged that health workers dealing with critical incidents
or traumatic situations  particularly for an extended period  are at risk of
psychological distress which, in some cases, can develop into more serious
mental health problems including post-traumatic stress disorder (PTSD) 6, 7, 9,
48
. Risk factors can include social isolation, stigma, or concern about family,
gender or age 11, 41, 49, 50. While the focus of attention on PTSD has been in
connection with military personnel, there is increasing recognition that its
effects are wider and include health workers dealing with critical incidents
and prolonged exposure to disease suffering24.
While there is considerable evidence relating to the treatment of PTSD, there
is a paucity of studies relating to its prevention30, 41, 45. Stein et al note the
opportunity inherent in the secondary prevention of PTSD: “Whereas many
other mental disorders are no doubt fed by experiential inputs and fuelled by
life stressors, PTSD cannot occur in the absence of trauma. We have here the
chance to catch the traumatic spark before it burns and emotionally scars.
This is the promise of the secondary prevention of PTSD43.”
Studies have been conducted into the effectiveness of psychological
interventions for the prevention of PTSD, but two Cochrane reviews35, 36 have
asserted that there is no conclusive evidence for either single or multiple
session psychological intervention in the prevention of PTSD. Rose goes on
to state that the routine use of single session debriefing may actually
increase the risk pf post-traumatic stress and so cannot be supported36.
Roberts et al35 explored the use of multiple session psychological
interventions; and, although finding some beneficial effects, concluded that
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the poor quality of the studies would not permit any recommendation for
multiple session intervention. The concern expressed in these two reviews
regarding the effectiveness of early psychological intervention for all those
involved in the traumatic event is echoed by other studies which suggest
that interventions for the prevention of PTSD are more effective when given
to those identified as being most at risk25, 43. Other authors cite the need for
assessment of those at risk18, 39 ; and organisational planning to address
mental health issues arising from trauma or disaster scenarios2, 10.
Several studies address the prevention of PTSD and other serious mental
health issues by emphasizing the importance of psychological interventions
that will address the issues that give rise to psychological distress among
HCWs. These include CBT3, 19, 27, 21, psychological first aid10, resilience training at
both individual32, 33, 38, 51 and organisational13 level, mindfulness training8, 22, 29,
critical incident stress management17, 26, 34, 44 and eye movement
desensitization and reprocessing20. Other studies also note the physical
concerns of HCWs such as the need for PPE, rest, food and sleep1, 11, the
unavailability of which can give rise to psychological distress. Several
authors also focus on the benefits of social or peer support1, 7, 28, 40, 47; and the
potential to provide psychological interventions using technology4, 15, 23, 28, 37.
Due to the limited evidence relating to the current pandemic, this summary
incorporates articles relating to previous pandemics and other trauma
scenarios.
One commentator offers a possible way forward for researchers looking into
the effectiveness of psychological interventions in the prevention of PTSD:
“What is truly remarkable about the study of traumatic stress, however, is
the resilience of human beings, the fact that the majority of individuals who
are exposed to truly horrific events do not develop psychopathology.
Perhaps the field of PTSD prevention needs this shift in perspective.
Preventive efforts may be faltering because the quest to eradicate illness
has distracted us from first supporting health. Future prevention of PTSD
may be more likely to come from understanding the factors that create
resilience and allow individuals to find growth in the most difficult of
circumstances. Interventions should be developed to support the
psychological and biological processes that lead to effective coping long
before it is necessary to address emerging psychopathology43.”
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Greenberg and Tracey4 cite the preventive medicine model as a means of
safeguarding the psychological wellbeing of frontline stii in the COVID-19
crisis: first, prevent ill-health onset [primary prevention]; next, prevent
progression by identifying and intervening against early indicators of
impending ill-health [secondary prevention]; and last, when illness occurs,
provide early treatment to optimise rapid recovery [tertiary prevention].


IRISH AND INTERNATIONAL GUIDANCE
What do the Centers for Disease Control and Prevention (United States)
say?
Emergency responders: tips for taking care of yourself1
Responding to disasters is both rewarding and challenging. Sources of stress
for emergency responders may include witnessing human suffering, risk of
personal harm, intense workloads, life-and-death decisions and separation
from family. Stress prevention and management is critical for responders to
stay well and to continue to help.
Get Support from Team Members: Develop a Buddy System
In a buddy system, two responders partner together to support each other,
and monitor each other’s stress, workload and safety.
 Get to know each other. Talk about background, interests, hobbies, and
family. Identify each other’s strengths and weaknesses.
 Keep an eye on each other. Try to work in the same location if you can.
 Set up times to check-in with each other. Listen carefully and share
experiences and feelings. Acknowledge tough situations and recognize
accomplishments, even small ones.
 Offer to help with basic needs such as sharing supplies and
transportation.
 Monitor each other’s workloads. Encourage each other to take breaks.
Share opportunities for stress relief: rest, routine sleep, exercise, and
deep breathing.

3

National Health Library and Knowledge Service | Evidence Team
Summary of Evidence: COVID-19
CURRENT AS AT 22 MAY 2020
VERSION 2.1

 Communicate your buddy’s basic needs and limits to leadership: make
your buddy feel ‘safe’ to speak up.
Responder Self-Care Techniques
 Limit working hours to no longer than 12-hour shifts.
 Work in teams and limit amount of time working alone.
 Write in a journal.
 Talk to family, friends, supervisors and teammates about your feelings
and experiences.
 Practice breathing and relaxation techniques.
 Maintain a healthy diet and get adequate sleep and exercise.
 Know that it is okay to draw boundaries and say ‘no.’
 Avoid or limit caffeine and use of alcohol.
It is important to remind yourself:
 It is not selfish to take breaks.
 The needs of survivors are not more important than your own needs
and well-being.
 Working all of the time does not mean you will make your best
contribution.
 There are other people who can help in the response.
Responding to disasters can be both rewarding and stressful. Knowing that
you have stress and coping with it as you respond will help you stay well,
and this will allow you to keep helping those who are affected.

POINT-OF-CARE TOOLS
What does BMJ Best Practice say?
Mental health response to disasters and other critical incidents2
The management of critical incident stress has been proposed as a method
of reducing short- and long-term problems  especially, but not exclusively,
mental illnesses  that might follow a single, distinct life event or a public
disturbance. Originally arising from concerns about soldiers and first
responders, the mental health dimensions of disasters and other critical
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incidents are now considered a priority in disaster planning, response and
research.
Several groups have worked on consensus recommendations for the
management of disasters and other critical incidents. A trauma group in the
US has proposed a management strategy. The European Network for
Traumatic Stress (TENTS) conducted a three-round Delphi process, and
other organisations have also developed guidelines from consensus. From
Chile, a similar model has been proposed based on a literature review. While
the scientific evidence base for responding to the immediate- and, to a lesser
degree, long-term mental health aftermath of trauma and disaster is still
emerging, the content in this topic reflects best practice in this area based on
available expert consensus and experience.
What does UpToDate say?
Treatment of acute stress disorder in adults3
Acute stress disorder (ASD) is characterized by acute stress reactions that
may occur in the initial month after a person is exposed to a traumatic event.
Some patients who experience ASD go on to experience posttraumatic
stress disorder (PTSD), which is diagnosed only after four weeks following
exposure to trauma.
Efficacy in preventing PTSD: trauma-focused CBT has been found to reduce
the likelihood of subsequent PTSD in people with acute stress disorder.
A meta-analysis of five randomized clinical trials found that CBT reduced the
proportion of patients meeting diagnostic criteria for PTSD at six months
(relative risk = 0.56 (95% CI 0.42-0.76)), with continued benefit seen at three
years of follow-up. A subsequent meta-analysis of 10 randomized clinical
trials found that CBT to have a moderate effect size at initial follow-up
(effect size = 0.54) that was reduced to a small effect size at extended
follow-up (effect size = 0.34).
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INTERNATIONAL LITERATURE
What does the international literature say?
LITERATURE RELATING TO COVID-19
Greenberg and Tracey (2020) What healthcare leaders need to do to
protect the psychological well-being of frontline staff in the COVID-19
pandemic4
Leaders will know that protecting staff mental health forms part of the legal
duty of care. However, ‘presenteeism’ people being at work but operating
sub-optimally because of health complaints] is a much bigger problem than
absenteeism. In safety critical healthcare, making poor, slow or incorrect
decisions can have disastrous consequences.
Preventive medicine provides a useful model for healthcare leaders. First,
prevent ill-health onset [primary prevention]; next, prevent progression by
identifying and intervening against early indicators of impending ill-health
[secondary prevention]; and last, when illness occurs, provide early
treatment to optimise rapid recovery [tertiary prevention].
With the above model in mind, leaders must provide staff with frank
information about what lies ahead while simultaneously positively
emphasising how important their roles are and the organisation’s honest
commitment to support them. This helps individuals make informed choices
about their role suitability and to prepare cognitively, emotionally and
practically. Additionally, provision of coping skills training  ‘psychological
PPE’  may help foster resilience, although evidence that it prevents longer
term mental ill-health is lacking.
We strongly encourage healthcare leaders to follow the preventive medicine
evidence; ensure your staff are properly prepared for their role practically
and psychologically, provide basic equipment and training, empower teams
to support each other  with a particular focus on helping supervisors
feeling confident to speak to team members about their mental health 
and adopt a ‘nip it in the bud’ approach; have MHPs in a supportive and
supervisory role with them providing early ‘return to duty’ focused care for
those who need it; and lastly, ensure that all trauma-exposed staff are
actively monitored as the country begins its return to the new normal. An
effective staff mental health plan fulfils legal requirements under duty of
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care and maximises the numbers of functional staff available to carry out
life-saving care while protecting the organisation’s quality of care, staff
morale and reputation.
Greenberg et al (2020) How might the NHS protect the mental health of
healthcare workers after the COVID-19 crisis?5
Throughout the COVID-19 crisis, many health-care workers have worked
long hours in high-pressured novel circumstances characterised by trauma
and moral dilemmas. Health-care workers have contended with the risk of
infection, and by extension infecting their families, with outcomes seemingly
worse for some, including black, Asian, and minority ethnic staff.
Additionally, remote working is likely to have had its own challenges. Some
staff will undoubtedly thrive in such circumstances, but we should now plan
how to identify and support those who do not.
BLAKE et al (2020) Mitigating the Psychological Impact of COVID-19 on
Healthcare Workers: A Digital Learning Package6
The coronavirus pandemic (COVID-19) will undoubtedly have psychological
impacts for healthcare workers which could be sustained; frontline workers
will be particularly at risk. Actions are needed to mitigate the impacts of
COVID-19 on mental health by protecting and promoting the psychological
wellbeing of healthcare workers during and after the outbreak. We
developed and evaluated a digital learning package using Agile methodology
within the first three weeks of the UK outbreak. This e-package includes
evidence-based guidance, support and signposting relating to psychological
wellbeing for all UK healthcare employees. A three-step rapid development
process included public involvement activities (PPIs) (STEP 1), content and
technical development with iterative peer review (STEP 2), and delivery and
evaluation (STEP 3). The package outlines the actions that team leaders can
take to provide psychologically safe spaces for staff, together with guidance
on communication and reducing social stigma, peer and family support,
signposting others through psychological first aid (PFA), self-care strategies
[eg rest, work breaks, sleep, shift work, fatigue, healthy lifestyle behaviours],
and managing emotions [eg moral injury, coping, guilt, grief, fear, anxiety,
depression, preventing burnout and psychological trauma].
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CONVERSANO et al (2020) Psychological distress among healthcare
professionals involved in the COVID-19 emergency: Vulnerability and
resilience factors7
The aim of this paper is to outline some considerations about the
psychological distress in healthcare professional during the COVID-19
pandemic. We summarize available literature both on ‘protective’ and
‘predisposing’ factors potentially involved in the occurrence of psychological
distress, including PTSD, in frontline healthcare operators. Valid social
support, self-efficacy, internal locus of control (LOC) and sense of coherence
(SOC) have been considered as resilience factors in previous studies.
Similarly, several observations pointed to the relevance of individual and
environmental vulnerabilities. No real evidence is available about strategies
to address the emotional burden for healthcare operators due to the present
COVID-19 scenario; however, we strongly believe that the containment of
isolation anxiety with an appropriate emotional support should be the first
instrument to minimise the psychological effect of pandemic on the more
exposed healthcare professionals.
DI GIUSEPPE et al (2020) Psychological resources against the traumatic
experience of COVID-198
Psychological resources such as defense mechanism and mindfulness
practice can mediate the individual reaction to traumatic experiences as the
ongoing COVID-19 pandemic outbreak. A novel self-reported measure based
on the DMRS (DMRS-SR-30), has been developed with the aim of assessing
potential adaptive defensive strategies against the traumatic experience of
COVID-19. Preliminary validation of the DMRS-SR-30 showed good internal
consistency in both overall defensive functioning and subscales. Combining
adaptive defense mechanisms and mindfulness practice could prevent
psychological distress due to the effect of COVID-19 losses and quarantining.
DUTHEIL et al (2020) PTSD as the second tsunami of the SARS-Cov-2
pandemic9
In the context of disaster medicine with a lack of human and technical
resources, healthcare workers could also develop acute stress disorders,
potentially degenerating into chronic PTSD. Globally, WHO estimates 30-50%
of the population affected by a disaster suffered from diverse psychological
distress. PTSD individuals are more at risk of suicidal ideation, suicide attempt
and deaths by suicide. We draw attention towards PTSD as a secondary
effect of the SARS-Cov-2 pandemic both for the general population, patients
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and healthcare workers. Healthcare policies need to take into account
preventive strategy of PTSD and the related risk of suicide in forthcoming
months.
HORESH and Brown (2020) Traumatic Stress in the Age of COVID-19: A Call
to Close Critical Gaps and Adapt to New Realities10
The COVID-19 crisis is throwing down the gauntlet for better prevention
programs. Both empirical data from previous mass-trauma studies and
theoretical models of PTSD have pointed out the need to let the ‘dust settle,’
as most people will be resilient in the long term. However, when faced with
mass trauma such as COVID-19 even a significant minority of traumatized
individuals will mean that the mental health burden may be significant.
Mental health researchers, practitioners and those working in professions in
which trauma exposure is routine must find ways to work more closely
together to test novel interventions to protect and reduce the incidence of
COVID-19-related traumatic stress.
One promising way of achieving this may be through advancements made in
the field of psychological first aid and early trauma. Since the peritraumatic
phase of the COVID-19 crisis may be long, treating people for acute stress
disorder and/or initial posttraumatic symptoms which have not yet
crystalized into full-blown PTSD may be of particular importance.
Finally, special consideration should be given not only to patients and their
families, but also to physicians and medical system workers. Wellestablished models of secondary traumatization, compassion fatigue, moral
injury and burnout should be applied and used to assist these workers in their
daily effort to cope with massive amounts of work and stress.
KISELY et al (2020) Occurrence, prevention, and management of the
psychological effects of emerging virus outbreaks on healthcare workers:
rapid review and meta-analysis11
Risk factors for psychological distress included being younger, being more
junior, being the parents of dependent children or having an infected family
member. Longer quarantine, lack of practical support and stigma are also
contributors. Clear communication, access to adequate personal protection,
adequate rest and both practical and psychological support were associated
with reduced morbidity.
Effective interventions are available to help mitigate the psychological
distress experienced by staff caring for patients in an emerging disease
outbreak. These interventions were similar despite the wide range of settings
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and types of outbreaks covered in this review, and thus could be applicable to
the current COVID-19 outbreak.
Li et al (2020) Vicarious traumatization in the general public, members,
and non-members of medical teams aiding in COVID-19 control12
Psychological stress, especially vicarious traumatization caused by the
COVID-19 pandemic, should not be ignored. To address this concern, the study
employed a total of 214 general public and 526 nurses [234 front-line nurses
and 292 non-front-line nurses] to evaluate vicarious traumatization scores
via a mobile app-based questionnaire. Front-line nurses are engaged in the
process of providing care for patients with COVID-19. The results showed that
the vicarious traumatization scores for front-line nurses including scores for
physiological and psychological responses, were significantly lower than
those of non-front-line nurses (P < 0.001). Interestingly, the vicarious
traumatization scores of the general public were significantly higher than
those of the front-line nurses (P < 0.001); however, no statistical difference
was observed compared to the scores of non-front-line nurses (P > 0.05).
Therefore, increased attention should be paid to the psychological problems
of the medical staff, especially non-front-line nurses and the general public
under the situation of the spread and control of COVID-19. Early strategies
that aim to prevent and treat vicarious traumatization in medical staff and
general public are extremely necessary.
Wu et al (2020) COVID-19: Peer Support and Crisis Communication
Strategies to Promote Institutional Resilience13
Caring for patients with the novel coronavirus infection is placing great stress
on health care systems and health care workers. On the basis of their
experiences responding to other pandemics, the authors summarize lessons
learned and offer some best practices for facilitating organizational resilience
and supporting health care workers during the COVID-19 pandemic.
WU et al (2020) Analysis of Psychological and Sleep Status and Exercise
Rehabilitation of Front-Line Clinical Staff in the Fight Against COVID-19 in
China14
The aim of this study was to understand the changes in psychological factors
and sleep status of front-line medical staff in the fight against COVID-19 and
provide evidence of exercise interventions to relieve psychological stress and
improve sleep status for medical staff. A survey study was conducted among
120 front-line medical staff in the fight against COVID-19, of which 60 medical
staff worked at the designated hospital [experimental group] and 60 medical
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staff worked at the non-designated hospital [control group]. The Symptom
Checklist 90 (SCL-90), Self-Rating Anxiety Scale (SAS), Self-Rating Depression
Scale (SDS), and PTSD Checklist-Civilian Version (PCL-C) were used to assess
mental status. Sleep status was assessed using the Pittsburgh Sleep Quality
Index (PSQI). RESULTS SCL-90 scores of somatization, depression, anxiety,
and terror were higher than normal in front-line medical staff at the
designated hospital. The SAS (45.89±1.117), SDS (50.13±1.813), and PCL-C
(50.13±1.813) scores in the experimental group were higher than the normal
control group, and were significantly different from those in the control
group on SDS and PCL-C scales (P<0.05). The total average PSQI of the
experimental group was 16.07±3.761, indicating that the sleep quality was
poor. Among them, participants with moderate insomnia reached 61.67%, and
participants with severe insomnia reached 26.67%.
There are psychological symptoms and sleep symptoms in front-line medical
staff who participate in the fight against COVID-19, and they affect each other.
Hospitals should improve emergency management measures, strengthen
psychological counseling for clinical front-line medical staff, strengthen
exercise intervention, and improve their sleep quality and mental health.
WU et al (2020) Mitigating the psychological effects of COVID-19 on health
care workers15
The psychological effects related to the current pandemic are driven by many
factors, including uncertainty about the duration of the crisis, lack of proven
therapies or a vaccine, and potential shortages of health care resources,
including personal protective equipment. Health care workers are also
distressed by the effects of social distancing balanced against the desire to
be present for their families, and the possibility of personal and family illness.
All of these concerns are amplified by the rapid availability of information and
misinformation on the Internet and social media.
Health care workers may experience psychological distress from providing
direct care to patients with COVID-19, knowing someone who has contracted
or died of the disease, or being required to undergo quarantine or
isolation. Mitigation strategies for all scenarios are vital to ensure
psychological wellness and in turn ensure a healthy and robust clinical
workforce.
Psychiatric support was offered to health care workers during the SARS
outbreak at first informally and then through confidential telephone lines and
drop-in centres. The current need for physical distancing necessitates
adjustments to these supportive interventions by leveraging today’s
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technology: eg online video and audio capabilities. At the end of March 2020,
mental health workers in Ontario established free confidential services via
online registration for health care workers who care for patients with COVID19. System-level changes [safe hospital policies and adequate resource
provision] are likely to have more far-reaching effects than individual
support, especially since capacity to counsel large numbers of affected
health care workers may be limited.
YIN (2020) Posttraumatic Stress Symptoms of Health Care Workers
during the Corona Virus Disease 2019 (COVID-19)16
The COVID-19 outbreak is unique in its rapid transmission and results in heavy
stress for front-line health care workers. The current study aimed to examine
posttraumatic stress symptoms (PTSS) of HCWs fighting for the COVID-19
and to evaluate their sleep quality after one-month stressful suffering. 377
HCWs working in different provinces of China participated in the survey
between February 1st and 5th. The demographic information was collected
firstly. The Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) and
the Pittsburgh Sleep Quality Index (PSQI) were selected to measure PTSS and
sleep quality. Results showed that one month after the outbreak, the
prevalence of PTSS was 3.8% in HCWs. Female HCWs were more vulnerable
to PTSS with hazard ratio of 2.136 (95% CI= 1.388-3.286). HCWs with higher
exposure level also significantly rated more hyper-arousal symptoms
(hazard ratio= 4.026, 95% CI= 1.233-13.140). There was a significant
difference of sleep quality between participants with and without PTSS (Z
value= 6.014, p<0.001) and among different groups with various contact
frequency (Chi-square=7.307, p=0.026). Path analysis showed that there was
a significant indirect effect from exposure level to PTSS through sleep quality
(coefficient =1.750, 95% CI of Boostroop test = 0.543-2.998). In summary,
targeted interventions on sleep contribute to the mental recovery during the
outbreak of COVID-19. Understanding the mental health response after a
public health emergency might help HCWs and communities prepare for a
population's response to disaster.
OTHER TRAUMATIC SITUATIONS
Blackrock (2012) Interventions Following a Critical Incident: Developing a
Critical Incident Stress Management Team17
This article describes the development and implementation of a stress
management model for assisting hospital staff after critical incidents using
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an adaptation of Mitchell's model. A survey was conducted following the first
major incident using the Impact of Event Scale (1979) 10 days and again 6
weeks following the incident to measure its emotional impact on staff.
Outcomes included being symptom-free of critical incident stress after a 3month period. The interventions were intended to help staff at a large
metropolitan multispecialty hospital in Queensland in the immediate period
following critical incidents. The implications of this program indicated the
importance of emotional support at critical times for health professionals.
BOCK et al (2020) Secondary Traumatic Stress, Mental State, and Work
Ability in Nurses-Results of a Psychological Risk Assessment at a
University Hospital18
Nurses with secondary traumatic symptoms reported higher depression (p <
0.001) and anxiety scores (p < 0.001) compared to nurses without secondary
trauma experience; and to nurses with secondary trauma experience but
without secondary traumatic stress (both p < 0.001). Further, nurses with
secondary traumatic stress reported significantly reduced work ability, social
support and control over work, and increased emotional strain and labor
time. Nurses with secondary traumatic stress may be at increased risk of
developing major depression and anxiety disorders, and particularly need
support in overcoming secondary traumatic experiences. Psychological risk
assessment is a useful tool to identify groups at risk and pave the way to
implement strategies to support high-risk groups.
BRUNET et al (2013) Two-year follow-up of a brief dyadic cognitivebehavioral intervention designed to prevent PTSD19
There is a dearth of effective interventions to prevent the development of
post-traumatic stress disorder (PTSD). We evaluated the efficacy of a brief
dyadic two-session cognitive-behavioral intervention through a controlled
trial involving trauma-exposed individuals recruited at the hospital's
emergency room. Participants were randomly assigned to either the dyadic
intervention group (n=37) or to a waiting list (assessment only) group (n=37).
Results: In an intent-to-treat analysis, a time-by-group interaction was
found, whereby the treated participants had less PTSD symptoms at the
post-treatment but not at the pre-treatment compared to controls.
Controlling for the improvement observed in the control participants, the
intervention yielded a net effect size of d=0.39.

13

National Health Library and Knowledge Service | Evidence Team
Summary of Evidence: COVID-19
CURRENT AS AT 22 MAY 2020
VERSION 2.1

Conclusions: A brief, early and effective intervention can be provided by
nurses or social workers in hospital settings at a fairly low cost to individuals
presenting to the emergency room as the result of trauma exposure.
BUYDENS et al (2014) Effects of the EMDR protocol for recent traumatic
events on acute stress disorder: a case series20
The purpose of this study was to evaluate the effectiveness of the eye
movement desensitization and reprocessing (EMDR) protocol for recent
traumatic events in the treatment of acute stress disorder. Within weeks of
being exposed to an isolated traumatic event, 7 adults diagnosed with acute
stress disorder were provided with multiple sessions of the EMDR protocol
for recent traumatic events, an extended version of the EMDR therapy
standard protocol. In each case, an individual’s subjective distress caused by
the traumatic events was measured using the Impact of Events ScaleRevised and the goal of alleviating symptoms was accomplished. The
positive results suggest the EMDR protocol for recent traumatic events may
be an effective means of providing early treatment to victims of trauma,
potentially preventing the development of the more severe symptoms of
posttraumatic stress disorder.
DE BOER et al (2011) Work-related critical incidents in hospital-based
health care providers and the risk of post-traumatic stress symptoms,
anxiety, and depression: a meta-analysis21
This meta-analysis reviewed existing data on the impact of work-related
critical incidents in hospital-based health care professionals. Eleven
[included] studies, which comprised 3866 participants, evaluated the
relationship between work-related critical incidents and post-traumatic
stress symptoms. Six of these studies, which comprised 1695 participants,
also reported on the relationship between work-related critical incidents and
symptoms of anxiety and depression. Heterogeneity among studies was high
and could not be accounted for by study quality, character of the incident, or
timing of data collection. Pooled effect sizes for the impact of work-related
critical incidents on post-traumatic stress symptoms, anxiety and depression
were small to medium. Remarkably, the effect was more pronounced in the
longer than in the shorter term. In conclusion, this meta-analysis supports
the hypothesis that work-related critical incidents are positively related to
post-traumatic stress symptoms, anxiety and depression in hospital-based
health care professionals. Health care workers and their supervisors should

14

National Health Library and Knowledge Service | Evidence Team
Summary of Evidence: COVID-19
CURRENT AS AT 22 MAY 2020
VERSION 2.1

be aware of the harmful effects of critical incidents and take preventive
measures.
DUCAR et al (2020) Mindfulness for healthcare providers fosters
professional quality of life and mindful attention among emergency
medical technicians22
Emergency medical service (EMS) providers are systematically subjected to
intense stimuli in their work that may result in distress and emotional
suffering. While it is known that mindfulness-based stress reduction (MBSR)
helps to foster well-being in healthcare workers, the effectiveness of MBSR
among EMS providers is less understood. We explored the impact of a
modified version of MBSR for healthcare workers called Mindfulness for
Healthcare Providers (MHP) on reducing distress and promoting wellbeing in
EMS providers.
Fifteen veteran EMS providers enrolled in the course; four participants
dropped out. Prior to initiation of the study, no significant differences were
revealed between those who did not participate (n = 48) and those who did
(n = 11). After the intervention EMS providers endorsed statistically
significant increases in compassion satisfaction, trait mindfulness and
decreases in burnout compared to the beginning of the program. These
changes were sustained at six months post-completion. No significant
changes over time were found for secondary trauma or perceived stress.
EBERT et al (2018) Internet- and mobile-based psychological
interventions: Applications, efficacy, and potential for improving mental
health: A report of the EFPA E-Health Taskforce23
The majority of mental health disorders remain untreated. Many limitations
of traditional psychological interventions such as limited availability of
evidence-based interventions and clinicians could potentially be overcome by
providing Internet- and mobile-based psychological interventions (IMIs). This
paper is a report of the Taskforce E-Health of the European Federation of
Psychologists’ Association and will provide an introduction to the subject,
discusses areas of application, and reviews the current evidence regarding
the efficacy of IMIs for the prevention and treatment of mental disorders.
Meta-analyses based on randomized trials clearly indicate that therapistguided stand-alone IMIs can result in meaningful benefits for a range of
indications including depression, anxiety, insomnia or posttraumatic stress
disorders. The clinical significance of results of purely self-guided
interventions is for many disorders less clear, especially with regard to
effects under routine care conditions. Studies on the prevention of mental
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health disorders (MHD) are promising. Blended concepts, combining
traditional face-to-face approaches with Internet- and mobile-based
elements might have the potential of increasing the effects of psychological
interventions on the one hand or to reduce costs of mental health treatments
on the other hand. We also discuss mechanisms of change and the role of the
therapist in such approaches, contraindications, potential limitations, and risk
involved with IMIs, briefly review the status of the implementation into
routine health care across Europe, and discuss confidentiality as well as
ethical aspects that need to be taken into account when implementing IMIs.
Internet- and mobile-based psychological interventions have high potential
for improving mental health and should be implemented more widely in
routine care.
ELLIS et al (2018) Assessment and Management of Posttraumatic Stress
Disorder24
Mitigation of the risk of PTSD pretrauma in the military and first responders is
gaining momentum, given concerns about the cost and disability associated
with PTSD. Interest is also growing in screening for PTSD in medical
populations, with evidence of improved clinical outcomes. Preliminary
research supports the treatment of PTSD with repetitive transcranial
magnetic stimulation.
PTSD is a trauma-related disorder with features of fear and negative thinking
about the trauma and the future. Untreated, it leads to ongoing disruption of
life due to avoidance, impaired vocational and social functioning, and other
symptoms, depending on the phenotype. Despite a theoretical understanding
of underlying mechanisms, PTSD remains challenging to treat, although
evidence exists for benefit of pharmacologic agents and trauma-focused
therapies. A need still remains for treatments that are more effective and
efficient, with faster onset.
FODOR et al (2015) [Hungarian with English abstract] Psychological
interventions following trauma to prevent posttraumatic stress disorder:
A systematic review of the literature25
Multi-session cognitive behavior therapy is preferred over immediate one
session interventions especially over debriefing. A natural decline of
symptoms was observed among controls and, therefore, targeted
interventions are recommended only for people with higher risk for
developing subsequent posttraumatic stress disorder.
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FOLZ (2018) Implementation of critical incidence stress management
program at a tertiary care hospital: Dynamics of Critical Care 2018,
Calgary, Alberta Canada, Sept 24-25th 201826
It is becoming increasingly known that staff and physicians who work in
acute care settings can also be prone to similar PTSD symptoms, moral
distress, compassion fatigue and burnout. With the intention of building a
more psychologically healthy workplace, a Critical Incidence Stress
Management (CISM) team was developed at the Alberta Children's Hospital,
Calgary, to support staff with managing the heavy load of complex, ethically
challenging and potentially traumatic cases such as non-accidental trauma,
organ donation, unanticipated deaths, resuscitations and end-of-life care.
Following the introduction of a CISM team in 2013 in the Pediatric Intensive
Care Unit, vacant positions in the ACH PICU dropped by 75% between May
2014 and November 2016. Staff sick hours decreased by 46% between
October 2015 and November 2016. While it is impossible to directly attribute
these improvements to the CISM program alone, anecdotal evidence
suggests that some progress may be attributed to the well-established CISM
program in the unit.
FORNERIS et al (2013) Interventions to prevent post-traumatic stress
disorder: A systematic review27
Traumatic events are prevalent worldwide; trauma victims seek help in
numerous clinical and emergency settings. Using effective interventions to
prevent post-traumatic stress disorder (PTSD) is increasingly important. This
review assessed the efficacy, comparative effectiveness, and harms of
psychological, pharmacologic, and emerging interventions to prevent PTSD.
Nineteen studies covered various populations, traumas, and interventions. In
meta-analyses of three trials for people with acute stress disorder, brief
trauma-focused cognitive behavioral therapy was more effective than
supportive counseling in reducing the severity of PTSD symptoms
[moderate-strength]; these two interventions had similar results for
incidence of PTSD [low-strength]; depression severity [low-strength]; and
anxiety severity [moderate-strength]. PTSD symptom severity after injury
decreased more with collaborative care than usual care [single study; lowstrength]. Debriefing did not reduce incidence or severity of PTSD or
psychological symptoms in civilian traumas [low-strength]. Evidence about
relevant outcomes was unavailable for many interventions or was
insufficient owing to methodologic shortcomings.
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Conclusions: Evidence is very limited regarding best practices to treat
trauma-exposed individuals. Brief cognitive behavioral therapy may reduce
PTSD symptom severity in people with acute stress disorder; collaborative
care may help decrease symptom severity post-injury.
FREEDMAN et al (2015) Early intervention for preventing posttraumatic
stress disorder: an Internet-based reality treatment28
Posttraumatic stress disorder develops in approximately 20% of people
exposed to a traumatic event, and studies have shown that cognitivebehavioral therapy is effective as a treatment for chronic PTSD. It has also
been shown to prevent PTSD when delivered early after a traumatic event.
However, studies have shown that uptake of early treatment is generally
low and therefore the need to provide interventions through other mediums
has been identified. The use of technology may overcome barriers to
treatment.
There is good evidence that social support both within communities and
organizations can be highly protective of mental health. For instance, within
the military, camaraderie has been shown to be protective of the troop’s
mental health both whilst deployed and when in safer environments. The
social bonds between people have also been found to be protective within
community settings after disasters. More recently, peer support programs
have been trialled within organizations in an attempt to ensure that
consistent social support is available to trauma-exposed individuals. The
most widely researched of these is the Trauma Risk Management program
which started in the UK Royal Marines Commandos and has since been
adopted by the whole UK military, many UK emergency services and a
number of other trauma exposed organizations. Trauma Risk Management
has been the subject of a number of research studies which show that it
helps to mobilize social support and improve post-traumatic help seeking as
well potentially having a positive impact on sickness absence post-disaster in
emergency service personnel. While certainly not a panacea for dealing with
any traumatic incident, there appears to be good evidence that peer support
systems such as this program may be of beneﬁt within trauma-exposed
organizations.
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HARKER et al (2016) Exploring resilience and mindfulness as preventative
factors for psychological distress burnout and secondary traumatic
stress among human service professionals29
Cultivating and sustaining resilience can buffer the impact of occupational
stressors on human service professionals. One of the psychological factors
associated with cultivating resilience is mindfulness. The aim of this current
research is to improve our understanding of the relationship between
resilience, mindfulness, burnout, secondary traumatic stress, and
psychological distress among human service professionals. We surveyed 133
human service professionals working in the fields of psychology, social work,
counselling, youth and foster care work to explore the predictive relationship
between resilience, mindfulness, and psychological distress.
The results showed that higher levels of resilience were a significant
predictor of lower levels of psychological distress, burnout and secondary
traumatic stress. In addition, higher levels of mindfulness were a significant
predictor of lower levels of psychological distress and burnout.
Conclusions: The findings suggest that cultivating resilience and mindfulness
in human service professionals may assist in preventing psychological
distress burnout and secondary traumatic stress. Limitations of this study
are discussed together with implications for future research.
KEARNS et al (2012) Early interventions for PTSD: A review30
The high prevalence of trauma exposure and subsequent negative
consequences for both survivors and society as a whole emphasize the need
for secondary prevention of posttraumatic stress disorder. However,
clinicians and relief workers remain limited in their ability to intervene
effectively in the aftermath of trauma and alleviate traumatic stress
reactions that can lead to chronic PTSD. The scientific literature on early
intervention for PTSD is reviewed, including early studies on psychological
debriefing, pharmacological, and psychosocial interventions aimed at
preventing chronic PTSD. Studies on fear extinction and memory
consolidation are discussed in relation to PTSD prevention and the potential
importance of immediate versus delayed intervention approaches and
genetic predictors are briefly reviewed. Preliminary results from a modified
prolonged exposure intervention applied within hours of trauma exposure in
an emergency room setting are discussed, along with considerations related
to intervention reach and overall population impact. Suggestions for future
research are included. Prevention of PTSD, although currently not yet a
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reality, remains an exciting and hopeful possibility with current research
approaches translating work from the laboratory to the clinic.
KORNER et al (2008) Early trauma-focused cognitive-behavioural
therapy to prevent chronic post-traumatic stress disorder and related
symptoms: A systematic review and meta-analysis31
There is evidence for the effectiveness of TFCBT compared to Supportive
Counselling in preventing chronic PTSD in patients with an initial ASD
diagnosis. As this evidence originates from one research team replications
are necessary to assess generalisability. The evidence about the
effectiveness of TFCBT in traumatised populations without an ASD diagnosis
is insufficient.
MEALER et al (2014) A 12-week multimodal resilience training program for
intensive care unit nurses: Results of a pilot study32
Objective: To determine if a multimodal resilience training program for ICU
nurses was feasible to perform and acceptable to the study participants.
In a randomized and controlled 12-week intervention study, treatment and
control groups completed demographic questions and measures of
resilience, anxiety, depression, posttraumatic stress disorder and burnout
syndrome before and after the intervention. The intervention included a 2day educational workshop, written exposure sessions, event-triggered
counselling sessions, mindfulness-based stress reduction exercises, and a
protocolized aerobic exercise regimen. Nurses in the intervention arm also
completed satisfaction surveys for each component of the intervention.
This mulitmodal resilience training program was feasible to conduct and
acceptable to ICU nurses. Both nurses randomized to the treatment group
and nurses randomized to the control group showed a significant decrease in
PTSD symptom score after the intervention.
Conclusions: A multifaceted resilience training program for ICU nurses was
both feasible and acceptable. A sufficiently powered, randomized clinical trial
is needed to assess the effect of the intervention on improving individuals'
level of resilience and improving psychological outcomes such as symptoms
of anxiety, depression, burnout syndrome and PTSD.
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MEALER et al (2012) A qualitative study of resilience and posttraumatic
stress disorder in United States ICU nurses33
The purpose of this study was to identify mechanisms employed by highly
resilient ICU nurses to develop preventative therapies to obviate the
development of PTSD in ICU nurses.
Thirteen highly resilient nurses and fourteen nurses with PTSD were
interviewed (n = 27). Differences were identified in four major domains:
worldview; social network; cognitive flexibility; and self-care/balance. Highly
resilient nurses identified spirituality, a supportive social network, optimism
and having a resilient role model as characteristics used to cope with stress
in their work environment. ICU nurses with a diagnosis of PTSD possessed
several unhealthy characteristics including a poor social network, lack of
identification with a role model, disruptive thoughts, regret and lost
optimism.
Highly resilient ICU nurses utilize positive coping skills and psychological
characteristics that allow them to continue working in the stressful ICU
environment. These characteristics and skills may be used to develop target
therapies to prevent PTSD in ICU nurses.
PENDER et al (2016) Exploring the Process: A Narrative Analysis of Group
Facilitators’ Reports on Critical Incident Stress Debriefing34
Critical incident stress debriefing (CISD) is a psychoeducational group
intervention offered after exposure to potentially traumatizing events. This
exploratory inquiry examined how mental health and peer facilitators utilized
elements of group work practices during CISD interventions. Narratives from
16 mental health and 14 peer facilitators reported how elements of group
planning, performing and processing appear. Important group-process
aspects included attention to establishing ground rules and defining
boundaries for confidentiality, managing member disclosure and pacing the
process to prevent harm from over-processing the traumatic event.
Implications for practice suggest that following best practice guidelines in
group work is protective of the CISD process and the participants.
ROBERTS et al (2019) [Cochrane Systematic Review] Multiple session
early psychological interventions for the prevention of post‐traumatic
stress disorder35
The prevention of long-term psychological distress following traumatic
events is a major concern. Systematic reviews have suggested that individual
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psychological debriefing is not an effective intervention at preventing posttraumatic stress disorder (PTSD). Over the past 20 years, other forms of
intervention have been developed with the aim of preventing PTSD.
Objective: To examine the efficacy of psychological interventions aimed at
preventing PTSD in individuals exposed to a traumatic event but not identified
as experiencing any specific psychological difficulties, in comparison with
control conditions  usual care, waiting list and no treatment  and other
psychological interventions.
Conclusions: While the review found some beneficial effects of multiple
session early psychological interventions in the prevention of PTSD, the
certainty of the evidence was low due to the high risk of bias in the included
trials. The clear practice implication of this is that at present multiple session
interventions aimed at everyone exposed to traumatic events cannot be
recommended. There are a number of ongoing studies demonstrating that
this is a fast moving field of research. Future updates of this review will
integrate the results of these new studies.
ROSE (2020) [Cochrane Systematic Review] Psychological debriefing for
preventing post traumatic stress disorder (PTSD)36
This review concerns the efficacy of single session psychological debriefing in
reducing psychological distress and preventing the development of posttraumatic stress disorder (PTSD) after traumatic events. Psychological
debriefing is either equivalent to or worse than control or educational
interventions in preventing or reducing the severity of PTSD, depression,
anxiety and general psychological morbidity. There is some suggestion that it
may increase the risk of PTSD and depression. The routine use of single
session debriefing given to non-selected trauma victims is not supported. No
evidence has been found that this procedure is effective.
ROY et al (2017) An App a Day Keeps the Doctor Away: Guided Education
and Training via Smartphones in Subthreshold Post Traumatic Stress
Disorder37
Post-traumatic stress disorder symptoms are common in military service
members (SMs), but stigma can impede treatment initiation. Smartphone
applications are available anywhere, anytime, with the potential to both
mitigate the impact of stigma and reduce PTSD symptom severity.
We provided 144 SMs or family members with subthreshold PTSD
symptoms with apps promoting psychoeducation, social engagement and
relaxation and randomized them to 6 weeks of resilience enhancement [brief
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cognitive-behavioral session, followed by daily text messages directing app
use] or a control group [daily text messages of inspirational quotes].
Participants  54 percent males, 87 percent SMs  in both groups reported
reductions in PTSD, anxiety and depression symptoms during the 6-week
intervention, which were sustained at 3 months, but exhibited partial
rebound at 6-12 months. Our preliminary results suggest that app use, with
or without specific direction, feasibly and effectively reduces symptom
severity. Future studies should consider a longer intervention, enhanced
compliance tracking or boosters to sustain benefits.
SCHÄFER (2018) Mental health in anesthesiology and ICU staff: Sense of
coherence matters38
Hospitals and particularly ICUs are demanding and stressful workplaces.
Physicians and nurse staff are exposed to various stressors: emergency
situations, patients' deaths and team conflicts. Correspondingly, several
studies describe increased rates of PTSD symptoms and other mental health
problems in hospital staff. Therefore, it is important to identify factors that
lower the risk of psychopathological symptoms. High levels of sense of
coherence (SOC) and general resilience as well as an internal locus of control
(LOC) have already been identified as important health-benefitting factors in
medical staff. The current study aimed to evaluate their unique impact in an
ICU and an anesthesiology unit.
SOC was found to be the most important correlate of both general mental
health problems and PTSD symptoms in an ICU and an anesthesiology unit. If
further evidenced by longitudinal studies, implementing interventions
focusing on an enhancement of SOC in training programs for ICU and
anesthesiology unit staff might be a promising approach to prevent or reduce
psychopathological symptoms.
SHALEV (2019) Estimating the risk of PTSD in recent trauma survivors:
Results of the International Consortium to Predict PTSD (ICPP)39
A timely determination of the risk of post-traumatic stress disorder (PTSD) is
a prerequisite for efficient service delivery and prevention. We provide a risk
estimate tool allowing a calculation of individuals' PTSD likelihood from early
predictors. Members of the International Consortium to Predict PTSD (ICPP)
shared individual participants' item-level data from ten longitudinal studies
of civilian trauma survivors admitted to acute care centers in six countries.
Eligible participants (N=2,473) completed an initial clinical assessment within
60 days of trauma exposure, and at least one follow-up assessment 4-15
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months later. The Clinician-Administered PTSD Scale for DSM-IV (CAPS)
evaluated PTSD symptom severity and diagnostic status at each assessment.
Participants' education, prior lifetime trauma exposure, marital status and
socio-economic status were assessed and harmonized across studies. The
study's main outcome was the likelihood of a follow-up PTSD given early
predictors. The prevalence of follow-up PTSD was 11.8%, 9.2% for male
participants and 16.4% for females. A logistic model using early PTSD
symptom severity as a predictor produced remarkably accurate estimates of
follow-up PTSD [predicted vs. raw probabilities: r=0.976]. Adding
respondents' female gender, lower education, and exposure to prior
interpersonal trauma to the model yielded higher PTSD likelihood estimates,
with similar model accuracy [predicted vs. raw probabilities: r=0.941]. The
current model could be adjusted for other traumatic circumstances and
accommodate risk factors not captured by the ICPP. In line with their use in
general medicine, risk estimate models can inform clinical choices in
psychiatry. It is hoped that quantifying individuals' PTSD risk will be a first
step towards systematic prevention of the disorder.
SHELEF et al (2020) [Hebrew with English abstract] The psychological
impact of a pandemic outbreak on medical staff40
The aim of the present study is to review the current professional literature
dealing with the psychological impact of a pandemic outbreak on medical
staff. There is a paucity of current literature; however, there is some evidence
of the short- and long-term impact of such epidemics on the mental health of
medical teams. Direct exposure to affected patients, the risk of contagion, a
subjectively negative perception of medical condition and being in isolation or
quarantine all constitute risk factors for mental symptoms such as
depression, anxiety and post-trauma. A sense of control [especially in respect
of infection prevention], altruistic acceptance of work-related risks, social
support, good team spirit in the medical unit and support from superiors are
all protective factors.
SKEFFINGTON et al (2013) The primary prevention of PTSD: A systematic
review41
There has been abundant research targeting the secondary and tertiary
prevention and treatment of posttraumatic stress disorder (PTSD), including
different forms of debriefing, treatments for acute stress disorder, and
targeted intervention strategies. However, there remains a scarcity of
research pertaining to the primary, pre trauma prevention of PTSD. A
systematic review was conducted in order to identify and synthesize all
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programs aimed at the primary prevention of PTSD to date. A total of 7
studies were identified as meeting these criteria. Currently, there is no solid
body of research on the primary prevention of PTSD to justify or guide
interventions. The limitations and future directions of research in this domain
are discussed.
SONES et al (2011) Prevention of posttraumatic stress disorder42
Traumatic events are common, but the psychological distress that may
follow usually subsides naturally. For some individuals, distress develops
into posttraumatic stress disorder (PTSD). PTSD lends itself to the application
of prevention strategies for at-risk individuals. The identification of a causal
event may make prevention efforts for PTSD more feasible and effective than
for other psychological disorders. For PTSD, these efforts target those
traumatized persons who are beginning to exhibit symptoms of PTSD. These
interventions could also target individuals meeting criteria for acute stress
disorder with the goal of preventing chronic PTSD.
In addition to testing currently used treatments for PTSD as intervention
methods, research should focus on the development of new PTSD prevention
techniques. These efforts should focus on targeting the mechanisms
discussed in the various theories of PTSD development. Although there are
many efforts to make the world safer, people will always be confronted with
traumatic events. Those who experience such events are at risk for the
development of PTSD and the individual and societal costs that entails. PTSD
presents a formidable challenge and a clear opportunity. If PTSD can be
prevented, it could benefit millions worldwide and it could inform our
prevention efforts for other psychological disorders.
STEIN et al (2013) What's impeding post-traumatic stress disorder
prevention?43
The mental health community has an opportunity to implement secondary
prevention of PTSD by mitigating the risk of PTSD to people exposed to
traumatic events. This is an unusual situation in which mental health
practitioners find themselves: positioned to prevent mental illness because
the inciting event can be clearly identified. This is truly a unique characteristic
of PTSD among mental illnesses. Whereas many other mental disorders are
no doubt fed by experiential inputs and fueled by life stressors, PTSD cannot
occur in the absence of trauma. We have here the chance to catch the
traumatic spark before it burns and emotionally scars. This is the promise of
the secondary prevention of PTSD.
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What is truly remarkable about the study of traumatic stress, however, is the
resilience of human beings, the fact that the majority of individuals who are
exposed to truly horrific events do not develop psychopathology. Perhaps the
field of PTSD prevention needs this shift in perspective. Preventive efforts
may be faltering because the quest to eradicate illness has distracted us from
first supporting health. Future prevention of PTSD may be more likely to
come from understanding the factors that create resilience and allow
individuals to find growth in the most difficult of circumstances. Interventions
should be developed to support the psychological and biological processes
that lead to effective coping long before it is necessary to address emerging
psychopathology.
TUCKEY et al (2014) Group critical incident stress debriefing with
emergency services personnel: A randomized controlled trial44
Although single-session individual debriefing is contraindicated, the efficacy
of group psychological debriefing remains unresolved. We conducted the first
randomized controlled trial of critical incident stress debriefing (CISD) with
emergency workers following shared exposure to an occupational
potentially traumatic event (PTE). The goals of group CISD are to prevent
post-traumatic stress and promote return to normal functioning following a
PTE. To assess both goals we measured four outcomes, before and after the
intervention: post-traumatic stress, psychological distress, quality of life and
alcohol use. Fire brigades were randomly assigned to one of three treatment
conditions: 1 CISD; 2 screening [no-treatment; or 3 stress management
education. Controlling for pre-intervention scores, CISD was associated with
significantly less alcohol use post-intervention relative to screening; and
significantly greater post-intervention quality of life relative to education.
There were no significant effects on post-traumatic stress or psychological
distress. Overall, CISD may benefit broader functioning following exposure to
work-related PTEs. Future research should focus on individual, group and
organizational factors and processes that can promote recovery from
operational stressors. Ultimately, an occupational health rather than victimbased approach will provide the best framework for understanding and
combating potential threats to the health and well-being of workers at high
risk for PTE exposure.
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WEI et al (2016) Prevention of Post-Traumatic Stress Disorder After
Trauma: Current Evidence and Future Directions45
Post-traumatic stress disorder (PTSD) is a frequent, tenacious, and disabling
consequence of traumatic events. The disorder’s identifiable onset and early
symptoms provide opportunities for early detection and prevention.
Empirical findings and theoretical models have outlined specific risk factors
and pathogenic processes leading to PTSD. Controlled studies have shown
that theory-driven preventive interventions, such as cognitive behavioral
therapy (CBT), or stress hormone-targeted pharmacological interventions,
are efficacious in selected samples of survivors. However, the effectiveness
of early clinical interventions remains unknown, and results obtained in
aggregates overlook individual heterogeneity in PTSD pathogenesis. We
review current evidence of PTSD prevention and outline the need to improve
the disorder’s early detection and intervention in individual-specific paths to
chronic PTSD.
LITERATURE RELATING TO OTHER PANDEMICS
CHAN (2004) Psychological impact of the 2003 severe acute respiratory
syndrome outbreak on health care workers in a medium size regional
general hospital in Singapore46
Many healthcare workers were emotionally traumatized during the SARS
outbreak. Coping strategies included: clearly communicated directives or
precautionary measures; ability to give feedback to or obtain support from
management; ability to obtain support from supervisors and colleagues.
Support from supervisors and colleagues was a significant negative predictor
for psychiatric symptoms and PTSD.
GREENBERG (2015) Potential mental health consequences for workers in
the Ebola regions of West Africa - A lesson for all challenging
environments47
There is considerable evidence that most individuals who are exposed to
highly challenging or traumatic events exhibit resilience and do not suffer any
long-term negative psychological effects. However, inevitably a proportion
will suffer distress; in most cases these symptoms resolve without the need
for any formal interventions although it is equally true that some traumaexposed individuals will develop formal mental health disorders including but
not limited to PTSD. It follows that organisations that operate in an

27

National Health Library and Knowledge Service | Evidence Team
Summary of Evidence: COVID-19
CURRENT AS AT 22 MAY 2020
VERSION 2.1

environment where the potential for trauma exposure is considerable 
‘trauma-exposed organisations’  should carefully consider potential
psychological fallout.
Evaluations of new methods of support are sorely needed as the evidence is
sparse and often focussed on troop deployment. One novel support system is
now provided by the South London and Maudsley NHS Foundation Trust
following discussions with healthcare workers in Sierra Leone. The NHS
Trust’s clinical psychologists have set up a volunteer support system that
provides a listening ear for individuals who are deployed before, during and
after their deployment through face-to-face contacts, email, phone and
Skype. This provides more support than is currently provided in the trauma
world particularly during deployment, but mirrors some of the suggestions in
the TRiM programme for peer support. The programme aims to support
resilience, prevent motivational decreases which may result in errors during
deployment and to sustain team leadership and cohesion which is a clear
predictor of trauma effects. Whether this is too much or too little support will
only be apparent after independent evaluation.
KIM et al (2016) Factors Influencing Emergency Nurses' Burnout During an
Outbreak of Middle East Respiratory Syndrome Coronavirus in Korea48
Study participants were ED nurses working in eight hospitals designated for
treating MERS-CoV-infected patients in Korea. We performed multiple
regression analysis to explore the factors influencing burnout. The ED nurses'
burnout was affected by job stress (β=0.59, p<.001), poor hospital resources
for the treatment of MERS-CoV (β = -0.19, p<.001) and poor support from
family and friends (β = -0.14, p<.05). These three variables explained 47.3% of
the variance in burnout.
Conclusions: ED nurses taking care of MERS-CoV-infected patients should be
aware that burnout is higher for nurses in their divisions than nurses in other
hospital departments and that job stress is the biggest influential factor of
burnout. To be ready for the outbreak of emerging contagious diseases such
as MERS-CoV, efforts and preparations should be made to reduce burnout.
Job stress should be managed and resolved. Working conditions for
mitigating job stress and systematic stress management programs should be
provided, and hospital resources for the treatment of MERS-CoV need to be
reinforced.
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LEE et al (2005) Facing SARS: psychological impacts on SARS team nurses
and psychiatric services in a Taiwan general hospital49
The outbreak of severe acute respiratory syndrome (SARS) in 2003 resulted
in 346 probable SARS cases and 37 deaths in Taiwan. This descriptive study,
which was conducted from May to June 2003, intended to identify staff
stress and coping strategies among a SARS team of nursing staff during the
outbreak.
SARS had both positive and negative psychological impacts on the nurses.
While worrying about infecting their families and colleagues, nurses were
able to cope with the situation through various means. Additional findings
include the need for more psychiatric staff to provide flexible and continuous
service, the importance of meetings to improve teamwork and reduce conflict
between doctors and nurses and the useful discovery that video cell phones
provided needed reassurance from afar to the worried families of the nurses.
Conclusions: This study reinforces the importance and benefits of psychiatric
services for SARS team members in reducing their secondary traumatization;
it is hoped that the results will enhance our knowledge on the needs of
frontline health care workers and support the planning of better psychiatric
services in future epidemics.
MAUNDER (2004) The experience of the 2003 SARS outbreak as a
traumatic stress among frontline healthcare workers in Toronto: lessons
learned50
The outbreak of severe acute respiratory syndrome (SARS) in the first half of
2003 in Canada was unprecedented in several respects. Understanding the
psychological impact of the outbreak on healthcare workers  especially
those in hospitals  is important in planning for future outbreaks of
emerging infectious diseases. This review draws upon qualitative and
quantitative studies of the SARS outbreak in Toronto to outline the factors
that contributed to healthcare workers' experiencing the outbreak as a
psychological trauma. Overall, it is estimated that a high degree of distress
was experienced by 29% to 35% of hospital workers. Three categories of
contributory factors were identified. Relevant contextual factors were being
a nurse, having contact with SARS patients and having children. Contributing
attitudinal factors and processes were experiencing job stress, perceiving
stigmatization, coping by avoiding crowds and colleagues, and feeling
scrutinized. Pre-existing trait factors also contributed to vulnerability.
Lessons learned from the outbreak include: 1 that effort is required to
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mitigate the psychological impact of infection control procedures, especially
the interpersonal isolation that these procedures promote; 2 that effective
risk communication is a priority early in an outbreak; 3 that healthcare
workers may have a role in influencing patterns of media coverage that
increase or decrease morale; 4 that healthcare workers benefit from
resources that facilitate reflection on the effects of extraordinary stressors;
and 5 that healthcare workers benefit from practical interventions that
demonstrate tangible support from institutions.
SCHREIBER et al (2019) Maximizing the Resilience of Healthcare Workers
in Multi-hazard Events: Lessons from the 2014-2015 Ebola Response in
Africa51
There is increasing knowledge that HCWs can experience a variety of
emotional impacts when responding to disasters and terrorism events. The
Anticipate, Plan and Deter (APD) Responder Risk and Resilience Model was
developed to provide a new, evidence-informed method for understanding
and managing psychological impacts among HCWs. APD includes predeployment development of an individualized resilience plan and an intheatre, real-time self-triage system which together allow HCWs to assess
and manage the full range of psychological risk and resilience for themselves
and their families. The inclusion of objective mental health risk factors to
prompt activation of a coping plan in connection with unit leadership realtime situational awareness enables the first known evidence-driven targeted
action plan to address responder risk early before PTSD and impairment
become established.

OTHER
CHAPOVALOV (2018) [News Article] PTSD in healthcare professionals52
In general, organizations who engage in proactive primary prevention should
develop a prevention program specific to psychological health and safety
that will include an element of PTSD prevention as well as appropriate postincident response.
One example of primary prevention is resiliency training. Resiliency training
should include an overview of what resiliency is and why it matters, how
resiliency is related to prevention of PTSD, information for reducing arousal
symptoms, techniques for managing distressing emotions and preparing for
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a crisis. Additionally, understanding the risk factors such as severity of
exposure should be included in training.
Peer-support programs are becoming particularly common in organizations
with high-risk of exposure to traumatic events. Although the evidence to
show the efficacy of such programs is sparse, organizations and workers
who have implemented peer-support have given very positive feedback.
There seems to be a benefit to having access to an individual within the
organization who is skilled and knowledgeable in trauma counselling.
Psychologically healthy and safe workers are essential for quality patient
care, successful functioning of an organization and a strong health system.
PsychologyTools [Website] Psychological Resources For Coronavirus
(COVID-19)53
During the outbreak many mental health professionals will be working to
offer psychological support and advice to frontline medical staff as well as to
other clients and the public. This webpage collates links to resources which
might assist your clinical practice during the current global health crisis.
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The following PICO(T) was used as a basis for the evidence summary:
HEALTH CARE STAFF

EARLY INTERVENTION USING BRIEF INTERVENTION TOOLS

PREVENTION OF PTSD

The following search strategy was used [PsycInfo]:
S1

S2
S3
S4
S5
S6
S7
S8
S9
S10
S11
S12
S13
S14
S15
S16
S17
S18
S19
S20

counsel* or psychotherap* or trauma input or trauma informed counsel* or critical incident stress
management or CISM or person centred therap* or person centered therap* or psychodynamic therap* or
cognitive behaviour* therap* or cognitive behavior* therap* or CBT or sensorimotor therap* or sensori
motor therap* or sensorymotor therap* or sensory motor therap* or somatic experienc* therap* or EMDR
or eye movement desensitisation N1 reprocessing or eye movement desensitization N1 reprocessing
"Counseling+"
"Psychotherap+"
"Cognitive Behavior Therapy+"
"Eye Movement Desensitization Therapy"
S1 OR S2 OR S3 OR S4 OR S5
post traumatic stress or posttraumatic stress or post traumatic stress disorder or posttraumatic stress
disorder or ptsd or trauma*
"Posttraumatic Stress Disorder" OR "Complex PTSD" OR "Desnos"
S7 OR S8
S6 AND S9
short term or single session or brief intervention or brief therap* or manualised therap* or manualized
therap*
"Brief Psychotherapy"
S11 OR S12
S10 AND S13
(health care or healthcare or hospital) N1 (staff or employ* or worker* or personnel or provider*) or doctor*
or nurse or nurses or nursing or clinician on clinical staff o physician
"Health Personnel" OR "Allied Health Personnel" OR "Caregivers" OR "Medical Personnel" OR "Mental Health
Personnel"
S15 OR S16
S14 AND S17
TI prevent* OR AB prevent
S18 AND S19
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