
9/25/20

1

WORKING WITH FRONTLINE 
HEALTHCARE WORKERS

Dr Jennifer Wild

Oxford Centre for Anxiety Disorders and Trauma

University of Oxford

www.oxcadatresources.com

1

WE WANT TO HEAR
ABOUT YOUR
EXPERIENCES

SUPPORT FOR FRONTLINE NHS STAFF

SUPPORTING HOSPITAL AND
PARAMEDIC STAFF DURING &
AFTER COVID

GET MORE INFO AT
WWW.SHAPERECOVERY.COM

SHAPE Recovery offers confidential, personalised 1-to-1 coaching accessed via your mobile. You will get
weekly opportunities over a six-week period to speak with a trained coach, who is completely independent

to your employer. You’ll also have direct access to evidence-based treatment for traumatic stress or
depression, should you need it.

What Others Say About Us
“Work-related stress has been at an all time high for me and my peers due to the current COVID-19
pandemic. Fortunately, though, my weekly calls with my well-being coach have mitigated that stress

significantly. For this I am eternally grateful. I feel very lucky to have had all of this support." ZM
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ARE FRONTLINE HEALTHCARE WORKERS AT RISK?

• Increased workloads

• Prolonged separation from friends and family

• Lengthy infection control measures

• Reduced access to public services

• Ethical dilemmas

• Fears of contamination

• Increases in fatalities 
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LONDON AMBULANCE SERVICE STUDY
(WILD ET AL. , 2016)

Newly recruited paramedics 
N= 453

Degree or A-Levels: 70%

Ethnicity:

Gender:
58.3% male

41.7% female

Mean age: 

30

Caucasi an

Black

Indian

Other
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RESULTS

Resilience appraisals
I am able to adapt to change; I can deal 
with whatever comes my way

Rumination
When past events come to mind, I dwell on 
what I could have done differently

PTSD

Depression

5

IMPACT OF PTSD & DEPRESSION

6



9/25/20

4

• Largest effects were seen for interventions that targeted modifiable risk factors for 
trauma-related psychiatric disorders

SYSTEMATIC REVIEW: WHAT WORKS AND WHY?
(WILD ET AL., 2020)
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CRITERION 
A

• Exposure to actual or threatened death, serious injury, or 
sexual violence in one (or more) of the following ways:

ü Directly experiencing the traumatic event(s).

ü Witnessing, in person, the event(s) as it occurred to 
others.

ü Learning that the traumatic event(s) occurred to a close 
family member or close friend. In cases of actual or 
threatened death of a family member or friend, the 
event(s) must have been violent or accidental.

ü Experiencing repeated or extreme exposure to aversive 
details of the traumatic event(s) (e.g., first responders 
collecting human remains; police officers repeatedly 
exposed to details of child abuse).
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WHAT ARE WE SEEING IN FRONTLINE HEALTHCARE 
WORKERS?

• 75% scoring above cut-off for PTSD or depression

• Earlier trauma has come to mind with associated PTSD symptoms i.e. delayed onset 
PTSD

• Cognitive themes

• Guilt

• Sense of risk

• Expect to see moral injury

• Unhelpful stratgies

• Rumination

• Avoiding similar equipment
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TREATMENT GOALS - EHLERS & 
CLARK (2000)

Trauma memory

elaborate

Appraisals of trauma and/or 
sequelae 

identify and modify

Current threat
intrusions
arousal
Strong emotions
reduce

Dysfunctional behaviours/ cognitive strategies give up

Triggers

discriminate
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SUVIK: CASE EXAMPLE

Trauma memory

e.g. Stopped at worst 
moment; missed what he 
did that was helpful

Appraisals of trauma and/or 
sequelae 

e.g., I did a poor job; I should have 
spotted signs, intervened earlier

Current threat
intrusions
arousal
Strong emotions

Dysfunctional behaviours/ cognitive strategies 

Rumination, Avoided resuscitation equipment

Triggers

Door hinges, 
Colleagues 
behind closed 
doors
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Session 1:
• Psychoeducation re: PTSD

• Collaborative formulation

• Reclaiming life

• Brief overview of trauma

• Spotting & breaking cycle of 
rumination

Session 2:
• Narrative writing

• Identification of hotspots

• Immediate updating where possible

• Spotting ‘why?’ questions linked to 
rumination, creating survey

Session 3-8:
• Work on main appraisals – guilt
• What I did that was helpful?

• Hotspot updating
• Disengaging from rumination 
• Imagery work

Session 9-11:
• Stimulus discrimination

• Behavioural experiments

• Site visit

Session 12:
• Blueprint
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ADDRESSING RUMINATION

Distinguish between intrusive memories and rumination

Elicit advantages and disadvantages of ruminating

Guide clients to discover the effects of ruminating; LABEL rumination

Answer ‘Why?’ questions with updating information, if possible

Create rumination-free zones or delay rumination

Interrupt the cycle of rumination

Spot and address triggers for ruminating 

The overall goal is to guide clients to disengage from 
rumination
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DISTINGUISH BETWEEN INTRUSIVE MEMORIES AND 
RUMINATION

• Common

• Intrusive memories and rumination are hard to control

• Intrusive memories 

• Re-experiencing sensory aspects of the trauma

• Rumination

• Unproductive thinking around the trauma, such as dwelling on unanswerable 
questions like ‘Why didn’t I intervene earlier?’

• Train anaology
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ELICIT ADVANTAGES & DISADVANTAGES OF RUMINATING

• Helps clients to discover that there are many more disadvantages to advantages. 

• Reminding themselves of the disadvantages of rumination once they spot they are 
ruminating can often serve as motivation to disengage from this thinking process
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GUIDE CLIENTS TO DISCOVER THE 
EFFECTS OF RUMINATING
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SPOTTING & LABELLING RUMINATION

• ‘Why’ and ‘if only’ thoughts are common signs of ruminating as are ‘should’ 
thoughts and questions that lead to no plan or action, ‘unanswerable’ questions

• If a client has been thinking over and over on the same thoughts for more than 30 
minutes, it is likely they are ruminating

• As a first step in disengaging from rumination, it can be helpful for clients to label 
their rumination

• A label that captures the circular style of ruminating, such as ‘my circular thinking’ 
‘my hamster wheel thinking’ ‘my spaghetti thinking’ are useful

• When client’s spot they are over-thinking, they can label their thinking ‘there goes 
my spaghetti thinking’ and then take steps to disengage from rumination
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ANSWER WHY? QUESTIONS WITH UPDATING 
INFORMATION

• Common Why? Questions

• Can create flashcards with new information to help address questions such as ‘Why 
didn’t I do more to prevent the trauma?’ the client will remind themselves of 
updating information once they spot the question has come to mind, label their 
thinking then take steps to disengage from their repetitive thoughts

• Updating information for why questions often becomes apparent during imaginal 
reliving/narrative writing and hot spot updating
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SUVIK’S FLASHCARD

Why didn’t I break the door down 
sooner?

There were no outward signs that my colleague was 
struggling.  Most people would not have acted at all.  I got 
into the room within 30 mins and started advanced life 
resuscitation.  In times of crises, 30 minutes can feel like a 
lifetime, but it is a short time.  My colleague survived and is 
alive today because of my fast actions.
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CREATE RUMINATION-FREE ZONES OR DELAY RUMINATION

• For example, kitchen is a rumination-free zone; can ruminate in the bathroom

• Or, could experiment with delaying rumination once clients spot they are ruminating. E.g., 
My time to ruminate is between 7 to 7:30 pm; it’s 3 pm now, I’ll think on this later.

• Often clients discover that they don’t want to over-think when the time comes; agreeing 
to delay rumination helps them develop skills in disengaging from rumination
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INTERRUPT THE CYCLE OF RUMINATION

• The overall goal is to guide clients to disengage from rumination

• Interrupting the cycle can include likely answers developed with updating 
information to prominent why questions then trying a reclaiming life activity
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SPOT AND ADDRESS TRIGGERS FOR RUMINATING

• It can be helpful to elicit client’s triggers for ruminating

• Situations (e.g., being at home alone in the evening without plans)

• Feelings (e.g., overwhelmed, exhausted)

• Thoughts (e.g., asking myself ‘why me?’ why?’ self-critical thoughts)

• Behaviours (e.g., putting things off, avoiding people, thinking rather than doing) 

• Body sensations (e.g., tense, on edge)

• Clients can intervene at the level of triggers e.g., preventing rumination rather than 
interrupting a cycle once it gets going

• Can use reclaiming life activities to respond to triggers

• Spot rumination in session; agree with patients how to interrupt them when this happens
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EXERCISE: LAST TIME YOU RUMINATED

• Situations (e.g., being at home alone in the evening without plans)

• Feelings (e.g., overwhelmed, exhausted)

• Thoughts (e.g., asking myself ‘why me?’ why?’ self-critical thoughts)

• Behaviours (e.g., putting things off, avoiding people, thinking rather than 
doing) 

• Body sensations (e.g., tense, on edge)

• TRIGGER = CUE TO GET ACTIVE / GET OUT OF HEAD / SELF-CARE  
ACTIVITY
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VIDEO TESTIMONY
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QUESTIONS
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THANK YOU!

Dr Jennifer Wild

Oxford Centre for Anxiety Disorders and Trauma, University of Oxford

jennifer.wild@psy.ox.ac.uk @DrJenWild
www.oxcadatresources.com
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