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Abstract 

Background: The severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) is an emerging 

infection causing a widely spread pandemic of Coronavirus disease 2019 (COVID-19). The current 

COVID-2019 pandemic is prompting fear of falling sick, dying, helplessness and stigma, urgent and 

timely understanding of mental health status of the people who are infected with COVID-19 is needed 

both from medical and non-medical professionals. Our investigation designed to survey the 

psychological impact of COVID-19 on confirmed positive health care workers of a selected 

government hospital, Dubai. UAE 

Methods: During the later months of the year 2021, we conducted an online-based survey using a 

purposive sample technique. The surveys collected data about aspects of participant sociodemographic, 

psychological impact, and mental health status. We assessed the psychological impact and mental 

health status using the Impact of Event Scale-Revised (IES-R), and the Depression, Anxiety, and Stress 

Scale (DASS-21). 

Results: Our survey recruited 117 respondents of the both medical and non-medical professionals. 

Average score of the participants on the impact of event scale (IES-R) questionnaire was 29.5±33. 

More than half of the participants (66.6%) had normal scores on the IES-R, but 12.8% had scores in the 

mild range, 3.41% in the moderate range and 17.9% classified as severe. On the DASS, 50.9% had 

normal scores on the stress subscale, 55.2% on the anxiety subscale, and 58.9% on the depression 

subscale. Severe symptoms of stress were experienced by 4.3%, which is more or less similar to the 

5.6% who experienced severe symptoms of depression and 7.9% who experienced severe symptoms of 

Anxiety. 

Conclusion: Throughout the different waves of the COVID-19 outbreak in UAE, the results showed 

that nearly one-fourth of the sampled population experienced moderate to severe psychological impact. 

Following specific precautionary measures appeared to have a protective effect on the individual's 

mental health. Our findings can be used to construct psychological interventions directed toward 

vulnerable populations and to implement public mental health strategies in the early stages of the 

outbreak. 

 

Keywords: Coronavirus, IES, psychological impact, pandemic, depression, anxiety, stress 

 

1. Introduction 

Since its inception in December 2019 in the Hubei province of China, the novel coronavirus 

disease (COVID-19) is spreading rapidly both locally and internationally (Li et al., 2020; 

Zhu et al., 2020) [28, 31]. In only a span of a month, the disease caused by the virus was 

considered a public health emergency by the World Health Organization and was declared a 

pandemic by March 2020 (WHO, 2020) [27]. Amidst the development of this infectious 

disease in 206 countries throughout the world, health care workers remain the main persons 

involved in the screening and treatment of this condition throughout. Despite remaining the 

crisis management personnel, the HCW are not themselves immune to the psychological 

consequences due to COVID-19. Among the healthcare workers also, the front-line workers 

involved directly in handling these patients are at greater risk than others. The reasons for 

such adverse psychological outcomes in them range from excessive workload/work hours, 

inadequate personal protective equipment, over-enthusiastic media news, feeling 

inadequately supported (Cai et al., 2020; Tam et al., 2004; Lee et al., 2018; Styra et al., 

2008) [32, 33, 34, 35]. 
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Another important reason for such psychological impact is 

the infection rate among medical staff. The sudden reversal 

of role from HCW to a patient might lead to frustration, 

helplessness, adjustment issues, stigma, fear of 

discrimination in the medical staff (Rana et al., 2020) [36]. 

To the best of our knowledge, there are limited published 

studies assessing the Health care workers psychological 

impact to the emerging coronavirus infections in UAE. 

Therefore, this study aims to measure the degree of 

psychological impact among the health care workers in 

selected government hospitals resulted from the COVID-19 

pandemic. 

 

2. Materials and Methods 

2.1. Study design and setting 

This study followed a cross-sectional design to assess the 

health care workers psychological impact on the COVID19 

pandemic in selected government hospitals of Dubai, UAE. 

We used an online-based questionnaire distributed through 

WhatsApp and emails, participants. Physical distribution 

was not feasible due the ongoing pandemic situation. 

Participants have received the survey request through 

WhatsApp’s and email links given by the head of the 

departments and the in charges and supervisors after getting 

the verbal consent from the participants. After clicking on 

the link of the survey, a cover page showing the study's title, 

purpose, and needed time for completion showed up. If they 

agreed to participate, they were asked to click “start the 

survey,” and then they start answering the survey questions. 

 

2.2 Study procedure 

As mentioned earlier, the survey was distributed during a 

period pandemic situation, therefore, we followed an online 

data collection technique. The survey was done online by 

using a common platform of Dubai health authority 

(Microsoft forms online). The study protocol was approved 

by the Dubai Scientific Research Ethics Committee 

(DSREC), Dubai Health Authority, Reference No (DSREC-

08/2021_07). All participants were informed about study 

purposes and provided informed consent. Data were kept 

confidential and were not disclosed unless for study 

purposes. Data collected was conducted over a period of 3 

weeks (November to December 2021) after one and half 

year of the Covid-19 infection and social distancing 

measures were still being implemented and strictly 

guidelines were followed by the health authorities The 

calculated sample size was 117 based on the assumption of 

anticipated% frequency (p) of more than 50 percent of 

respondents will have psychological impact of the outbreak 

as moderate or severe in previous studies,5% margin of 

error, confidence interval(%) of 95% and a design effect of 

3 as we followed non-probability sampling. 

 

2.3 Survey 

The adopted questionnaire covers several aspects of 

participant sociodemographic, psychological impact. 

Sociodemographic variables of participants included age, 

year of experience, Religion, marital status, designation, 

nationality, no of children, previous history of medical 

conditions or comorbidities if any.  

The second part of the survey assessed the psychological 

impact of COVID-19 using the Impact of Event Scale-

Revised (IES-R) and Depression, Anxiety, and Stress Scale 

(DASS-21), both scales used previously in so many studies 

in assessing psychological impact related to SARS and 

COVID-19. The IES-R is an easily self-administered 

questionnaire to assess the symptoms of posttraumatic stress 

disorder PTSD after traumatic event experience in the past 

years. This 22-item scale is composed of three subscales 

measure the mean avoidance, intrusion, and hyper arousal. 

Responses to each item were rated from 0 to 4, where 0 

indicates Not at all and 4 extremely. The total IES-R score 

was subdivided into 0-23 (normal), 24-32 (mild), 33-36 

(moderate), and > 37 (severe psychological impact) [14]. 

Furthermore, Mental health status was assessed using the 

DASS has been shown to be a reliable and valid measure in 

assessing mental health status This scale is composed of 

three subscales, depression, anxiety, and stress. Each 

subscale is composed of seven items, and each response was 

rated from 0 to 3, where 0 indicates ‘Did not apply to me’ 

and 3 indicated ‘Applied to me most of the time’. 

Depression subscale was assessed in items 3, 5, 10, 13, 16, 

17, and 21. The total score depression subscale score was 

subdivided into normal (0-9), mild (10-12), moderate (13-

20), severe (21-27), and extremely severe depression (28-

42). Anxiety subscale assessed in items 2, 4, 7, 9, 15, 19, 

and 20. The total score of anxiety subscale was subdivided 

into normal (0-6), mild (7-9), moderate (10-14), severe (15-

19), and extremely severe anxiety (20-42). Stress subscale is 

constructed by items 1, 6, 8, 11, 12, 14, and 18. The total 

score of stress subscale was subdivided into normal (0-10), 

mild (11-18), moderate (19-26), severe (27-34), and 

extremely severe stress (35-42). 

 

2.4 Statistical analysis 

As described in the study methodology, statistical analysis 

was carried out using Excel data analysis tool Pak., The data 

were cleaned, sorted, and processed prior to commencement 

of analyses. The survey's answers fields were designed to be 

mandatory to be filled before proceeding to the next section, 

options such as “None” or “I don't know” were provided 

when necessary in order to proceed and minimize missed 

data. Descriptive analyses were conducted for 

sociodemographic characteristics. The results of these 

analyses were presented using frequencies and percentages 

for categorical variables and means and standard deviations 

for continuous variables using the total sample (n = 117) as 

the base. The psychological impact of the COVID-19 

pandemic was measured using scores on the IES-R and the 

three subscales of the DASS; results presented in means and 

standard deviation. Univariate analyses to determine the 

presence and strength of associations between individual 

variables and scores on each of the four scales (IES-R, 

DASS-stress, DASS-anxiety, and DASS-depression) were 

carried out using linear regressions. All tests of associations 

were carried out at a level of significance of <0.05 and 95% 

confidence Interval. 

 

3. Results 

Percentage analysis is one of the statistical measures used to 

describe the characteristics of the sample or population in 

totality. Percentage analysis involves computing measures 

of variables selected of the study and its finding will give 

easy interpretation for the reader.  
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Table 1: Shows Variable, Category, Nos, Percentage, mean and SD 
 

S. No. Variable Category Nos Percentage mean SD 

1.  Years of Experience 

<5years 62 52 

33.25 19.44 
6-10years 26 22 

11-15years 19 16 

>15years 26 22 

2.  Age 

20-25yrs 2 1 

13.3 19.6 
26-30yrs 2 1 

31-35yrs 36 31 

>35yrs 77 67 

3.  Marital status 

Single 13 11 

23.4 43.1 

Married 100 85 

Divorced 1 0.85 

Widowed 2 1.7 

Separated 1 0.85 

4.  Nationality 

Indian 69 59 

16.7 24.5 

Arab 16 14 

Emirati 4 0.35 

Philippine 23 20 

Pakistan 1 0.85 

African 2 1.7 

Any other 2 1.7 

 

Out of 117 staff from both medical and non-medical 52 

percentage of staff are having less than 5 years of 

experience, 22 percentage of staff are having More than 15 

years of experience, 16 percentage of staff are having 11 to 

15 years of experience and remining 22 percentage of staff 

are having 6 to 10 years of experience. Around (77) 67% of 

staff are above 35 years of age, and 36(31%) of participants 

are between 31 to 35 years of age. Very less percentage of 

staff are belonging to the age of 20 to 25 and 26 to 30 which 

is 1% for both the age groups respectively. Majority 67% of 

participants falls >35yrs; 31% are 31-35 yrs.; whereas 1% 

are 26-30yrs and 20-25yrs respectively.85% of participants 

are married, 11% are single, 0.85% are divorced and 

separated respectively, and 1.7% are widower. The study 

results showed that majority of the participants are Indians, 

which is 69%. Arabic population is 14 percent and 

Philippines are 20 percent respectively.33 percent of the 

participants are having 2 children and 30 percent of the 

participants are having one children and 25 percent of 

participants are having three children and 2 percentage of 

participants have no children. Majority of the participants 

are nurses 73%, remaining participants are 3.4% physicians, 

Pharmacists 18%, Lab personnel 4.2% and technicians 

1.7%. 51% of the participants do not have any preexisting 

medical conditions. 10% of the participants are suffering 

with Hypertension, 9 percentage of the participants are 

having migraine and asthma as a preexisting medical 

condition, 7 percentage of the participant t are having 

diabetes. 

 
Table 2: Frequency and Percentage of scoring based on Depression, Stress and anxiety scale n-117 

 

Aspects 
Never Sometimes Often Almost always 

No Percentage No Percentage No Percentage No Percentage 

S 59.5 50.9 36.5 31.2 14.7 12.5 5.1 4.3 

D 69 58.9 25.2 21.6 15.1 12.9 6.5 5.6 

A 64.6 55.2 28.5 24.3 13.6 11.6 9.3 7.9 

Mean 64.3 55 30.06 25.7 14.4 12.3 6.96 5.9 

SD 4.7 4.00 5.8 4.9 0.7 0.66 2.13 1.8 

 

When assessing the numbers and percentage distribution of 

DASS scoring shows that more than 50 percentage of the 

sample never have symptoms of Depression, Anxiety and 

stress. The Overall score is 55.8%. More than 20 percentage 

of the sample are having symptoms of depression, anxiety 

and Stress. Only 4.3% are having stress almost always, 

5.6% feeling depressed and 7.9% are having anxiety always. 

 
Table 3: Percentage distribution of DASS scoring for assessing the 

severity related to COVID-19 
 

Categories Depression Anxiety Stress 

Normal 59 55.2 51 

Mild 21.6 24.3 31.2 

Moderate 13 12 12 

Severe 6 8 4 

 

Table 3 shows the percentage of DASS scoring for the 

severity assessment of depression, anxiety and stress level 

of the participants. More than 50% of the participants do not 

have depression, anxiety and stress related to COVID-19. 

Mild levels of Depression, Anxiety and Stress is identified 

among 21.6%, 24.6% and 31.2% of the participants. 

Moderate level of Depression (13%), Anxiety (12%) and 

Stress (12%) are identified among the participants. Less 

then 10 percentage of the participants are having severe 

levels of depression, Anxiety and stress which are 6%, 8% 

and 4% respectively. 

Shows the percentage distribution of the IES scoring for the 

assessment of the severity of PTSD towards COVID-19. 

About 14.5 percentage of participants score less than 24, 

and 12.8 percentage of participants scored 24-32, and 3.41% 

scored 33-36 and 17.9% of participants scored more than 

37. With mean + SD of 29.5+33.09. 
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Table 4: Percentage distribution of IES scoring for assessing the severity of PTSD by using the sub scales 
 

Sub scales 0 1 2 3 4 

Intrusion (1, 2, 3, 6, 9, 14, 16, 20) 13.7 6.84 11.1 7.69 5.13 

Avoidance (5, 7, 8, 11, 12, 13, 17, 22) 22.2 3.42 7.69 3.42 7.69 

Hyperpersual (4, 10, 15, 18, 19, 21) 23.9 11.1 8.5 7.6 2.5 

Mean 19.9 7.1 9.0 6.2 5.1 

SD 5.4 3.8 1.7 2.4 2.5 

 
Table 5: Participants data on the Impact of Event scale (IES-R), and the three subscales of the Depression, Anxiety and Stress scale -21 

Items (DASS-21) 
 

S. No.  Variable Category N (%) 
IES-R DASS-Depression DASS-Anxiety DASS-Stress 

R Value 
B (95% CI) B (95% CI) B (95% CI) B (95% CI) 

1 
AGE 

 

>30 yrs. 43 (47%) 
1.67 0.06 -0.05 -0.14 

0.44(NS) 
(1.4-1.9) (0.4-0.12) (-0.2 -0.12) (0.19-0.3) 

<30 yrs. 49 (54%) 
3.6 0.004 0.06 -0.004 

0.2(NS) 
(3.4 -3.8) (-0.14 - 0.15) (-0.10 - 0.23) (-0.17 - 0.16) 

2 
Years of 

experience 

>10 39 (43%) 
-0.006* 0.02 -0.08 -0.18 

0.46(NS) 
(-0.01 to 0.0) (-0.15-0.21) (-0.2 -0.09) (-0.4- 0.03) 

<10 49 (54%) 0.006 0.004 0.06 -0.004* 0.2(NS) 

  (0.00 -0.014) (-0.14-0.15) (-0.1 -0.2) (-0.16 - 0.16)  

3 Marital Status 

Married 77 (85%) - - - - - 

Single and others 12 (13%) 
1.8 0.2 0.5 0.3 

0.87(NS) 
(1.3 – 2.2) (-0.3 -0.8) (-0.03 – 1.17) (-0.2- 0.9) 

4 Nationality 

Indians 59 (65%) - - - - - 

Philippines 20 (22%) - - - - - 

Arabs and Emiratis 8 (8%) -0.05 (-0.3 to 0.2) -0.04 (-0.3 to 0.2) -0.06 (-0.3 to 0.5) 
0.0009** (-0.05 to 

0.06) 
0.5(NS) 

Other nationalities 2 (2%) -- - - - - 

5 Comorbidities 

Nil 10 (1%) 
-0.001 (-0.02 – 

0.02) 
-0.006 (-0.08 -0.06) 

0.018 (-0.03 – 

0.07) 
-0.000 (-0.04 – 0.04) 0.6(NS) 

Hypertension 45 (50%) - - - - - 

Diabetes 6 (.6%) - - - - - 

Asthma 8 (8%) - - - - - 

Migraine 7 (7%) - - - - - 

Hyperlipidemia 2 (2%) - - - - - 

Others 11 (11%) - - - - - 

6 No of children 

Nil 
1 

(0.01%) 
- - - - - 

1-2 61 (67%) 0.00 (-0.01 –0.01) 0.02 (-0.04 -0.10) 0.04 (-0.01 -0.10) -0.05 (-0.12 0.01) 0.2 (NS) 

3-4 and above 26 (28%) 
-0.001 (-0.02 -

0.02) 
0.00 (-0.10 -0.12) 0.03 (-0.09 -0.16) -0.06 (-0.16 – 0.03) 0.4(NS) 

 

Table 5 shows the average score of the participants on the 

impact of event scale (IES-R) questionnaire was 29.5±33. 

More than half of the participants (66.6%) had normal 

scores on the IES-R, but 12.8% had scores in the mild range, 

3.41% in the moderate range and 17.9% classified as severe. 

On the DASS, 50.9% had normal scores on the stress 

subscale, 55.2% on the anxiety subscale, and 58.9% on the 

depression subscale. Severe symptoms of stress were 

experienced by 4.3%, which is more or less similar to the 

5.6% who experienced severe symptoms of depression and 

7.9% who experienced severe symptoms of Anxiety. 

 

Table: Association between sociodemographic variables 

and the psychological impact/adverse mental health status 

during the epidemic (n = 90) among the medical health care 

providers. 

 

IES-R: Impact of Event Scale (IES-R); DASS-21: 

Depression, Anxiety and Stress Scale - 21 Items; B (95% 

CI): beta coefficient (95% confidence interval); ^ No “as 

reference * p<.05; * p<.01; *** p< 0.001.  

With respect to age, those less than 30 years are more 

susceptible to adverse mental health outcomes with 3.6 

times odds of having higher scores on the IES-R (95% CI: 

3.4 to 3.8) and all the subscales depression and anxiety of 

the DASS. Participants with less experience were more 

likely to have higher scores on all scales: IES-R and the 

three subscales of the DASS. Marital status does not show 

any significance in the scoring except for 

Single/Divorced/Separated with the IES scoring of (B-1.8, 

95% CI: 1.3 – 2.2) 0.2 (-0.3 -0.8), 0.5(-0.03 – 1.17), 0.3(-

0.2- 0.9) and the subscales of DASS. 

Arab or Emirati nationality was significantly associated with 

Stress subscale of the DASS (B = 0.009, 95% CI: -0.05 to 

0.06). However, Participants who don’t have any 

comorbidities was significantly associated with Anxiety (B 

= 0.018, 95% CI: -0.03 to 0.07) sub scales of DASS. When 

participants have children of 1 or 2 they were more likely to 

have higher scores on the IES (B = 0.00, 95% CI -0.01 to 

0.01) and subscales of the DASS comparatively with the 

number of children of 3 or more. 
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Table 6: Association between sociodemographic variables and the psychological impact/adverse mental health status during the epidemic (n 

= 27) among the Non- Medical health care providers 
 

S. 

N 
Variable Category N (%) 

IES-R DASS-Depression 
DASS-

Anxiety 
DASS-Stress R Value 

B (95% CI) B (95% CI) B (95% CI) B (95% CI)  

1 
AGE 

 

<30 yrs. 3 (11.2%) - - - - - 

>30 yrs. 24 (88.8% 
-0.004 (-0.03 -

0.02) 
-0.02 (-0.14-0.10) 

0.12 (-0.02 -

0.26) 
-0.07 (-0.16-0.01) 0.5(NS) 

2 
Years of 

experience 

<10 17 (62.2%) 0.00 (-0.02- 0.02) 0.01 (-0.15-0.17) 
-0.02 (-0.18 -

0.12) 

-0.000 (-0.09 -

0.08) 
0.4(NS) 

>10 10 (37.8%) 
0.01 0.07 0.15 -0.32 

0.82NS) 
(-0.07 - 0.09) (-0.12-0.27) (-0.2 -0.56) (-0.62- 0.02) 

3 Marital Status 
Married 22 (73.3%) - - - - - 

Single and others 5 (16.7%) - - - - - 

4 Nationality 

Indians 10 (37.3%) - - - - - 

Philippines 3 (11.1%) - - - - - 

Arabs and Emiratis 12 (44.4%) - - - - - 

Other nationalities 3 (11.1%) -- - - - - 

5 Comorbidities 

Nil 14 (51.8%) 
-0.001 (-0.02 – 

0.02) 
-0.006 (-0.08 -0.06) 

0.018 (-0.03- 

0.07) 

-0.000(-0.04 - 

0.04) 
0.6(NS) 

Hypertension 

Diabetes, asthma 
8(29.6%) 0.08 (-0.22 – 0.39) --0.2(-1.2 -0.7) -0.6(-1.8 -0.6) 0.45(-0.3 -1.2) 0.7(NS) 

Migraine 

Hyperlipidemia 
1 (3.7%) - - - - - 

6 No of children 

Nil 1 (0.1%) - - - - - 

1-2 12 (44.4%) -0.01 (-0.08 - 0.06) 0.007 (-0.4 - 0.46) 
0.06 (-0.3 -

0.4) 
-0.04 (-0.3 - 0.2) 0.3 (NS) 

3-4 and above 15 (55.5%) 
-0.007 (-0.05 -

0.03) 
0.04 (-0.1 – 0.2) 

-0.04 (-0.30 -

0.21) 

0.034 (-0.11 – 

0.18) 
0.34(NS) 

IES-R: Impact of Event Scale (IES-R); DASS-21: Depression, Anxiety and Stress Scale - 21 Items; B (95% CI): beta coefficient (95% 

confidence interval); ^ No “as reference * p<.05; * p<.01; *** p< 0.001. 

 

Similar to the medical professionals, with respect to age, 

those less than 30 years are more susceptible to adverse 

mental health outcomes with 3.6 times odds of having 

higher scores on the IES-R (95% CI: 3.4 to 3.8) and all the 

subscales depression and anxiety of the DASS. Participants 

with less experience were more likely to have lower scores 

on all scales: IES-R and the three subscales of the DASS 

than the participants with more experience. Marital status 

and Nationality do not show any significance in the scoring 

with the IES scoring and the subscales of DASS. 

When participants have children of 1 or 2 they were more 

likely to have higher scores on the IES (B = -0.01, 95% CI -

0.08 to 0.06) and subscales of the DASS comparatively with 

the number of children of 3 or more. 

 

4. Discussion 

This survey was conducted in the middle of COVID-19 

pandemic and enhanced community quarantine was 

implemented in the selected setting.  

The adopted questionnaire covers several aspects of 

participant sociodemographic, psychological impact, and 

mental health status. Sociodemographic variables of 

participants included age, education, marital status, Years of 

experience, Designation, no of children and the previous 

comorbidities or any history of chronic medical or 

psychiatric illnesses if they existed.  

The second part of the survey covered the psychological 

impact of COVID-19 using the Impact of Event Scale-

Revised (IES-R) and Depression, Anxiety, and Stress Scale 

(DASS-21), both scales used previously in assessing 

psychological impact related to SARS and COVID-19. The 

IES-R is an easily self-administered questionnaire to assess 

the symptoms of posttraumatic stress disorder PTSD after 

traumatic event experience. This 22-item scale is composed 

of three subscales measure the mean avoidance, intrusion, 

and hyperarousal. Responses to each item were rated from 0 

to 4, where 0 indicates Not at all and 4 Extremely. The total 

IES-R score was subdivided into 0–23 (normal), 24-32 

(mild), 33-36 (moderate), and > 37 (severe psychological 

impact). 

Mental health status was assessed using the DASS-21. 

DASS has been shown to be a reliable and valid measure in 

assessing mental health status among the selected 

population. This scale is composed of three subscales, 

depression, anxiety, and stress. Each subscale is composed 

of seven items, and each response was rated from 0 to 3, 

where 0 indicates ‘Did not apply to me’ and 3 indicated 

‘Applied to me most of the time’ Depression subscale was 

assessed in items 3, 5, 10, 13, 16, 17, and 21. The total score 

depression subscale score was subdivided into normal (0-9), 

mild (10-12), moderate (13-20), severe (21-27), and 

extremely severe depression (28-42). Anxiety subscale 

assessed in items 2, 4, 7, 9, 15, 19, and 20. The total score of 

anxiety subscale was subdivided into normal (0-6), mild (7-

9), moderate (10-14), severe (15-19), and extremely severe 

anxiety (20–42) [17]. Stress subscale is constructed by items 

1, 6, 8, 11, 12, 14, and 18. The total score of stress subscale 

was subdivided into normal (0-10), mild (11-18), moderate 

(19-26), severe (27-34), and extremely severe stress (35-42).  

Statistical analysis was carried out using Microsoft excels. 

The data were cleaned, sorted, and processed prior to 

commencement of analyses. The survey's answers fields 

were designed to be mandatory to be filled before 

proceeding to the next section, options such as “None” or “I 

don't know” were provided when necessary in order to 

proceed and minimize missed data. Descriptive analyses 

were conducted for sociodemographic characteristics. 
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The results of these analyses were presented using 

frequencies and percentages for categorical variables and 

means and standard deviations for continuous variables 

using the total sample (n-117) as the base. The 

psychological burden of the COVID-19 pandemic was 

measured using scores on the IES-R and the three subscales 

of the DASS; results presented in means and standard 

deviation. Univariate analyses to determine the presence and 

strength of associations between individual variables and 

scores on each of the four scales (IES-R, DASS-stress, 

DASS-anxiety, and DASS-depression) were carried out 

using linear regressions. All tests of associations were 

carried out at a level of significance of <0.05 and 95% 

confidence Interval. 

With a range of 0 to 88, the average score of the participants 

on the revised impact of event scale (IES-R) questionnaire 

was 29.5±33 More than half of the participants (66.6%) had 

normal scores on the IES-R, but 12.8% had scores in the 

mild range, 3.41% in the moderate range and 17.9% 

classified as severe. On the DASS, 50.9% had normal scores 

on the stress subscale, 55.2% on the anxiety subscale, and 

58.9% on the depression subscale. Severe symptoms of 

stress were experienced by 4.3%, which is more or less 

similar to the 5.6% who experienced severe symptoms of 

depression and 7.9% who experienced severe symptoms of 

Anxiety. 

During this time, Moderate level of Depression (13%), 

Anxiety (12%) and Stress (12%) are identified among the 

participants. Less than 10 percentage of the participants are 

having severe levels of depression, Anxiety and stress which 

are 6%, 8% and 4% respectively. 

However, these levels were lower than the rates reported by 

Salari et al. (2020) [21] which were 33.7%, 31.9% and 29.6% 

for depression, anxiety, and stress respectively. In China, the 

majority reported worse psychological impact with overall 

mean IES-R scores more than 24 points, indicating the 

presence of post-traumatic stress disorder symptoms (Wang 

et al., 2020a; Wang et al., 2020b) [26]. Different populations 

in the world have been experiencing pandemic fear which 

can worsen feelings of anxiety that can lead to mental health 

disorders. Previous experiences of outbreaks like those 

caused by SARS, Ebola, and MERS-CoV contribute to 

heightening the impact of the present pandemic. 

During pandemics, healthcare workers are at the front lines. 

They are subjected to long working hours, risk of infection, 

shortages of protective equipment, loneliness, exhaustion 

and separation from families (Kang et al., 2020) [9]. They are 

at a significant risk of adverse mental health outcomes. 

However, our study shows that medical staff had lower 

levels of psychological impact, and symptoms of stress and 

depression than non-medical comparable to the survey done 

among health care workers in Singapore (Tan et al., 2020) 
[24]. This can be due to their strong sense of duty and ability 

to adapt to crisis. It can also be because the survey was done 

during later part of the COVID-19 pandemic when cases 

were still low and the health care system was in place and 

the number of deaths and hospital admissions were reduced. 

As the pandemic ensues, mental health policies are needed 

to support our medical professionals and other front-line 

workers who are in direct contact with the patient. 

In this study, most respondents rated their current health 

status as good. And found to be more than 50 percentage of 

the participants didn’t have any comorbidities. More than 

60% of respondents who had medical health coverage and 

insurance coverage so anxiety symptoms are less. which 

assured to cover the full cost of COVID-19 hospitalization 

to its members. Moreover, the most reported comorbidities 

were hypertension (10%), diabetes and asthma (7%). This 

may be explained by the fact that the novel coronavirus 

found to be more aggressive on people with comorbidities 

and below-optimal health status, which may result in more 

psychological burden and excessive worry. 

The overwhelming majority of respondent’s nationality is 

strongly associated with DASS and IES scoring. However, 

those with lesser degrees of confidence (low, moderate) 

were likely to be associated with a higher level of 

depression, anxiety, stress, and psychological impact, as 

reported by Wang et al.  

The restriction in social mobility during the initial phase of 

COVID-19 pandemic to is stressful as it prevents face-to-

face connections and traditional social interactions (Zhang 

et al., 2020) [28]. Medical staff exhibited less symptoms of 

anxiety and depression compared to non-medical staff. 

While isolation may be a necessary preventive measure, 

adequate information, opening lines of communication and 

provision of essential supplies to those confined may 

improve psychosocial outcomes (Brooks et al., 2020) [2]. 

The present study has some limitations.  

First, the survey was done online and administered in the 

English language. Majority of respondents were well 

educated with access to the internet.  

Second, the purposive sampling strategy was initiated within 

the social network of selected government hospital 

healthcare professionals and may not be representative of 

the general population.  

Third, the survey was rolled in the later phase of the 

pandemic and the psychological outcomes may change over 

the course of the public health crisis. 

 

5. Conclusion 

During the COVID-19 pandemic in Dubai, UAE, less than 

20 percent respondents reported moderate-to-severe anxiety, 

less than 10% reported moderate-to-severe stress levels and 

one-sixth reported moderate-to-severe depression and 

psychological impact of the outbreak. Age, Years of 

experience, Nationality and being single were associated 

with a greater psychological impact of the pandemic and 

higher levels of stress, anxiety and depression. Timely and 

accurate health information, having children, good health 

status was associated with lesser psychological impact of the 

pandemic and lower levels of stress, anxiety and depression. 

The findings of this study can be used to frame appropriate 

psychological interventions to avert occurrence of mental 

health problems preventing psychological crisis in future. 

Funding 

This research did not receive any specific grant from 

funding agencies in the public, commercial, or not-for-profit 

sectors. 

Declaration of Competing Interests 

The authors declare that there is no conflict of interest 

regarding the publication of this paper. 

 

6. References 

1. Ahmed MZ, Ahmed O, Aibao Z, Hanbin S, Siyu L, 

Ahmad A, et al. Epidemic of COVID-19 in China and 

associated psychological problems. Asian J Psychiatry; 

c2020. DOI: 10.1016/j.ajp.2020.102092. [PMC free 

article] [PubMed] [CrossRef] [Google Scholar] 

https://www.nursingjournals.net/


 

~ 22 ~ 

International Journal of Nursing and Health Sciences https://www.nursingjournals.net 
 

2. Brooks SK, Webster RK, Smith LE, Woodland L, 

Wessely S, Greenberg N, et al. The psychological 

impact of quarantine and how to reduce it: rapid review 

of the evidence. Lancet. 2020;395:912-920.  

DOI: 10.2139/ssrn.3532534. [PMC free article] 

[PubMed] [CrossRef] [Google Scholar] 

3. Cao W, Fang Z, Hou G, Han M, Xu X, Dong J, et al. 

The psychological impact of the COVID-19 epidemic 

on college students in China. Psychiatry Res; c2020, 

287. DOI:10.1016/j.psychres.2020.112934. [PMC free 

article] [PubMed] [CrossRef] [Google Scholar] 

4. Cheung JTK, Tsoi VWY, Wong KHK, Chung RY. 

Abuse and depression among Filipino foreign domestic 

helpers. A cross-sectional survey in Hong Kong. Public 

Health. 2019;166:121-127.  

DOI: 10.1016/j.puhe.2018.09.020. [PubMed] 

[CrossRef] [Google Scholar] 

5. Creamer M, Bell R, Failla S. Psychometric properties of 

the impact of event scale - revised. Behav. Res. Ther. 

2003;41(12):1489-1496. [PubMed] [Google Scholar] 

6. Dong M, Zheng J. Letter to the editor: headline stress 

disorder caused by Netnews during the outbreak of 

CoViD-19. Health Expect. 2020;23:259-260. [PMC free 

article] [PubMed] [Google Scholar] 

7. Garger K. Illinois couple dead in murder-suicide after 

man feared they had coronavirus. NY Post; c2020. 

https://nypost.com/2020/04/07/illinois-couple-dead-

after-man-feared-they-had-covid-19/ [Google Scholar] 

8. Hiremath P, SuhasKowshik CS, Manjunath M, Shettar 

M. COVID 19: Impact of lock-down on mental health 

and tips to overcome. Asian J Psychiatry. 2020, 51 

DOI: 10.1016/j.ajp.2020.102088. [PMC free article] 

[PubMed] [CrossRef] [Google Scholar] 

9. Kang L, Li Y, Hu S, Chen M, Yang C, Yang BX, et al. 

The mental health of medical workers in Wuhan, China 

dealing with the 2019 novel coronavirus. Lancet 

Psychiatry. 2020;7(3):e14. [PMC free article] [PubMed] 

[Google Scholar] 

10. Lovibond SH, Lovibond PF. 2nd ed. Psychology 

Foundation; Sydney. Manual for the Depression 

Anxiety Stress Scales; c1995. [Google Scholar] 

11. Mamun MA, Ullah I. COVID-19 suicides in Pakistan, 

dying off not COVID-19 fear but poverty? - The 

forthcoming economic challenges for a developing 

country. Brain Behav. Immun. 2020;87:163-166. DOI: 

10.1016/j.bbi.2020.05.028. [PMC free article] 

[PubMed] [CrossRef] [Google Scholar] 

12. Mamun MA, Griffiths MD. First COVID-19 suicide 

case in Bangladesh due to fear of COVID-19 and 

xenophobia: possible suicide prevention strategies. 

Asian J Psychiatry. 2020, 51 DOI: 

10.1016/j.ajp.2020.102073. [PMC free article] 

[PubMed] [CrossRef] [Google Scholar] 

13. Miller JR. British teen dies after suicide attempt due to 

coronavirus fears. N Y Post; c2020. 

https://nypost.com/2020/03/25/british-teen-dies-after-

suicide-attempt-due-to-coronavirus-fears/ [Google 

Scholar] 

14. Official Gazette Philippines. Memorandum from the 

executive secretary on community quarantine over the 

entire luzon and further guidelines for the management 

of the coronavirus disease 2019 (COVID-19) situation; 

c2020. 

https://www.officialgazette.gov.ph/2020/03/16/memora

ndum-from-the-executive-secretary-on-community-

quarantine-over-the-entire-luzon-and-further-

guidelines-for-the-management-of-the-coronavirus-

disease-2019-covid-19-situation/. 

15. Perrin P, McCabe O, Everly G, Links J. Preparing for 

an influenza pandemic: mental health considerations. 

Prehospital Disaster Med. 2009;24(3):223-230. DOI: 

10.1017/S1049023X00006853. [PubMed] [CrossRef] 

[Google Scholar] 

16. Person B, Sy F Holton K, Govert B, Liang A. National 

Center for Infectious Diseases/SARS Community 

Outreach Team Fear and stigma: the epidemic within 

the SARS outbreak. Emerg. Infect. Dis. 

2004;10(2):358-363. DOI: 10.3201/eid1002.030750. 

[PMC free article] [PubMed] [CrossRef] [Google 

Scholar] 

17. Philippine Health Insurance Corporation. Official 

statement: an assurance to all Covid 19 patients and 

their families from Phil Health; c2020 Apr. 

https://www.philhealth.gov.ph/news/2020/assure_stmnt.

php. 

18. Presidential Communications Operations Office, 

Philippines. Gov't imposes community quarantine in 

Metro Manila to contain coronavirus; c2020 Mar. 

Retrieved from. 

https://pcoo.gov.ph/news_releases/govt-imposes-

community-quarantine-in-metro-manila-to-contain-

coronavirus/. 

19. Rajkumar RP. Suicides related to the COVID-19 

outbreak in India: a pilot study of media reports. Asian 

J Psychiatry. 2020, 53 DOI: 10.1016/j.ajp.2020.102196. 

Advance online publication. [PMC free article] 

[PubMed] [CrossRef] [Google Scholar] 

20. Rajkumar RP. COVID-19 and mental health: a review 

of the existing literature. Asian J Psychiatry. 2020, 52 

DOI: 10.1016/j.ajp.2020.102066. Advance online 

publication. [PMC free article] [PubMed] [CrossRef] 

[Google Scholar] 

21. Salari N, Hosseinian-Far A, Jalali R, Vaisi-Raygani A, 

Rasoulpoor S, Mohammadi M, et al. Prevalence of 

stress, anxiety, depression among the general 

population during the COVID-19 pandemic: a 

systematic review and meta-analysis. Glob. Health. 

2020;16(1):57. DOI: 10.1186/s12992-020-00589-w. 

[PMC free article] [PubMed] [CrossRef] [Google 

Scholar] 

22. Sher L. The impact of the COVID-19 pandemic on 

suicide rates. QJM: Int. J Med. hcaa202; c2020. DOI: 

10.1093/qjmed/hcaa202. [PMC free article] [PubMed] 

[CrossRef] [Google Scholar] 

23. Shultz JM, Cooper JL, Baingana F, Oquendo MA, 

Espinel Z, Althouse BM, et al. The role of fear-related 

behaviors in the 2013-2016 West Africa Ebola virus 

disease outbreak. Curr. Psychiatry Rep. 

2016;18(11):104. DOI: 10.1007/s11920-016-0741-y. 

[PMC free article] [PubMed] [CrossRef] [Google 

Scholar] 

24. Tan BYQ, Chew NWS, Lee GKH, Jing M, Goh Y, Yeo 

LLL, et al. Psychological impact of the COVID-19 

pandemic on health care workers in Singapore. Ann. 

https://www.nursingjournals.net/


 

~ 23 ~ 

International Journal of Nursing and Health Sciences https://www.nursingjournals.net 
 

Internal Med; c2020. DOI: 10.7326/M20-1083. 

Published in annals.org. [PMC free article] [PubMed] 

[CrossRef] [Google Scholar] 

25. Wang C, Pan R, Wan X, Tan Y, Xu L, Ho CS, 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. DOI:10.3390/ijerph17051729. [PMC 

free article] [PubMed] [CrossRef] [Google Scholar] 

26. Wang C, Pan R, Wan X, Tan Y, Xu L, McIntyre RS, et 

al. A longitudinal study on the mental health of general 

population during the COVID-19 epidemic in China. 

Brain Behav. Immun; c2020. 

DOI:10.1016/j.bbi.2020.04.028. S0889-1591(20)30511-

0. Advance online publication. [PMC free article] 

[PubMed] [CrossRef] [Google Scholar] 

27. World Health Organization. Coronavirus disease 

(COVID-2019) situation report. 2020, 183. [Internet]. 

https://www.who.int/emergencies/diseases/novel-

coronavirus-2019/situation-reports/. 

28. Xiang YT, Yang Y, Li W, Zhang Q, Cheung T, Hg CH, 

et al. Timely mental health care for the 2019 novel 

coronavirus outbreak is urgently needed. Lancet 

Psychiatry. 2020;7(3):228-229. DOI: 10.1016/S2215-

0366(20)30046-8. [PMC free article] [PubMed] 

[CrossRef] [Google Scholar] 

29. Yap KM, Jiao C. Manila enters lockdown for Month; 

Duterte mulls curfew. March 15. Bloomberg News; 

c2020. Retrieved from 

https://www.bloomberg.com/news/articles/2020-03-

15/manila-enters-lockdown-for-month-duterte-mulls-

curfew-on-virus. 

30. Zhang J, Wu W, Zhao X, Zhang W. Recommended 

psychological crisis intervention response to the 2019 

novel coronavirus pneumonia outbreak in China: a 

model of West China Hospital. Precision Clinical Med. 

2020;3(1):3-8. DOI:10.1093/pcmedi/pbaa006. [Cross 

Ref] [Google Scholar]  

31. Zhu N, Zhang D, Wang W, Li X, Yang B, Song J, et al. 

A novel coronavirus from patients with pneumonia in 

China, 2019. New England journal of medicine. 2020 

Feb 20;382(8):727-33. 

32. Cai J, Sun W, Huang J, Gamber M, Wu J, He G, et al. 

Indirect virus transmission in cluster of COVID-19 

cases, Wenzhou, China, 2020. Emerging infectious 

diseases. 2020 Jun;26(6):1343. 

33. Tam CW, Pang EP, Lam LC, Chiu HF. Severe acute 

respiratory syndrome (SARS) in Hong Kong in 2003: 

stress and psychological impact among frontline 

healthcare workers. Psychological medicine. 2004 

Oct;34(7):1197-204. 

34. Schmidt RA, Lee TD, Winstein C, Wulf G, Zelaznik 

HN. Motor control and learning: A behavioral 

emphasis. Human kinetics; c2018 Oct 30. 

35. Reynolds DL, Garay JR, Deamond SL, Moran MK, 

Gold W, Styra R, et al. Understanding, compliance and 

psychological impact of the SARS quarantine 

experience. Epidemiology & Infection. 2008 

Jul;136(7):997-1007. 

36. Rana W, Mukhtar S, Mukhtar S. Mental health of 

medical workers in Pakistan during the pandemic 

COVID-19 outbreak. Asian journal of psychiatry. 2020 

Jun;51:102080. 

 
How to Cite This Article 

Fernandes S, Nesakumari M, Pethaperumali U. Psychological impact 

of COVID 19 on confirmed positive health care workers of a selected 

government hospital. International Journal of Nursing and Health 

Sciences. 2023;5(2):16-23. 

 

Creative Commons (CC) License 

This is an open access journal, and articles are distributed under the 

terms of the Creative Commons Attribution-Non Commercial-Share 

Alike 4.0 International (CC BY-NC-SA 4.0) License, which allows 

others to remix, tweak, and build upon the work non-commercially, as 

long as appropriate credit is given and the new 
 

https://www.nursingjournals.net/

