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Introduction 

The world's agenda has changed as COVID-19 

(Coronavirus). The situation is almost the same all around 

the world. Governments are trying to keep the public at 

home. Meantime, health workers are working harder to stop 

the pandemic. Although extraordinary efforts have been 

made to investigate the pathophysiology, clinical 

consequences and treatment of coronavirus disease 

(COVID-19), the psychological effects of this pandemic on 

healthcare workers cannot be ignored. Experiences from 

the acute reports of acute respiratory syndrome (SARS) in 

2003 and COVID-19 indicate that healthcare professionals 

experience anxiety, stress, and fear. Similarly, a recent 

interview showed that health workers providing COVID-19 

care are facing a mental health crisis (1). A report published 

by the World Health Organization warns the health worker 

to be careful about not feeling under pressure and stress (2). 

Similarly, another WHO report also warns nations about 

the possible rise of the depression and loneliness on health 

workers (3). 

 

 

The psychological effects associated with the current 

pandemic are due to many factors such as uncertainty about 

the duration of the crisis, lack of proven therapies or 

vaccines and potential deficiencies of health resources, 

including personal protective equipment. Health workers 

are stressed out because of the possibility of their family 

and friends being ill, their inability to be with their families, 

and the social distance rules to be followed. Healthcare 

professionals may experience psychological distress by 

providing direct care to COVID-19 patients, recognizing 

someone who has died or died due to this disease or by 

quarantine or isolation. A recent study which was 

conducted in Wuhan, China, shows that healthcare workers 

have suffered adverse psychological reactions (4).  

Strategies to alleviate potential stress situations are vital for 

ensuring a healthy and sound clinical workforce for all 

scenarios (4-6).  

 

Abstract 

Objective: To investigate anxiety and depression differences between the nurses working at a COVID-19 pandemic 

hospital in Turkey.   

Material and Methods: A quantitative approach using a survey was applied. There were 331 nurses recruited by 

convenience sampling. 

Results: Females have higher anxiety scores at a significant level (p=0.017). It was also found that nurses who have 

family members with chronic disease have higher depression scores than nurses who do not have at a significant level 

(p=0.376). Similarly, nurses who have elderly family members have higher depression and anxiety scores than nurses 

who do not have at a significant level (p=0.008). There was a significant difference between the nurses providing and 

not providing COVID-19 care for depression scores (p=0.002). 

Conclusion: This study explores nurses’ depression and anxiety levels. Even though this phenomenon has already been 

studied, the outbreak of COVID-19 draws more attention to health workers and especially nurses who are part of the 

pandemic context. Nurses who provide COVID-19 care have higher depression and anxiety scores. Nurses who help 

patients to recover from COVID-19 should be in functional mental status. Thus, governments, health organizations, and 

hospital administrations should take adequate steps to reduce nurses’ depression and anxiety to sustain a healthy world.      
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The purpose of this study is to investigate anxiety and 

depression differences between the nurses working at a 

COVID-19 pandemic hospital. Within the scope of this 

main purpose, this study aims to investigate anxiety and 

depression differences between the nurses for their 

following characteristics; providing COVID-19 care, 

gender, education levels, marital status,  department 

working, using protective equipment, working hours, 

having COVID-19 case at home, having a chronic disease, 

having children, having elderly family member, having a 

family member with chronic disease, recently coming from 

abroad and contacting a COVID-19 patient. 

Material and Methods 

The study design and protocol was approved by Harran 

University Ethics Committee(27/04/2020-20.08.23). The 

first COVID-19 case in Turkey was identified in March 

2020. The hospital where this research was carried out also 

served as a pandemic hospital. All sections of this hospital 

were divided into providing COVID-19 and not providing 

COVID-19. All departments of the emergency room, 

intensive care, laboratory, service, and radiology in the 

hospital were divided into sections by making necessary 

arrangements due to COVID-19. 

This study included 331 healthcare staff (nurses) working 

in an education and research hospital with a bed capacity of 

800, where patients with suspected or diagnosed due to 

Covid-19 pandemics were also followed up and treated. 

Before the questionnaire was applied to the staff working in 

the units, verbal information was given about the study, and 

written consent was obtained from the participants who did 

not have any mental illness and agreed to participate in the 

study. The staff involved in all the services of the hospital 

on the week of the study was included in the research. The 

participants of this study were surveyed from March 30 to 

April 13, 2020.  

The dependent variables of the study are the Beck Anxiety 

Inventory (BAI) and Beck Depression Inventory (BDI) 

scores. Age, gender, marital status, the number of children, 

educational status, presence of chronic disease, the number 

of people living together at home, presence of individuals 

with chronic disease/over 65 years of age, department, 

weekly working time, the status of being on duty in the 

services provided to the patients with possible or diagnosed  

Covid-19 infection, access to and use of protective 

equipment, the workers’ methods and duration of following 

the pandemic process of the person were determined as the 

independent variables of this study.  

BAI and BDI scales were used to measure depression and 

anxiety levels. The validity and reliability of these scales 

were tested in previous studies (7,8). The Turkish version 

of the inventory was developed by Ulusoy (8).   

Beck Anxiety Inventory (BAI): The inventory was 

determined to have sufficient reliability and validity. BAI 

evaluates the frequency of anxiety symptoms experienced 

by the individual. It is a self-assessment scale consisting of 

twenty-one items, and each item is scored between 0-3. 

With the questions asked to the patient, how much the 

feeling of distress disturbs him in the last week is 

questioned. The score range of the scale is 0-63. The high 

score obtained from the scale indicates the severity of the 

anxiety experienced by the individual (8).  

Beck Depression Inventory (BDI): This inventory was 

developed by Beck and colleagues (7) and adapted to 

Turkish by Hisli (9). This inventory is a self-assessment 

scale applied to healthy and psychiatric patient groups. Its 

purpose is to identify the risk of depression and measure 

the level of depressive symptoms and change in severity. 

This form, which includes a total of 21 self-rating scales, 

provides a four-point Likert-type measurement. Each item 

gets a gradually increasing score between 0-3, and the total 

score is obtained by adding them up. A high total score 

indicates a high severity of depression. The inventory was 

determined to have sufficient reliability and validity (10-

12). 

After calculating the BDI and BAI scores, the relationship 

between these scores and other variables was evaluated. 

Beck Anxiety Inventory and Beck Depression Inventory are 

among the most commonly used tests that have open access 

(7,13). 

Results 

The findings of this study are categorized into three 

sections; descriptive analysis, mean differences, and 

regression analysis.   

The descriptive analysis shows that the average age of the 

participants is 28.67±5.903 years. The average age of the 

nurses providing COVID-19 care is 28.58±6.323, and not 

providing COVID-19 care is 28.75±5,508. A chi-square 

test of goodness-of-fit was performed to determine whether 

providing COVID-19 care is equally distributed among 

nurses. Preference for two nurse groups is equally 

distributed in the population, X2(2, N= 331) = .680, p> .05. 

The number of female nurses (56%) is higher than male 

nurses (44%). Distribution for female and male is not 

equally distributed in the population, X2(2, N= 331) = 

4.136, p< .05. Almost half the participants (44%) work at 

the intensive care section of the hospital, however, 

department distribution is not equally distributed in the 

population, X2(2, N= 331) = 295.810, p< .05. Most of the 

participants (98%) accept that they can access the 

protective equipment for the COVID-19 cases. Only 11% 

of the nurses have COVID-19 cases at their home, but 89% 

of them do not have COVID-19 case at their home. Some 

of the nurses (31%) have children, and a chi-square test of 

goodness-of-fit shows that having children is not equally 

distributed in the population, X2(2, N= 331) = 47.205, 

p< .05.  Only a few nurses (5%) have elderly family 

members at home. However, 16% of the nurses report that 

they have a family member with chronic diseases. The 

percentage of nurses who contacted a patient with COVID-

19 is 1 and who has friends with COVID-19 is 6. The chi-

square test of goodness-of-fit analysis shows that having a 

family member with Covid-19 is not equally distributed in 

the population, X2(2, N= 331) = 831.745, p< .05 (Table 1). 
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As part of this study, the Beck Anxiety Inventory (BAI) 

and Beck Depression Inventory (BDI) were applied. The 

participants’ scores for these both inventories were 

analyzed based on some variables. An independent t-test 

and ANOVA were used to test the mean differences. Based 

on these analyses, there was a significant difference 

between female and male nurses for BAI (t=5.808, 

p=0.017<0.05), not for BDI (t=3.439, p=0.065<0.05).  

Nurses’ marital status, education levels, departments, 

access to protective equipment, a family member with 

chronic disease, recently coming from abroad, or contact a 

COVID-19 patient is not making any significant differences 

neither for their BAI scores nor for their BDI scores (Table 

2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

However, there are significant differences between nurses 

who provide COVID-19 care and do not provide COVID-

19 care for their BDI scores (t=6.382, p=0.012). Similarly, 

a significant difference was found between nurses who 

have family members with chronic disease and who don’t 

have family members with chronic disease for their BDI 

scores (t=6.107, p=0.002<0.05). A significant difference 

was also found between nurses who have elderly family 

members and who don’t have elderly family members for 

their BAI (t=7.062, p=0.008<0.05) and BDI scores 

(t=7.068, p=0.008<0.05). The ANOVA test results show 

that there are significant mean differences of BDI scores 

between nurses with the status of having a family member 

with COVID-19 (F=5.701, p=0.001<0.05) (Table 2). 

 

 

Table 1.  Descriptive statistics about participants   

 f % X
2
 test p 

Sex Female 184 56% 4,136
b
 

.042 
Male 147 44%  

Marital status Single 149 45% 151.293
a
 

.000 Married 176 53%  

Divorced or Widowed 6 2%  

Education level High school 49 15% 164.015
b
 

.000 
University 282 85%  

Department Service  106 32% 295.810
c
 

.000 

Operating room 22 7%  

Intensive care 144 44%  

Laboratory  7 2%  

Emergency 45 14%  

Radiology 7 2%  

Providing COVID-19 care 
No 173 52% .680

b
 

.410 
Yes  158 48%  

Protective equipment No 7 2% 303.592
b
 

.000 
Yes 324 98%  

Covid-19 case at home No 294 89% 199.544
b
 

.000 
Yes 37 11%  

Chronic disease No 300 91% 492.876
a
 

.000 
Yes 31 9%  

Having children No 228 69% 47.205
b
 

.000 
Yes 103 31%  

Elderly family member  No 315 95% 270.094
b
 

.000 
Yes 16 5%  

Family member with chronic diseases No 279 84% 155.677
b
 

.000 
Yes 52 16%  

Recently coming from abroad  No 319 96% 284.740
b
 

.000 
Yes 12 4%  

Contact a Covid-19 patient  No 329 99% 323.048
b
 

.000 
Yes 2 1%  

Family member with Covid-19 No 309 94% 831.745
d
 

.000 
In family 1 0%  

Relative 1 0%  

Friend 19 6%  
a. 0 cells (0,0%) have expected frequencies less than 5. The minimum expected cell frequency is 110,3. 

b. 0 cells (0,0%) have expected frequencies less than 5. The minimum expected cell frequency is 165,5. 
c. 0 cells (0,0%) have expected frequencies less than 5. The minimum expected cell frequency is 55,2. 

d. 0 cells (0,0%) have expected frequencies less than 5. The minimum expected cell frequency is 82,5. 
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The logistic regression analysis was conducted to identify 

which independent variables have an impact on BAI and 

BDI scores. The results show that to be having a family 

member with COVID-19 significantly affect the BAI scores 

(b = 2.966, t (329) =3.803, p < 0.05.  The R2 value 

indicates that 3.9% of the total variation in the dependent 

variable, BAI, can be explained by the independent 

variable, having a family member with COVID-19.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Another regression analysis shows that following COVID-

19 news significantly predicted BDI scores, (b=0.464, t 

(329) =3.298, p<0.05.  The R2 value indicates that 2.9% of 

the total variation in BDI scores can be explained by the 

independent variable, following COVID-19 news (Table 3). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2.  Mean differences for BAI and BDI based on some variables 

  Beck Anxiety Inventory Beck Depression Inventory 

  X SD t/F p X  SD t/F p 

Sex Female 11.20 ± 10.348 5.808 .017 13.45 ± 12.027 3.439 .065 

Male 8.50 ± 9.883   11.04 ± 11.330   

Marital status Single 9.97±10.813 .687 .504 12.62±12.388 1.104 .333 

Married 9.86±9.662   11.94±11.269   

Divorced or Widowed 14.83±11.600   19.00±9.466   

Education level High school 8.02±8.383 2.166 .142 13.65±12.115 .675 .412 

University 10.34±10.479   12.16±11.712   

Department Service  11.63±10.833 1.562 .170 13.41±12.785 .835 .526 

Operating room 10.91±11.233   12.05±10.362   

Intensive care 9.33±9.963   11.89±11.041   

Laboratory  4.71±4.231   4.86±7.819   

Emergency 9.60±9.822   12.51±12.137   

Radiology 4.14±4.634   14.57±15.317   

Covid-19 care No 9.46±10.659 1.025 .312 10.45±10.389 10.04 .002 

Yes 10.59±9.711   14.49±12.812   

Protective equipment No 14.00±13.952 1.096 .296 14.29±16.183 .188 .665 

Yes 9.91±10.134   12.34±11.683   

Covid-19 at home No 9.72±10.086 2.014 .157 11.80±11.067 6.382 .012 

Yes 12.24±11.107   16.95±15.748   

Chronic disease No 9.89±10.215 2.370 .095 12.12±11.400 6.107 .002 

Yes 10.33±9.771   13.67±13.379   

Having children No 9.94±10.348 .023 .880 12.02±11.351 .686 .408 

Yes 10.13±9.973   13.17±12.658   

Elderly family member  No 9.67±9.865 7.062 .008 11.99±11.607 7.068 .008 

Yes 16.56±14.546   19.94±12.704   

Family member with 

chronic disease 

No 9.78±9.910 .786 .376 12.07±11.697 1.230 .268 

Yes 11.15±11.775   14.04±12.111   

Recently coming from 

abroad  

No 10.13±10.231 1.326 .250 12.29±11.806 .470 .493 

Yes 6.67±9.670   14.67±10.857   

Contact a Covid-19 

patient  

No 10.02±10.231 .120 .729 12.41±11.791 .501 .479 

Yes 7.50±10.607   6.50±3.536   

Family member with 

Covid-19 

No 9.49±9.676 5.701 .001 12.12±11.659 1.387 .247 

In family 17.00   16.00   

Relative .00   3.00   

Friend 18.84±14.630   17.26±13.308   

 

 

 

Table 3. Regression analysis for BAI and BDI 

Dependent Var. Independent Var. B Beta t t.sig R R2 Adj R2 F Sig 

BAI Family member 

with Covid-19 

2.966 .205 3.803 .000 .205 .042 .039 14.459 .000 

BDI Following Covid-

19 news 

.464 .141 3.298 .001 .179 .032 .029 10.874 .001 
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Discussion 

Focusing on the scope of this study, several studies found 

that health workers are under higher risks of depression, 

anxiety, and stress because of their heavy workload (14). 

Nurses have been under more risk during the outbreak of 

severe diseases, and this was reported during SARS as well 

(15). Similarly, during the outbreak of COVID-19, health 

workers are at a high risk of displaying psychological 

issues (16,17) and have more psychological distress and 

symptoms of mental illness (18). Meanwhile, researchers 

found that the psychological impact of quarantine can be 

wide­ranging, substantial, and can be long-lasting (5). 

Researchers found that anxiety could reduce the positive 

effects of social capital on sleep quality (19). Thus, 

counting the quarantine and hard working conditions, it is 

vital to sustaining the mental health of nurses.   

  This current study aimed to investigate the anxiety and 

depression differences between the nurses providing and 

not providing COVID-19 care. The results of this study 

show that there is a significant difference between the 

nurses providing and not providing COVID-19 care for 

depression scores. This finding supports previous studies 

(20-22).  The nurses providing COVID-19 care have higher 

depression scores than the nurses not providing COVID-19 

care do. These differences are similar for anxiety scores but 

it was not found significant at 0.05 level.  

The female nurses have higher anxiety scores than the male 

nurse at a significant level. This finding is parallel to a 

previous study conducted by other studies (4,23-26). In 

another study, a gender difference was found significant for 

depression (27) as well. Even though female nurses’ 

depression score was also higher than male nurses’ 

depression scores, this difference was not found significant.  

Different from a previous study (23), there is no significant 

difference between nurses’ education levels BAI scores or 

BDI scores. There was no significant differences in nurses’ 

marital status, access to protective equipment, a family 

member with chronic disease, recently coming from 

abroad, or contact a COVID-19 patient for none of the 

scores.  Similar to a previous study (23), nurses working in 

the operation room have higher anxiety scores than nurses 

working at different sections of the hospital. Nevertheless, 

this difference is not found significant at the 0.05 level.  

Nurses who have family members with chronic disease 

have higher depression scores than nurses who don’t have 

at a significant level. Similarly, nurses who have an elderly 

family member at home have higher depression and anxiety 

scores than nurses who don’t have at a significant level. 

This study also shows that having a family member with 

COVID-19 significantly predicted anxiety, and following 

COVID-19 news significantly predicted depression. A 

similar result was found in a study conducted for SARS 

(28) and in a recent study conducted for COVID-19 (25). 

On the other hand, it was reported that health worker feels 

anxiety when they have a lack of access to up-to-date 

information and communication (29). A study shows that 

health workers chose adaptive coping in response to SARS 

and reported low psychiatric morbidity (30). Nevertheless, 

the COVID-19 outbreak may require some special 

interventions to keep frontline health workers, especially 

female nurses, in good mental conditions (21). Besides, 

having a family member with COVID-19 and following 

news about COVID-19 are other variables that could cause 

depression and anxiety. Pandemic, such as COVID-19, 

requires careful health attention; therefore, nurses dealing 

with hard conditions should get more psychological and 

social support (31). Thus, news agencies have more 

responsibility to inform the public in an adequate way. 

Conclusion 

The results of this study have confirmed that female health 

workers have more anxiety scores. This study especially 

showed that female nurses have higher BAI scores (at 

significant level) and BDI scores. The study also showed 

that nurses providing COVID-19 care had higher 

depression scores. Female nurses who have a dominant 

number to provide COVID-19 care are important elements 

of the health system. The results also concludes that nurses 

dealing with hard conditions should get more psychological 

and social support .This support should be extended at all 

levels, such as news agency, government, public, and 

hospital administration.Acknowledgement, Funding: 

None. 
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