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Abstract
The coronavirus disease 2019 pandemic presents unprecedented challenges for the health care system. The pressure on health care staff
continues to intensify, accentuated by the confinement (lockdown) of the population and the unprecedented duration of this emergency.
Separately and especially together, overwork, degraded conditions of care because of the never-ending emergency, and the risk of exposure to the
virus can lead to acute psychological distress or signs of burnout.
This original program was developed at Cochin Hospital in Paris, France to prevent these potentially dramatic psychological consequences,
support the medical staff, and identify those most affected to offer them specific care. A program and a space for relaxation and support for
hospital caregivers by hospital caregivers, the Port Royal Bulle (the Bubble) offers these workers help in decompression and relaxation. It
combines a warm and caring welcome that promotes attention, listening, conversations, and exchanges as needed, empathetic support, and the
ability to participate in soothing, relaxing, or low-impact physical activities. It takes care of caregivers. The Bubble is a program that is simple
to set up and that appears to meet professionals’ expectations. Making it permanent and enlarging its scale, as a complement to existing
programs, might help to support health care personnel in their work. J Pain Symptom Manage 2020;-:-e-. Ó 2020 American Academy
of Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.
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Key Message

Introduction

The coronavirus disease 2019 pandemic presents
unprecedented challenges for the health care system.
The pressure on health care staff, accentuated by the
confinement (lockdown), can lead to acute psychological distress or signs of burnout. To support the medical staff and identify those most affected to offer
them specific care, an original program was developed
at Cochin Hospital in Paris: a space for relaxation and
support for hospital caregivers by hospital caregivers.

The pandemic of coronavirus 2019 (COVID-19) and
its rapid international propagation have created unprecedented challenges to health care systems worldwide.1 The pressure on health care staff continues to
intensify,2 accentuated by the confinement or lockdown of the population and the length of this crisis
period. The prevention and management of the
distress of workers subject to harsh stress in overburdened departments has become a major issue.
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The principal factor of distress in today’s hospitals is
overwork, together with degraded conditions because
of the emergency situation and the risk of exposure to
the virus.2e4
The stress linked to the risk of infection is combined with workers’ fears of endangering their own
lives and the lives of their family, friends, and colleagues and can lead to acute psychological distress
or signs of burnout.2,5e7 This stress is enhanced by
the excess amount of work, social isolation, anger,
frustration, the helplessness induced by the shortages
of personal protective equipment and the lack of information,3,8 the sometimes repetitive changes in
care policies,5 and still further by the increased workload because of colleagues unable to work because
they have been infected by COVID-19.9
These professionals are exposed in emergency situations, intensively and without preparation, to
suffering, recurrent deaths, and numerous ethical interrogations.10 An infectious disease specialist in Milan thus described his experience caring for patients
with COVID-19: It’s an impossible-to-understand situation, with people intubated in the hallway, not enough
ventilators, ethical decisions about which patient to
intubate. A shortage of masks and gloves, confusion
and exhaustion. Hell is probably like this. I do not
have the time to understand, to think about, or to express emotions.1
The COVID-19 epidemic engenders high levels of
short-term stress and anxiety and exposes these
workers to the risk of persistent stress exposure syndromes.3 These symptoms reduce their capacity to
function effectively and can develop in the long
term toward distress and burnout, post-traumatic
stress syndrome, or other chronic mental conditions.5
Various teams in China and Europe have already
observed a variety of symptoms: anxiety, stress, posttraumatic stress symptoms, moral injury, depression,
sleep
disorders,
and
functional
somatic
complaints.7,11e16 They are more frequent among
women, nursing staff, and frontline professionals.11,16
It is essential to do a better job protecting medical
staff against these psychological effects of the
pandemic.1,3,9e11,17 Recommendations insist on preparatory team training,5,11,18 support by peers and
the institution,17e19 supervision or Schwartz rounds,20
that is, a structured forum where the entire staff (clinical and nonclinical) of a department meet to discuss
the emotional and social aspects of their work with facilitators who encourage them to adopt a reflexive attitude about the topics mentioned during a
confidential speaking time. They also propose more
concrete measuresdthe reorganization of tasks,
improvement in the satisfaction of immediate daily
needs (provision of food, rest breaks, decompression
time, and adequate time off), and clear, concise, and
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measured communication.17 Signs of distressdwith
suffering expressed as sadness, anxiety, tiredness,
hopelessness, insomnia, irritability, and intrusion
symptoms, but also avoidance, that is, withdrawal
and indifferencedmust be identified and supported
toward individual, even specialized, mental health
care.10 After the crisis period ends, the analysis and
lessons from these extraordinarily difficult experiences must promote the expression of a meaningful
rather than traumatizing narrative of what was
experienced.
After China and Northern Italy, France became the
third country to be severely affected by this epidemic.
The first deaths were recorded at the beginning of
March 2020, and a nationwide health emergency was
declared. A slight delay after the epidemic onset in
Italy benefited France, but the health care system
was rapidly strained, and the controversy around the
lack of personal protection equipmentdmasks especiallydcreated a climate of stress and worry among
health care professionals, already vulnerable after a social and budgetary crisis underway for more than a
year.21 As the institution receiving the most severe
cases, public hospitals had to manage a sharp rise in
admissions of patients with serious symptoms of
COVID-19 disease. One consequence was the rapid
reorganization of care provision: transformation of
rooms for patients with standard diseases (in the departments of internal medicine, gastroenterology,
and pulmonary medicine) or recovery rooms into
intensive care units (ICUs), creation of ICU beds in
different departments (pediatrics, neurology, and maternity ward), seeking reinforcements from professionals and students, and emergency changes in job
duties to the tasks most urgently needed. Crisis management groups in health care facilities rapidly recognized the strain on teams and the distress of frontline
workers. At Cochin Hospital (APHP, Paris), the mobile
psychological support team (the AVEC team: Dr. Lef
evre, Prof. Moro, and Prof. Granger) advocated
completing the resources available by a spacedphysical and mentalddevoted to the support and wellbeing of these health care workers (HCWs).

Description of the Program
La Bulle de Port Royal (The Port Royal Bubble) was
created to meet these needs. The collective and synergistic mobilization of the administrative management
teams and of medical and related or auxiliary workers
(e.g., pediatricians, child and youth psychiatrists, psychologists, social workers, physical therapists, athletic
coaches and trainers, sophrologists [providers of therapy aimed at relaxation and harmony]) led to the
opening of a space for support and well-being within
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the hospital, combining a place to talk and a place for
physical movement.

Aim and Description of the Program
The lockdown of the entire population and the closing of the places people went before the pandemic for
decompression, relaxation, and exercise intensified
the psychological burden on teams: the physical, psychological, and emotional intensity of providing medical care have been aggravated by isolation, boredom,
and the impossibility of relaxing with one’s family, outdoors, with friends, and of exercising and spending
time outside.4
The aim therefore was to offer staff a solution at the
hospital to free them from this bind. The Port Royal
Bubble fulfills this objective by offering a space that
is outside the walls and outside time: the walls are those
in the ICU, acute care rooms, and medical departments. Health care personnel need to be removed
from the alarms for the heart rate monitors, saturometers, and automatic syringes, as well as from the complaints and anxieties expressed by patients or their
families. The time was that before the epidemic,
soothing, symbolized by the cloister and garden of
the hospital chapel built by the Parisian abbey of
Port Royal in the 17th century, and a symbol of resistance to plagues and other past disasters. The Bubble
is located in the chapel cloister, an enclosed space on
the hospital grounds, physically separate from the
medical buildings and generally unavailable to the
public.
The Port Royal Bubble is a space for relaxation, for
support to hospital caregivers by hospital caregivers,
offering activities to facilitate decompression and
relaxation. It combines a warm caring welcome that
promotes attention, listening, conversations, and exchanges as needed, empathetic support, and the ability to participate in comforting, relaxing, or lowimpact physical activities. The objective is to soothe,
relieve, and support staff members who have been
overtaxed for several weeks to help them to hold on.
The reception and conversation area also makes it
possible to detect and support the workers in distress.

3

Space. Visitors signal their presence from the outside
(covered cloister walkway) and wait there when the
conversation space is full.
They are then welcomed in the 269-square-foot (25m2) conversation space where administrative data are
collected, and information about the activities is provided. An informal discussion about how they are
feeling and what can be done to support them can
start here. Music, drinks, and snacks from donations
are offered. When too many visitors come at the
same time, interviews may be organized outside in
the covered cloister.
After passing through the cloakroom to wash their
hands, the visitors are welcomed in the multipurpose
activities room, where activities take place according
to a schedule that changes daily (Table 1). All activities
are booked online before the session.
At the end of the activities, the visitors leave the
room from a specific door. The Bubble staff may offer
them another drink and an ear if desired.

Organization, Space, and Activities

Health Hygiene Protocol. A health hygiene protocol was
of course established: surgical masks worn, regular
disinfection, street clothes or clean uniforms, use of
disposable material (gloves and massage sheets), social
distancing of at least 2 m, with the space ventilated
and aired regularly.
As these activities take place successively, the number of people in the multipurpose activity room nearly
600 square feet (55 m2) never exceeds five. Between
each session, this room is aired out (for 10e
15 minutes) by four large windows and a door giving
onto the cloister. The door and windows of the reception area are always open. The rooms are cleaned and
disinfected daily by the hospital cleaning staff.
Every piece of equipment used is disinfected with
cleaning wipes or viricidal sprays after each use. The
massage table sheets are single-use paper covers systematically replaced after each visitor.
The facilitators wear a surgical mask and disinfect
their hands between each act or session. These materials are available in the multipurpose activity room.
The hospital workers arrive wearing a surgical mask,
in clean uniforms or street clothes. Masks and alcoholbased disinfecting solution are available for them at
the entry and exit from the Bubble, along with wastebaskets to dispose of the used material. The Bubble
staff monitors compliance with the hygiene protocol.

The Bubble is open seven days a week, without interruption, from nine in the morning to nine at night.
Hospital employees can sign up for activities online
or just come to the reception area to participate.
The hours were designed to enable utilization by staff
working any shift.
The program is organized around four specific
areas, three rooms, and the garden (Fig. 1).

Conversation Space. As an informal conversation
space, the reception area for hospital staff visiting
the Bubble aims to promote exchanges, including
before or after an activity, around something to drink
or eat (chocolates or fruit made available by gifts to
the hospital). The Bubble staff handling reception
tacitly express support, empathy, and recognition of
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Fig. 1. Map of the Bubble. 1) Reception of health care workers, place for conversation and listening, and reminders of the
hygiene requirements; 2) passage to the cloakroom, to leave belongings and wash hands; 3) modular room for relaxation and
low-impact physical activities; and 4) a second opportunity to talk, be listened to, in the sitting room.

the visitors’ commitment and work. These staff members are also health care professionals: not only psychiatrists and psychologists but also pediatricians and
social workers. This reception area is not somewhere
to come for a psychological evaluation but rather for
empathetic support expressed by peers.
Nonetheless, what these users recount, sometimes
raw or hesitant, expresses distress that the Bubble staff
can detect. More personalized listening can then be
arranged and can lead to individual care in a confidential space outside the Bubble.

The reception area is thus a space of transition, an
airlock if you will, that allows these HCWs to put
down the burdens of their day and then benefit fully
from some physical activity.
Physical Activity. For care of the physical pain
reported by many, the Bubble offers individual
massage therapy by physical therapists and sessions
of Shiatsuda massage technique of Japanese origin
that uses touch to restore balance in the body. Each
session lasts 20e45 minutes.

Table 1
Day’s Agenda of the Activities (9:00

No. of Visitors
by Session

Total No. of
People in the Room

Massage therapy

2

2

4

Pilates or strength training

1

4

5

Sophrologydrelaxation

1

4

5

Massage therapy

2

4

4

Shiatsu

2

2

4

Schedule
Four times 20 minutes’ sessions
with 10 minutes’ aeration
Four times 30 minutes’ sessions
with 15 minutes’ aeration
Four times 20 minutes’ sessions
with 10 minutes’ aeration
Four times 20 minutes’ sessions
with 10 minutes’ aeration
Two times 45 minutes’ sessions
with 15 minutes’ aeration

AMe9:00 PM)

No. of
Animators

Activity
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The low-impact physical activities combine sessions
of Pilatesda method based on the concept of
balancing the forces applied in the body by correcting
muscle imbalancedwith sessions of strength training
and contactless boxing conducted by trained coaches
for 30e45 minutes.
Finally, sessions of sophrology relaxation in groups
of four are offered to help these staff members
strengthen their individual capacity for stress
management.

Results
At the end of its first four weeks, the Port Royal Bubble had recorded more than 800 staff visits (379
unique visitors, median of three visits/person). Twothirds of the hospital employees who used the Bubble
came from the five principal departments admitting
patients with COVID-19: 25% from medical departments, including infectious diseases, pulmonary medicine, and gastroenterology; 25% from the emergency
department; and 17% from ICUs. The remaining
third came either from other departments of medical
or surgical care or were technical and administrative
staff, who are also highly overworked. In all, 34 staff
people and facilitators provided services for these
visitors.
Nurses accounted for 57% of the visitors, ahead of
physicians (11%), technical (11%) and administrative
staff (11%), and nurses’ aides (10%). In all, 88% were
women.
Visitors have been asked via electronic mail to tell us
what they want from the Bubble, how it helps them,
and how it could do better, in what we might describe
as a free-text qualitative survey. These responses
showed the HCWs’ distress, sometimes raw: Psychologically, this period has been very trying. Many of us have
been affected. I’ve seen colleagues break down in tears
and crack psychologically in the break room or at the
patient’s bedside, talk about sleep disorders that prevent them from sleeping for more than an hour at a
time . I have not been spared.
They describe the Bubble as a haven of silence, nature, and light, far from the disease and from worry; a
priceless gift for the health care workers. They praise
the availability, the listening, and the presence, the
kindness and empathy of the welcome. One staff
member explained that it’s a place where we can
check our care provider role, take this weight off our
shoulders, and accept being for once and for a little
while the person who is taken care of. Another specified that for the first time we have had the opportunity
to take care of ourselves at our workplace. The wellbeing induced by the Bubble significantly improves
our quality of life at work and boosts our productivity.

5

As the end of the lockdown appears and with it the
return to some level of daily normality, many staff
members are asking about the durability of the
concept beyond this pandemic period. Some fear
they will see this safe place, this space of rest and
respite, disappear. For the workers, the Bubble helps
with concerns much broader than the acute consequences of an exceptional epidemic situationdthose
of distress in the workplace: We can’t forget that the
difficulties encountered by healthcare workers do
not stop with this pandemic and that the stress, the
tensions, and difficulties encountered existed before
and will continue after .

Discussion
All the risk factors for psychological suffering
among medical workers identified in the literature
are encompassed within the exceptional situation of
the COVID-19 epidemic; they have been well
described among health care providers working in
critical care and among international humanitarian
workers,22e24 in particular, the heavy workload as
well as the lack of preparedness, training, and social
support. In our results, the lower rate of visits from
those working in the medical ICU may be explained
by their better preparation for this stressful situation.
The standard medical departments, on the other
hand, had the most patient deaths,22,23 their staff
had less training in emergencies, and their organization sometimes disintegrates in such situations. This
may explain the higher rate of staff from these departments at the Bubble.
Immediate post-trauma management has been well
described in the literature, and it is established that
this support must be concrete, nonintrusive, and
appropriate to the needs and expectations of the people to whom it is offered.25 The program at the Bubble
is consistent with these international recommendations. It is also an original program because it is taking
place during the trauma: the COVID-19 epidemic is
not going to disappear soon, and the Bubble supports
the HCW teams on a daily basis. The studies show that
social support, and in particular peer support, limits
the effect of exposure to trauma on stress symptoms8,26 and protects against the depression because
of psychological distress and burnout.23,24 We have
not found in the literature a description of a program
offered during a period of trauma as complete as that
offered by the Bubble.
The simultaneously natural and historic setting of
the Bubble allowed us to theorize an outside-thewalls, outside-of-time concept, but it is not necessary
for its functioning, as shown by the numerous replications of this program currently being tested in French
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hospitals. It is simple to set up and meets the expectations of hospital staff. In the future, an assessment of
its medium-term effectiveness may enable it to be
made permanent to complement existing programs.
It is urgent to care for the physical and psychological
conditions of health care workers. The integrity of
the health care system and its ability to provide
adequate care for its patients depend on them.

Limitations
This article is a descriptive short report. As our primary concern was to implement the program, we did
not collect enough quantitative or qualitative data to
evaluate it; this must be done in further work. In
particular we could test the protective effect of coming
to the Bubble against depression, burnout, and traumatic diseases.
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