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A qualitative study of the perceptions and experiences of healthcare providers caring for critically ill patients during the first wave of the COVID-19 pandemic: A PsyCOVID-ICU substudy

des établissements d'enseignement et de recherche français ou étrangers, des laboratoires publics ou privés.

Introduction

The worldwide pandemic caused by the SARS-CoV-2 virus has put intensive care units (ICUs) around the world under unprecedented pressure, as they provide front-line care for the most severely ill individuals, notably those with acute respiratory distress requiring mechanical ventilation. The clinical and technical expertise of ICU staff across the globe has been widely recognized during the present crisis. However, many hospitals were (and remain) submerged by the various waves of COVID-19, and in many places, there were shortages of beds, ventilators and medications in ICUs, but also a shortfall of staff to meet the needs of these severely ill patients receiving life-support therapies. In this context, ICU staff have been faced with exceptionally high levels of stress, while at the same time, their working environment has undergone profound upheaval. Additionally, healthcare workers experienced exposure to constant media coverage (so-called "infodemic"). They had doubts and uncertainties surrounding the right treatments to give patients. They were at risk of contamination at work and at home, and experienced serial lockdowns and social restrictions. The repercussions of these factors on all healthcare professionals are becoming evident, and particularly the impact on healthcare workers in the ICU. Azoulay et al. reported that 50.4% of healthcare workers in the ICU had symptoms of anxiety, 30.4% had symptoms of depression, while 32% had peritraumatic dissociation [START_REF] Azoulay | Symptoms of Anxiety, Depression, and Peritraumatic Dissociation in Critical Care Clinicians Managing Patients with COVID-19. A Cross-Sectional Study[END_REF]. In a recent review of the literature that included 13 studies totalling 33,062 (mostly Chinese) healthcare workers, the authors found a pooled prevalence of around 23% for both anxiety and depression across studies [START_REF] Pappa | Prevalence of depression, anxiety, and insomnia among healthcare workers during the COVID-19 pandemic: A systematic review and meta-analysis[END_REF].

In the PsyCovid-ICU study, our group previously showed during the first pandemic wave in 2020 that healthcare professionals working in zones where the pandemic intensity was highest were at greater risk of mental health issues, with higher levels of perceived stress [START_REF] Laurent | Mental health and stress among ICU healthcare professionals in France according to intensity of the COVID-19 epidemic[END_REF]. Risk factors for this psychological distress identified in the study, regardless of the pandemic intensity, were female sex, having a relative at risk of COVID-19, and working in geographical zones where the pandemic was of greatest intensity. Furthermore, certain categories of ICu professionals, such as those closest to the patient (nurses, medical interns, nurses' aides), but also staff who did not usually work permanently in the ICU (i.e. reinforcements deployed to the ICU during the crisis) were also found to have higher levels of stress.

To complement and elucidate the quantitative findings of the PsyCOVID-ICU study, we sought to explore the perceptions of frontline ICU staff about the first wave of the COVID-19 pandemic, and how this experience impacted on their personal and professional lives, in a qualitative study using semi-structured interviews.

Methods

This qualitative study was performed as part of the larger PsyCOVID-ICU study, whose methods and results have previously been reported [START_REF] Laurent | Mental health and stress among ICU healthcare professionals in France according to intensity of the COVID-19 epidemic[END_REF]. Briefly, the PsyCOVID-ICU study was a large, prospective study conducted in 77 hospitals across France from 22 April 2020 to 13 May 2020. The population of the main PsyCOVID-ICU study comprised ICU frontline healthcare workers directly involved in the diagnosis, treatment, and care of patients with COVID-19 (i.e., physicians, residents, nurses, nurses' aides, medical students and nursing managers) who consented to participate. An online questionnaire was sent using the Limesurvey platform, and participants first provided demographic data, then completed the 12-item General Health Questionnaire (GHQ-12) for the evaluation of the primary endpoint, which was mental health. Participants also completed the Perceived Stressors in Intensive Care Units (PS-ICU) scale to measure sources of stress in ICU during the COVID-19 crisis. A total of 2,643 healthcare professionals were included, of whom 72.6% were females, and 53.2% were nurses.

The PsyCOVID-ICU study received approval for all participating centers from the Ethics Committee of the French Intensive Care Society (N˚20-33), for both the quantitative and qualitative parts. Consent to participate in the main PsyCOVID study was implied by the fact that all participants voluntarily connected to the study website and completed the forms. Participants also agreed to participation at the beginning of the survey before proceeding with completion of the forms, and provided consent to be contacted for a qualitative interview to explore their responses in greater detail.

For the present qualitative study, a random sample of 5 hospitals (Strasbourg, Dijon, Vesoul, Metz-Thionville, Argenteuil) were drawn from among all the participating centres. Then, among these centres, a random sample of 10 participants (nurses and nurses' aides) was drawn from among the participants who had consented to be contacted for an interview. It was estimated that the response rate from a sample 50 (10 participants to be contacted from each of 5 centres) would be sufficient to achieve data saturation. Participants from each centre were contacted by a researcher from the Psy-COVID-Qualitative team (NMB, male; FE, SP, SL, female) to organize an individual semi-structured interview at a time convenient for the interviewee. We developed an interview guide focused on three main topics, namely: (1) experience of the pandemic crisis and its effects on their personal life (e.g. domestic life, social and family relations); (2) effect of the pandemic on their professional life (e.g. work organisation, resource management, relationship with the hierarchy/ administration/ colleagues); (3) societal aspects of the pandemic (e.g. role of the media and/or experts, public opinion). The interview guide was developed by our group based on a review of available literature, plus a focus group with a sociologist, qualitative researchers, and ICU physicians and nurses.

Due to the ongoing pandemic during the study period, all interviews were performed by telephone. Interviews were performed until data saturation was reached. Interviews were recorded and fully transcribed (in French) for later analysis. Data were encoded to guarantee the anonymity of the participants.

The transcripts of all interviews were analysed using thematic analysis, as previously described [START_REF] Chahraoui | Psychological experience of patients 3 months after a stay in the intensive care unit: A descriptive and qualitative study[END_REF][START_REF] Meunier-Beillard | Can qualitative research play a role in answering ethical questions in intensive care?[END_REF]. The first level of analysis was first performed independently by each researcher (FE, SL, AP, NMB) on their own interviews, then meetings were held to harmonize the categories and themes to be retained. Results were discussed until consensus on interpretation was reached. Translation was performed after the results were finalized. Participants were informed that citations from their discourse may be used (translated into English) to illustrate the results of the study in a scientific publication, and all participants consented to this.

Results

Data saturation was reached and verified after a total of 18 interviews, which were performed from 13 August to 6 October 2020; 13 were nurses, and 5 were nurses' aides. The characteristics of the study population are shown in Table 1.

Thematic analysis of the interviews revealed three major themes. Illustrative quotes are given in italics for each point. The conceptual framework describing the themes and their interrelations is illustrated in Fig 1.

Managing the home life

Firstly, the main theme raised by all participants was the management of their personal/home life. This included several logistic challenges in the homeplace such as juggling with homeschooling for their children while still working themselves. In terms of support from their families, some participants had no support as they were separated from their families, either by choice or by necessity, due to the pandemic, whereas others had strong support from a spouse (doing shopping, housework etc), which enabled them to continue working. All participants underlined the major attention they paid to hygiene, notably with a complete change of clothes before entering the home, showering, etc.

"We shared the household tasks. My husband, when he was working from home, he'd do the homework with our boy, while I mostly looked after the two girls. I did the cleaning or we'd share it, whoever was available would do a bit of housework. Same for the meals." "I didn't get much rest. I live alone, not too far from my parents, but they're getting old, and my father is sick, and since apparently there's no way to know if you're a healthy carrier [of

"I would have a shower in work, and change my clothes. Then I put them in a sack, went home and put them directly into the washing machine, and the bag into the furnace, and then I would have a shower again".

Finally, many of the participants noted that their children asked a lot of questions, which they were sometimes unable to answer.

"My big lad, he's 11, he clearly understood everything. The smaller two, not so much. The middle boy would ask questions, we tried to answer as best we could so he would understand"

In terms of the personal life, the participants also underlined the physical and mental effects of the pandemic. This was manifested by persistent fatigue and other physical symptoms, and in some cases, the participants also felt a need for psychological support.

"My husband didn't take it well, he was upset, had a pain in his stomach, couldn't eat, couldn't sleep"

"We all suffered mentally and physically. [. . .] COVID made me lose . . .. well, at times, lose hope. [. . .] Several of our colleagues are in burn-out".

Conditions in the workplace

The second major theme concerned the working conditions during the pandemic. The primary point underlined by all participants in this regard was the increased workload, the rapid influx of patients, and the availability (or not) of the resources needed to deal with the crisis.

"the first wave started in [two cities located further south], and when they were full, we started taking their patients. But then, the wave hit us, and we were already full, and there were all these patients arriving. . .‥" "The most particular thing was that all my patients had the same disease. That never happens! All of them had the same disease, and they were all arriving at the same time and we had to re-organise to be able to manage. It was all the same thing, and too many of them all at once".

"Well we just had to get organized. The operating theatres closed and the recovery rooms were used as ICUs. Lots of other departments re-opened as COVID units. The reorganisation was quite impressive"

There was an increased burden of logistics in terms of hygiene and personal protection measures. Overall, while there was no lack of protective material (gowns, gloves, masks) in the intensive care units of our study participants, there was rationing. Our study participants recognized that in this regard, they were better equipped than some of their colleagues in other hospital departments.

"We had equipment, and we got gifts. There were dressmakers who made gowns for us because we were running out. We always had masks although it's true that at the beginning, they were rationed. We were careful not to waste but we had enough." "I fainted once, hypoglycemia. The equipment was unbearable to wear but at least we were lucky enough to have [personal protective equipment], it'd be ungrateful of us to complain, compared to others who had nothing"

As regards the practical aspects of the work schedules, many participants pointed out that extra staff were brought in for the pandemic, which actually made their working conditions somewhat easier, as the nurse-to-patient ratio was reduced. In addition, since visits were forbidden, the time spent meeting and discussing with patients' families was also redirected to other tasks.

"The doctors would call the families, depending on the patient's situation. So during the whole time, we had practically no contact with families. That was a huge relief, not to have to deal with the families on top of everything else".

"I know that what I'm going to say isn't nice, but it's easier to do your job [when the families are not there], you're not being interrupted all the time to run and open the door, and answer their questions right that very minute. . . you know what it's like"

However, having to train the additional staff brought in to cover the increasing workload was seen as a burden by some participants. Several participants also underlined that while the extra help was welcome during the peak of the first wave, the extra staff were rapidly redeployed as soon as the lockdown restrictions were lifted at national level. The participants would have welcomed a prolongation of these reinforcements in their everyday work.

"The fact that there were more of us, yeah, that was really a bonus, it was great. We were able to work safely, and that was really good. But you know. . . quotas are what they are! As soon as things calmed down, as soon as the COVID slowed down, that was the first thing they took away" "We called in nurses who already had some ICU experience, but there were one or two who had no experience. . .. It was hard for them because, well, we had a huge amount of work and we couldn't train them as well as we should have, and so I think that overall, they had a harder time of it than we did".

Overall, all the participants were unanimous in underlining the strong solidarity and cohesion in their work team, whereby everyone really pulled together to get through the crisis. Several of them also highlighted that they felt a sort of adrenaline rush and excitement that they had not felt for a long time, or that gave them the motivation to keep going even when they felt exhausted.

"Most of my colleagues, they're like a second family for me, and I think I can speak for everyone when I say that" "It was really hard, physically. . . mentally. . .. But I really felt that I was fighting for something" "Not many of them survived, but at least it brought back to me why. . .. Why I work in the ICU, why I chose the ICU".

The question of interactions with the hierarchy in the workplace was also to the forefront in the participants' discourse about their experience of the pandemic in the workplace. Generally, the nursing managers and immediate superiors were present all of the time and strongly engaged in helping the staff as much as possible. Interactions with more superior levels of the hierarchy (e.g. hospital administration) were perceived to be more difficult, and some frictions between nurses and physicians were mentioned. However, overall, the prevailing sentiment was one of solidarity and cohesion in the face of an unprecedented crisis.

Moreover, in the workplace, the relations with the patients and their families were an important point for all the participants. They reported the difficulty of announcing bad news to families by telephone, of not being able to accompany grieving families in the usual way. They felt that refusing to give families access to their deceased loved-ones was a failure to act in a humane manner.

"Usually, visits are allowed 24/7 in our unit. . . Then overnight, visits were totally forbidden, we had to put everybody out at once. It was very stressful for them, and for us, from one day to the next families were no longer allowed to come in and had to just wait by their phone, in lockdown, waiting for the physician to call with news of their loved one. I can just imagine all those families out there, with nothing to do only wait, wait, wait beside their phone" "The deaths were complicated, especially in the early days, because you'd think to yourself, well, I'm the last face this person will ever see. And we're not even their family" They also reported very special relations with the patient due to the intensity of the care process, the isolation of the patients and the unusually long duration of the ICU stay. Indeed, many of them reported having maintained links with surviving patients, who came back after their ICU stay to thank the staff and give news of their outcome.

Mediating between both the home life and the workplace, there was an emotional context that was fed by both home and work experiences, but which simultaneously affected both the homelife and the work life. There was a permanent fear of contamination, notably of contaminating their families from an infection caught in the workplace, or of falling ill themselves. This was exacerbated by the prevailing uncertainty surrounding the disease, and the unprecedented nature of the situation. This constant fear made it difficult for the study participants to "switch off", even when they were not on duty. In addition, the lockdown conditions meant that they could not engage in their usual leisure activities, so "down-time", relaxing and leisure became difficult to achieve.

"We were getting conflicting information. . .

[. . .] the instructions were changing almost every hour. It makes you very nervous and very anxious" "I need. . .. It reassures me to know what to expect. But with this, you just had to dive into the unknown and say to yourself, OK, I don't know if I'm going to be contaminated, I don't know if I'll be able to leave, I don't know what tomorrow will bring, I don't know if we'll ever be free again, I don't know if the day will come when I can go home from without having a pain in my head from breathing through a mask for 8 hours. Personally, it really disturbed me"

"The gym where I used to go was closed. Everything was closed. I slept a lot." "Rest. . . that was kind of complicated. Let's just say we didn't get much downtime" Finally, the media also played a major role in perpetuating the climate of fear and uncertainty. Many of the participants were called on by their families to answer questions about things they heard on the television or radio, meaning that even in their free time, they were still caught up in the pandemic, as if they were at work. "They didn't see the reality on the ground. They only had the information they got from journalists and the media and the internet, and there was so much information that, . . .. Well. . . it penalized us because we had families insulting us on the phone because we didn't do this or that, or they heard some doctor say this or that. . .‥ you see? There was too much information and since people were stuck at home in lockdown, they had plenty of time for it!"

The meaning of the profession

The combined experience of working through the pandemic and managing their homelife against the emotional background of the lockdown, prompted the study participants to reflect at a more abstract level about the meaning of their profession, and this was the third theme to emerge from the analysis. In particular, it led them to reflect on what it means to be a healthcare worker in critical care, particularly because the media portrayed a certain image with which some caregivers did not identify. In this regard, the term "hero", often advanced by the media, did not sit well with our study participants, who felt that far from being heroes, they were simply doing their job.

"Heroic? Well, that's going a bit too far" "It's our job. We do it with our heart and soul. We didn't feel. . . well, the medals. . .. Why are there medals now? The medal is all year long. All year long, we have to work on a shoestring, but then for COVID, it was open-bar for everything" Some participants mentioned that the pandemic revived in them the excitement and motivation of their early career, while others mentioned that they might consider a change of discipline after the pandemic, having "had their fill" of critical care. Indeed, the pandemic led some participants to reflect on the values they hold, as some reported that what they experienced in the workplace during the crisis went against the values they personally held dear. The experience of the crisis prompted some participants to reflect on what humanity means to them.

"It was awful to see all these people dying in absolutely dreadful conditions, people who wouldn't have died in normal times

, people with no health problems. . ..There you go, it was. . . we have a lot of deaths in the ICU ordinarily, but not in conditions like that, not dying one after the other, not having to triage, to choose. I'm going to speak crudely, but it was like as if we had to choose who lives and who dies. And that was really terrible" Since the pandemic focused the media spotlight on the profession of critical care health workers, many participants felt that the profession as a whole should capitalize on this positive media attention to achieve a new level of recognition for their profession, for example by raising the status of critical care nurses to the same degree of professional qualification as that accorded to other nursing specialties.

"In the heat of the action, they put you on a pedestal, but then afterwards, they forget about you" "I was happy that people could finally discover our specialty, what it means to work in the ICU"

"We need to be recognized, recognized and appreciated, for our competences and given the appropriate degree of recognition with the corresponding salary" "This Federation [note: federation of ICU nurses created during the pandemic] can finally take action, and do some lobbying to get recognition for our specialty" All the participants were amazed by the outpouring of generosity from the public, and they reported, for example having received enormous amounts of free meals, gifts, and services from local businesses, shops, restaurants, schools and residents.

Finally, two minor themes also emerged from the interviews in this study. Firstly, there was a raised awareness of the importance of local businesses, eating locally produced produce, and behavioural interactions with people in the local environment. Secondly, most participants noted that their experienced of the crisis always played out against the national background, namely the management of the pandemic by the government, the measures implemented at national level, etc.

Discussion

This qualitative study investigating the sources and repercussions of the psychological distress suffered by healthcare workers during the COVID-19 pandemic, provides novel insights into the perceptions and experiences of ICU staff, and how this affected them in their daily personal and professional lives. There is paucity of data on this topic, yet the health of these professionals seems to be in jeopardy, with a level of psychological stress that has been cumulating over the course of pandemic, and reports of a fear of dying and an elevated risk of suicide [START_REF] Pappa | Prevalence of depression, anxiety, and insomnia among healthcare workers during the COVID-19 pandemic: A systematic review and meta-analysis[END_REF].

Reports to date about the mental health in healthcare professionals have mainly relied on quantitative data, with wide heterogeneity across studies due to the large number of different scales and tools used. As a result, comparisons are difficult, and it is difficult to draw conclusions about the individual effects of various factors in generating anxiety, depression or posttraumatic stress disorder [START_REF] Azoulay | Symptoms of Anxiety, Depression, and Peritraumatic Dissociation in Critical Care Clinicians Managing Patients with COVID-19. A Cross-Sectional Study[END_REF][START_REF] Pappa | Prevalence of depression, anxiety, and insomnia among healthcare workers during the COVID-19 pandemic: A systematic review and meta-analysis[END_REF][START_REF] Laurent | Mental health and stress among ICU healthcare professionals in France according to intensity of the COVID-19 epidemic[END_REF][START_REF] Da Silva | Psychiatric disorders in health professionals during the COVID-19 pandemic: A systematic review with meta-analysis[END_REF]. This is an important issue, because although quantitative scales and validated instruments are necessary to identify and quantify the severity of psychological distress in specific populations and environments, they do not take account of each individual's personal context, thereby also precluding individualized follow-up, as has been proposed by some authors in the framework of mental health service reforms [START_REF] Bao | -nCoV epidemic: address mental health care to empower society[END_REF][START_REF] Xiang | The COVID-19 outbreak and psychiatric hospitals in China: managing challenges through mental health service reform[END_REF]. Our study therefore aimed to explore the individual consequences of the psychological distress perceived by healthcare workers during the pandemic in France, exploring both their personal and professional lives, and to put these consequences in perspective with literature data and avenues for instigation of mental health support services.

Our findings underline that the personal and professional domains are intricately linked, and difficult to dissociate. The respondents reported their fear of carrying contamination from the workplace to the home and family. This fear was compounded by the national lockdown, which forced families to reduce contacts outside the home, with children on home-schooling. The restrictions obliged many healthcare workers to improvise solutions to meet the family's needs within the limits of the resources available to them. Some, but not all were able to count on the presence of a spouse or other family member to help out in the home. Many healthcare workers reported having instituted their own "decontamination zone" in the home, where they would shower and change on arrival after work to avoid contaminating their entourage. The role of the media, and the COVID-19 "infodemic", stands out in our results as a new phenomenon faced by healthcare workers on their days off, making it difficult for them to disconnect from their work, thereby compounding their sense of fatigue, stress and anxiety, and hampering their ability to rest and "refuel".

Many of these fears have been shared by healthcare workers worldwide since the beginning of the crisis, notably with the first reports from China soon after the onset of the pandemic [START_REF] Lai | Factors Associated With Mental Health Outcomes Among Health Care Workers Exposed to Coronavirus Disease 2019[END_REF][START_REF] Liu | Mental Health Status of Doctors and Nurses During COVID-19 Epidemic in China (3/4/2020[END_REF]. These studies identified the feeling of uncertainty and insecurity as being problematic, with healthcare workers afraid of being contaminated in the workplace, and also afraid that they would in turn contaminate their entourage [START_REF] Shacham | COVID-19 Factors and Psychological Factors Associated with Elevated Psychological Distress among Dentists and Dental Hygienists in Israel[END_REF]. This fear is even greater for healthcare workers who have vulnerable individuals in their entourage, such as family members with a chronic disease, and this may translate into symptoms such as insomnia or anxiety [START_REF] Santamarı ´a | Psychological impact of COVID-19 on a sample of Spanish health professionals[END_REF].

The lockdowns imposed in many countries to limit the spread of the pandemic may have led to feelings of loneliness and isolation, which can in turn generate anxiety and/or depression [START_REF] Liu | Depression after exposure to stressful events: lessons learned from the severe acute respiratory syndrome epidemic[END_REF]. The COVID-19 infodemic, with its abundance of information on all the media outlets and social networks, may have engendered fear, or even panic, inciting forms of suspicions, discrimination and stigmatization due to the risk of contamination [START_REF] Dubey | Psychosocial impact of COVID-19[END_REF]. All these circumstances have had direct repercussions on the personal lives of healthcare workers [START_REF] Arabi | COVID-19: a novel coronavirus and a novel challenge for critical care[END_REF][START_REF] Lu | Psychological status of medical workforce during the COVID-19 pandemic: A cross-sectional study[END_REF][START_REF] Moghanibashi-Mansourieh | Assessing the anxiety level of Iranian general population during COVID-19 outbreak[END_REF].

Conversely, some positives effects have also been reported, including the benefits of social support, correlated with self-efficacy (the individual's belief in their ability to accomplish a given task), and sleep quality, and a decrease in anxiety and stress [START_REF] Xiao | The Effects of Social Support on Sleep Quality of Medical Staff Treating Patients with Coronavirus Disease 2019 (COVID-19) in January and February 2020 in China[END_REF]. The scientific advisory board advising the French government through this crisis was quick to recommend the implementation of psychological support units in hospitals nationwide in collaboration with the existing network of medico-psychological emergency units, usually mobilized to help victims of large-scale events such as terrorist attacks or natural disasters [START_REF] Chen | Prevalence of self-reported depression and anxiety among pediatric medical staff members during the COVID-19 outbreak in Guiyang, China[END_REF][START_REF] El-Hage | Health professionals facing the coronavirus disease 2019 (COVID-19) pandemic: What are the mental health risks?[END_REF][START_REF] Oulehri | Covid-19, retour d'expe ´rience de la prise en charge re ´animatoire des patients et du soutien me ´dico-psychologique aux soignants à Strasbourg, France[END_REF]. Other ad hoc solutions also emerged, notably the recognition that mental health services should be provided for the family and friends of people affected by the COVID-19 crisis [START_REF] Lancet | Isolation and inclusion[END_REF]; the online delivery of psychotherapy or psycho-educational services, or the use of internet and social media to share strategies for coping with psychological stress [START_REF] Bao | -nCoV epidemic: address mental health care to empower society[END_REF][START_REF] Xiang | The COVID-19 outbreak and psychiatric hospitals in China: managing challenges through mental health service reform[END_REF][START_REF] Perlis | Exercising Heart and Head in Managing Coronavirus Disease 2019 in Wuhan[END_REF]. Recent research has indicated the Eye Movement Desensitization and Reprocessing (EMDR) and cognitive behavioural therapy may be efficacious for reducing the symptoms of post-traumatic stress disorder [START_REF] Bisson | The International Society for Traumatic Stress Studies New Guidelines for the Prevention and Treatment of Posttraumatic Stress Disorder: Methodology and Development Process[END_REF][START_REF] Haerizadeh | Interventions for posttraumatic stress disorder symptoms induced by medical events: A systematic review[END_REF]. However, it is not unreasonable to consider that the services provided are likely insufficient, in the face of such a monumental pandemic. A more holistic approach to mental health at work is needed, with institutional support for resilience, and a hierarchy that takes account of emotional distress, as well as organisational and relational difficulties among the caregiving staff [START_REF] Fredrickson | The broaden-and-build theory of positive emotions[END_REF].

Within the workplace, the reorganisation of care delivery (in terms of structure and human resources) was sometimes viewed in a positive light, with extra staff brought in to help, and more relaxed rules (greater presence of management, additional supplies etc). Conversely, others perceived these changes in a more negative light, due to the increased workload from having to train support staff, or due to the absence of the patients' families during the lockdown. Lost opportunities for care due to a shortage of ICU beds were rapidly identified by many healthcare workers as possible major issue for the pandemic, leading the French Intensive Care Society to issue recommendations about admission criteria to the ICU for the pandemic context as well as recommendations for allowing family visits in the ICU (www.srlf.org) [START_REF] Lesieur | Admission criteria and management of critical care patients in a pandemic context: position of the Ethics Commission of the French Intensive Care Society, update of April 2021[END_REF].

Healthcare workers received a good degree of recognition from the public during the first wave of COVID-19 infections, and in France, there was applause in public places every evening at 8pm. It has been reported that social support can help build resilience and promote recovery after stressful encounters [START_REF] Tugade | Resilient individuals use positive emotions to bounce back from negative emotional experiences[END_REF][START_REF] Scherr | Moderating Roles of Resilience and Social Support on Psychiatric and Practice Outcomes in Nurses Working During the COVID-19 Pandemic[END_REF]. As underlined by Chen et al., concrete measures to provide support to healthcare workers (e.g. specific break rooms, and the possibility to have some "down-time") are the most appropriate for healthcare workers during a crisis [START_REF] Chen | Prevalence of self-reported depression and anxiety among pediatric medical staff members during the COVID-19 outbreak in Guiyang, China[END_REF]. The development of preventive strategies is also necessary to support healthcare workers continuing to care for severely ill patients, thereby protecting a resource that is increasingly precious in this ongoing crisis [START_REF] Blake | Mitigating the Psychological Impact of COVID-19 on Healthcare Workers: A Digital Learning Package[END_REF][START_REF] Joynt | Chapter 3. Coordination and collaboration with interface units. Recommendations and standard operating procedures for intensive care unit and hospital preparations for an influenza epidemic or mass disaster[END_REF].

All the participants in this study underlined the strong solidarity and team spirit they experienced, with a renewed sense of purpose and an "adrenaline rush" that motivated them to keep going when things were difficult. Some healthcare workers use this as a coping strategy in the face of stress and demanding situations. In the PsyCOVID-ICU study, the use of positive re-evaluation as a coping strategy was shown to have a positive effect on mental health. Indeed, experiencing positive emotions promotes resilience, and reinforces certain cognitive functions, such as attention, creativity and flexibility [START_REF] Laurent | Mental health and stress among ICU healthcare professionals in France according to intensity of the COVID-19 epidemic[END_REF][START_REF] Chen | Prevalence of self-reported depression and anxiety among pediatric medical staff members during the COVID-19 outbreak in Guiyang, China[END_REF][START_REF] Fredrickson | The broaden-and-build theory of positive emotions[END_REF][START_REF] Tugade | Resilient individuals use positive emotions to bounce back from negative emotional experiences[END_REF].

This study has some limitations. First, the questions asked during the interview may not have covered all the aspects of the crisis, or the full spectrum of repercussions that the pandemic may have had on all areas of their personal and professional lives. Secondly, only healthcare workers who had participated in the quantitative PsyCOVID-ICU study and who agreed to participate in the qualitative study were interviewed. Third, due to the lockdown and restrictions in place, the interviews were performed by telephone, which may have influenced the respondents' responses as compared to face-to-face interviews. Lastly, only French healthcare workers were included, and the experiences of front-line workers in other countries would undoubtedly be different.

Conclusion

The healthcare workers in this qualitative study expressed their personal concerns and perceptions of the COVID-19 crisis, as experienced during the first wave of the pandemic. There were far-reaching effects on both the personal and professional lives, linked to a fear of contamination, and to the re-organisation of working conditions, against a background of the media "infodemic". Positive effects, such as renewed motivation for their work, closer team spirit, and greater resilience, were also mentioned. Impact studies, both in the prevention and treatment of mental health issues among healthcare workers could be useful to avoid longterm psychological distress due the ongoing pandemic in this category of professionals.
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Table 1 . Characteristics of the study population (N = 18).

 1 

	Participant	Age group	Gender	Job	Years work experience	Marital Status	Children?
	P1	35-49 years	Female	RN	7 years	Single	No
	P2	20-34 years	Female	RN	9 years	Living maritally	No
	P3	20-34 years	Female	RN	9 months	Single	No
	P4	35-49 years	Female	NA	6 years	Married	Yes
	P5	20-34 years	Male	RN	18 months	Living maritally	No
	P6	20-34 years	Male	RN	18 months	Single	No
	P7	35-49 years	Male	RN	Unknown	Living maritally	Yes
	P8	50-65 years	Female	NA	30 years	Married	No
	P9	35-49 years	Male	RN	17 years	Married	Yes
	P10	35-49 years	Female	RN	16 years	Married	Yes
	P11	20-34 years	Female	RN	11 years	Living maritally	Yes
	P12	35-49 years	Female	NA	2 years	Married	Yes
	P13	20-34 years	Female	NA	12 years	Married	No
	P14	20-34 years	Female	RN	15 years	Married	Yes
	P15	35-49 years	Female	RN	11 years	Married	Yes
	P16	20-34 years	Female	RN	4 years	Single	No
	P17	35-49 years	Female	AS	Unknown	Single	Yes
	P18	20-34 years	Female	RN	1 years	Single	No

RN, Registered nurse; NA, nurses' aide. https://doi.org/10.1371/journal.pone.0274326.t001 Fig 1. Conceptual framework describing the main themes and the relations between them. https://doi.org/10.1371/journal.pone.0274326.g001

COVID-19], well I knew that if he got COVID, he'd die, so I chose not to have any contact with my family. So basically, I was on my own for 2 months. Sure, they understand, and we stayed in touch by phone. But they had a better time of it than I had during the lockdown, because they're retired, because they're at home, and they don't have to work". "My daughters helped out. They did some cleaning and a bit of cooking. No, really, they were great about that"
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