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ABSTRACT

Introduction. In Mexico, a National Mental Health Strategy was implemented to identify and attend the
mental health repercussions of the COVID-19 pandemic. It included the creation of five virtual clinics for
health workers, being the Burnout, Post-traumatic Stress and Compassion Fatigue clinic one of them.
Objective. To describe the basal sociodemographic and psychological characteristics of health workers
attending online mindfulness sessions as part of the treatment of the aforementioned clinic. Method. This
is a cross-sectional report part of a major nationwide and longitudinal project. All attendants responded to
digital sociodemographics and COVID-19 questionnaires, the Extended Physician Well-Being Index (EP-
WBI), and the Post-traumatic Stress Disorder (PTSD) TOP-8 index. Results. Of the 507 health workers
that participated, 70.02% of them were at risk of burnout according to the Extended Well-Being Index and
57.31, 7.91 and 2.77% had a mild, moderate, and severe risk of PTSD, respectively. The most affected
were the female health workers, from metropolitan or central areas of the country, and those diagnosed with
COVID-19 or exposed to a person with the diagnosis. Discussion and conclusion. Mexican health work-
ers attending mindfulness sessions presented high frequencies of PTSD symptoms and burnout. Female
workers at urban hospitals could be at a special risk for developing PTSD or Well-ness alterations, and thus,
they must be cared for closely, particularly those having direct contact with COVID 19 positive persons. The
early participation in mental health strategies might lessen the immediate and long-term pandemic effects.

Keywords: Well-being, burnout, post-traumatic stress disorder, mindfulness, COVID-19.

RESUMEN

Introduccion. En México se crearon cinco clinicas virtuales de salud mental para los trabajadores de la
salud como parte de la respuesta nacional de salud mental ante la pandemia por COVID-19. La clinica de
desgaste, estrés postraumatico y fatiga por compasion es una de ellas. Objetivo. Describir las caracteristicas
sociodemograficas y psicoldgicas basales de los trabajadores de la salud que asistieron a las sesiones vir-
tuales de atencidn plena, que constituyeron una de las estrategias de atencion en la clinica. Método. Estudio
transversal, parte de un proyecto nacional y longitudinal. Los participantes contestaron un cuestionario digital
con preguntas sociodemograficas y sobre la situacion actual del COVID-19, el indice Extendido de Bienestar
Médico y la escala TOP-8 de estrés postraumatico. Resultados. De los 507 trabajadores de la salud que
participaron, 70.02% presentaron riesgo de desgaste segun el indice de Bienestar Extendido, y 57.31, 7.91
y 2.77% de riesgo leve, moderado y grave en el TOP-8, respectivamente. Las mujeres, los habitantes de
la zona metropolitana o del centro del pais, aquellos con diagnostico de COVID-19 y los expuestos a per-
sonas con dicho diagnoéstico fueron los mas afectados. Discusion y conclusién. Los participantes de las
sesiones de atencion plena presentaron altas frecuencias de sintomas de estrés postraumatico y desgaste
(burnout). Como las trabajadoras de zonas urbanizadas podrian correr un riesgo especial, deberia darseles
un seguimiento especial, en particular a aquellas en contacto directo con personas positivas al COVID-19. La
participacion temprana en estrategias de salud mental podria amortiguar los efectos inmediatos y de largo
plazo de la pandemia.

Palabras clave: Bienestar, desgaste profesional, trastorno por estrés postraumatico, atencién plena, COVID-19.
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INTRODUCTION

On March [1th 2020, the World Health Organization
(WHO) made the assessment that COVID-19 could be
characterized as a pandemic (World Health Organization,
2020a). The mexican government initiated the Healthy Dis-
tancing Journey on March 23th as a means to lessen the
pandemic impact (Lopez-Gatell Ramirez, 2020; Secretaria
de Salud, 2020c). On April 10th, 18 days after this decla-
ration, the National Mental Health Strategy for COVID-19
started official activities (Secretaria de Salud, 2020a).

Mental health impact by the pandemic on health work-
ers had already been described in China, where high rates of
depressive (50.4%) and anxiety (44.6%) symptoms, and in-
somnia (34%) and distress (71.5%) had been reported (Lai
et al., 2020). In European countries, like Spain, a great pro-
portion of health workers got infected with SARS-CoV-2
and this was related with elevated levels of depression,
anxiety, and stress, although these were not statistically dif-
ferent from those of the general population (Garcia-Fernan-
dez et al., 2020). With the aim of identifying and attending
mental health symptoms among Mexican population during
the pandemic, the Ministry of Health encouraged a nation-
al mental health strategy for COVID-19; health workers
represent one specific target population. In order to have a
therapeutic option for attending these workers, five virtual
multisite clinics were formed to cover the most expected
mental symptoms: 1. Emotional crisis and suicide risk clin-
ic (which offers 24/7 services and the possibility of hospi-
talization), 2. Substance abuse clinic, 3. Anxiety, depression
and somatization clinic, 4. Mourning clinic, and 5. Burnout,
post-traumatic stress disorder (PTSD), and compassion fa-
tigue clinic (BPSCFc).

One of the treatment strategies of the BPSCFc was the
generation of daily online mindfulness sessions in two differ-
ent evening schedules. The present report has the main ob-
jective of describing the basal sociodemographic, COVID-19
related status and psychological (characteristics specifically
the well-being and post-traumatic stress status) of the health
workers who attended these sessions. We consider that the
information obtained during the first seven weeks of the
pandemic in our country may be useful for having an initial
notion of the pandemic’s early impacts on the mental health
of health workers and the consideration of further strategies.

METHOD

Study design

This study is part of a major project named Evaluation of
mental health, prevention and remote psychological strate-

gies for health workers which is a nationwide longitudinal
survey that aims to evaluate the presentation of mental health
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symptoms among health workers during the pandemic and
to measure the effect of different clinical interventions (in
press). Here, we present the basal evaluation of health work-
ers attending the mindfulness sessions of our clinic from
April 20th through June 4th, 2020.

Procedure

All health workers who had the possibility of connecting to
the digital platform, laboring at public or private hospitals,
whether it was a COVID-19 center or not, were eligible to
attend the sessions. Participants of this sessions were re-
cruited by one of two ways: 1. the National Digital Sur-
vey of Mental Health made by the Universidad Nacional
Auténoma de México (UNAM) and the Ministry of Health
(UNAM & Secretaria de Salud, 2020), available on the
federal website coronavirus.gob.mx/salud-mental/, which
detected and referred those health workers with burnout,
post-traumatic stress symptoms, and/or compassion fatigue
to our clinic (and other mental problems to their respective
clinics). This was constructed with brief screening measures
with proven adequate psychometric properties and applied
through a WebApp as a single questionnaire (Cuestionario
para la deteccion de riesgos a la salud mental COVID-19)
that could be accessed by different systems (including An-
droid®, i0OS®, Symbian®, Windows®, and WebOS®). It in-
cludes a pseudo algorithm for rating and interpreting the
scales prioritizing reference to treatment of the most serious
problems of each participant (with suicide risk being the
first to be addressed, followed by burnout, post-traumatic
stress disorder and compassion fatigue) and gives the virtu-
al clinic coordinator’s number for further contact. 2. Health
workers directly attending online mindfulness groups (with-
out answering de National Digital Survey of Mental Health)
because they were informed or invited by other ways (the
National Mental Health Strategy and mindfulness sessions
were broadcasted through the official specialized site for
COVID19 of the Secretaria de Salud — coronavirus.gob.mx
— and social networks like YouTube, COVID19 Press con-
ferences, and the Institute of Health for Welfare (INSABI)
Webinars (Secretaria de Salud, 2020a; 2020b; 2020c) and
shared by Facebook, physicians’, nurses’ and other health
personnel’s Twitter groups). The participants recruited by
the UNAM screening instrument were initially contacted
by the clinic coordinator to receive information about the
different treatment options (mindfulness sessions, individ-
ual brief psychotherapy, group psychotherapy, psychiatric
evaluation) and decided with which to begin.

Measurements
All participants responded to a self-applied digital ques-

tionnaire that included: a. general sociodemographic and
COVID-19 related questions, b. the Extended Physician
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Well-being Index (EPWBI), a questionnaire with nine items
which evaluates overall quality of life. This Index was cre-
ated at Mayo’s Clinic and has different versions for med-
ical students, residents, physicians, and general workers
(GWWBI). The physician extended version and the general
workers’ version included two questions about satisfaction
of work-life integration and work meaning which makes
them able to identify high well-being. For these two versions
(which have the same questions), the cut off points were >
3 for physicians and > 2 for the rest of the health team.
Using the cut-off points, the instruments have been report-
ed to identify not only physicians and workers at distress,
but also those at risk for adverse consequences (i.e., 2 fold
higher risk of reporting a recent medical error, 2 fold higher
risk of suicidal ideation, and 5 fold higher risk of burnout in
those physicians with EPWBI > 3, and 2.1 fold higher risk
of suicidal ideation, 2.9 fold higher risk of burnout, and 2.3
fold higher risk of poor overall quality of life for workers
with GWWBI > 2). We used the respective cut-off points
according to the kind of participants in our study (Dyrbye,
Satele, & Shanafelt, 2016; Shanafelt et al., 2014a), and c.
The TOP-8, a short PTSD inventory with eight questions
that evaluates and categorizes into four groups the presence
of symptoms according to DSM-5 diagnostic criteria: risk
free (<5 points), mild risk (5-17 points), moderate risk (18-
25 points), and severe risk with probability of comorbidities
(26-36 points). TOP-8 has shown good correlation with oth-
er PTSD instruments (Pearson’s correlation coefficient of
.91 with Davidson Trauma Scale) a high inter-rater reliabil-
ity (.96) and good properties for assessing treatment out-
comes (Davidson et al., 1997; Davidson & Colket, 1997).

Participants were asked to respond to the afore-men-
tioned digital questionnaire before the first day of assistance
to the online mindfulness groups. After completing the sur-
vey, they received an email message containing a general
diagnosis (or the lack of it) and information for getting fur-
ther professional attention with our team or one of the other
clinics if needed.

Statistical analysis

Descriptive statistics included frequencies (n) and percent-
ages for categorical variables and mean and standard devi-
ation for continuous variables. For the bivariate analysis,
differences between risk groups were evaluated with Chi
square (X?) tests. Statistical significance was considered for
p < .05. All statistical analyses were carried out using Sta-
ta software version 13.0 and the geospatial analysis with
Mapa Digital 6.3.0 powered by INEGI.

Ethical considerations

Both the principal study and the partial survey reported here
were conducted according to the general principles stated in
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the Declaration of Helsinki and were approved by the Re-
search Ethics Committee of the Ramén de la Fuente Nation-
al Institute of Psychiatry, in Mexico City, Mexico (April 16,
2020; principal investigator/responsible: Dr. Rebeca Robles
Garcia). All participants were asked to read and digitally
sign the informed consent form.

RESULTS

Five hundred and seven health workers were included over
the first seven weeks’ period of the strategy. Of them, 37
(1.38%) were recruited through UNAM’s National Digital
Survey of Mental Health. The principal sociodemographic
characteristics are shown in Table 1. In general, three hun-
dred and eighty-one participants 75.15% were women. The
average age of participants was 38 years old (SD = 11.6),
with the largest number of participants 38.07% at the 30°s,
followed by those at 40°s (26.43%). About half of the par-
ticipants were single (51.48%) and just under 40% were
married or in a formal relationship. Of the total number of
professionals, 50% had a bachelor’s degree and 40.8% had
a postgraduate degree or specialty.

Medical personnel were the most frequent health
workers 34.52% attending the strategy. Of them, 45.71%
were general practitioners, 44% specialists, and only
10.29% medical residents. Nursing staff was the second
most frequent group (24.85%), followed by psychology
staff (23.67%). Regarding the workplace profile, almost
two thirds 65.29% worked at a non-social security public
hospital (NSSPH) (Secretaria de Salud [SS] and INSABI),
18.93% at the private sector and 14.79% at social securi-
ty public hospital (SSPH). Of the former group, almost all
participants (96%) worked either at the Instituto Mexica-
no del Seguro Social (IMSS) or at the Instituto de Segu-
ridad y Servicios Sociales de los Trabajadores del Estado
(ISSSTE), and only 4.0% at the health services of Petroleos
Mexicanos (PEMEX), the Secretaria de Defensa Nacional
(SEDENA) or Secretaria de Marina (SEMAR).

Considering the place of residence, 57.6% of the par-
ticipants lived in the central zone of the country and its
metropolitan area. The state of Oaxaca had 83 participants,
representing 16.4%, followed by Mexico City with 15.8%,
the State of Mexico with 12.2%, and Sonora and San Luis
Potosi with 9.5% and 8.1%, respectively. The remaining
38.1% was distributed among the remaining 27 states of
Mexico (Figure 1).

Most participants denied having COVID-19 symptoms
at the time of registration in the BPSCFc. Only 9.27% met
criteria for suspicious cases of COVID-19, had suspicion
of COVID-19 in a family member or a close contact or had
been in contact with people diagnosed with COVID-19
during the last 14 days. Five health workers (1%) reported a
confirmed diagnosis of COVID-19.
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Table 1
Sociodemographic characteristics of PSDCF group participants according to Extended Physician Well-Being Index Status

Well-Being Index

No risk At risk
n (%) n (%)
Variable n =507 (%) 152 (29.98) 355 (70.02) X2 p value
Sex
Male 125 (24.65) 44 (28.95) 81 (22.82) 2.53(.282)
Female 381 (75.15) 108 (71.05) 273 (76.9)
N/A 1 (.2) 0 (0) 1 (.28)
Age (years)
20-29 89 (17.55) 21 (13.82) 68 (19.15) 12.44 (.029)
30-39 193 (38.07) 50 (32.89) 143 (40.28)
40-49 134 (26.43) 41 (26.97) 93 (26.2)
50-59 63 (12.43) 26 (17.11) 37 (10.42) *
60 or more 20 (3.94) 10 (6.58) 10 (2.82) *
N/A 8 (1.58) 4 (2.63) 4 (1.13)
Marital status
Single 261 (51.48) 74 (48.68) 187 (52.68) 1.65 (.438)
Married or Free union 196 (38.66) 65 (42.76) 131 (36.9)
Separated 50 (9.86) 13 (8.55) 37 (10.42)
Education
Elementary or middle 45 (8.88) 20 (13.16) 25 (7.04) * 9.84 (.043)
Undergraduate 253 (49.9) 82 (53.95) 171 (48.17)
Specialty 111 (21.89) 29 (19.08) 82 (23.1)
Postgraduate 96 (18.93) 21 (13.82) 75 (21.13) *
N/A 2 (.39) 0 (0) 2 (.56)
Area of residence**
North 103 (20.32) 34 (22.37) 69 (19.44) 16.69 (.002)
Center 150 (29.59) 40 (26.32) 110 (30.99)
South 107 (21.1) 47 (30.92) 60 (16.9) *
Mexico City’s 142 (28.01) 30 (19.74) 112 (31.55) *
N/A 5 (.99) 1 (.66) 4 (1.13)
Workplace Profile
SS, SES, INSABI (NSSPH) 331 (65.29) 109 (71.71) 222 (62.54) 4.23(.238)
Social Security (SSPH) 75 (14.79) 17 (11.18) 58 (16.34)
Private 96 (18.93) 25 (16.45) 71 (20)
N/A 5 (.99) 1 (.66) 4 (1.13)
Professional profile
Physician*** 175 (34.52) 51 (33.55) 124 (34.93) 5.48 (.484)
Nurse 126 (24.85) 46 (30.26) 80 (22.54)
Psychologist 120 (23.67) 35 (23.03) 85 (23.94)
Social worker 37 (7.3) 10 (6.58) 27 (7.61)
Paramedics 15 (2.96) 4 (2.63) 11 (3.1)
Laboratory worker 8 (1.58) 1 (.66) 7 (1.97)
N/A 26 (5.13) 5 (3.29) 21 (5.92)
Situation with COVID-19
No symptoms 449 (88.56) 141 (92.76) 308 (86.76) 8.23 (.221)
With acute respiratory disease 7 (1.38) 1 (.66) 6 (1.69)
Suspicion of COVID-19 6 (1.18) 0 (0) 6 (1.69)
Suspicion of COVID-19 from a family member or close relative 7 (1.38) 3 (1.97) 4 (1.13)
With COVID-19 diagnosis 5 (.99) 0 (0) 5 (1.41)
Contact with person who had COVID-19 in the last 14 days 27 (5.33) 5 (3.29) 22 (6.2)
N/A 6 (1.18) 2 (1.32) 4 (1.13)

Notes: *Groups showing statistical differences (p < 0.05). **Considering the classification proposed by ENSANUT 2012. Northern states: Sonora, Sinaloa, Coahuila
de Zaragoza, Nuevo Ledn, Tamaulipas, Chihuahua, Baja California, Baja California Sur. Central states: San Luis Potosi, Guanajuato, Puebla, Jalisco, Michoacan,
Querétaro, Colima, Durango, Morelos, Tlaxcala, Zacatecas, Hidalgo, Nayarit, Aquascalientes. Southern states: Oaxaca, Veracruz, Yucatan, Chiapas, Quintana Roo,
Campeche, Guerrero, Tabasco. Metropolitan area: Mexico City and State of Mexico. Abbreviations: NSSPH Non-Social Security Public Hospitals: includes Health
Ministry (SS), State Health Services (SES), and Wellness Institute Hospitals (INSABI); SSPH: Social Security Public Hospitals, includes IMSS, ISSSTE, PEMEX,
SEDENA and SEMAR Health Services, N/A: unanswered. ***The physician cut-off for WBIE > 3 and for the rest health personnel was > 2.
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Region No.
. North 103
\:l Center 150
D Metropolitan area 141
B soutn 107
No answer 5
Total

Figure 1. Regionalization of participants’ response by residence area.

According to the EPWBI, 70.02% of the participants
were at risk (cut-off > 3 points for physicians and > 2 for
the rest of the health workers) at the basal evaluation. In
the bivariate analysis, significant differences (p < .05) in
well-being status were observed among age groups, ed-
ucation level, and region of residence (Table 1). Medical
staff presented the highest proportion of participants at
risk (34.93%,) while laboratory workers were the ones
with the lower proportion (1.97%) at risk. All participants
with a confirmed COVID-19 diagnosis (n = 5) and 22 of
the 27 participants (81.48%) who had had contact with a
COVID-19 positive person during the last 14 days scored
with risk according to EPWBIL.

On the other hand, according to the TOP-8 score,
answered by 506 participants, 57.31% had a mild risk of
PTSD, 7.91% a moderate risk, and 2.77% a severe risk. A
bivariate analysis of these categories with the socio-demo-
graphic variables showed significant differences (p < .05)
among the region of residence (higher frequency of mild,
moderate, and severe risk for PTSD in the metropolitan
zone of the country), the workplace profile (higher frequen-
cy of mild and moderate risk at NSSH and of severe risk
at private institutions), and the professional profile (high-
er frequency of mild and moderate risk in physicians and
nurses; higher free risk frequency in psychologist). Related
to COVID-19 situation, of the 5 health workers with con-
firmed COVID-19 diagnosis, 3 (60%) had mild PTSD risk

Salud Mental, Vol. 43, Issue 6, November-December 2020

and 1 (20%) severe PTSD risk. Of the 27 participants who
reported being in contact with a COVID-19 positive person
during the last 14 days, 22 (81.48%) had mild PTSD risk,
and 3 (11.11%) had severe PTSD risk (Table 2).

TOP-8 and EPWBI total scores were moderately and
significantly correlated (r = .55, p <.01).

DISCUSSION AND CONCLUSION

The purpose of the present study was to explore sociode-
mographic and COVID-19-related characteristics of health
workers assisting to mindfulness online sessions during
the early phase (first seven weeks) of SARS-COV2 pan-
demic in Mexico, and to describe the prevalence of PTSD
symptoms and alterations in well-being among the par-
ticipants. Seventy percent of the health workers attending
online group mindfulness sessions presented risk scores on
the basal EPWBI. This is important to emphasize because,
according to the Well-being Research Document (Dyrbye,
Satele, Sloan, & Shanafelt, 2013), scoring > 3 on EPWBI
associated with a 2-fold higher risk of reporting a recent
medical error, 5-fold higher risk of burnout, 4-fold high-
er risk of severe fatigue, 2-fold higher risk of suicidal ide-
ation, and 3-fold higher risk of poor overall quality of life,
all of which might impact in health workers well-being or
even their families. In addition, there might be undesirable
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Table 2
Sociodemographic characteristics of BPSCFc participants and Post-Traumatic Stress Scale classification

TOP-8 Classification

Risk free Mild Moderate Severe
n (%) n (%) n (%) n (%)
Variable N =506 (%) 162(32.2) 290(57.31) 40 (7.91) 14 (2.77)
Sex
Male 125 (24.70) 44 (27.16) 66 (22.76) 9 (22.5) 6 (42.86)
Female 380 (75.10) 117 (72.22) 224 (77.24) 31 (77.5) 8 (57.14)
N/A 1 (.20) 1(.62) 0 (.00) 0 (.00) 0 (.00)
Age (years)
20-29 89 (17.59) 22 (13.58) 55 (18.97) 9 (22.50) 3 (21.43)
30-39 193 (38.14) 61 (37.65) 114 (39.31) 13 (32.50) 5 (35.71)
40-49 134 (26.48) 41 (25.31) 78 (26.90) 12 (30.00) 3 (21.43)
50-59 62 (12.25) 22 (13.58) 34 (11.72) 4 (10.00) 2 (14.29)
60 or more 20 (3.95) 10 (6.17) 8 (2.76) 2 (5.00) 0 (0)
N/A 8 (1.58) 6 (3.70) 1 (.34) 0 (.00) 1(7.14)
Marital status
Single 261 (51.58) 86 (53.09) 143 (49.31) 27 (67.50) 5 (35.71)
Married or Free union 195 (38.54) 58 (35.80) 119 (41.03) 10 (25) 8 (57.14)
Separated 50 (9.88) 18 (11.11) 28 (9.66) 3 (7.50) 1(7.14)
Education
Elementary or middle 45 (8.89) 14 (8.64) 22 (7.59) 6 (15.00) 3 (21.43)
Undergraduate 253 (50.00) 88 (54.32) 146 (50.34) 12 (30.00) 7 (50.00)
Specialty 111 (21.94) 28 (17.28) 65 (22.41) 15 (37.50) 3 (21.43)
Postgraduate 95 (18.77) 32 (19.75) 55 (18.97) 7 (17.50) 1(7.14)
N/A 2 (.40) 0 (.00) 2 (.69) 0 (.00) 0 (.00)
Area of residence**
North 103 (20.36) 46 (28.40) 50 (17.24) 6 (15.00) 1(7.14) *
Center 150 (29.64) 46 (28.40) 85 (29.31) 13 (32.50) 6 (42.86)
Sur 107 (21.15) 35 (21.60) 8 (23.45) 3 (7.50) 1(7.14)
Metropolitan area 141 (27.87) 33 (20.37) 5 (29.31) 17 (42.50) 6 (42.86) *
N/A 5 (.99) 2 (1.23) 2 (.69) 1 (2.50) 0 (.00)
Workplace Profile
NSSPH 331 (65.42) 113 (69.75) 194 (66.90) 21 (52.50) 3(21.43) =~
SSPH 75 (14.82) 18 (11.11) 46 (15.86) 7 (17.50) 4 (28.57)
Private 95 (18.77) 30 (18.52) 46 (15.86) 12 (30.00) 7 (50.00) *
N/A 5 (099) 1(.62) 4 (1.38) 0 (.00) 0 (.00)
Professional profile
Physician 175 (34.58) 48 (29.63) 105 (36.21) 19 (47.50) 3 (21.43)
Nurse 126 (24.90) 35(21.60) 78 (26.90) 10 (25.00) 3 (21.43)
Psychologist 119 (23.52) 53 (32.72) 62 (21.38) 3 (7.50) 1(7.14) *
Social worker 7 (7.31) 14 (8.64) 0 (6.9) 2 (5.00) 1(7.14)
Paramedics 15 (2.96) 4 (2.47) 7 (2.41) 2 (5.00) 2 (14.29)
Laboratory worker 8 (1.58) 2 (1.23) 3 (1.03) 0 (.00) 3(21.43) =~
N/A 26 (5.14) 6 (3.7) 15 (5.17) 4 (10.00) 1(7.14)
Situation with COVID-19
No symptoms 448 (88.54) 151 (93.21) 251 (86.55) 36 (90.00) 10 (71.43)
With acute respiratory disease 7 (1.38) 3 (1.85) 3 (1.03) 1 (2.50) 0 (.00)
Suspicion of COVID-19 6 (1.19) 1(.62) 3 (1.03) 2 (5.00) 0 (.00)
Suspicion of COVID-19 from a family member or close relative 7 (1.38) 1 (.62) 6 (2.07) 0 (.00) 0 (.00)
With COVID-19 diagnosis 5 (.99) 1(.62) 3 (1.03) 0 (.00) 1(7.14)
Contact with person who had COVID-19 in the last 14 days 7 (5.34) 2 (1.23) 22 (7.59) 0 (.00) 3(21.43) *
N/A 6 (1.19) 3 (1.85) 2 (.69) 1 (2.50) 0 (.00)

Notes: *Groups showing statistical differences (p < 0.05). **Considering the classification proposed by ENSANUT 2012. Northern states: Sonora, Sinaloa,
Coahuila de Zaragoza, Nuevo Leoén, Tamaulipas, Chihuahua, Baja California, Baja California Sur. Central states: San Luis Potosi, Guanajuato, Puebla, Jalisco,
Michoacéan, Querétaro, Colima, Durango, Morelos, Tlaxcala, Zacatecas, Hidalgo, Nayarit, Aguascalientes. Southern states: Oaxaca, Veracruz, Yucatan, Chi-
apas, Quintana Roo, Campeche, Guerrero, Tabasco. Metropolitan area: Mexico City and State of Mexico. Abbreviations: NSSPH: Non-Social Security Public
Hospitals, SSPH: Social Security Public Hospitals, N/A: unanswered.
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effects for the patients’ safety. High rates of burnout and
mental health problems on physicians and nurses had al-
ready been reported worldwide before the pandemic and
were being attended and monitored as they meant a great
risk for patient care (Panagioti et al., 2018). Health workers
well-being, then, should be monitored even more closely
during and after this pandemic.

Risk, according to the EPWBI, was more frequent in
female workers between 30 to 49 years old, for those liv-
ing in metropolitan or central zones of the country (the re-
gions more affected during the pandemic), for physicians
(although not statistically significant), and for those being
diagnosed with COVID-19 or exposed to a person with the
diagnosis during the last 14 days. Likewise, 68% of the par-
ticipants had mild to high risk of PTSD according to TOP-
8 (although only 10.6% had moderate or high scores), and
the risk was higher for those living at Mexico City and its
metropolitan area, working at private institutions, being fe-
male, a physician or a nurse, and having been diagnosed
with COVID-19 or exposed to a person with the diagnosis
during the last 14 days. The latter is consistent with other
studies that have found higher vulnerability for PTSD in
urban women due to biological factors, a higher occurrence
of previous traumatic events, and more difficult social con-
ditions (Robles-Garcia, Fresan, & Yoldi, 2020), all of which
continue to be risk factors at our country, adding now the
great fear, especially in female health workers, of getting in-
fected by SARS-COV?2 and transmitting it to their families.
Thus, female health workers at urban hospitals could be at
special risk for developing PTSD and must be followed up
and supported during the actual pandemic. We consider that
one aspect of the interventions must be directed to comfort
and guarantee safety and early attention for their families in
case they get COVID-19. Our virtual clinic offers support
for the health workers giving feedback and offering other
psychological therapeutic alternatives when the screening
tests score with risk.

The PTSD frequencies here reported are higher than
those reported for general population (10%) (White et al.,
2015) for health workers (33%) (Luftman et al., 2017) or
even emergency physicians (15.8%) (DeLucia et al., 2019)
before COVID-19 pandemic, although different measuring
instruments were used and our prevalence includes mild
cases of PTSD and, so, results cannot be totally compara-
ble. Anyway, even mild cases detection offers the opportu-
nity for early intervention, so we found it useful to report
the data. Well-being risk (considering well-being as an op-
posite to burnout) coincides with the prevalence reported
on other health workers (i.e., 24%) in the U.S.A. Surgeons
(Shanafelt et al., 2014a), 34% in oncologists (Shanafelt et
al.,2014b), and the general prevalence of burnout syndrome
before the pandemic (44%) (Kane, 2019).

Although some of the participants were recruited
through the UNAM’s National Digital Survey of Mental
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Health (1.38%), most assisted by direct invitation of other
health workers or thanks to the broadcasting of the strat-
egy. This is positive because we can say that the target
population has been reached in a friendly way and this can
be a good strategy for reducing the mental assistance gap
(World Health Organization, 2020c). Additionally, most of
the participants were not pre-selected for having burnout,
post-traumatic stress or compassion fatigue symptoms, and
may be considered more representative of general popula-
tion of health workers who can then be assumed to have had
high levels of distress at the early phase of the pandemic.

Something else to be considered, in the particular
case of Mexico, is that the community spread phase of
COVID-19 conditioned many changes at the sanitary or-
ganization: massive hiring of health personnel (Secretaria
de Salud, 2020c) and the increase of new COVID cases
(among others) all of which had a great impact the on the
resilience ability of the health personnel (United Nations,
2020). The aforementioned reinforces the importance of
detecting and attending health workers’ mental health, es-
pecially at crises times as the actual pandemic.

Limitations: As this is a cross-sectional view of a group
attending an intervention, no causal inferences can be made.
Furthermore, we did not analyze the existence of other psy-
chiatric comorbidities, although many of the participants
were initially filtered through the National Survey, which
gives the opportunity to analyze this on the future. The rep-
resentativeness of the sample might have been biased due
to the limitations of the access to the internet signal in many
rural areas of the country and the scope of the information
disseminated and broadcasted throughout the social media.
Also, even when INEGI reports that 44.6% of the Mexican
population has internet access, non-medical staff may have
more barriers for internet access, less resources for having
computers or smartphones, or digital gaps that may hamper
their participation, and thus might have been underrepre-
sented. We did not explore the percentage of participants
that were front-line health workers nor if they were staff
physicians or medical residents. More specific studies with
these particular workers would be important.

In conclusion, the present study shows that healthcare
workers are at risk of suffering mental health symptoms
and of developing PTSD. Seven weeks after initiating the
National Mental Health Evaluation, Prevention and Remote
psychological strategies for health workers, we observed
the health workers’ participation throughout many regions
of the country. In addition to being a challenge, it also rep-
resents an opportunity to generate digital programs and in-
tegrated networks in order to provide mental health the kind
of care that promotes a better quality of life, just like the
WHO has recommended (Organizaciéon Mundial de la Sa-
lud, 2013; World Health Organization, 2020b).

We believe that these results highlight the feasibility
of screening and initially attending all health workers re-
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motely as a prevention strategy for mental health which can
be extended to all health dependences as a national mental
health observatory for the mental health consequences of
COVID-19 pandemic that has just started.
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