
ABSTRACT
Background: The aim of this study is to evaluate whether providing psychological support to healthcare 
professionals who are actively involved in the pandemic process will reduce the psychological risk 
factors created by the pandemic on healthcare professionals.
Methods: A total of 440 healthcare professionals working in different positions in 2 state hospitals, 
which are considered pandemic hospitals, were included in the study. Sociodemographic Data Form, 
Hospital Anxiety and Depression Inventory, and Psychological Resilience Scale were used in the study, 
which was carried out with the experimental design pre-test–post-test model before the experiment. 
Participants were made to watch 4 videos prepared by expert psychologists on anxiety, depression, and 
psychological resilience.
Results: The data obtained from the sample before and after watching the videos were analyzed with 
the paired sample t-test. Accordingly, there was a significant difference between the groups of health 
workers who participated in the survey before and after watching the psychological support videos 
(P < .001). After watching the psychological support videos, the anxiety scores of the health workers 
decreased. In addition, anxiety scores created a significant difference in demographic variables 
(gender, age, marital status, not having a child, having a high education level, smoking and alcohol 
use, having a physiological disease, and working year). Depression scores decreased in those who use 
alcohol and those who have 1-3 shifts per month.
Conclusions: In disasters such as epidemics that bring psychosocial difficulties, psychotherapeutic 
support to those who fight in the first place is important in protecting their mental health.

INTRODUCTION

The coronavirus disease 2019 (COVID-19) pandemic process 
first started with the detection of cases infected with the 
virus in China in November 2019.1. This new type of virus 
was named “Coronavirus disease 2019 (COVID-19)” by the 
World Health Organization in February 2020. After the 
rapid spread of the disease worldwide and the increase in 
the number of cases and deaths, the COVID-19 outbreak 
was declared as a pandemic. Throughout history, the 
world has experienced many epidemics. If these epidemics 
spread rapidly among people and are caused by a new 
virus, these epidemics are considered as pandemics.2,3 
Studies conducted during the pandemic period show 
people experience especially depression4 and various 
psychological problems such as post-traumatic stress 
disorder (PTSD),5 anxiety disorders and sleep problems,6 
and burnout.7 Studies showed that concerns and worries 

about COVID-19 are not only by factors such as stress and 
loneliness but also by generalized anxiety,8 professional 
burnout, anxiety, and depression.9

Health workers in all countries of the world and in our 
country are undoubtedly the actors of the pandemic 
process. After the COVID-19 epidemic was recognized 
as a pandemic by WHO in March 2020, it was defined as 
mandatory to protect the mental health of healthcare 
workers caring for people with COVID-19 for the long-term 
capacity of the workforce, and it was noted that it would 
be an important public health problem in the future. In 
terms of the impact of epidemic diseases on mental health, 
healthcare workers represent a particularly vulnerable 
group due to the high risk of infection, increased work 
stress, and fear of spreading to their families.10 Occupational 
Safety and Health Administration evaluated healthcare 
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professionals in the very high-risk group in terms of the 
risk of COVID-19 infection. Especially those who perform 
procedures that produce aerosols (intubation, cough 
induction, bronchoscopy, mouth–throat–nose examination, 
ophthalmological examinations, central catheterization, 
nebulizer use, cardiopulmonary resuscitation, oxygen 
therapy, non-invasive ventilation, some examinations 
with dental procedures, or invasive sample collection 
procedures), laboratory workers, physicians caring for 
patients, nurses, and allied health workers are defined as 
risk groups.11 This risk may not only consist of the threat 
to biological health. In the studies conducted during 
the previous epidemic/pandemic processes, it has been 
reported that at least 1 out of 5 healthcare workers had 
symptoms of depression and anxiety, about 4 out of 10 
health workers had sleep difficulties and/or insomnia, 
anxiety and depression rates were high for female health 
workers and care staff, and 1 out of every 6 healthcare 
workers had very severe stress symptoms.12 After the 
2003 SARS epidemic, it was reported that healthcare 
professionals who took an active role in the fight against 
the epidemic had high depression, anxiety, and post-
traumatic stress scores 1 year after the epidemic.13

In a study conducted with healthcare professionals during 
the pandemic process, it was reported that 62% of the 
participants had minimal depression, 21.5% had mild 
depression, 13.5% had moderate depression, and 3% had 
severe depression.14 According to the study by Kang et al, 
healthcare workers who are in direct contact with infected 
patients (resuscitation, pneumology, emergencies, etc.) 
have more symptoms of anxiety and depression, and even 
PTSD symptoms.15 Serving traumatized people can also 
create trauma, even if they do not experience it directly. 
This situation is called “secondary trauma.” From security 
personnel to cleaners, from doctors to administrative 
personnel, all healthcare professionals are at risk of 
secondary trauma in crisis and disaster situations. It is 
known that secondary trauma also increases the risk of 
burnout. The COVID-19 outbreak poses a risk of burnout 
as it creates a crisis in the healthcare system. Burnout has 
been defined as an occupational disease, a psychological 
state in which people suffer due to emotional exhaustion, 
personal failure, and cutting off relationships with 
others.16 Therefore, burnout is a condition that is 

observed as a result of not being able to cope with the 
stress experienced and felt in the physiological, mental, 
and emotional areas. Studies on burnout have shown 
that interpersonal relationships, excessive workload, and 
one’s success in coping with stress are associated with 
burnout. Healthcare workers’ burnout may be another 
hidden cost of the pandemic in the future. After the 
SARS-CoV-1 epidemic, an increase in alcohol use disorder 
was determined with Beijing Hospital employees 3 years 
after the epidemic, and it was reported that this increase 
could be a way of coping with depression, PTSD, and 
burnout.17

However, during pandemics and other extraordinary times, 
resilience can be protective of mental health. Resilience 
is defined as a person's process of adaptation, resilience, 
or ability to successfully cope with change/disasters 
against a trauma, a threat, a tragedy, or major stressors 
such as familial and relational difficulties, serious health 
problems, and workplace and financial problems. Kobasa18 
gathered the dimensions of psychological resilience 
under 3 main headings. These dimensions are named as 
dedication, control, and challenge. Dedication is being in 
contact with the different areas of life in which people 
are involved. Control, which is the belief in changing the 
course of events instead of giving up on the negativities 
experienced, includes individual freedom and the ability 
to make decisions and choices without being influenced by 
others. The challenge is to accept change as a normal event 
experienced during the day and believe that it is necessary 
for development. For the development of psychological 
resilience, a stressor must be encountered. Psychological 
resilience is important, especially for healthcare workers 
who face many risk factors during the pandemic process. 
There are studies in the literature that evaluate resilience 
in terms of health professionals.19

The main problem of this research is whether providing 
psychological support with psychoeducation content via 
video to healthcare professionals who are actively working 
during the pandemic process is effective in the protection 
of the mental health of healthcare professionals. The sub-
problems created and tested in this context are as follows:

Is there a significant difference between the pre-test and 
post-test scores of watching psychological support videos 
in terms of anxiety score averages?

Is there a significant difference between the pre-test and 
post-test scores of watching psychological support videos 
in terms of depression score averages?

Is there a significant difference between the pre-test and 
post-test scores of watching psychological support videos 
in terms of mean scores of psychological resilience?

Is there a significant difference between the pre-test and 
post-test scores of watching psychological support videos 
in the relationship between anxiety, depression, and 
resilience mean scores and demographic variables?

MAIN POINTS

•	 After watching the psychological support videos, a 
statistically significant decrease was observed in the 
anxiety scores of health workers.

•	 After watching the psychological support videos, a partial 
decrease was observed in the depression scores of the 
health workers.

•	 After watching the psychological support videos, there was 
no statistically significant difference in the psychological 
resilience scores of the health workers.
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MATERIAL AND METHODS

This study was carried out with the experimental design 
pre-test–post-test model before the experiment. In 
experimental applications, in this model, the significance 
of the difference between the pre-test and post-test 
values belonging to a single group is measured. After 
the independent variable is applied to a certain group, 
measurements are performed before and after the 
experiment. The pre-test and post-test results of the 
variable belonging to the group are compared.
An application was made to the Sakarya University Ethics 
Committee for the research and the study was initiated 
with the protocol decision of the Ethics Committee dated 
13.01.2021 and 30/07. Then, the work permit numbered 
E-18343338-434.99 was obtained from the Sakarya 
Governorship Provincial Health Directorate. With the 
written permissions obtained from the Provincial Health 
Directorate and the applications made to Sakarya Training 
and Research Hospital and Yenikent State Hospital, which 
were assigned as pandemic hospitals, and the permissions 
obtained, the work started. It started with the first group 
sample of 1470 healthcare professionals working in the 
mentioned hospitals between February 2021 and December 
2021. The data collection tools used in the study were sent 
to them online. Informed consent was obtained from the 
participants before starting the study. After the pre-test 
data obtained with the data collection tools, 4 psychological 
support videos covering the protection of long-term 
psychological health in extraordinary situations were 
prepared by the METU (Middle East Technical University) 
Psychology Department Faculty Members, including the 
subjects of anxiety, depression, and psychological resilience 
in healthcare professionals; increased consumption of 
cigarettes, alcohol, caffeine, drugs, and coping methods 
in extraordinary situations; being aware of and controlling 
the psychological reactions of health workers; development 
of problem-solving skills; implementation of mindfulness-
based approaches to prevent stress; teaching relaxation 
techniques; increasing psychological resilience levels with 
effective coping methods; and the relevant videos were 
broadcast on the website and social networking pages of 
Sakarya Provincial Health Directorate, integrated into the 
in-service training program, thus widespread and accessible 
psychosupport service was provided.

Statistical Analysis

The post-test part of the research was conducted with 
a second sample of 440 people who filled in the same 
measurement tools after watching the videos. Statistical 
Package for the Social Sciences (SPSS) 21.0 package 
program (IBM SPSS Corp., Armonk, NY, USA) was used in the 
analysis of the data obtained from the same participants 
who participated in the pre-test and post-test part of the 
research.

Data Collection Tools

Sociodemographic Form: It is a form that includes 
questions about age, gender, educational status, marital 
status, having children, ways of reaching work, years of 
work, number of shifts per month, daily contact times 
with the COVID-19 patient, alcohol and cigarette use, and 
whether they have a physiological disease.
Hospital Anxiety and Depression Scale: The Hospital 
Anxiety and Depression (HAD) scale developed by Zigmond 
and Snaith is used as a self-report tool used to determine 
the risk of anxiety and depression in individuals, to measure 
the level and change in severity, and to evaluate the 
individual's self. The Turkish validity and reliability studies 
of the scale were reported as 0.85 for the anxiety subscale 
and 0.77 for the depression subscale. Cut-off scores were 
determined as 10 for the anxiety subscale and 7 for the 
depression subscale. A 4-point Likert-type evaluation is 
used to answer the scale, which consists of 14 questions.20

In this study, the anxiety factor of the scale was 0.86, the 
depression factor was 0.87, and the whole scale was 0.90. 
These Cronbach's alpha coefficients show that the scale is 
quite reliable.
Resilience Scale: The Resilience scale (PBL), which was 
developed to determine the resilience levels of individuals, 
has 21 items and 3 sub-dimensions. The Cronbach alpha 
reliability coefficients for these sub-dimensions called 
dedication, control, and challenge were reported to be 
between 0.62 and 0.74, and the Cronbach alpha reliability 
coefficient for the whole scale was reported as 0.76.21

In this study, Cronbach's alpha coefficients of the sub-
factors for PBL were measured as 0.85 for challenge, 0.81 
for devotion, and 0.84 for control, and it was concluded 
that the factors were quite reliable. For the whole scale, 
it was measured as 0.90.

Process

All of the data collected by HAD and PBL were analyzed 
using SPSS version 21.0, the significance was tested at the 
.05 level, and other significance levels were also specified. 
While performing the analyses, the internal consistency of 
the scales used in the study was tested and the Cronbach's 
alpha values of the scales were found to be 0.86 for anxiety, 
0.87 for depression, and 0.90 for the whole scale in the HAD 
scale. In the PBL scale, Cronbach's alpha coefficients of the 
sub-factors were measured as 0.85 for the challenge, 0.81 
for the dedication, 0.84 for the control, and 0.90 for the 
whole scale, and it was concluded that the factors were 
quite reliable. Then, normality tests of HAD and PBL scale 
scores were checked. Kolmogorov–Smirnov test was used 
for the normality test. According to Kolmogorov–Smirnov 
normality tests, it was concluded that all scales used in 
the questionnaires were normally distributed because the 
P value was less than .05. Frequency analysis was used 
for the demographic characteristics of the participants. 
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Paired sample t-test was used in the analysis in which 
psychological support videos were investigated whether 
they were effective or not. As it is known, paired sample 
t-test is used to test the significance of the difference 
between the arithmetic means of 2 related groups, provided 
that n > 30 and the normality of the distribution is met. 
In this study, 440 participants first filled out the HAD and 
PBL scales. The statistical averages of the scores obtained 
from the scales were taken, and then they were asked to 
fill in the same scales a second time after watching the 
psychological support videos. The arithmetic averages of 
the scores obtained from the scales filled for the second 
time were also taken and the difference between them 
was tested.

RESULTS

To measure the effect of psychological support videos, 
the paired sample t-test was applied and the results are 
shown in Table 1. According to the paired sample t-test, 
when the factor scores of the health professionals who 
participated in the survey were examined before and after 
watching the psychological support videos, there was a 
significant difference between the anxiety score averages 
of the groups before and after watching the psychological 
support videos (P < .001). While X̄ was 9.85 and SD was 
1.97 before watching the videos, after watching them 
X̄ was determined as 7.44 and SD was determined as 
1.48. After watching the psychological support videos, 
it was observed that the anxiety scores of the health 
workers decreased. On the other hand, the mean scores 
of depression (P = .295) and resilience factors, that is, 
challenge (P = .365), dedication (P = .789), and control 
(P = .652), did not cause a significant difference between 
the groups before and after watching the videos.
According to the paired sample t-test, the anxiety score 
averages before and after watching the videos provided a 
significant difference for men and women. Anxiety scores 
of both female (P < .001) and male (P < .001) healthcare 
professionals decreased after watching psychological 
videos. Before watching the psychological support videos, 
X̄ was determined as 10.46 for female participants, and 
after watching them, X̄ was determined as 8.45 and SD 
was determined as 4.52. For male participants, X̄ was 

determined as 7.54 before watching the videos and after 
watching them. X̄ was determined as 6.32 and SD was 
determined as 4.88. On the other hand, the mean scores of 
challenge, dedication, and control, which are depression 
and resilience factors, did not provide a significant 
difference for men and women. When the age variable is 
examined, there is a significant difference in anxiety score 
averages under 25 years old group (P < .001), 26-35 years 
old group (P < .001), and over 56 years old group (P < 
.001), while there is no difference in other age groups. 
For 25 years old group and under, X̄ was determined as 
10.99 before watching the videos and after watching them 
X̄ was determined as 7.19 and SD was determined as 4.55. 
For the 26-35 years old group, X̄ was determined as 10.65 
before watching the videos and after watching them X̄ was 
determined as 7.46 and SD was determined as 4.50. For 
56 years old group and over, before watching the videos 
X̄ was determined as 8.50 and after watching them X̄ was 
4.54 and SD was determined as 4.96. On the other hand, 
the mean scores of challenge, dedication, and control, 
which are depression and resilience factors, did not cause 
a significant difference between age variables. In terms of 
the marital status variable, mean anxiety scores caused a 
significant difference in both married (P < .001) and single 
(P < .001). For married participants, X̄ was determined 
as 9.02 before watching the videos and after watching 
them X̄ was determined as 7.48 and SD was determined as 
4.61. For single participants, before watching the videos X̄ 
was determined as 11.03 and after watching them X̄ was 
determined as 7.36 and SD was determined as 4.67. On 
the other hand, the mean scores of challenge, dedication, 
and control, which are depression and resilience factors, 
did not cause a significant difference between marital 
status variables. In the variable of having children, the 
anxiety scores of those who had children (P = .063) did not 
cause a significant difference, while the anxiety scores 
of those who did not have children (P < .001) decreased 
after watching the psychological videos. For participants 
who have no children, before watching the videos X̄ was 
determined as 10.84 in the anxiety score and after watching 
them X̄ was determined as 7.20 and SD was determined 
as 4.43. On the other hand, no significant difference was 
found in the mean scores of challenge, dedication, and 
control, which are depression and resilience factors. When 
the education variable is examined, the anxiety scores of 
university graduates (P < .001), participants that have a 
master’s degree (P < .001), and doctoral graduates (P < 
.001) decreased after watching psychological videos, but 
for high school graduates (P = .251) and college graduates 
(P = .085), there was no statistically significant change 
in anxiety scores. In addition, high school graduates' 
depression scores (P < .001) increased after watching 
the videos. For university graduates, before watching the 
videos X̄ was determined as 10.15 in the anxiety score and 
after watching them X̄ was determined as 7.51 and SD was 
determined as 4.52. For participants who have a master’s 

Table 1.  Paired Sample t-Test Results for the Effect of 
Psychological Support Videos

Factor X̄ (First) SD X̄ (Last) SD P

Anxiety 9.85 1.97 7.44 1.48 <.001 

Depression 9.09 1.51 9.22 1.84 .295

Challenge 26.22 4.37 25.99 5.19 .365

Dedication 16.75 2.79 16.86 3.37 .789

Control 18.23 3.03 18.96 3.16 .652

SD, standard deviation.
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Table 2.  Paired Sample t-Test Results for the Effects of Gender, Age, Marital Status, Having a Child, and Educational 
Status Variables on Psychological Supportive After Watching the Videos

X̄ (First) SD X̄ (Last) SD P

Gender

Anxiety Woman 10.46 6.53  8.45 4.52 <.001

Man 7.84 6.40 6.32 4.88 <.001 

Depression Woman 9.24 3.36 9.11 3.23 .263

Man 8.61 3.07 9.36 3.78 .125

Challenge Woman 26.22 5.24 26.34 5.55 .994

Man 26.23 5.24 25.98 5.70 .752

Dedication Woman 16.59 5.31 16.01 5.47 .852

Man 17.26 5.66 17.36 5.76 .779

Control Woman 18.08 3.91 18.05 3.90 .952

Man 18.70 4.23 18.21 4.18 .959

Age

Anxiety 25 years and under 10.99 8.25 7.19 4.45 <.001 

26-35 10.65 7.69 7.46 4.50 <.001 

36-45 9.04 5.11 8.38 4.93 .123

46-55 7.17 4.51 6.83 4.17 .089

56 years and older 8.50 8.91 4.54 4.96 <.001

Depression 25 years and under 8.99 2.24 9.76 3.01 .077

26-35 9.66 3.59 9.54 3.47 .885

36-45 9.02 3.44 9.27 3.56 .625

46-55 8.09 4.09 8.08 3.27 .849

56 years and older 7.83 2.53 8.08 2.78 .521

Challenge 25 years and under 26.33 6.34 25.99 6.00 .859

26-35 26.01 5.32 25.86 5.17 .758

36-45 26.48 5.54 26.35 5.41 .962

46-55 24.66 5.80 25.01 6.15 .789

56 years and older 24.62 6.13 24.89 6.40 .998

Dedication 25 years and under 16.28 5.76 16.33 5.81 .999

26-35 16.59 5.41 16.36 5.18 .903

36-45 16.70 5.85 16.52 5.67 .952

46-55 18.21 6.11 17.78 5.67 .562

56 years and older 17.83 5.85 17.52 5.54 .908

Control 25 years and under 17.90 4.34 17.62 4.06 .902

26-35 18.51 4.42 18.02 3.93 .911

36-45 18.32 4.72 17.62 4.02 .852

46-55 18.05 3.92 18.09 3.96 .895

56 years and older 17.16 1.78 18.01 2.63 .665

Marital status

Anxiety Married 9.02 6.15 7.48 4.61 <.001 

Single 11.03 8.34 7.36 4.67 <.001 

Depression Married 8.79 3.04 9.13 3.38 .097

Single 9.52 3.44 9.42 3.32 .936

Challenge Married 26.46 6.09 25.78 5.41 .094

Single 25.89 5.36 26.32 5.79 .096

Dedication Married 17.16 5.27 17.36 5.47 .965

Single 16.16 5.50 16.25 5.59 .998

(Continued)
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degree, before watching the videos X̄ was determined 
as 9.73 and after watching the videos X̄ was determined 
as 6.92 and SD was determined as 4.07. For doctoral 
graduates, before watching the videos X̄ was determined 
as 7.57 and after watching them X ̄ was determined as 5.05 
and SD was determined as 4.63. For high school graduates, 

before watching the videos X̄ was determined as 8.64 in 
the depression score and after watching videos X̄ was 
determined as 10.36 and SD was determined as 3.06. On 
the other hand, no significant difference was found in the 
mean scores of challenge, dedication, and control, which 
are resilience factors. The results are presented in Table 2.

X̄ (First) SD X̄ (Last) SD P

Control Married 18.63 3.86 18.65 3.88 .953

Single 17.67 4.69 17.02 4.04 .985

Having children

Anxiety Yes 8.83 5.98 7.62 4.77 .063

No 10.84 8.07 7.20 4.43 <.001

Depression Yes 8.87 3.14 9.19 3.46 .697

No 9.35 3.28 9.32 3.25 .936

Challenge Yes 26.29 5.65 26.21 5.57 .994

No 26.16 5.17 26.60 5.61 .996

Dedication Yes 17.47 5.48 17.65 5.66 .805

No 16.04 4.87 16.53 5.36 .798

Control Yes 18.49 3.83  18.42 3.76 .953

No 17.98 4.15 18.03 4.20 .872

Educational status

Anxiety High school 8.75 5.16 8.02 4.43 .251

Associate’s degree 9.83 5.68 8.64 4.49 .085

University 10.15 7.16 7.51 4.52 <.001 

Master 9.73 6.88 6.92 4.07 <.001 

Doctor's Degree 7.57 7.15 5.05 4.63 <.001 

Depression High school 8.64 2.88 10.36 3.06 <.001 

Associate’s degree 9.61 4.28 8.86 3.53 .062

University 9.11 3.51 9.13 3.50 .985

Master 9.40 4.31 8.35 3.26 .094

Doctor's Degree 7.84 2.27 8.68 3.11 .062

Challenge High school 26.28 7.65 25.74 7.11 .105

Associate’s degree 26.43 6.52 25.78 5.87 .111

University 26.32 6.31 25.92 5.91 .201

Master 24.13 5.86 24.52 6.25 .885

Doctor's Degree 27.21 7.72 25.98 6.49 .062

Dedication High school 17.55 6.34 17.03 5.82 .954

Associate’s degree 16.54 5.27 16.52 5.25 .902

University 16.78 5.38 17.03 5.63 .526

Master 15.23 4.88 16.02 5.67 .328

Doctor's Degree 17.68 4.84 18.25 5.41 .086

Control High school 18.57 5.90 17.02 4.35 .058

Associate’s degree 17.92 5.93 17.36 5.37 .965

University 18.35 4.22 17.98 3.85 .258

Master 18.52 4.12 18.36 3.96 .964

Doctor's Degree 18.23 2.18 18.39 2.34 .921

SD, standard deviation.

Table 2.  Paired Sample t-Test Results for the Effects of Gender, Age, Marital Status, Having a Child, and Educational 
Status Variables on Psychological Supportive After Watching the Videos (Continued)



291

Psychiatry Clin Psychopharmacol. 2022;32(4):285-298

Table 3.  Paired Sample t-Test Results for the Effects of Position/Title, Working Year, and Way of Accessing Work Variables 
on Psychological Support

X̄ (First) SD X̄ (Last) SD P

Position/title

Anxiety Doctor 7.90 7.02 5.52 4.64 <.001

Nurse/midwife/health officer 10.18 6.62 8.25 4.69 <.001

Data entry staff 8.15 4.45 7.59 3.89 .085

Cleaning staff 6.61 2.51 8.63 4.53 <.001

Depression Doctor 8.87 4.89 8.54 4.56 .589

Nurse/midwife/health officer 9.12 3.51 8.89 3.28 .096

Data entry staff 10.07 3.66 9.66 3.25 .639

Cleaning staff 8.07 1.12 10.87 2.69 <.001

Challenge Doctor 23.83 4.00 24.85 5.02 .352

Nurse/midwife/health officer 26.28 5.79 25.63 5.53 .096

Data entry staff 27.84 8.69 26.32 5.14 .256

Cleaning staff 28.53 6.68 29.02 7.17 .115

Dedication Doctor 14.83 3.47 15.86 4.50 .063

Nurse/midwife/health officer 16.72 4.80 17.52 5.60 .115

Data entry staff 18.07 4.26 17.33 3.52 .106

Cleaning staff 20.84 4.76 21.52 5.44 .082

Control Doctor 17.41 1.73 18.63 2.95 .099

Nurse/midwife/health officer 18.22 4.07 18.21 4.06 .985

Data entry staff 18.53 2.07 18.75 2.29 .865

Cleaning staff 18.23 4.29 18.36 4.42 .954

Working year

Anxiety 0-5 years 11.00 7.45 7.90 4.35 <.001

6-10 years 10.92 7.78 7.71 4.57 <.001

11-15 years 7.67 4.28 7.46 4.07 .253

16 years and over 8.68 6.73 6.94 4.99 <.001

Depression 0-5 years 9.17 2.55 9.68 3.06 .625

6-10 years 10.42 4.39 9.59 3.56 .203

11-15 years 8.62 2.30 9.65 3.33 .105

16 years and over 8.50 3.57 8.30 3.37 .695

Challenge 0-5 years 26.17 20.17 24.36 6.00 .121

6-10 years 25.44 4.54 25.63 4.73 .852

11-15 years 27.75 5.74 26.58 4.57 .362

16 years and over 26.06 5.90 25.89 5.73 .321

Dedication 0-5 years 16.64 5.22 17.03 5.61 .176

6-10 years 15.72 4.86 15.99 5.13 .992

11-15 years 17.82 5.45 17.33 4.96 .901

16 years and over 16.99 5.98 16.85 5.84 .998

Control 0-5 years 18.13 3.16 19.03 4.06 .105

6-10 years 18.29 3.87 18.52 4.10 .698

11-15 years 18.78 3.73 18.49 3.44 .875

16 years and over 18.09 4.26 17.85 4.02 .498

Way of accessing work

Anxiety Personal car 8.98 6.87 6.82 4.71 <.001

Public transport 10.60 7.11 7.79 4.30 <.001

On foot 10.67 7.27 8.67 5.27 <.001

(Continued)
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According to the paired sample t-test, the anxiety scores 
of physicians (P < .001), nurses, midwives, and health 
personnel (P < .001) decreased after watching the 
psychological videos, but in the cleaning staff (P < .001), 
anxiety and depression scores increased. In addition, the 
depression scores (P < .001) of the cleaning staff increased 
after watching the videos. For physicians, before watching 
the videos X̄ was determined as 7.90 in the anxiety score 
and after watching the videos X ̄ was determined as 5.52 
and SD was determined as 4.64. For nurses, midwives, 
and health personnel, before watching the videos X ̄ 
was determined as 10.18 in the anxiety score and after 
watching them X̄ was determined as 8.25 and SD was 
determined as 4.69. For the cleaning staff, before watching 
the videos X̄ was determined as 6.61 in the anxiety score 
and X̄ was determined as 8.07 in the depression score and 
after watching the videos X̄ was determined as 8.63 and 
SD was determined as 4.53 in the anxiety score and X̄ was 
determined as 10.87 and SD was determined as 2.69 in 
the depression score. On the other hand, no significant 
difference was found in the mean scores of challenge, 
dedication, and control, which are resilience factors. In 
the working year variable, the anxiety scores of those with 
0-5 years of work history (P < .001), those who worked for 
6-10 years (P < .001), and those who worked for 16 years 
or more (P < .001) decreased after watching psychological 
videos. For those with 0-5 years of work history, before 
watching the videos X̄ was determined as 11.00 and after 
watching them X̄ was determined as 7.90 and SD was 
determined as 4.35. For those with 6-10 years of work 
history, before watching the videos X̄ was determined as 
10.92 and after watching them X̄ was determined as 7.71 
and SD was determined as 4.57. For those who worked 
for 16 years and more, before watching the videos X̄ 
was determined as 8.68 and after watching them X̄ was 
determined as 6.94 and SD was determined as 4.99. There 
was no statistically significant change in anxiety scores of 

healthcare workers (P = .253) who had a working period of 
11 to 15 years. On the other hand, no significant difference 
was found in the mean scores of challenge, dedication, 
and control, which are depression and resilience factors. 
In the transportation variable, the anxiety scores of those 
who reach the workplace by personal vehicle (P < .001), 
those who use public transportation (P < .001), and those 
who walk to the workplace (P < .001) decreased after 
watching the psychological videos. For those who get to the 
workplace by personal vehicle, before watching the videos 
X̄ was determined as 8.98 and after watching them X ̄ was 
determined as 6.82 and SD was determined as 4.71. For 
those who use public transportation, before watching the 
videos X̄ was determined as 10.60 and after watching them 
X̄ was determined as 7.79 and SD was determined as 4.30. 
For those who walk to the workplace, before watching the 
videos X̄ was determined as 10.67 and after watching them 
X̄ was determined as 8.67 and SD was determined as 5.27. 
On the other hand, no significant difference was found in 
the mean scores of challenge, dedication, and control, 
which are depression and resilience factors. The results 
are shown in Table 3.
When Table 4 is examined, the anxiety scores of both 
smokers (P < .001) and non-smokers (P < .001) according 
to the paired sample t-test decreased after watching 
the psychological videos. For smokers, before watching 
the videos X ̄ was determined as 8.83 and after watching 
them X ̄ was determined as 7.88 and SD was determined 
as 4.98. For non-smokers, before watching the videos 
X̄ was determined as 10.84 and after watching them 
X̄ was determined as 7.10 and SD was determined as 
4.53. On the other hand, no significant difference was 
found in the mean scores of challenge, dedication, and 
control, which are depression and resilience factors. In 
addition, anxiety scores of both alcohol users (P < .001) 
and non-alcoholics (P < .001) decreased after watching 
psychological videos. For alcohol users, before watching 

X̄ (First) SD X̄ (Last) SD P

Depression Personal car 8.71 3.37 8.70 3.36 .980

Public transport 9.40 3.30 9.51 3.41 .982

On foot 9.52 2.45 10.30 3.23 .251

Challenge Personal car 26.09 4.59 26.95 5.48 .952

Public transport 25.95 6.77 24.83 5.65 .835

On foot 27.14 5.58 27.20 5.64 .902

Dedication Personal car 16.80 6.15 16.36 5.71 .920

Public transport 16.50 4.73 16.98 5.21 .952

On foot 17.11 4.82 18.06 5.77 .852

Control Personal car 18.33 4.81 17.59 4.07 .404

Public transport 17.94 3.90 17.63 3.59 .952

On foot 18.56 4.62 18.39 4.45 .995

SD, standard deviation.

Table 3.  Paired Sample t-Test Results for the Effects of Position/Title, Working Year, and Way of Accessing Work Variables 
on Psychological Support (Continued)
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the videos X ̄ was determined as 11.32 and after watching 
them X ̄ was determined as 6.27 and SD was determined 
as 5.23. For non-alcoholics, before watching the videos X ̄ 
was determined as 9.64 and after watching the videos X ̄ 
was determined as 7.74 and SD was determined as 4.63. 
In addition, when the effect of the alcohol variable on the 
depression factor was examined, the depression scores 
of the alcohol users decreased after the psychological 
support videos (P = .005). The depression score was 
determined as 10.38 before watching the videos and 
after watching them X ̄ was determined as 8.96 and 
SD was determined as 4.16. There was no significant 
difference in non-alcoholics (P = .095). On the other 

hand, no significant difference was found in the mean 
scores of challenge, dedication, and control, which are 
resilience factors. In addition, anxiety scores decreased 
after watching psychological videos in both patients with 
the physiological disease (P < .001) and those without 
(P < .001). For those with physiological disease, before 
watching the videos X ̄ was determined as 10.07 and 
after watching them X ̄ was determined as 7.91 and SD 
was determined as 4.91. For those without physiological 
disease, before watching the videos X ̄ was determined as 
9.79 and after watching them X ̄ was determined as 7.70 
and SD was determined as 4.70. On the other hand, no 
significant difference was found in the mean scores of 

Table 4.  Paired Sample t-Test Results for the Effects of Smoking and Alcohol Use and Having a Physiological Disease 
Variables on Psychological Support

X̄ (First) SD X̄ (Last) SD P

Smoking use

Anxiety Yes 8.83 5.93 7.88 4.98 <.001

No 10.84 8.27 7.10 4.53 <.001

Depression Yes 8.87 3.21 9.28 3.62 .043

No 9.35 3.31 9.19 3.15 .625

Challenge Yes 26.35 6.31 26.02 5.62 .085

No 26.15 6.07 26.36 5.56 .856

Dedication Yes 16.83 5.92 16.52 5.61 .805

No 16.69 5.09 17.11 5.51 .520

Control Yes 18.46 4.22 18.30 4.06 .961

No 18.06 4.43 17.54 3.91 .852

Alcohol use

Anxiety Yes 11.32 10.28 6.27 5.23 <.001

No 9.64 6.53 7.74 4.63 <.001

Depression Yes 10.38 5.58 8.96 4.16 .005 

No 8.89 2.81 9.30 3.22 .095

Challenge Yes 26.59 6.95 24.85 5.21 .102

No 26.19 5.83 25.96 5.60 .756

Dedication Yes 16.44 6.20 15.89 5.65 .358 

No 16.79 6.31 16.01 5.53 .995

Control Yes 18.48 3.95 17.95 3.42 .256

No 18.20 3.86 18.39 4.05 .995

Having a physiological disease

Anxiety Yes 10.07 7.07 7.91 4.91 <.001 

No 9.79 6.79 7.70 4.70 <.001 

Depression Yes 9.41 3.41 9.65 3.65 .885

No 9.02 3.02 9.31 3.31 .802

Challenge Yes 25.63 5.63 25.41 5.41 .992

No 26.40 6.40 25.63 5.63 .632

Dedication Yes 15.79 5.79 15.04 5.04 .895 

No 17.01 5.01 17.66 5.66 .903

Control Yes 17.51 3.51 17.87 3.87 .962

No 18.43 3.43 18.99 3.99 .938

SD, standard deviation.
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challenge, dedication, and control, which are depression 
and resilience factors.
According to the paired sample t-test, the anxiety scores of 
those with 1-3 shifts (P < .001), employees with 4-7 shifts 
(P < .001), and healthcare workers with more than 7 shifts 
(P < .001) were higher after watching the psychological 
videos then decreased. For those with 1-3 shifts a month, 
before watching the videos X̄ was determined as 9.80 and 
after watching them X ̄ was determined as 7.34 and SD was 
determined as 4.53. For those with 4-7 shifts a month, 
before watching the videos X̄ was determined as 9.61 and 
after watching them X ̄ was determined as 7.21 and SD was 
determined as 4.86. For those with more than 7 shifts a 
month, before watching the videos X̄ was determined as 

10.78 and after watching them X̄ was determined as 8.66 
and SD was determined as 4.72. In addition, after watching 
the videos, the depression scores of the healthcare 
professionals who were on duty 1-3 times were decreased (P 
< .001). For those with 1-3 shifts a month, before watching 
the videos X̄ was determined as 9.70 and after watching 
them X̄ was determined as 6.94 and SD was determined 
as 4.54. On the other hand, no significant difference was 
found in the mean scores of challenge, dedication, and 
control, which are resilience factors. When the contact 
variable is examined, the anxiety scores of those who have 
contact time with COVID-19-positive patients for less than 
1 hour (P < .001), employees with 1-8 contact times (P < 
.001), and healthcare workers who have more than 8 hours 

Table 5.  Paired Sample t-Test Results for the Effects of the Variables of the Number of Shifts in a Month and the Duration 
of Contact with a COVID-19-Positive Patient in a Working Day on Psychological Support

X̄ (First) SD X̄ (Last) SD P

Number of shift

Anxiety 1-3 9.80 6.99 7.34 4.53 <.001 

4-7 9.61 7.26 7.21 4.86 <.001 

More than 7 10.78 6.84 8.66 4.72 <.001 

Depression 1-3 9.70 7.30 6.94 4.54 <.001 

4-7 8.68 3.03 8.66 3.01 .952

More than 7 9.49 4.21 8.66 3.38 .265

Challenge 1-3 25.36 6.08 24.99 5.71 .067

4-7 27.47 6.04 26.85 5.42 .085

More than 7 25.79 5.16 26.35 5.72 .096

Dedication 1-3 16.36 5.46 17.02 6.12 .125

4-7 17.75 5.02 18.26 5.53 .109

More than 7 16.27 4.90 16.98 5.61 .963

Control 1-3 18.46 4.03 17.91 3.48 .106

4-7 19.56 5.16 18.36 3.96 .061

More than 7 17.77 3.77 18.04 4.04 .109

Duration of contact with a COVID-19-positive patient

Anxiety Less than 1 hour 9.98 6.98 7.87 4.87 <.001 

1-8 hours 9.06 6.06 7.85 4.85 <.001 

More than 8 hours 11.3 7.34 8.84 4.81 <.001 

Depression Less than 1 hour 8.83 3.83 8.17 3.17 .757

1-8 hours 9.43 3.43 9.76 3.76 .665

More than 8 hours 9.98 6.98 9.67 3.67 .867

Challenge Less than 1 hour 26.68 6.68 25.94 5.94 .442

1-8 hours 25.88 5.88 25.76 5.76 .963

More than 8 hours 25.66 5.66 26.07 6.07 .859

Dedication Less than 1 hour 17.14 5.14 17.12 5.12 .998

1-8 hours 17.00 6.00 16.98 5.98 .998

More than 8 hours 15.52 5.52 15.46 5.46 .999

Control Less than 1 hour 18.32 4.32 18.00 4.00 .915

1-8 hours 18.24 3.24 18.77 3.77 .901

More than 8 hours 17.76 3.76 18.62 4.62 .231

SD, standard deviation.



295

Psychiatry Clin Psychopharmacol. 2022;32(4):285-298

of contact time (P < .001) decreased after watching the 
videos. For those who have contact with COVİD-19-positive 
patients for less than 1 hour, before watching the videos 
X̄ was determined as 9.98 and after watching them X ̄ was 
determined as 7.87 and SD was determined as 4.87. For 
those with 1-8 hours of contact, before watching the videos 
X̄ was determined as 9.06 and after watching them X ̄ was 
determined as 7.85 and SD was determined as 4.85. For 
those with more than 8 hours of contact, before watching 
the videos X ̄ was determined as 11.37 and after watching 
them X̄ was determined as 8.84 and SD was determined 
as 4.81. On the other hand, no significant difference was 
found in depression and resilience factors (challenge, 
dedication, and control). The results are presented in 
Table 5.

DISCUSSION

The first of the research results include the results 
obtained regarding anxiety scores. According to the results 
of analysis, there was a significant difference between 
the groups of anxiety score averages before and after 
watching the psychological support videos. After watching 
the psychological support videos, it was observed that the 
anxiety scores of the health workers decreased. When 
examined in terms of demographic variables, health 
workers participating in the survey in both women and 
men; married and unmarried; those who do not have 
children; in the age variable (under 25 years old, 26-35 
years old, and 56 years and over); in the education 
variable (university, master's, and doctoral graduates); 
in the position/title variable (physician, nurse, midwife, 
health personnel, and data entry personnel); in the 
working year variable ( those who have been working for 
0-10 years and for 16 years or more); in the transportation 
variable (those who come to work on their own vehicle, 
those who arrive by public transport, and those who reach 
work on foot); those who use cigarettes and alcohol; those 
who have a physiological disorder; in the variable of the 
number of shifts per month, in all groups (1 to 3 shifts, 3 
to 7 shifts, more than 7 shifts); in all groups (less than 1 
hour, between 1and 8 hours, more than 8 hours) during 
contact with a COVID-19-positive patient (less than 1 hour, 
between 1 and 8 hours, more than 8 hours), anxiety scores 
are decreased.
Our research finding is supported by the literature. In 
many studies conducted during the COVID-19 process, it 
has been reported that anxiety symptoms, anxiety levels, 
and stress symptoms are high in humans.22 It is stated that 
the pandemic causes negative emotional reactions such 
as anxiety, fear, and anger in adults and increases their 
stress levels as well as their susceptibility to psychological 
disorders such as anxiety disorders. It is also reported 
that the pandemic causes health workers struggling with 
the epidemic in the field to have symptoms related to 

anxiety disorders and their effective problem-solving 
skills to be reduced due to the stress and conflicts they 
experience.23

From the perspective of healthcare professionals, the 
prevalence of COVID-19 in the general population, its novel, 
unpredictable, and highly infectious nature, the need for 
physical distancing and isolation, and the associated high 
morbidity and mortality rates render conventional coping 
styles dysfunctional and necessitate adapting to new crisis 
and ways of thinking about the crisis. It creates a burden 
on all health workers. In the process, not only the sick 
individuals/society but also the healthcare professionals 
are affected physically and psychosocially by the process, 
as they are both members of the society and work at 
the forefront under serious risk. It is seen that it affects 
especially features such as long working hours, working 
with protective equipment that makes it difficult to work, 
being away from family and social support sources, risk of 
disease transmission, and witnessing the loss of caregivers/
team​mates​.24

It is important to note that approaches to the protection 
of the mental health of healthcare professionals are 
important; in these approaches, indiv​idual​s/healthcare 
professionals can be aware of and control their 
psychological reactions, develop problem-solving skills, 
and replace irrational cognitions that cause psychosocial 
problems with rational ones. In terms of preventive 
mental health,25 the application of anti-stress awareness-
based approaches in the psychological intervention and 
psychotherapeutic process, teaching relaxation techniques, 
and in risky periods such as epidemics, it is important to 
identify ineffective ways of coping and to teach effective 
coping methods instead of them, and to offer psychological 
support programs that can help increase their psychological 
resilience by emphasizing their strengths.26 It is well-known 
in the literature that healthcare workers are informed 
about how to protect themselves from danger and that 
adequate and appropriate psychosocial support practices 
prevent the development of psychopathology. Stress and 
coping techniques in the psychological support videos 
prepared in our study; relaxation exercises; effective coping 
techniques; systematic thinking errors such as rumination, 
overgeneralization, all or nothing thinking were committed.
Another finding related to anxiety scores is that there was 
no change in anxiety scores after watching psychological 
support videos in participants aged 36-45 and working 
for 11-15 years. This finding was evaluated as showing a 
correlation with the average working year of 11-15 for 
those aged 36-45. The lack of change in anxiety scores 
in the 36-45 age group can also be explained by the 
fact that this age group has children. In addition to the 
anxiety created by the pandemic, the reasons such as the 
fact that children stayed at home during the mentioned 
period continuing their education online and that family 
relations may have been disrupted due to limitations, 
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increased parenting burden of healthcare professionals 
in the care and education processes of their children, 
and the anxiety that they could infect their children 
with COVID-19 also cause stress and anxiety may have 
increased. The absence of a decrease in those who have 
children is a finding consistent with the literature. There 
are studies reporting that the anxiety and stress levels 
of people who have children are higher than those who 
do not have children and that the thought that their 
children will catch COVID-19 may cause higher anxiety 
in people.27

The second finding of the study is related to depression 
scores. According to the results of analysis, which 
was conducted to analyze the effect of psychological 
support videos, when the factor scores formed before 
and after watching the psychological support videos of 
the health professionals who participated in the survey 
were examined, the depression score averages did not 
cause a significant difference. This result may have 
resulted from the methodology of our study. In our study, 
a total of 4 psychoeducational videos were prepared 
due to the increasing workload and high tempo of 
healthcare professionals. These include stress and stress 
management, anxiety and coping styles, maintaining 
resilience and resilience, and depression. A single video 
about depression may not have been enough to decrease 
depression scores. However, after watching the videos, the 
depression scores of the health workers who participated 
in the survey decreased in those who used alcohol and 
those who had 1-3 shifts per month. This is thought to be 
due to the relationship between alcohol use and anxiety. 
Our finding is consistent with studies on alcohol use and 
the prevalence of anxiety. Among the anxiety disorders 
seen together with alcohol problems in the literature, 
it was reported that generalized anxiety disorder is the 
most common, secondary alcoholism rates are up to 20% 
in anxious patients, and that alcohol is a real problem in 
17.3% of patients with anxiety disorders.28

The increase in depression scores in high school graduates 
and the increase in anxiety and depression scores only in 
cleaning staff can be associated with the characteristics of 
the participants. The education level of both cleaning staff 
and high school graduates is lower than the other health 
workers who participated in the survey. Other healthcare 
professionals consist of individuals with undergraduate 
education. Having a lower education level than other 
healthcare professionals, understanding the nature of 
anxiety and depression such as stress, stress management, 
effective coping with stress and problem-solving skills, and 
systematic cognitive distortions, monitoring oneself using 
the introspection method through coping skills with these, 
may have created a feeling of inadequacy in integrating 
psychology knowledge into life and gaining awareness of 
what has been learned, and may have had an adverse effect 
due to inadequacy. This may have resulted in them getting 

a higher score than before watching the psychoeducational 
videos.
The last finding of the study is the results obtained 
regarding the analysis of psychological resilience scores. 
According to the results, when the factor scores of the 
health professionals who participated in the survey were 
examined before and after watching the psychological 
support videos, no significant difference was found in the 
psychological resilience dimension. Adapting to changing 
environments, identifying opportunities, adapting to 
constraints, responding more adaptively to the context 
of conditions, especially in difficult situations, showing 
resistance to difficulties and being more secure with 
resistance, a high level of resilience, defined as self-
assertion, a psychological capital, which is revealed 
by becoming goal-oriented and goal-oriented, is a 
protective factor against anxiety and depression.29 When 
evaluated in this context, it can be said that although 
our result on psychological resilience did not create a 
significant statistical difference as a result of monitoring 
psychological support videos, the decrease in anxiety and 
depression scores had a positive effect on psychological 
resilience. In addition, psychological resilience, which is 
positively affected by factors such as personal control, 
positive perspective, optimism, and perceived social 
support, can be seen in the pandemic process, in addition 
to the uncertainty caused by the nature of the virus and 
the increasing workload of healthcare professionals. It 
can be understood that despite receiving psychological 
support, it has not increased due to the fact that they 
could not develop personal control over the event due to 
their introspective work, could not maintain their positive 
perspective and optimism due to illness and death, and 
remained away from the existing social support networks.

Although this research was conducted in the field of clinical 
psychology, it is also related to social psychology. In social 
psychology, especially in times of crisis, seeing others as a 
source of information that will guide our behavior, believing 
that others interpret an uncertain situation more accurately 
than we do, and as a result, developing a course of action 
in accordance with the behavior of others is defined as 
an informative social effect.30 The pandemic process 
can also be considered as a crisis situation, especially at 
the beginning and at the time of the study. The lack of 
information about the nature of the virus, the incomplete 
and constantly changing information about the diagnosis 
and treatment process, and the contradictory information 
given by health politicians and scientists in our country and 
in the world are a problem for people. It has caused panic 
and crisis. We need informative social influence more in 
uncertain and crisis situations. In these periods, we believe 
that experts have more knowledge than us, and we turn to 
them to direct our behavior. In this context, the pandemic 
was an uncertain situation, especially it had a crisis effect 
at the beginning and the first periods that followed. This 
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crisis caused stress and anxiety. In order to eliminate and/
or manage the psychological effects (such as stress, anxiety, 
helplessness, insomnia, decrease in problem-solving skills) 
emerging here, experts (expert clinical psychologists 
who prepare and present the psychoeducational videos 
for this study) inform the participants about how they 
can manage their psychological picture in which they 
were found. This situation provided the opportunity for 
the participants to manage their behavior in accordance 
with the psychoeducational information given. This can 
be interpreted as a decrease in the anxiety and partly 
depression scores of the participants participating in the 
survey.
Human health is a biopsychosocial whole. Social traumas 
such as epidemics, disasters, and wars affect not only 
human biological health but also psychological and social 
health. The inclusion of clinical psychologists in the 
health policies created in such cases is important for the 
psychosocial integrity of the person.

Ethics Committee Approval: Ethical committee approval 
was received from the Ethics Committee of Sakarya University 
(Approval No: E-61923333-050.99-3500).

Informed Consent: Informed consent was obtained from 
the participants before starting the study.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept - E.Y., T.G.B., C.S.; Design 
- E.Y., T.G.B., C.S.; Supervision - E.Y., T.G.B., C.S.; Funding - 
E.Y., T.G.B., C.S.; Materials - E.Y., T.G.B., C.S.; Data Collection 
and/or Processing - E.Y., T.G.B., C.S.; Analysis and/or 
Interpretation - E.Y., T.G.B., C.S.; Literature Review - E.Y., 
T.G.B., C.S.; Writing - E.Y., T.G.B., C.S.; Critical Review - E.Y., 
T.G.B., C.S.

Declaration of Interests: The authors declare that they 
have no competing interest.

Funding: The authors declare that this study had received 
no financial support.

REFERENCES

1.	 Du Toit  A. Outbreak of a novel coronavirus. Nat Rev 
Microbiol. 2020;18(3):123-123. [CrossRef]

2.	 Sinanoğlu UD, Yonen E. COVID-19 Pandemic Psychosocial 
Impact Scale: scale development and reliability and valid-
ity study. Psychiatry Clin Psychopharmacol. 2022;32(1): 
72-79. [CrossRef]

3.	 Barboza GE, Schiamberg LB, Pachl L. A spatiotemporal 
analysis of the impact of COVID-19 on child abuse and 
neglect in the city of Los Angeles, California. Child 
Abuse Negl. 2021;116(2):104740. [CrossRef]

4.	 Ettman CK, Abdalla SM, Cohen GH, Sampson L, Vivier PM, 
Galea S. Prevalence of depression symptoms in US adults 
before and during the COVID-19 pandemic. JAMA Netw 
Open. 2020;3(9):e2019686. [CrossRef]

5.	 Liu CH, Zhang E, Wong GTF, Hyun S, Hahm HC. Factors 
associated with depression, anxiety, and PTSD symp-
tomatology during the COVID-19 pandemic: clinical 

implications for U.S. young adult mental health. Psy-
chiatry Res. 2020;290:113172. [CrossRef]

6.	 Zhou  J, Liu  L, Xue  P, Yang  X, Tang  X. Mental health 
response to the COVID-19 outbreak in China. Am J Psy-
chiatry. 2020;177(7):574-575. [CrossRef]

7.	 Barello  S, Palamenghi  L, Graffigna  G. Stressors and 
resources for healthcare professionals during the Covid-
19 pandemic: lesson learned from Italy. Front Psychol. 
2020;8(11):2179. [CrossRef]

8.	 Cordaro M, Grigsby TJ, Howard JT, Deason RG, Haskard-
Zolnierek K, Howard K. Pandemic-specific factors related 
to generalized anxiety disorder during the initial COVID-
19 protocols in the United States. Issues Ment Health 
Nurs. 2021;42(8):747-757. [CrossRef]

9.	 Monterrosa-Castro  A, Redondo-Mendoza  V, Mercado-
Lara M. Psychosocial factors associated with symptoms 
of generalized anxiety disorder in general practitioners 
during the COVID-19 pandemic. J Investig Med. 
2020;68(7):1228-1234. [CrossRef]

10.	 Xiang YT, Yang Y, Li W, et al. Timely mental health care 
for the 2019 novel coronavirus outbreak is urgently 
needed. Lancet Psychiatry. 2020;7(3):228-229. [CrossRef]

11.	 Sakaoğlu  HH, Orbatu  D, Emiroglu  M, Çakır  Ö. Covid-19 
salgını sırasında sağlık çalışanlarında Spielberger durumluk 
ve sürekli kaygı düzeyi: Tepecik Hastanesi Örneği. Tepecik 
Eğit Araşt Hast Derg. 2020;30(Ek sayı):1-9. [CrossRef]

12.	 Pappa  S, Ntella  V, Giannakas  T, Giannakoulis  VG, 
Papoutsi  E, Katsaounou  P. Prevalence of depression, 
anxiety, and insomnia among healthcare workers during 
the COVID-19 pandemic: a systematic review and  
meta-analysis. Brain Behav Immun. 2020 ;88:901-907. 
[CrossRef]

13.	 McAlonan GM, Lee AM, Cheung V, et al. Immediate and 
sustained psychological impact of an emerging infec-
tious disease outbreak on health care workers. Can J 
Psychiatry. 2007;52(4):241-247. [CrossRef]

14.	 El-Hage W, Hingray C, Lemogne C, et al. Les profession-
nels de santé face à la pandémie de la maladie à coro-
navirus (COVID-19): quels risques pour leur santé mentale 
? Encephale. 2020;46(3):73-S80. [CrossRef]

15.	 Kang L, Ma S, Chen M, et al. Impact on mental health 
and perceptions of psychological care among medical 
and nursing staff in Wuhan during the 2019 novel coro-
navirus disease outbreak: a cross-sectional study. Brain 
Behav Immun. 2020;87:11-17. [CrossRef]

16.	 Akbolat  M, Işık  O, Karadağ  M. Tıbbi sekreterlerin 
tükenmişlik ve örgütsel bağlılık tutumlarına ilişkin bir 
araştırma. Uluslararası İktisadi İdari İncelemeler Derg. 
2010;4:41-64.

17.	 Wu P, Liu X, Fang Y, et al. Alcohol abuse/dependence symp-
toms among hospital employees exposed to a SARS out-
break. Alcohol Alcohol. 2008;43(6):706-712. [CrossRef]

18.	 Kobasa SC. Stressful life events, personality, and health: 
an inquiry into hardiness. J Pers Soc Psychol. 1979;37(1):1-
11. [CrossRef]

19.	 Matos PS, Neushotz LA, Griffin MTQ, Fitzpatrick JJ. An 
exploratory study of resilience and job satisfaction 
among psychiatric nurses working in inpatient units. Int 
J Ment Health Nurs. 2010;19(5):307-312. [CrossRef]

20.	 Aydemir Ö, Güvenir T, Küey  L, Kültür  S. Reliability and 
Validity of the Turkish version of Hospital Anxiety and 
Depression Scale. Turk J Psychiatry. 1997;8(4):280-287.



298

Yöyen et al. An Experimental Research

21.	 Işık  Ş. Psikolojik Dayanıklılık Ölçeği’nin geliştirilmesi: 
geçerlik ve güvenirlik çalışması. The J Happiness Well-
Being. 2016;4(2):165-182.

22.	 Chen SX, Ng JCK, Hui BPH, et al. Dual impacts of coro-
navirus anxiety on mental health in 35 societies. Sci Rep. 
2021;11(1):8925. [CrossRef]

23.	 Bekaroğlu  E, Yılmaz  T. COVID-19 and psychological 
effects: a review in clinical psychology perspective. 
Nesne Psikhol Derg. 2020;8(18):573-584.

24.	 Hiçdurmaz  D, Özçetin  YS. COVID-19 pandemisinde ön 
safta çalışan hemşirelerin ruhsal sağlığının korunması ve 
ruhsal travmanın önlenmesi. HUHEMFAD-JOHUFON. 
2020;7:1-7.

25.	 Melnyk  BM, Kelly  SA, Stephens  J, et al. Interventions  
to improve mental health, well-being, physical health, 
and lifestyle behaviors in physicians and nurses: a sys-
tematic review. Am J Health Promot. 2020;34(8):929-
941. [CrossRef]

26.	 Mukhtar PS. Mental wellbeing of nursing staff during the 
COVID-19 outbreak: a cultural perspective. J Emerg 
Nurs. 2020;46(4):426-427. [CrossRef]

27.	 Wang C, Pan R, Wan X, et al. Immediate psychological 
responses and associated factors during the initial stage 
of the 2019 coronavirus disease (COVID-19)epidemic 
among the general population in China. Int J Environ Res 
Public Health. 2020;17(5):1729. [CrossRef]

28.	 Thyer BA, Parrish RT, Himle J, Cameron OG, Curtis GC, 
Nesse  RM. Alcohol abuse among clinically anxious 
patients. Behav Res Ther. 1986;24(3):357-359. [CrossRef]

29.	 Roy D, Tripathy S, Kar SK, Sharma N, Verma SK, Kaushal V. 
Study of knowledge, attitude, anxiety & perceived men-
tal healthcare need in Indian population during COVID-19 
pandemic. Asian J Psychiatry. 2020;51:102083. [CrossRef]

30.	 Cialdini RB, Goldstein NJ. Social influence: compliance 
and conformity. Annu Rev Psychol. 2004;55:591-621. 
[CrossRef]


