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Abstract 

Background and aim: Health care workers (HCWs), mostly frontliners, are encountering numerous physical and 
psychosocial stressors, and even managing some conflicts over the course of the novel coronavirus disease 2019 
(COVID-19). In this respect, the present study was to investigate the prevalence rate of occupational burnout (OB) in 
such workers during this pandemic.

Materials and methods: This cross-sectional study was conducted between April 6 and May 30, 2020, via an online 
survey in 31 provinces of Iran, on HCWs selected based on convenience sampling method. For data collection, a 
socio-demographic information form and the Maslach Burnout Inventory (MBI) was utilized. Descriptive statistics, Chi-
square test, and multivariate regression analysis were also applied to test the research hypotheses.

Results: In total, 7626 HCWs participated in the present study. Accordingly, 73.2 and 26.8% of the workers were 
female and male, respectively. As well, 57.8% of the respondents were nurses and 14.4% of the cases were clinicians. 
Moreover, 44.8% of the participants had thus far worked in isolation wards and 40.3% of these individuals reported 
working for 4–8 hours with COVID-19 patients. The prevalence rate of OB was 18.3%. Besides, 34.2, 48.7, and 56.1% of 
the respondents had severe levels of emotional exhaustion (EE), higher depersonalization (DP), and decreased sense 
of personal accomplishment (PA), respectively. Besides, the HCWs at the age range of 20 to 30, having female gender, 
no children, and a bachelor’s degree, and working in isolation wards showed the higher levels of OB with reference to 
the Chi-square test results (p < 0.001). Accordingly, the statistical test outcomes demonstrated that a history of physi-
cal illnesses (p = 0.001) and psychiatric disorders (p = 0.044) could be the best predictor of OB throughout the first 
peak of the COVID-19 pandemic.

Conclusion: Regarding the high prevalence rate of OB among the HCWs and the remaining COVID-19 journey in 
Iran, health care managers are recommended to orient the required management and coping strategies toward 
improving mental health in these individuals.
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Background
The novel coronavirus disease 2019 (COVID-19) [1], 
caused by severe acute respiratory syndrome (SARS)-
associated coronavirus, was firstly reported in Wuhan, 
China, in December 2019, and quickly spread around the 
world, leading to global health threats and emergencies 
[2, 3]. Based on the World Health Organization (WHO) 
statistics on March 10, 2022, so far 7,107,167 cases with 
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COVID-19 confirmed have been detected in Iran, with 
138,433 deaths, within approximately 2 years from the 
onset of the COVID-19 pandemic [1].

In line with a Spanish study, 4.5% of HCWs had suf-
fered from acute stress during the COVID-19 outbreak 
[4]. Currently, all health care systems are facing some 
challenging conditions, including numerous physical-
psychosocial stressors, and even conflicts in professional 
ethics, sense of responsibility, and fear of being infected 
and transferring it to their own families, no childcare 
support, shortages of personal protective equipment, 
the rapid spread of the disease, failures in most nations 
to meet demands, and insufficient time to cope with 
this situation [3, 5–8]. A systematic review, reflecting 
on COVID-19 and its mortality rate in HCWs, in April 
2020, had further established that the number of infected 
workers ranged from 1.03 to 10.7%, according to the 
statistics reported in each country. On the other hand, 
regarding the death rates, there were up to 605 HCWs 
all over the world, who had already lost their lives at the 
time of the pandemic [9]. Another systematic review 
and meta-analysis of the articles published in 2020 had 
similarly validated that the prevalence rate of the infec-
tion among HCWs was 11 and 7% with reference to the 
reverse transcription-polymerase chain reaction (RT-
PCR) and the antibody screening test results, respectively 
[10]. Furthermore, one survey had revealed that thou-
sands of workers infected with COVID-19 had expired 
worldwide [11].

As defined by the WHO in the 11th revision of the 
International Classification of Diseases (ICD-11), occu-
pational burnout (OB) is “a syndrome resulting from 
chronic workplace stress that has not been success-
fully managed” [12–14]. This phenomenon also repre-
sents not only the manifestations of negative emotions 
but also the absence of positive ones [3]. OB is further 
characterized by three features, i.e., severe levels of emo-
tional exhaustion (EE), higher depersonalization (DP), 
and decreased sense of personal accomplishment (PA) 
[15]. A systematic review in this domain had thus con-
firmed the significant development of OB among HCWs 
during the SARS and Middle East respiratory syndrome 
(MERS) epidemics [16]. Working in isolation wards, 
having special protective clothing on, higher exposure 
to COVID-19 patients, increased levels of workload dur-
ing 1 month or long shifts, and fear of being infected 
and transferring it to their own families could accord-
ingly have considerable negative consequences on men-
tal health in HCWs, augmenting the possibility of being 
susceptible to OB [2, 13, 17, 18].

The results of one study had similarly revealed 
that 81.6% of the nurses had undergone mild OB, 
and 43.5–62.0% of the cases had been subjected to 

moderate-to-severe OB during COVID-19 [3]. Neverthe-
less, a systematic review had reported the prevalence rate 
of OB by 28% among the frontline [19], and the severity 
of this condition could be significantly associated with 
various individual (personality and self-esteem), social 
(lack of support and nationality), and organizational (job 
stress and workload) factors [20].

Of note, OB is assumed as a major global health prob-
lem, resulting in decreased mental health and well-
being in HCWs as well as lower motivation to provide 
health care services, reduced quality of care delivered to 
patients, higher medical errors, and an elevated rate of 
absenteeism and turnover at the time of the pandemic [5, 
18, 21]. Besides, HCWs with OB are more likely to feel 
dissatisfied with their positions and even look for other 
ones [21]. Highlighted in the related literature, hospital 
wards have been regarded as the most effective factor in 
OB severity [22, 23], so that, among the HCWs, nurses 
working in emergency wards and intensive care units 
(ICUs) have been more supposed to suffer from OB due 
to the higher levels of stress, workload, and exposure to 
patients with COVID-19 confirmed [24].

Based on the results of a survey in China, some fac-
tors, such as personnel agency, working experience for 5 
years or lower, three or more night shifts weekly, work-
ing in isolation wards, and having contacts with medical 
staff confirmed or suspected around, were among the sta-
tistically significant predictors of OB in nurses [2]. Cor-
respondingly, another study had found that OB could be 
correlated with nurses’ resilience, parenting stress, mari-
tal status, number of children, employment type, and 
gender, so that these individuals had reported higher lev-
els of OB, less resilience, and higher tensions in terms of 
relationships with their children [25].

Depression, anxiety, and stress are additionally among 
the important psychological problems that may even give 
rise to emotional disturbance as the predisposing factor 
of OB [25, 26]. In this regard, there is a positive signifi-
cant correlation between OB and anxiety and depression, 
according to the results of some studies, so that 77.1% of 
OB could be related to anxiety or depression, and 84.0% 
of anxiety and depression was associated with OB [27]. 
The results of one survey in Iran had further indicated 
that employment status, experience in caring for infected 
patients, hospital resources, and workplace stress were 
among the considerably significant risk factors of OB 
during the COVID-19 pandemic [28].

Even if a wide range of studies have been thus far ful-
filled regarding OB all over the world and in Iran, as 
highlighted in the literature, working environments 
are completely different in each setting over the course 
of the pandemic as the most important factor shaping 
HCWs’ functions. As stated in the survey by Guan, OB 
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could be significantly associated with the working envi-
ronment perceptions [29]. Some limitations mentioned 
in the related literature in Iran have been also small sam-
ple size, no sample selection from other regions of the 
country [28], as well as limited socio-demographic and 
work-related data assessments [30]. In addition, no study 
has so far assessed OB among HCWs in all provinces of 
Iran, to the best of the authors’ knowledge. Therefore, 
the study results had implications and high generaliza-
tion value as an effective guideline for health care man-
agers. Accordingly, this study aimed to investigate the 
prevalence rate of OB in Iranian HCWs at the time of 
the COVID-19 pandemic.

Materials and methods
Study design and participants
In this web-based cross-sectional survey, a total num-
ber of 7626 HCWs in 31 provinces of Iran was recruited 
through the convenience sampling method, from April 
6 to May 30, 2020. All the workers agreed to participate 
in the study.

Instruments and data collection
A web-based questionnaire in Persian was completed 
using an online platform, developed by Sadra Rayaneh 
Novin Tabarestan Engineering Co., Mazandaran, Iran. 
For data collection purposes, the questionnaire was 
distributed via cyberspace, including popular messag-
ing apps, i.e., WhatsApp, Instagram, and Short Message 
Service (SMS). In this study, two main instruments were 
accordingly applied, viz. a socio-demographic informa-
tion form and the Maslach Burnout Inventory (MBI). 
Finally, the respondents’ scores were automatically calcu-
lated and promptly reported, as the questionnaires were 
received. Furthermore, the HCWs, obtaining high scores 
on the MBI (namely, unfavorable mental health), were 
recommended to contact the 4030 Call System, designed 
by Iran’s Ministry of Health and Medical Education, for 
free-of-charge consultations and read two stress manage-
ment booklets available in this regard.

Socio‑demographic information form
The socio-demographic information form contained 
items, such as gender, age, marital status, place of liv-
ing, level of education, academic major, working posi-
tion, years of working experience, a history of mental 
and physical problems, number of children, and hos-
pital wards (namely, inpatient or outpatient ones). As 
well, some items about COVID-19 were investigated 
in this study.

MBI
The MBI was a 22-item questionnaire, as a standard tool 
to measure burnout, including OB [3, 31]. This scale was 
comprised of three dimensions, viz. EE, DP, and PA [32] 
scored on a seven-point Likert-type scale, ranging from 
0 to 6. In this sense, score 0 meant “never occurs to me” 
and score 6 denoted “occurs to me every day”. The EE 
dimension was also made up of nine items (no. 1, 2, 3, 
6, 8, 13, 14, 16, and 20), whose total score ranged from 0 
to 54. The scores 0–18 also showed low OB, 19–26 rep-
resented moderate OB, and the values above 26 referred 
to high OB. Likewise, the DP dimension consisted of five 
items (no. 5, 10, 11, 15, and 22) with a total score rang-
ing from 0 to 30, so that the scores 6–9 indicated moder-
ate OB, and those higher than 9 pointed to high OB. The 
PA dimension was additionally comprised of eight items 
(no. 4, 7, 9, 12, 17, 18, 19, and 21), whose overall score 
was from 0 to 48 so that the scores 34–39 denoted mod-
erate OB, and the values lower than 34 showed high OB. 
According to the MBI total score, burnout was divided 
into no OB (< 50), mild OB (50–75), moderate OB (76–
100), and severe OB (> 100) [3]. As well, the high scores 
of the EE and DP dimensions and the low values of the 
PA one referred to OB [33, 34]. The internal consist-
ency coefficients of the OB sub-scales had been further 
reported by α = 0.85, α = 0.82, and α = 0.52 for EE, DP, 
and PA, respectively [31]. The reliability coefficient of the 
questionnaire had been already established for the first 
time in Iran, using the test-retest method, and its reliabil-
ity had been measured by Cronbach’s alpha coefficient of 
0.78 and 0.86, respectively [35]. In the present study, the 
reliability had been confirmed by Cronbach’s alpha coef-
ficients of α = 0.88, α = 0.81, α = 0.61, and α = 0.79 for the 
EE, PA, DP, and OB dimensions, respectively.

Upon receiving the ethics committee approval, the 
questionnaire was distributed. First, ethical aspects, 
including the codes of ethics and the privacy of 
responses, were clarified. Then, the OB scores were dis-
played, and the relevant data, such as management strat-
egies to deal with OB and the corresponding author’s 
e-mail were provided in this regard.

Statistical analysis
The data analysis was performed using the Statistical 
Package for the Social Sciences (SPSS, ver. 24) software 
(SPSS Inc., IBM Corporation, USA). To identify the miss-
ing data, they were also checked and cleaned before 
further analysis. Descriptive analyses, mean ± standard 
deviation (SD), were also utilized to illustrate the quan-
titative variables. Moreover, frequency and percentage 
were applied to describe the qualitative ones. The preva-
lence rate of OB caused by COVID-19 was additionally 
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reported. The univariate and multivariate logistic regres-
sion models were correspondingly exploited to investi-
gate the potential predictors of OB during the COVID-19 
pandemic. As well, p<0.05 was considered statistically 
significant.

Results
The HCWs’ socio-demographic characteristics are shown 
in Table 1. In total, 7626 HCWs participated in the pre-
sent study. In this respect, there were 1098 (14.4%) cli-
nicians, 4409 (57.8%) nurses, and 2119 (27.8%) HCWs 
involved in other fields. The majority of the HCWs were 
female (73.2%), married (55.8%), working as a nurse 
(57.8%), and aged 20–30 (56.2). Moreover, 8.4 and 19.6% 
of the respondents reported a history of psychiatric dis-
orders and physical illnesses, respectively. In addition, 
44.8% of the HCWs were working in isolation wards 
for COVID-19 and 40.3% of them were working for 
4–8 hours a day with the patients confirmed.

The prevalence rate of OB was also 18.3% in the 
HCWs over the course of the COVID-19 pandemic. 
Besides, most of the HCWs had experienced severe 
OB in all three dimensions. Therefore, 34.2, 48.7, and 
56.1% of the participants reported severe EE, DP, and 
PA, respectively (Table 2).

Table 1 Sociodemographic characteristics of participants

Variables Frequency 
(percent), 
N = 7626

Age (Years) 20–30 4287 (56.2)

31–40 2286 (30.0)

41–50 829 (10.8)

> 50 224 (3.0)

Gender Male 2044 (26.8)

Female 5582 (73.2)

Marital status Single 3176 (41.6)

Married 4257 (55.8)

Divorced or widowed 193 (2.5)

Having children Yes 2694 (35.3)

No 4932 (64.7)

Level of education Undergraduate 888 (11.6)

Bachelor’s degree 5323 (69.8)

Master’s and Ph.D. degree 628 (8.3)

General and special professional doctorate 787 (10.3)

Occupation Clinician 1098 (14.4)

Nurse 4409 (57.8)

Others 2119 (27.8)

Working in isolated units Yes 3420 (44.8)

No 4206 (55.2)

Working hours with COVID‑19 patients <  4 3196 (41.9)

4–8 3074 (40.3)

> 8 1356 (17.8)

History of physical illness Yes 1497 (19.6)

No 6129 (80.4)

History of psychiatric disorders Yes 639 (8.4)

No 6987 (91.6)

Table 2 The prevalence of occupational burnout among HCWs

Severity Mild Moderate Severe
Variable

Emotional exhaustion 2604 (34.1%) 2410 (31.7%) 2605 (34.2%)

Depersonalization 716 (9.4%) 3192 (41.9%) 3711 (48.7%)

Personal accomplishment 1900 (24.9%) 1449 (19.0%) 4270 (56.1%)

Yes No

Having occupational burnout 1395 (18.3%) 6231 (81.7%)
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The HCWs’ OB during the COVID-19 pandemic, 
stratified by the socio-demographic variables, is outlined 
in Table 3. The Chi-square test results also showed that 
OB was significantly different in terms of some variables, 
such as age, gender, having children, level of education, 
and working in isolation wards (p < 0.001). Accordingly, 
female participants, having no children, at the age range 
of 20 to 30, holding a bachelor’s degree, and working as a 
nurse in isolation wards had higher levels of OB as com-
pared with others.

Statistical analysis showed most of the female HCWs 
experienced severe EE (26.9%), DP (35.3%), and PA 
(41.7%). However, most of the HCWs who had no chil-
dren had a severe levels of EE (23.7%), DP (34.4%) and, 
PA (39.5%). Most of the 20 to 30-years-old HCWs had 
severe EE (21.0%), DP (31.6%) and, PA (34.9%). 25.0, 35.6, 
and 40.8% of HCWs with bachelor’s degrees experienced 
the severe level of EE, DP, and PA, respectively. Also, 
nurses experienced the severe levels of EE, DP, and PA in 
comparison to other HCWs.

In view of that, logistic regression analysis was used to 
describe the OB predictors (Table 4). The statistical test 
results additionally demonstrated a history of physical ill-
nesses (odds ratio [OR]: 0.440, 95% confidence interval 
[CI]: 0.270–0.718, p = 0.001) and psychiatric disorders 
(OR: 0.537, 95% CI: 0.293–0.985, p = 0.044), as the pre-
dictors of OB during the first peak of COVID-19. The 
logistic regression model outcomes similarly revealed a 
non-significant difference between clinicians and nurses 
(OR: 0.756, 95% CI: 0.373–1.530, p = 0.437 vs. OR: 1.745, 
95% CI: 0.456–6.684, p = 0.416, respectively) and hav-
ing children and others (OR: 1.250, 95% CI: 0.686–2.279, 
p = 0.466) in terms of OB.

Discussion
The main purpose of this study was to investigate 
the prevalence rate of OB in HCWs at the time of the 
COVID-19 pandemic. The study findings established 
that 18.3% of the HCWs had experienced OB. In addi-
tion, 34.2, 48.7, and 56.1% of these workers presented 
severe levels of EE, DP, and PA, respectively. Like the 
present study, these frequencies were equal to 40.7, 30.2, 
and 36.4% in an Italian survey during the first 4 months 
of the COVID-19 pandemic, respectively [36]. Moreo-
ver, these values had been reported respectively by 38.5, 
31.2, and 33.6% in one study in Saudi Arabia, 10 months 
after the onset of COVID-19 [37]. The prevalence rate of 
OB was also slightly different in the study by Jalili et al. 
in Iran [30]. Accordingly, they had reported the preva-
lence rate of OB and the high levels of EE, DP, and PA 
by 53.0, 50.1, 13.2, and 85.5%, respectively. The differ-
ent levels of OB in the given study were associated with 
the fact that the given phenomenon had been simply 

assessed during the first 2 months of COVID-19 just in 
one city in Iran and the response rate had been moder-
ate. However, the present survey was conducted in all 
provinces of Iran with larger sample size. Overall, the 
discrepancy in the prevalence rates could be attributed 
to the pandemic time. One to 2 years after the SARS out-
break, Maunder et al. had also revealed that OB had ele-
vated among HCWs [38], so the assessment time could 
be of utmost importance. On the other hand, OB during 
the pandemic conditions could be time-dependent. As 
COVID-19 had fluctuated in Iran, the HCWs might have 
experienced the peaks of the disease, and this might have 
affected their mental health. In addition, the controlled 
COVID-19 condition was not similar in different coun-
tries and even the cities in the same country. Therefore, 
comparisons sound complicated.

Besides, the study results confirmed that the nurses 
had been subjected to significantly higher levels of EE, 
DP, and PA than other HCWs during the pandemic. In 
the survey by Naldi et al. during the COVID-19 outbreak, 
the statistical test results had revealed no significant dif-
ference between the nurses and other HCWs although 
the nurses had suffered from more severe distress than 
others [36]. In one other study in Iran, medical residents 
and then nurses had significantly undergone higher lev-
els of EE and PA all through the first peak of COVID-19 
[30]. Occupational stress could be thus one of the pre-
dictors of OB and nurses could endure stress and other 
mental pressures, especially during the COVID-19 pan-
demic [39], such as conflicts with supervisors, patients, 
and their families, role overload, and increased working 
hours [40, 41].

However, Barello et  al. had reported that nurses had 
faced higher prevalence rates of OB compared with other 
workers [42]. This discrepancy might be related to the 
fact that the nurses working in different wards had not 
suffered from similar OB. For example, Ahmadi et al. had 
demonstrated that the ICU and emergency ward nurses 
were more likely to be influenced by OB than those work-
ing in orthopedic and hemodialysis ones [43]. Besides, 
one study had reported that surgical residents could fre-
quently experience higher levels of OB than others [44], 
however, neurology residents had undergone the same 
condition in Kulik et al [45] Another survey in Iran had 
further established that residents working in emergency 
and surgical wards had been subjected to more OB as 
compared with others [46]. Even though the long working 
hours per week for the medical residents were expected, 
they were significantly correlated with OB in pediatric 
residents, as reported by Treluyer and Tourneux [47].

In the present study, OB was significantly different in 
terms of direct contact with COVID-19 patients and 
the hours spend with them by each worker. Most of the 
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HCWs also reported that OB was not effective in isola-
tion wards. But, direct contact with COVID-19 patients 
and long working hours were significantly associated 
with OB in Roslan et  al [48] A study in Iran had also 
found that the OB scores had been higher in frontliners 
in comparison with non-frontline HCWs [28]. Although 
the workers involved in isolation wards were using spe-
cial protective clothing and equipment, anxiety had 
merely occurred due to no awareness of definite COVID-
19 in the non-isolation wards. In Mira et  al., the acute 
stress score had been higher in hospitals with higher 
COVID-19 death rates [4]. In the study by Koutsimani 
et al., a significant relationship had been further observed 
between anxiety and OB [49]. Guixia and Hui had simi-
larly shown that burnout was positively correlated with 
anxiety during this pandemic [3]. Correspondingly, 
Azizi et  al. had reported that working hours spent with 
COVID-19 patients were significantly associated with 
anxiety induced by COVID-19 [50].

One of the variables that had not been assessed in pre-
vious studies in Iran was the working experience with 
regard to OB during COVID-19. In the present study, 
the working experience was also significantly different 
among the HCWs in terms of OB. Therefore, the lower 
the working experience, the greater the OB. Neverthe-
less, one other survey in Iran had demonstrated that 
working experience was not significantly correlated with 
the OB severity [14]. The lack of similar studies also made 
the comparisons of the results in this survey difficult.

Besides, the statistical results of the present study 
revealed a significant discrepancy between the male and 
female participants regarding OB. In this sense, the female 
HCWs experienced more OB than males. These results 
were in line with the reports by Alanazi et al [37] In the sur-
vey by Alrawashdeh et al., female clinicians had also faced 
higher OB during the COVID-19 pandemic [51]. High 
occupational demand might have been related to high OB. 
It seems that reducing occupational demands is a protective 

Table 4 Logistic regression for predictors of occupational burnout

Variables Univariate Multivariate

OR 95% CI P‑value OR 95% CI P‑value

Gender Male Ref. Ref. Ref. Ref. Ref. Ref.

Female 0.770 0.683–0.867 < 0.001 1.177 0.746–1.856 0.484

Age 20–30 0.626 0.447–0.876 0.006 0.804 0.340–1.901 0.619

31–40 0.768 0.545–1.083 0.133 0.685 0.322–1.457 0.326

41–50 0.833 0.577–1.204 0.331 1.245 0.600–2.585 0.556

> 50 Ref. Ref. Ref. Ref. Ref. Ref.

Marital status Single 1.096 0.795–1.510 0.576 1.007 0.307–3.309 0.991

Married 1.219 0.887–1.676 0.223 1.158 0.373–3.590 0.800

Divorced/widowed Ref. Ref. Ref. Ref. Ref. Ref.

Having children Yes 1.215 1.090–1.355 < 0.001 1.250 0.686–2.279 0.466

No Ref. Ref. Ref. Ref. Ref. Ref.

Level of education Undergraduate 1.533 1.148–2.047 0.004 0.316 0.016–6.189 0.448

Bachelor’s degree 1.105 0.937–1.304 0.234 1.088 0.330–3.591 0.889

Master’s and Ph.D. degree 1.877 0.900–1.304 0.093 1.469 0.263–8.195 0.661

General & special profes-
sional doctorate

Ref. Ref. Ref. Ref. Ref. Ref.

Occupation Clinician 1.321 0.775–2.252 0.306 0.756 0.373–1.530 0.437

Nurse 2.209 0.632–7.716 0.214 1.745 0.456–6.684 0.416

Other Ref. Ref. Ref. Ref. Ref. Ref.

Working hours with COVID-19 patients < 4 1.982 1.718–2.285 < 0.001 1.163 0.592–2.284 0.661

4–8 1.196 1.043–1.372 0.011 0.793 0.416–1.510 0.480

> 8 Ref. Ref. Ref. Ref. Ref. Ref.

Working in isolated wards Yes 0.743 0.670–0.823 < 0.001 0.988 0.596–1.638 0.962

No Ref. Ref. Ref. Ref. Ref. Ref.

History of physical illness Yes 0.653 0.577–0.738 < 0.001 0.440 0.270–0.718 0.001

No Ref. Ref. Ref. Ref. Ref. Ref.

History of psychiatric disorder Yes 0.621 0.523–0.737 < 0.001 0.537 0.293–0.985 0.044

No Ref. Ref. Ref. Ref. Ref. Ref.
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factor among females. As a result, they may be subjected 
to higher levels of OB over the course of COVID-19 [52]. 
Likewise, married HCWs had experienced significantly 
high levels of OB while it was not so in other research [15, 
30]. As married people had to play different roles, includ-
ing responsibilities at home and childcare, they might 
have been subjected to higher burnout [53]. In the present 
study, having no children was significantly correlated with 
a higher prevalence rate of OB, in agreement with the sur-
vey by Jalili et al. [30], but contrasting the reports by Huang 
et al. and Lai et al [54, 55] Childless people might also live 
through more depression and mental health problems [56]. 
Moreover, they may not receive appropriate social support 
[57] and be more vulnerable to burnout.

The sample size in the present study was larger compared 
with that in other surveys, which boosted the generalizability 
of the results to manage the COVID-19 pandemic. Regard-
ing the high prevalence rate of OB among the HCWs and the 
unfinished COVID-19 conditions in Iran, health care man-
agers are recommended to orient the management strate-
gies toward improving mental health in such workers [58]. 
As regards, Iran faces multiple peaks of this infection, so it 
is suggested to assess mental health, particularly OB, at dif-
ferent times of the pandemic. Health care managers should 
also adopt multiple coping strategies, including spiritual 
health promotion, to tackle OB [59–61], and use digital tools 
to provide emotional support for controlling acute stress and 
emotional distress during and after the COVID-19 pandemic 
[62]. One limitation of the present study was the application 
of social media to collect the data, so not everyone might 
have access to such media or have much time to tap them.

Conclusion
The prevalence rate of OB was 18.3% in the Iranian 
HCWs over the course of the COVID-19 pandemic. Spe-
cial attention, including screening and organizational 
support, should thus target the cases with less experi-
ence, female gender, having no children, aged 20–30, 
holding a bachelor’s degree, and working as a nurse in 
isolation wards of the hospital, who might have higher 
levels of OB in relation to others.
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