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Caring for the caregiver in the Emergency room.

Opportuniti

es for improvement

Cuidar al que cuida en urgencias. Oportunidades de mejora
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Introduction

The COVID-19 pandemic revealed both
weaknesses and strengths. We all became car-
egivers. All public health systems became
emergency units. Healthcare professionals
were required to act rapidly, effectively, safely,
and efficiently, sustaining a prolonged effort.
We faced an unknown disease, often with in-
adequate and insufficient resources. We bat-
tled our fears: fear of not knowing how to treat
a new disease, of not being good enough to
ease the anguish of patients and our own, giv-
en the risks to ourselves and our families." In
Spain in 2020, 24.1% of all reported COVID-19
cases occurred among healthcare personnel.

Day by day, minute by minute, moment
by moment, we maintained the workforce and
morale, because we could not afford the luxu-
ry of being human. We dressed our uniforms
as superhero costumes, hid our tears behind
protective goggles, and our voices behind
double masks. The rustling of plastic suits be-
came our soundtrack.

Even before COVID took over our lives,
researchers had already sounded the alarm
about another epidemic: that of psychosocial
risks among healthcare professionals. Burn-
out, anxiety, stress, loss of quality of life, sui-
cide risk,%?® and harmful use of alcohol or
medications were reaching alarming levels,
becoming a true emergency.*®

The pathology and disability resulting
from this high risk cause short-, medium-, and
long-term consequences,® triggering an ava-
lanche of job abandonment and work-role
adjustments, with the corresponding impact
on the healthcare system. In the United
States, replacing a nurse has been estimated
to cost 1.2 to 1.3 times her annual salary, and
for physicians, $250,000 to $1 million. Con-
sidering that approximately one-third of phy-
sicians and nurses intend to reduce their
working hours within the following year,” and
23.8% of physicians and 40% of nurses intend
to leave their current practice within two
years,® the economic burden for states has
been considered a public health issue.’
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Psychosocial risks and needs
of emergency workers during
the COVID-19 pandemic

We must not reduce this alarming situa-
tion of psychosocial risk among health care
workers to a mere financial issue. As stated in
the ILO Centenary Declaration for the Future
of Work: “safe and healthy working condi-
tions are fundamental to decent work”."® Ethi-
cally and morally, this is unquestionable.

The right to a safe and healthy working
environment has been included among the
fundamental principles and rights at work in a
historical decision of the 110" International
Labour Conference of the International La-
bour Organization (ILO), held in Geneva and
concluded on June 11t%, 2022.

The COVID pandemic exposed problems
that were already present. Governments ig-
nored healthcare workers and their health—"a
nearly drowned person whom they asked to
swim faster.”

And health care workers swam—indeed,
they did. They swam and swam, but some,
exhausted, never reached the shore.

When health care professionals were
asked what they needed from managers and
public authorities, the answer was: listen to
me, respect me, protect me, care for me, and
train me."?

1. Listening comes first. The health care
worker knows what is needed to do their job.
Active listening is the first step: understand-
ing the needs required to safely carry out
their duties for both patient and provider. Any
intervention plan, process chain, or even
physical space should include the voice of the
internal user. The law assigns duties to work-
ers and fulfilling them is their obligation. The
manager’s duty is to provide the necessary
tools.

2. Respect for the Law and for human
and professional honesty, with resources for
situations such as violence, organizational de-
humanization, and harassment.

The ILO promotes initiatives such as the
Violence and Harassment Convention, pub-
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Figure 1. Requests from healthcare workers during the
pandemic.'

lished in 2019 and entering into force on June 25%, 2021.
However, this Convention will not enter into force in Spain
until May 25%, 2023.

3. Protection. Providing appropriate equipment, safe
environments, and physical spaces for basic hygiene, nutri-
tion, and rest. Moreover, a psychologically safe environ-
ment must be ensured.

4. Care. Meeting basic legally established needs and cre-
ating a culture of care. A manager/leader must ensure a com-
prehensive approach where schedules, workload, and respon-
sibilities are adapted and individualized according to needs
and life circumstances, without violating justice or equity.

5. Training. Being properly trained is the first step in
carrying out any task, reducing risks for both patients and
professionals. Healthcare personnel in Spain specifically
call for greater training, and emergency physicians demand
official specialization. The chronic shortage of these profes-
sionals, their high turnover, and the absence of this spe-
cialty are creating another “empty Spain”: emergency de-
partments that are orphaned, insufficient, distant, and of
suboptimal quality.

If institutions and governments had fulfilled these sim-
ple principles, we would likely face a different scenario. But
reality strikes us, and now urgent “solutions” are demand-
ed for this other pandemic, which undermines the health
of an entire professional group while draining the econom-
ic and moral reserves of health care systems.

The WHO Pan-European Mental Health Coalition rec-
ommends improving mental health in the workplace and
occupational safety, addressing both the prevention of
mental illness and the promotion of well-being. Healthcare
workers—one of the professional groups with the highest
psychosocial burden—should not be excluded.™

Burnout, anxiety, depression, work-related stress, emo-
tional exhaustion, and associated risks have been widely
studied in physicians and nurses. Meanwhile, research in-
volving other groups—assistants, technicians, physical ther-
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Table 1. Paradigm shift in Emergency Care: opportunity for
improvement

Macro-Level approach

Meso-Level approach  Micro-Level approach

Respect existing laws. ~ Adequate staffingand ~ Balanced work groups.
teams. Mentorship.
Legislate for improvement.Leadership centered on  Human relationships and
well-being. internal social life of the
department.
Training: Specialization. ~ Group training. Individualized training.
Active listening to Care. The individual person.

Protection of individual
health.

Efficient work distribution.
Support network.

professional groups.

Promotion of research. ~ Operational chain.

apists, pharmacists, psychologists, and non-clinical staff—
has been more limited. Workload, responsibility, task
complexity, emotional management during crises, etc., dif-
fer among these groups. However, post-pandemic studies
have shown a high incidence of psychosocial problems—
including work-related stress—among these professionals.™
Thus, there is compelling evidence supporting targeted in-
tervention among health care workers involved in emer-
gency services.

Reviewing workplace well-being programs implement-
ed over the last 20 years to reduce occupational health
risks in healthcare settings, we observe that interventions
have largely focused on the individual—on increasing resil-
ience, “"endurance,” and infinite work capacity. However,
studies in physicians show that these professionals are
more resilient than the general population.”™ Occupational
burnout has a mixed origin: partly due to individual factors
and partly due to systemic factors. It must notbe viewed as
a weakness of the worker."®"

No single individual factor should be held solely “re-
sponsible” for the incidence of these conditions. In fact,
recent research points more strongly to influences such as
organizational dehumanization, excessive workload, inade-
quate documentation systems, and excessive supervision
with limited decision-making capacity as major contributing
factors.

Completing large quantities of documentation does
not result in better care. Professionals feel that their work
has lost its sense of vocation and service, as they spend
more hours filling out forms than at the patient’s bedside,
and those with higher levels of responsibility have progres-
sively less autonomy to devote the time they believe they
should, where they should, as professionals.’®' This cre-
ates a feeling of being a “donkey in the mill,” a mere cog
in an obsolete system that has lost the true purpose of the
job: caring for the patient.

Managers often focus exclusively on numbers; “what is
not documented does not exist.” Yet basic functions—such
as the number of diaper changes, repositioning, honest
and respectful communication, delicate treatment, or a pa-
tient's privacy—do not “count” from a purely administra-
tive accounting perspective. This undermines the sense of
purpose for the most committed professionals, causing
emotional exhaustion,? eroding trust in the system, and
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reducing professional fulfillment and compassion—for
themselves and for their colleagues.

A shift in health care management and policy is need-
ed, adopting a leadership model that values service voca-
tion, cares for and about people,?' listens, and acknowl-
edges the contributions of every team member—with
humility, honesty, and a clear understanding of the ultimate
goal: the best possible patient care, provided by a team
with low burnout and high professional achievement.?2%

An intervention in an emergency department could be
structured according to three pillars: (1) Macro-organizational
(government level), (2) Meso-organizational (within health ser-
vices), and (3) Individual (within the department). A compre-
hensive approach brings us closer to meaningful solutions.

1. Macro-Organizational approach

1. Respect and enforcement of existing laws, both na-
tional and European, as well as WHO and ILO guidelines.
Avoid the widespread practice of “let the worker file a
complaint—we’ll see what happens later.”

2. Legislative adjustments? addressing special needs
such as workplace adaptations for disability, maternity, par-
enting, or caring for dependents.

3. Training: establishing educational programs aimed
at specialized training; creation of official medical and nurs-
ing specialties.

4. Active listening to professional groups.

5. Promotion of research in the field of psychosocial
health to improve knowledge of prevention, protection,
and intervention.

2. Meso-Organizational approach

1. Selective hiring processes aligned with professional
merit, preparation, vocation, and engagement. Ensure ade-
quate and sufficient staffing.

2. New leadership model centered on well-being,
where the department head or team leader prioritizes the
people they lead, cultivates individual and team relation-
ships, and inspires systemic change. The WHO recom-
mends that emergency department managers be trained
to support the mental health of their staff (moderate-quali-
ty evidence).?> Active listening is the key tool.

3. Training: ensure progressive team integration with
adequate, stepwise onboarding that respects life-stage
needs. Define stages within the service and establish struc-
tured training and continuous updating. The capacity of
the team surpasses the sum of individuals.

4. Care: provide appropriate spaces for rest, meals, and
life-stage adjustments (parenting, lactation, caregiving, pre-re-
tirement) as well as health-related adaptations (physical or
mental health conditions, disability, etc.). Form balanced, com-
prehensive work teams that create a healthy environment.

5. Operational chain: a coordinated, integrated work-
flow with clearly defined responsibilities, acting as a safety
network for professionals, patients, and the system.
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3. Individual-level approach within Emergency
Services

1. Functional teams composed of trained professionals
whose life or curricular adaptations are coordinated, creat-
ing balanced work groups.

2. Mentorship: establish a structured onboarding pro-
gram for new colleagues, including familiarity with work-
flow, internal procedures, documentation, protocols, and
initial social integration.

3. Internal training: the service provides continuous
education based on objective needs identified by the team
as well as individual interests. A calendar of personal and
group goals will be created, recognizing that knowl-
edge-building is cumulative. The aim: the right skills, for
the right person, at the right time.

4. Work distribution and efficiency: time is precious in
emergency care. Duplicate or excessive documentation
and repetitive tasks must be reviewed and adjusted to en-
sure that all efforts add value to patient care. Unnecessary
administrative burden harms care quality and is a signifi-
cant source of stress and burnout.

5. Work satisfaction and individual capacity: protect
time for tasks that bring professional fulfillment—research,
teaching, internal projects, protocol development, interde-
partmental collaboration, etc. Evidence shows that dedicat-
ing 20% of work time to meaningful tasks reduces major
psychosocial risks and adds value to the service.?® Feeling
valued is associated with reduced anxiety, stress, and ex-
haustion.

6. Network: each team member should know their role
and how it integrates with others, maintaining constant ac-
cess to support. Mechanisms must allow for joint action,
conflict resolution, and crisis communication training.

7. The worker as a person: the coordinator or depart-
ment head must act as a leader, prioritizing the well-being
of team members and adjusting shifts, schedules, and
tasks according to individual needs, while preserving fair-
ness, equity, and balance. Health services and occupational
health units must provide adequate resources—sufficient
staff, physical spaces for rest, hygiene, nutrition, and sup-
port for special needs (e.g., lactation spaces or decom-
pression rooms after traumatic events).?’

8. Life and relationships: create a culturally appropriate
working environment where respect and team care are
core values. Allocate time within clinical sessions to discuss
legal concerns, emotionally complex cases, and high psy-
chological burden situations; sharing experiences helps
prevent the “second victim” phenomenon after adverse
events.”®

9. Training in self-protection and workplace health: im-
plement tailored programs on exercise, nutrition, sub-
stance-use prevention, ergonomics, sleep hygiene, crisis
management, dealing with error, stress and burnout pre-
vention, and suicide.

10. Establish boundaries: the intention is not to re-
place mental health professionals or create diagnostic or
screening services within the workplace.?” In the event of a
sentinel psychosocial episode (eg, visible substance mis-
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use, suicide attempt), a protocol must be activated to mini-
mize future risk, with referral to qualified professionals and

specialized centers.

The International Labour Organization (2022) empha-

sizes the importance of caring for caregivers. Everyone has
the right to a safe and healthy workplace. For the World

Health Organization, workplace well-being and mental

health are top priorities for Europe.* Le's start on.
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