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Background: Mental health manifestations such as depression and anxiety disorders became
more marked during the coronavirus disease 2019 (COVID-19) pandemic as frontline healthcare
workers struggled to maintain high-quality intrapartum care and essential health services.

Aim: This study aimed to identify maternity healthcare providers’ self-perceptions of changes
in their feelings of mental well-being.

Setting: Ten midwife obstetric units and the labour wards of four district hospitals
in Tshwane Health District, South Africa.

Methods: We conducted an anonymous, cross-sectional survey amongst a convenience
sample of 114 maternity healthcare workers to gauge the changes in healthcare workers’
experience and perceptions of well-being during the COVID-19 pandemic. Four items
measured the perceived changes on a scale of 0-10 for the periods before and during
COVID-19, respectively, namely feelings of fear or anxiety, stress, depression and anger.

Results: The majority of participants were professional nurses (37%) and advanced midwives
(47%). They reported a significant change in well-being from before the pandemic to during the
pandemic with regard to all four items (p < 0.0001). The biggest ‘before-during” difference was in
perceptions of fear or anxiety and the smallest difference was in perceptions of anger. A framework
was constructed from the open-ended responses to explain healthcare workers” understanding
and perceptions of increased negative feelings regarding their mental well-being.

Conclusion: The observed trends in the changes in healthcare workers’ self-perceptions of
their mental well-being highlight the need for further planning to build resilient frontline
healthcare workers and provide them with ongoing mental health support and improved
communication pathways.

Keywords: COVID-19; maternity healthcare workers; mental health; support; fear; anxiety;
stress; depression; anger.

Introduction

Coronavirus disease 2019 (COVID-19) presented to the world at the start of 2020, was declared a
pandemic by the World Health Organization (WHO) and rapidly evolved into a global health
emergency. Frontline healthcare workers (HCWs) were confronted with the challenging task of
balancing the accelerated pace of the pandemic, the reality of medical countermeasures and the
continued provision of essential services.!?* The shifting health-system environment and an
inability to re-organise themselves put frontline HCWs at greater risk for their own physical and
mental health.*>*

Although HCWs were expected to be resilient in their response to emergency care, the pandemic
saw an increase in mental health manifestations such as depression, anxiety disorders, post-traumatic
stress disorder (PTSD) and peritraumatic dissociation.*”3*1° These conditions were more marked in
female HCWs and nurses,”'?"® — groups which were identified as being at greater risk for
mental health conditions as a result of family and community factors. Poor communication with
supervisors, colleagues diagnosed with COVID-19 and working with infected patients (sometimes
without sufficient personal protective resources) led to greater isolation,”? overall higher anxiety
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levels,' stress, distress and burnout.’>'*1>1¢ Fear of and actual
transmission of the infection to family members and perceived
stigma from relatives and society’?'® were additional triggers
that led HCWs to feel unsupported, unsafe and traumatised by
their environments.>"”

Whilst ethics and equity principles highlight the need to
protect and maintain all essential health services in low- and
middle-income countries (LMICs), these countries have
embarked on priority setting based on their own health
contexts.>'®! The additional tasks associated with screening
and testing for COVID-19, community awareness activities
and contact tracing have exacerbated shortages of health
resources and the workload of already overburdened
providers.®®?' These challenges have also affected essential
maternity services negatively.”? There have been calls for
changes to health-systems functioning to maintain high
quality intrapartum care, whilst simultaneously trying to
minimise the risk of system collapse.* At the same time, the
need has been expressed to protect frontline maternity care
workers and build resilience — the ability to resist, absorb,
bounce back or recover and learn from the effects of
COVID-19%2 — in order to be able to provide quality care.”*

South Africa and Tshwane Health District experienced the
same trade-offs between managing the pandemic, reducing
financial fallout and supporting struggling HCWs, whilst
maintaining basic healthcare services for pregnant women,
children and people living with HIV /AIDS." During support
visits to health facilities in Tshwane as part of the CLEVER
Maternity Care programme — a programme to improve
respectful quality obstetric care” — midwives expressed fears
for their own safety, anxiety about their comorbidities and
anger about the increased workload and a shortage of
personal protective equipment (PPE). Internal arguments as
to who should care for confirmed COVID-19 patients or
patients under investigation (PUIs) led to additional tension
and disrupted harmonious relations in some labour wards.

Because of concerns about maternity healthcare providers’
physical and mental health, a survey was conducted to
identify self-perceptions of changes in their feelings of mental
well-being as a result of the pandemic. The information
obtained will enable the district management to better
coordinate mental health support for frontline workers.

Methods
Study design and setting

We conducted a cross-sectional, anonymous survey in
14 CLEVER facilities in Tshwane Health District from
18 September 2020 to 03 December 2020. These facilities
included 10 midwife obstetric units (MOUs) and 4 district
hospitals (DHs).

Study population and sampling strategy

A convenience sample of healthcare providers working in
maternity units in the CLEVER facilities were recruited
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on the days the CLEVER team members visited a facility.
The number of participants per DH ranged between 7 and
16 and between 4 and 8 per MOU.

Data collection

A quick paper-based, self-reporting tool in English that
would not take HCWs away from their service duties was
developed to rapidly inform the development of appropriate
support strategies in the district. Thirteen HCWs familiar
with the context commented on format, length, content and
the feasibility of generating useful findings for administering
the tool. Maternity HCWs received a copy of the questionnaire
from CLEVER team members during monthly or biweekly
support visits and the anonymously completed questionnaires
were placed in a special collection envelope.

In addition to demographic items (age, gender, designation
and years of employment at a CLEVER facility), the
questionnaire contained two items related to HCWs’ feelings
of well-being before and during the COVID-19 pandemic,
and two items on service delivery. This article reports on
HCWs'’ self-reports on their mental well-being; the experience
of service provision will be reported separately.

The first ‘well-being” item comprised a set of four widely
used terms from the literature (fear or anxiety, stress,
depression, anger) with an analogue scale of 0-10 for rating
perceptions of own emotional state and feelings of well-being
before COVID-19 compared with how participants felt
during the pandemic (How have your feelings changed since
the start of the COVID-19 pandemic?). The instructional
example scale included the following explanation of the
scale: 0 indicated no negative feeling (‘None”), 4 was labelled
as a "‘Mild’ negative feeling, 8 was labelled as ‘Severe” and 10
as ‘Unbearable’. The second item was an open-ended
question in which participants could describe and explain
the reasons for the change in their feelings. A further question
on the support needs of HCWs was included in the analysis
with regard to mental health support needs.

Data analysis

After capturing and cleaning the data on Microsoft Excel,
HCWs who had been employed at a particular health facility
for less than one year were excluded (n = 21). The reason for
exclusion being that these workers had not been at the health
facility long enough to be able to draw a comparison between
their feelings before and after the advent of COVID-19
pandemic. The excluded group also included student and
community service nurses with short attachments.

Data were analysed using the R statistical software package
version 3.6.3.% Frequencies, proportions, means (standard
deviation [s.d.]) and medians (Q1; Q3) were calculated. No
analysis was carried out on the relationship with gender
because there was only one male respondent. For the four
items on participants’ perceptions of well-being before and
during the COVID-19 pandemic, median ‘before’ scores and
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‘during’ scores were calculated out of 10 for each item, as well
as an overall ‘before” and ‘during’ well-being score combining
responses for the four items. The numerical difference
between the ‘before” and ‘during’ scores was also calculated.

The Shapiro-Wilk test indicated that the quantitative data
were not to be normally distributed. The Wilcoxon signed
rank test was used to determine whether a significant
difference existed between the perceptions of well-being
when comparing the results before and during the COVID-19
pandemic. When comparing results between the different
demographic categories, the Mann—-Whitney U test and the
Kruskal-Wallis H test were used, followed by post hoc
analysis with a Bonferroni adjustment where further
pairwise analysis was needed. The relationship between
continuous variables (numerical age and years of
employment) and perception changes was established using
Spearman’s rank correlation. All tests were performed at a
5% level of significance.

Responses to the open-ended question were analysed
inductively for content. Researchers familiarised themselves
with the content of the responses and a code book was
developed through a consensus-seeking process. All team
members contributed to the interpretation of the data.

Ethical considerations

This study was conducted under the umbrella of a larger
maternity care project called CLEVER Maternity Care. The
Research Ethics Committee of the Faculty of Health Sciences
approved the research protocol as an amendment to the
CLEVER protocol (787/2018). The study had the support of the
Tshwane District Management Team, which gave permission
for HCWs to take part. Study participants completed the
questionnaire voluntarily and anonymously. Mental health
support for facilities and individual HCWs in need was
available through the employee wellness team and the
occupational health and safety nurse practitioner in the district.

Results
Participant characteristics

Reponses of a total of 114 questionnaires were analysed.
There comprised 65 MOU respondents, ranging between 4
and 11 per facility and 49 DH respondents, ranging between
7 and 16 per hospital. The majority of the participants were
advanced midwives (n = 54; 47.4%) and registered
professional nurses (n = 43; 37.7%). The remainder were
managers (n = 8; 7.0%), medical officers (n = 3; 2.6%) and
enrolled nurses (n = 2; 1.8%) or nursing assistants (n = 3;
2.6%). One participant did not specify a designation. Seven
of the eight managers worked in DHs. Fewer respondents
in DHs were registered nurses (n = 14; 28.6%) than in MOUs
(n =29; 44.6%).

Participants’ age ranged between 25 years and 68 years, with
a mean age of 42.63 (+10.71) years. The participants were
divided into four groups on the basis of age: 25-30 years,
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31-40 years, 41-50 years and > 50 years of age. Ages were
fairly equally distributed across three of the four groups
(26% — 30%), with the age group 25-30 years having about
half the number of respondents (14.2%) compared with the
other groups because of its shorter age span. Although the
mean ages of participants in MOUs and DHs were similar
(43.58 vs 43.68), the MOUs had a larger percentage of
participants in the age groups 31-40 years (28.1%) than DHs
(20.4%) and a smaller number in the 41-50 years age
group (24.6% vs 30.6%). Overall, there was no significant
difference between the ages of participants from MOUs and
DHs (p = 0.9398).

We divided the length of participants’ employment at the
study facility into four groups for easier overview. One
quarter of respondents fell into in the employment group
1 year to < 5 years (25.4%), with slightly more in the groups
5 years to < 10 years (34.2%) and 10 years to < 20 years (28.9%).
Participants with > 20 years of experience in the same facility
comprised 11.4%. Although there was no significant difference
in the length of employment between participants from
MOUs and DHs (p = 0.1778), there were proportional
differences amongst specific employment groups. For
example, DHs had more participants in the 1 year to <5 years
age group (30.6%) than MOUs (21.5%) and in the > 20 years
age group (18.4% vs. 6.2%). On the other hand, MOUs had
more than double the number of participants in the 10 years to
< 20 years age group (38.5%) than DHs (16.3%).

Perceived changes in well-being

For all four items that measured perceived changes in well-
being, there was a significant change in the median score out
of 10 that participants gave themselves for the ‘before” and
‘during’” COVID-19 periods (p < 0.0001 for all four). Table 1
provides an overview of the ‘before-during’” COVID-19
differences in perceived feelings of well-being. The biggest
‘before-during’ difference was in perceptions of fear or anxiety
and the smallest difference was in perceptions of anger. Anger
also scored the lowest in the ‘before” and ‘during’ COVID-19
periods, with stress scoring the highest in both periods.

There were no significant differences between MOU and DH
participants’ perceptions of well-being for fear or anxiety,
stress, depression and anger before the COVID-19 pandemic
nor between their perceptions after the advent of COVID-19
(p =0.3364). Figure 1 depicts the median ‘before” and ‘during’
scores. There was a tendency for MOU participants to rate
themselves higher on their perceptions of depression than
DH participants during the COVID-19 period (p = 0.0730).

TABLE 1: Self-reported change in overall perceptions of well-being before and
during the COVID-19 pandemic.

Well-being
term

Median score (out of 10) V4
Before COVID-19 During COVID-19
Fear/Anxiety ~ 2.00 (0.00, 4.00) 9.00 (7.00, 10.00) 6.00 (4.00, 8.00) < 0.0001

Difference

Stress 3.00 (1.00, 5.00) 9.00 (8.00,10.00) 5.00 (3.75,7.00) < 0.0001
Depression 1.00 (0.00, 4.00) 8.0 (4.00,10.00) 4.00 (1.00, 7.00) < 0.0001
Anger 1.00 (0.00,3.00)  7.00 (3.00, 10.00) 4.0 (0.25,7.00) < 0.0001
Overall 1.75(0.75,3.88)  7.75(5.75,9.00) 5.00 (3.00,7.00) < 0.0001
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FIGURE 1: Changes in perceptions of well-being of participants in midwife obstetric units and district hospitals.

Participants from MOUs had higher negative perceptions
during the COVID-19 period than their counterparts in DHs
with regard to anger, but this difference was not significant
(p =0.1030).

There was no significant difference between participants of
different designations with regard to their change in
perceptions of well-being before and after the advent of
COVID-19 (p = 0.1174), although there was a trend towards
a greater negative change in advanced midwives’ and
registered nurses’ perceptions of depression (p = 0.0723) and
anger (p =0.0529). Because of the small number of respondents
in some designation categories, we have only provided a
visual representation of the changes in median perception
scores for advanced midwives and registered nurses
(see Figure 2).

Age of participants did not play a significant role in the
change in perceptions of well-being from before to during the
COVID-19 pandemic (p = 0.4792). There was also no
significant difference between length of employment at a
particular health facility and change in perceptions of well-
being over time (p = 0.1441).

Reasons for changes in perceived well-being

In the open-ended item in which participants were
requested to give their reasons for their ratings on their
perceived well-being, some participants responded by
directly referring to their well-being in terms of fear or
anxiety, stress, depression and anger. Others used more
general descriptions as a justification.

http://www.phcfm.org . Open Access

We constructed a framework to explain negative change in
HCWSs'’ perceptions of their own mental well-being, which is
depicted in Figure 3. The main themes depicted in this figure
relate to the stressful environment of the maternity unit, the
uncertainty emanating from the stressful environment
(red block in the middle of the figure) and then the responses
of the community (green), the health system (black) and the
HCWs (blue) to the pandemic. All of these issues affect the
quality of care (depicted at the bottom of the figure). On the
right-hand side of the figure, the needs expressed by
participants are observed (What could have been done
differently?). In direct quotations below, references to MOUs
are given as ‘M’ plus ‘A’ to ‘]’ for each particular facility and
‘H’ followed by ‘A’ to ‘D’ for each DH. The number that
follows refers to the respondent number for that particular
facility. “AM’ refers to an advanced midwife as respondent,
‘RN’ to a registered nurse-midwife, ‘ENA’ to an enrolled
nursing assistant and ‘M’ to a manager.

Working in a stressful environment

Maternity units are by nature a stressful working environment.
Participants referred to the pre-COVID-19 era regarding
infrastructure, overcrowding, limited resources and a heavy
workload, but they also described the deterioration of
working conditions with the advent of COVID-19:

‘Before COVID-19 our situation in facility was uncomfortable and
with COVID-19 situation becomes worse.” (MD07, AM)

Reasons for the increase in stress levels included challenges
in protecting staff and patients, patients not adhering to
COVID-19 rules, communication difficulties with patients,
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FIGURE 3: Reconstruction of healthcare workers’ understandings and perceptions of the causes of their increased negative feelings regarding mental well-being.
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lack of space for accommodating COVID-19 positive patients
and an increase in health workers” workload:

‘During COVID-19 the situation was so hectic and even now
because the patients don’t want to put on the mask during
delivery, they are stressing us, no support person [labour
companion] allowed, some patients communication breaks down.
COVID-19 really its stressing midwives!!!” (ME04, AM)

Inadequacies in infrastructure became glaringly obvious after
the start of the pandemic:

‘Having to work under stress, being understaffed in a limited
area [infrastructure], no designated area for pregnant PUI’s. We
have admitted positive patients in the same ward where non-
suspects were kept so it was really stressful for both staff and
non-suspect [patients].” (HA07, M)

Infrastructure is related to inadequate space and the
accompanying overcrowding of facilities. Overcrowding made
it impossible to practise social distancing — ‘Since COVID
pandemic we are unable to social distance and the ward is
very, very busy’ (MHO08, AM). Delivering a baby is by nature
not conducive to maintaining social distancing ‘I'm afraid of
COVID-19 because ...
delivery of a patient for social distancing’ (HC14, RN).

[it] is not possible for us during

Inadequacy of resources for health workers to maintain
occupational safety was the topic participants mentioned
most often. The main issue was the use and availability of
PPE - ‘I was not provided with PPE during the pandemic’
(HB07, AM). Unavailability of sufficient numbers of masks
was highlighted — “We wear one mask for the whole day,
which puts us at risk of COVID-19° (MA12, RN). The
wearing of masks was also a source of frustration: ‘I feel
overworked and frustrated by the fact that I have to wear a
mask and I feel like I am suffocating” (MC02, RN). In
addition, some patients contributed to the situation because
they ‘did not even use masks, presenting in advanced
labour’ (HCO01, M).

Increase in workload, the ‘sudden increase in the amount of
work” (HD13, M), was another prominent reason for
participants’ change in perceptions of their own mental well-
being: ‘COVID-19 requires extra human and other resources
that we don’t have in the facility and this causes the present
human resource to be overwhelmed with the current
situation” (MA10, RN). There were a number of causes for
this situation. The new admission and treatment protocols
for all patients, for PUls and for COVID-19 confirmed
patients slowed down care because the actions required extra
time for compliance. Despite the additional screening
measures, ‘sometimes it's hard to screen clients who are
already in labour” (MDO04, AM). Participants felt unsafe
because ‘I concentrate on saving lives of babies and do
screening later” (HC12, RN).

Additional overcrowding was caused by ‘increased number
of deliveries’ (MHO1, AM) and referral of patients from other
facilities for antenatal care or delivery, for example, “influx of
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patients when other clinics are fumigated” (MHO05, AM) and
‘more work has been expected of us without extra staff’
(MA11, AM). Moreover, staff shortages were aggravated
when staff members contracted the coronavirus or ‘were
under quarantine’ (HA03, AM).

Effect of the stressful working environment: Uncertainty
Uncertainty ‘of the future’” (HD13, M) is a key lens for
understanding HCWSs’ perceptions of the change in their
own mental well-being. Uncertainty is related to the response
of the health system on the one hand and HCWs' response to
the pandemic on the other.

The health system needed to adapt to the management of
the pandemic with ‘frequent changes in protocol and
management’ (HC08, AM), which left the HCWs with feelings
of helplessness:

“The stress level had increased since COVID-19 started because we
don’t even know how to manage COVID-19 patients.” (ME03, RN)

‘T felt so overwhelmed, lost and fearful. Everything changed
and I was expected to adapt quickly and mostly I felt it was with
trial and error as COVID was a new thing.” (HB08, AM)

The HCWs’ response pivoted around their own ‘fate” with
regard to contracting the virus and the “fate’ of others:

‘Constantly living in fear of being infected with COVID-19 and
not knowing what the outcome may be.” (MF06, AM)

The community’s response to the pandemic

All interactions reported in this study between a health
facility and its HCWs, on the one hand, and patients and the
community at large, on the other, revolved around
coronavirus infections and the behaviour of community
members. ‘Ignorance of the community towards regulations’
(MDO05, AM) and ‘patients not understanding the rules of
COVID" (MA07, M) were an issue for some participants.
Stigmatisation of HCWs was also mentioned:

‘Outside workplace, community is afraid of a HCWs they think
we are carriers of COVID-19.” (HD16, AM)

At the interface between the community’s response and its
interaction with the maternity unit was HCWSs’ experience of
loss of colleagues (health system) and family and friends
(community) as a result of coronavirus infections — ‘I don’t
know what tomorrow brings because a lot of people are
getting infected by coronavirus more especially after losing
my sister and colleague recently’ (MF02, AM). The effect of
loss was also described as follow:

"Losing a colleague from COVID-19 when you were working with

her caused so much stress. I was scared I will be next. I got infected
s0 it was scary hearing a colleague died.” (MF04, RN)

The health system’s response to the pandemic

Participants” perceptions of the health system’s perceived
failed response to the pandemic was linked to the
deteriorating working conditions in individual facilities
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and to ‘lack of information and preparedness about
COVID-19" (HC08, AM) — ‘The whole situation and how it
was handled in the facility was just not helping us as health
workers’ (HC14, RN).

The health system’s poor communication with frontline
workers — ‘no information and reassurance’” (HC14, RN) —
resulted in lack of knowledge: ‘We were not taught or
workshopped on the COVID-19. No guidelines were given in
time” (MJ04, RN). ‘T had a stress with regard to our PPE and
how we manage patient with COVID-19 in our unit’ (HC02,
ENA). Participants also ‘felt unsupported ... when colleagues
tested positive in the unit and not disclosing the tested
positive staff’ (MI05, RN).

The various response failures of the system fed into the
change in the mental well-being of participants: ‘I believe
uncertainty and a lack of communication from management
during the times that the hospital closed down because of
COVID-19 played a big role in my increased anxiety and
depression’ (HA10, RN).

Healthcare workers’ response to the pandemic

Uncertainty, the poor health-system response, the stigmatising
community response to the pandemic and experience of loss
were all reported as having a bearing on the deteriorating
mental well-being of frontline workers. Three main negative
feelings dominated HCWs’ response to the pandemic: fear and
anxiety, feelings of neglect and feelings of burnout. These in
turn fuelled perceptions of depression and anger.

Participants described their fear and anxiety in the form of a
chain of events: contact with patients may lead to own
infection, which in turn may lead to infection of family and
friends — ‘Fears of infection transmission to my kids and close
family members because of contact with patients” (HC04,
RN). All thoughts were permeated with uncertainty.
Participants were ‘scared of what is going to happen to me’
(MEO05, AM) with regard to their own health or death (e.g.
‘because of comorbidity” [MHO05, AM]). This is how one
participant described her state of mind: ‘Feelings of fearing
contracting COVID-19 dying and leave my family members
who will suffer in my absence” (ME06, AM).

Participants expressed their feelings of being neglected and
burnt out as ‘exhausted BUT not appreciated’ (HD12, AM).
Perceived neglect and non-appreciation by the employer were
at the forefront. Neglect focused on the poor working conditions
such as the absence of proper provision of PPE and other
resources — ‘we put our lives at risk” (HC14, RN) —and the work
overload. Furthermore, ‘lack of support from the employer’
(HB13, RN) and no emotional support and appreciation’
(HBO1, RN) led to the perception of participants” “psychological,
emotional and physical need [being] abandoned’” (MDO02, AM).

Anger and depression were caused by ‘working condition’
(MD04, AM) that put participants and their ‘families at
risk, with no compensation or remuneration whatsoever’
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(HD15, RN). This was aggravated by experiences of loss —
‘depressed and angry because I have lost loved ones because
of COVID-19 in family, colleagues’ (MF06, AM) — and ‘fear of
dying increased my anxiety to the extent that I'm now on
anti-depression drugs’ (MI03, AM).

Quality of care at stake

In the complex context of the maternity unit, many interrelated
actions and behaviours influenced the quality of care -
‘COVID-19 has impacted our standard of care as it took all
our resources and focused on COVID-19" (MD06, RN). One
participant also referred to a ‘lack of support system from the
clinical management” (MHO1, AM) and another noted:

‘First happened in health facility, no one knows what to do and it
seems victims were very anxious and some mismanagement was
done to victims. Fear of death was amongst victims.” (HA01, AM)

Patients were no longer allowed to have visitors or
birth companions to support women during childbirth, ‘which
leads to young primigravida not responding when questions
are asked” (HB04, AM). In addition, social distancing and
health workers’ fear of contracting the virus meant ‘less contact
with patients’ relatives and patient’ (HB03, RN). ‘Instead of
looking at patients with a caring eye, I look at them as someone
who can make me sick” (MDO01, RN).

What could have been done differently?

Study participants had two prominent wishes regarding
what they would have liked to be different. The one is an
improvement in working conditions and the other is
appropriate mental health support.

Participants’ need for improved working conditions included
having ‘a proper plan and the plan must be consistent’
(HC14, RN), providing ‘more PPE’ (MHO04, RN) and ‘a
proper clinic ... without structural constraints” (MG06, AM).
Good communication and proper information also featured
strongly: ‘how to deal with the pandemic’ (HC06, RN) and
‘correct procedure to follow during the pandemic” (MB02,
RN). Training was mentioned with regard to ‘management
of COVID-19 patients” (ME03, RN), ‘continuous support in
patient care strategies” (HC11, M), ‘PPE training for all staff’
(MA10, RN), and ‘being taught every day about the
COVID-19 to be able to know it in detail” (HB08, AM). Some
participants felt that they should get ‘compensation for all
the dedication and hard work” (HC07, RN).

With regard to mental health support, participants used a variety
of expressions to describe their needs. There was a desire for
‘acknowledgement of HCWs’ (MC04, RN) and “appreciation
for all the best we are trying to give to the community’ (HBO1,
AM). Support was described as ‘moral support” (HB09, ENA)
and “psychological support’ (MF08, AM). A manager referred
to emotional support:

‘I think emotional support is always important for health
workers. They are also social beings who over and above also
experience challenges in their personal life — in addition to the
work-related challenges.” (HB14, M)
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The need for debriefing, including individual counselling,
was the most prominent action desired from employers —
for general support, after a HCW had tested positive for
COVID-19 or after the loss of a colleague or family member.
Participants noted:

‘Debriefing of health staff, continuous understanding and
attending to the way health professionals feel and the trauma
that [they experience] towards this pandemic.” (MDO01, RN)

‘Psychologist must come and do debriefing — even after two staff
members died, the district only did group counselling, which is
not enough.” (MF04, RN)

‘Support visit for helping us, not inspecting” (MA10, RN) and
a ‘telephone call to ask how are you coping with the pandemic
would have been much appreciated” (HD17, M). Especially
staff who had tested positive needed ‘checking up through
calls and messages to reassure them” (MI02, AM).

Discussion

The ongoing COVID-19 pandemic with surges and isolation
has placed enormous pressure on HCWs around the world,
and thereby has affected their mental well-being. Participants
in our study reported significant changes in their perceived
well-being from the pre-pandemic to the pandemic phase
with regard to fear or anxiety, stress, depression and anger.
Worldwide, working on the frontline was associated with a
higher risk of mental health disturbance amongst HCWs.>%117
Chinese researchers, especially from Wuhan where the
pandemic started, reported a high prevalence of symptoms
of depression, anxiety, insomnia and distress, which they
considered to be the result of social isolation and self-
perceived stress.!>1415%

The reasons other researchers cited for the deterioration in
mental health during the pandemic are similar to those found
in our study. Study participants described how their stressful
environment became more stressful over time and how
essential services deteriorated because of poor infrastructure,
overcrowding, limited resources such as PPE and increased
workload. They expressed a need for improved working
conditions and support to keep the health system functioning
with regard to the maintenance of the supply chain and
essential services, echoing similar voices from LMICs.>"” In
other studies, environment stressors like increased patient
loads and high risk of exposure together with insufficient
PPE and lack of resources were associated with a 46% or
higher increase in the risk of combined depression and
anxiety.”* In Tshwane Health District, increased deliveries
resulted in overcrowding because of the change of some the
delivery sites to COVID-19 facilities and temporary closures
of others for deep cleaning after staff had contracted the
virus. Our HCWs also explained how the new admission
protocols and guides for PUIs slowed down care and said
that despite additional screening measures, they feared for
their own safety and did not always feel protected. Similarly,
new guidelines and policies in other countries were not
discussed with staff, whilst poor communication with little
input from these frontline HCWs on implementing these
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changes led to mistrust and an altered sense of security
amongst nurses.'*!

Participants’ biggest need was appropriate mental health
support. Their increased negative feelings regarding aspects
of their mental well-being were highlighted in the direct
quotations from their statements, which brought their lack of
knowledge, fear and anger, feelings of neglect, exhaustion and
burnout to the forefront. Elsewhere, and in our study,
healthcare providers’ inability to maintain family and
community life as a result of the fact that they could transmit
infections™* and the perceived stigma on the part of family
and society compounded their distress.’*'*** Participants’
responses demonstrated suboptimal resilience and uncertainty
about the future during the surge of the pandemic, which is
also mirrored in other countries.*'*1%

In many countries and in Tshwane District, the community
and health workers’ response to the pandemic influenced the
quality of care and the constant fear of contracting the virus
impacted on their functioning in the workplace.® They
pleaded for clear communication with added training and
clear protocols, information sharing and outreach support to
healthcare facilities from the institution and management, as
well as for reassurance and debriefing.”

Healthcare workers in our study expressed the need for
moral and psychological support and acknowledgement of
hard work and dedication. They proposed a demonstration
of interest by health managers in their well-being, inter alia
through debriefing opportunities to communicate and work
through their feelings and traumatic experiences. Pandemic
preparedness entails improved clinical governance and
accountability that include effective psychosocial support
in teams.'®* Psychosocial support can be divided into
the following: self-coping strategies (e.g. exercise and self-
help resources through the media), interventions that
promote well-being (e.g. team collaborations, training and
education), and interventions to address stigma (e.g. clearer
disease information and how to handle isolation).>'4*
Communities need to support their nurses, whilst managers
must attend to modifiable elements that would relieve the
mental health burden of all frontline health workers and
nurses.”16% Strategies that team leaders and managers
could consider for relieving depression and anxiety in
clinical staff include: reducing the chances of infection,
shorter shift lengths and mental health support via outreach,
phoning in, sharing information and debriefing (e.g.
conversational sessions to address HCWs’ psychological
self-care).>14293

Resilient strengthening teams, encouraging sharing of
distress and enhancing self-compassion can assist individuals
in need.* People need time to process their concerns and
feelings, especially after their own infection with COVID-19
or the loss of a colleague. To achieve this, social connection,
the use of buddy systems and individual psychological
support services should be encouraged in all facilities.**
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Study limitations

This study entailed a small investigation with a convenience
sample of maternity HCWs in one district in South Africa. It
was meant as a rapid assessment to inform Tshwane District
Management on the state of affairs in the district and on what
could be done to support frontline maternity workers. As a
result of the urgency of the pandemic, it was not possible to
pilot the application of the tool. The results of the analysis of
the open-ended question may not be generalisable to other
districts. However, our findings are very similar to the
findings of other studies conducted in different contexts and
may be transferable to similar settings elsewhere.

Conclusion

This article provides a small snapshot at the primary care level
in one health district in South Africa of healthcare providers’
self-perceptions of their mental well-being before and during
the COVID-19 pandemic. These findings could be useful in
planning, especially with regard to improved health-systems
functioning, appropriate mental health support with debriefing
and ongoing communication with information sharing. In the
case of resurgence of infections, the same type of methodology
could be applied at different times in this pandemic to observe
trends in the change of HCWSs' self-perceptions of their mental
well-being and to act immediately where necessary.
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