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Abstract
Purpose of Review This paper is a review of the self-care challenges of the COVID-19 pandemic on the physical and emotional
health and well-being of healthcare providers. New self-care practices are presented.
Recent Findings Globally, thousands of health care practitioners and staff have been infected; many have died. Research studies
reveal that this pandemic has threatened the health of healthcare staff, their families, and communities in many unique ways, such
as fear of infecting family (lack of safety at home), moral injury, witnessing the suffering of the “innocent,” coping with a
problem too big to solve (the enormity problem), and racial trauma.
Summary The COVID-19 pandemic has impacted the global population in ways not seen in a century. The unique self-care
challenges of COVID-19 while enhancing the symptoms of burnout, i.e., physical, and mental exhaustion, despair, helplessness,
and suicidal thinking, need to be addressed directly. This paper offers a new COVID-19 self-care model and approach.
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The self-care challenges of the COVID-19 pandemic are lay-
ered upon the pre-COVID challenges of burnout [1].
According to the Centers for Disease Control and Prevention
(CDC), as of January 16, 2021, 365,072 healthcare workers
have been infectedwith COVID-19, and 1254 have died in the

USA [2]. Amnesty International reports widespread
healthcare worker deaths worldwide [3]. In Italy, for example,
the Italian National Institute of Health documented COVID-
19-related deaths of 160 doctors, 40 nurses, and 2 suicides [4].
Early studies in the UK indicated that BAME (Black, Asian,
or minority ethnic) healthcare workers appear to be signifi-
cantly over-represented in the total number of COVID-19
deaths [5].

Before the pandemic, up to 50% of US physicians were
experiencing professional burnout [6–8]. The Agency for
Healthcare Research and Quality (AHRQ) defines burnout
as a “long-term stress reaction marked by emotional exhaus-
tion, depersonalization, and lack of a sense of personal accom-
plishment” [9]. Recently the WHO included burnout in the
ICD-11 [10].

Within this pre-existing context of high burnout, the
COVID-19 pandemic hit. Healthcare professionals at all
levels rose above burnout to provide an extraordinary medical
response, stepping forward to save lives at great cost to their
own health and wellbeing. Healthcare workers in Scotland
and their households, for example, accounted for 17.2% of
all COVID-19-related hospital admissions, even though they
represented only 11.2% of the working age population [11].
The profound toll of the COVID-19 pandemic on the physical
and emotional state of healthcare staff necessitates that a new
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scientific self-care approach be urgently implemented that re-
sponds to the unique challenges of the COVID-19 pandemic
affecting the health of clinicians.

The Impact of COVID-19 on Family

While healthcare workers constantly struggle with work-life
balance, the issue of dual loyalty in caring for their families
and patients has materialized in an unprecedented way during
this pandemic. Enormous stress has been placed on healthcare
workers’ families. Dr. Heather Hsu describes the impact of her
and her husband’s COVID-19 activities on their children:

Kids need to feel safe and nothing makes a child feel
more fear than worrying that their mom or dad will die.
My daughter gave away her tooth fairy money for the
hospital to buy PPE so her daddy will be safe. [12]

When both parents are frontline healthcare workers, they have
had to implement measures should their children be orphaned
[13]. Household members of healthcare workers are directly at
risk for contracting the virus, with deleterious or even fatal out-
comes, especially among elderly parents/grandparents. Not even
in the military are family members put at such risk. Some
healthcare workers have chosen to protect their families by living
apart from them, despite the emotional toll of this separation. Dr.
Christian Rose provides an illuminating description of his dilem-
ma after his exposure to a COVID-19 patient:

I’m looking for a room where I can stay…. a no man’s
land where a colleague’s spare bed may be the closest
approximation to home we can find. [14]

Recent reports have revealed that household members of
healthcare workers who cared for COVID-19 patients were
nearly twice as likely to be admitted to hospital with COVID-
19 than other working age adults [11]. Unfortunately, there has
been little research on the impact of burnout onmedical families
prior to COVID-19 to build upon [15, 16].

Moral Injury

Dean and Talbot have redefined burnout as moral injury [17,
18]. They posit that burnout is a symptom of a broken
healthcare system. In contrast, the concept of moral injury,
taken from military experience, means an injury caused by
being involved in actions that transgress our deeply heldmoral
beliefs. Dean and Talbot cite the journalist Diane Silver, who
calls moral injury a “deep soul wound” that pierces a person’s
identity, sense of morality, and relationship to society [17].
Discovering an ethical and moral pathway for doctors and

nurses during the COVID-19 crisis has been difficult, as they
face terrible conflicts related to working without adequate
personal protective equipment, deciding who receives a ven-
tilator, being unable to protect patients from witnessing the
resuscitation and passing of patients beside them, needing to
limit family at the bedside of dying patients, and the con-
straints imposed on using culturally defined practices sur-
rounding death and burial [19].

The “Enormity Problem”

As Bill Blakemore, noted ABC news correspondent has stat-
ed, the world is facing an “enormity problem,” that is, a prob-
lem so big it is almost impossible to think about any solutions
[20]. Lack of national leadership at every level during a time
when we need it most is especially demoralizing [21]. This
“enormity” analogy is applicable to the COVID-19 pandemic
for several reasons.

a) Suffering of the Innocent

This pandemic is unlike any other disaster we have encoun-
tered in that we are in a “slow-moving mass casualty” [22].
The sheer magnitude of the suffering and death of innocent
persons, without an end in sight, coupled with an as-yet inad-
equate understanding of the disease course and dearth of
evidence-based treatment options, have left healthcare pro-
viders feeling overwhelmed and helpless. It is akin to the
emotional despair well known to humanitarian workers serv-
ing mass populations impacted by war and ethnic conflict [23,
24]. When one of us first visited the refugee camp “site 2” on
the Thai-Cambodian border in 1988, he experienced for the
first time the horrible suffering of tens of thousands of inno-
cent Cambodian men, women, and children.

Images from the trauma stories I had heard that day
flooded my mind…There was no way I could help
them… There were too many people with too many
traumatic life experiences living in too terrible poverty
and confinement. [23]

b) Destruction of the Natural World

The ecocide of our natural world has added to the complex-
ity of curbing this pandemic. The medical concept of One
Health brings hope that the root causes of such pandemics
can be prevented. One Health is a multisectoral and transdis-
ciplinary medical approach working at all policy levels, with
the goal of achieving optimal health outcomes by fostering
positive health linkages between people, plants, animals, and
their shared environments [25].
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Racial Trauma

The challenges of the COVID-19 pandemic have been exacer-
bated by racial trauma [26••]. The severe social inequities and
health disparities among communities of color have been
brought to the forefront by the disproportionate impact of
COVID-19 on Black, Latino, and Indigenous American popu-
lations. Without national systemic efforts to address the social
determinants of health, healthcare workers are left without the
tools to effectively care for their minority patients and vulnera-
ble populations. An example is having to discharge a patient
with instructions to quarantine when the patient lives in an
overcrowded situation without the ability to isolate. Studies in
the USA [27], Sweden [28], and Britain have revealed that
migrants, Black persons, ethnic minorities, and Asians, respec-
tively, have been disproportionately infected by the COVID-19
pandemic [29•]. Racial trauma has emerged as a major chief
complaint among healthcare staff of color [26••]. Despite hours
caring for critically ill COVID-19 patients, Asian American
healthcare workers have been accused of causing the pandemic,
called racial epithets and even physically assaulted.

The physical and mental exhaustion associated with these
challenges cannot be meaningfully captured by the term
“burnout.” With the entire medical profession experiencing
collective trauma, medicine is at a self-care turning point.
The medical system’s anemic pre-pandemic response to burn-
out, such as dinners for doctors and relaxation classes, while
helpful, were not sufficient to aid health practitioners in deal-
ing with the intense exhaustion and pain caused by the large-
scale human suffering of the COVID-19 pandemic [30•]. New
self-care instruments and practices necessary to meet these
challenges are offered by the authors (www.HPRTselfcare.
org). These instruments have been translated into Italian and
widely disseminated in Italy during the recent crisis (www.
intraumacenter.com). Healthcare systems need to move
beyond burnout through sustainable change targeting the
root causes of pandemic distress [31]. Only by doing so can
we heal the damage done by COVID-19 to healthcare workers
and revitalize the ideals and spirit of medical practice.
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