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The outbreak of COVID-19 has disastrously impacted on the human being 

resulting with a great number of deaths and somewhat negative mental health outcomes 

across the countries. A dramatic rise in transmission and death rate had profoundly hit 

Myanmar during the second wave especially in epicenter Yangon. The burden of managing 

COVID-19 have led the health care personnel (HCP) into both physical and mental 

exhaustion.This study intended to estimate mental health impact among HCP by 

quantifying the magnitude of symptoms of depression, anxiety, and stress and to determine 

associated factors. 

A cross-sectional, online based self-administered questionnaire was used to gather 

the data from health care personnel in Yangon Region who were directly participating in 

COVID-19 management. Depression, anxiety and stress were measured by using DASS-21. 

Predictive factors were analyzed using bivariate and multivariate binary logistics 

regression.The study was carried out receiving 406 respondents including 75.0% nurses, 

18.0 % doctors and 6.7% laboratory technicians. The participants with moderately to 

extremely severe symptoms, who required further consultation for depression, anxiety and 

stress were 15.5%, 17.9% and 8.9% respectively. Stigma experienced by HCP was 

significantly associated with higher odds of exhibiting severe symptoms of depression 

(AOR: 2.34, 95%CI: 1.13-4.87) and anxiety (AOR: 2.14, 95% CI: 1.08-3.45). Those who 

have lost their loved one during pandemic was significantly associated with higher chance 

of getting depressed (AOR: 3.71, 95%CI: 1.53-8.99) and stressed (AOR: 2.55, 95% CI: 

1.02-6.39). HCP who tested COVID-19 positive was also significantly more likely to suffer 

from depression (AOR: 2.45, 95%CI: 1.03-5.82) and anxiety (AOR: 2.77, 95% CI: 1.17 – 

6.57). Furthermore, presence of children in family was found less likely to be suffering 

from anxiety (AOR: 0.40, 95% CI: 0.17 - 0.90) while insufficiency of government support 

was significantly associated with higher odds of exhibiting high-level anxiety (AOR: 2.49, 

95% CI: 1.22 – 5.08).The study finding revealed a significant proportion of depression, 

anxiety and stress symptoms were prevalent among HCP during COVID-19 pandemic. 

Mental health of HCP should be taken immediate attention by raising awareness of stigma 

against HCP, providing both physical and psychosocial needs, and ensuring family support 

system. 
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CHAPTER I 

INTRODUCTION 

1.1 Background and Rationale 

Coronavirus 2019 (COVID-19) is a severe acute respiratory syndrome, among a large 

family of ribonucleic acid (RNA) viruses, that infected to humans and resulting a 

great number of deaths and somewhat psychological distress across the countries. The 

virus was discovered in China, Wuhan City in the late of 2019 and spread to other 

countries, driving the WHO to announce COVID-19 as a global health emergency and 

pandemic disease. Dramatic arise in transmission cases and morbidity rates resulted in 

an increased demand on health system and health care workers. On one hand, the 

pandemic increases demand on health services, on the other hand, it has disrupted the 

health services, including mental health services. According to WHO, 93% of 

countries worldwide has experienced the disruption of mental health service while 

demand for mental health is increasing in this pandemic. Over 60% of countries 

reported disruptions to mental health services for vulnerable people, 67% saw 

disruptions of services providing psychotherapy, 65 % of critical harm reduction 

services and 45% of opioid against maintenance treatment for opioid dependence. (1) 

Since the declaration of global health emergency on March 11, 2020, Myanmar’s first 

COVID-19 confirmed cases were detected on March 23,2020.  After detecting the 

first two cases, strict containment measures were put in place which included travel 

restrictions, partial lockdowns, closure of major businesses such as factories and 

shopping malls, quarantining incoming travelers, banning gatherings of five or more 

people, imposing stay-at-home orders, and curfews in some major cities. Closing 

borders and enforcing mandatory quarantine, either in a state-sponsored facility or a 

charity-based one, were also intensified. (2) 

In the first wave, 374 cases and six deaths have been affected and, on the 16 July, 

local transmission was found. (3) With a fragile health system exacerbated by long 

ongoing civil war and conflict, Myanmar is especially vulnerable to the spread of 

COVID-19 because of its 2227 km border with China where migrants cross daily, as 
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well as borders shared with Bangladesh, India and Thailand, all of which reported 

higher number of cases. After almost a month without local transmission, on August 

16 the second wave has started in Rakhine State which is located on the border with 

Bangladesh and there is a rapid local transmission with 838 cases have been reported 

across Rakhine between 16 August and 17 September. Gradually, local transmission 

has spread across the country. (4) 

Myanmar has experienced a dramatic rise in transmission rate and death rate during 

the second wave, as compared to the first wave. To date, there is a total of 142,034 

cases with 3200 fatalities and 131,672 recoveries. (7.3.2021). (5, 6) In the second 

wave, Yangon has become the epicenter with the mortality rate have tripled and 

positive cases have risen by more than 700%. (3) Hospitals are facing an overloaded 

work and are being beyond their inpatient capacity and health workers from other 

states and divisions had to be reassigned form health facilities in the region and 

deployed to COVID-19 treatment centers in Yangon to strengthen the overall 

response to the emergency. There are twelve COVID-19 treatment centers which 

provide care for over 6,700 patients in Yangon, Myanmar. (7) 

Consequently, many health care workers have contracted the infection. Although the 

total number of infected health care workers had not officially been announced, in 

September Mizzima Journal reported 40 health care workers from Yangon General 

Hospital had been infected with COVID-19 since the beginning of the outbreak of the 

pandemic. (7) The number of health care workers including doctors, nurses and other 

supporting staff infected with the virus was the highest in Rakhine and in Yangon 

according to ministry of health and sport. It was also known that more than 10 % of 

those currently infected with COVID-19 in Myanmar are health care workers 

according to Dr. Khin Khin Gyi, the director of contagious disease prevention and 

eradication at the Ministry of Health and Sports Myanmar. (8) 

Frontline health care workers who directly participate to diagnosis, treatment and care 

of patients were at risk of developing emotional stress and other mental health 

symptoms. (9) Health care workers were being impacted by the current pandemic on 

two fronts. Like general population, they were navigating social distancing, the 

economic crisis, closures of school and nursery school, worry about the health of 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 3 

family members, and fear about uncertain future. Moreover, because of their 

profession, ever- rising number of COVID-19 positive and suspected cases, extended 

working hours, inadequate personal protective equipment (PPE) and other supplies, 

lack of standardized treatment and shortage of medicines and overwhelming thoughts 

of possible risk of transmission may all trigger the mental burden of health care 

personnel. In the initial phase of pandemic in Myanmar, due to poor health 

infrastructure and not being well prepared, medical workers had encountered a 

shortage of masks and other protective equipment. (10) Adverse psychological 

reactions were reported among health care workers in previous studies during the 

outbreak of severe acute respiratory syndrome (SARS) in 2003. (11) During the SARS 

epidemic in Canada, it was shown that nurses suffered more psychological distress 

because of work stress, fear and social isolation. Moreover, a qualitative study from 

Sierra Leone presented that health care workers who treated Ebola patients 

experienced mental health symptoms during 2014 - 2015 Ebola outbreak. (12) 

Clearly, this epidemic provokes great stress on the health personnel working on the 

front line of efforts to control virus in the healthcare system. (9) Many studies have 

shown that most health care providers have been exhibiting stress- related symptoms 

such as anxiety, depression, sleep disturbances, and emotional distress, and around 50 

% of them will fulfill criteria for a mental disorder. (13, 14) Consequently, these had 

lead health care workers troubling in the exercise of professional functions by 

decreasing caring, understanding, and decision-making skills. (15) Among health care 

provider groups, it is not clear which groups are at higher risk of experiencing mental 

health problem. In earlier studies, female nurses were particularly more susceptible 

especially those who were working long hours in direct contact with infected patients.  

Moreover, whoever presents an underlying medical conditions or mental problems 

were at higher risk of experiencing psychological distress. (5,6) Studies depicted that 

health workers who had predisposing factors of having a history of taking treatment 

for mental illness had more chance of showing sleeplessness, anxiety, depression 

compared with those who did not have such history.(16) It was also stated that the 

deaths of loved ones also contribute to physical and mental health issues due to the 

loss incurred.(17) Consequently, theories testified that around 10% of bereaved 
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persons are vulnerable to complicated grief after the death of family members and 

30% fall in the moderate mental health risks.(18) 

Mental wellbeing has a significant impact on daily performance of people especially 

health workers during facing this critical situation. The COVID-19 impact on mental 

health have been well reported in many countries among variety of population groups 

including health professionals. (16) However, in Myanmar, there is no evidence 

regarding the impact of the COVID-19 pandemic on mental health of health 

professionals. There were a few mental health support services including telephone- 

and internet- based counseling and intervention provided by some NGOs and Mental 

Health Association (Ministry of Health) for general population, but evidence- based 

evaluation and mental health services targeting health workers are still not available.  

Furthermore, if health care providers were hampered by mental and psychosocial 

health issues, infection rates will arise (also due to lower compliance with safe 

practices), which, in turn, would reduce staff numbers and amplify emotional distress 

in a vicious cycle. Indeed, this pandemic had already resulted in soaring rates of 

absenteeism, medical leaves, and even resignations which can even lead to the 

collapse of the whole health system as the human resources are the cornerstone of 

health system and enable the improvement of health service coverage. (13) 

 In addition, Myanmar has been one of the 57 crisis countries facing critical health 

workforce shortages (WHO) (19) and healthcare system is running with only 6.7 

doctors per 10,000 people and 0.71 intensive care unit beds per 100,000 population 

and 0.46 ventilators per 100,000 population. (3, 20) In addition to the scarcity of 

health workforce, in current pandemic, more than 10% of health workers have been 

infected with COVID-19. The shortage of health staff and the increasing social 

tension they are exposed to, the increased level of verbal aggression, social stigma, 

violence and even attacks aggravate the situation. (2) 

For the reasons mentioned above, the mental health and psychological aspects of 

health care personnel must be taken into consideration in any strategy and sector 

combating COVID-19 crisis. (13) Furthermore, it is also crucial in crisis situation to 

provide psychosocial support system to promote their mental well-being and timely 
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assessment and monitoring of their mental health needs. (16) Assessing mental health 

status and mental health needs of health care personnel in time during emergencies 

will help the management to respond and reduce psychological distress, and also 

adjust health professionals to the patient needs. (16) As for the first step, it is needed 

to provide quantifiable evidence of the mental health effect among health care 

personnel facing epidemic and pandemic outbreaks as well as to explore potential 

related risk factors. In this situation, this study intended to estimate mental health 

impact among health care personnel treating patients during COVID-19 pandemic by 

quantifying the magnitude of symptoms of depression, anxiety, and stress and by 

analyzing potential risk factors associated with these symptoms. In addition, the result 

of this study was aimed to be useful for policy makers in planning appropriate 

interventions and responses and the protection of mental health status of health care 

personnel during future pandemic or crisis. 

 

1.2.   Research Gap 

•  In Myanmar, evidence on the impact of COVID-19 on mental health of health 

care personnel that showed the prevalence of depression, anxiety has not been 

studied yet.  

 

1.3.   Research Questions 

 

1. What is the level of depression, anxiety and stress among health care 

personnel from government hospitals in Yangon? 

2. Are there socio-demographic factors, predisposing factors and work-

related characteristics associated with depression, anxiety and stress 

among health care personnel from government hospitals in Yangon. 
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1.4.   Research Hypothesis 

 

  

1. There is association between socio-demographic factors, predisposing 

factors and work- related characteristics and “depression” among health 

care personnel from government hospitals in Yangon, Myanmar. 

2. There is association between socio-demographic factors, predisposing 

factors and work- related characteristics and “anxiety” among health care 

personnel from government hospitals in Yangon, Myanmar. 

3. There is association between socio-demographic factors, predisposing 

factors and work- related characteristics and “stress” amongst health care 

personnel from governmental hospitals in Yangon, Myanmar. 

 

 

1.5.   Research Objectives 

 

General Objective 

1. To determine the impact of COVID-19 pandemic on mental health focusing 

on depression, anxiety and stress of health care personnel from government 

hospitals in Yangon, Myanmar. 

 

Specific Objectives 

1. To describe the level of depression, anxiety, and stress among health care 

personnel. 

2. To find the association between socio-demographic factors, work-related 

characteristics and mental health impact among health care personnel during 

COVID-19 pandemic situation in Yangon, Myanmar. 
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1.6 CONCEPTUAL FRAMEWORK 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure  1 Conceptual framework of the study 

Mental health status of 

healthcare personnel 

- Depression 

- Anxiety 

- Stress 

Dependent Variables Independent Variables 

Predisposing Factors 

• Having history of 

treatment for mental 

health condition 

• Experience of Loss of 

loved one during COVID-

19 pandemic  

Sociodemographic Factors 

• Age 

• Sex 

• Religion 

• Education 

• Profession 

• Marital status 

• Family Type 

• Accommodation 

• Living with children 

under 14 years of age 

• Living with elderly 

• Presence of family 

member with chronic 

disease 

• Having underlying of 

chronic diseases currently 

 

Work-related characteristics 

• Work role (front-line, 

second line) 

• Years of Working services  

• Precautional measures in 

work place 

• Experienced of stigma 

• Working hours 

• Government support for 

COVID-19 Crisis 

• Receiving Training 

regarding COVID-19 

• COVID-19 tested positive 
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1.7.   Operational Definition 

1.7.1. Sociodemographic factors 

Sociodemographic factors are characteristics of applicants e.g., age, sex, marital 

status, education level, types of family, profession, work place, etc.” 

1. Age:  self-reported age of respondent in completed year 

2. Sex: Biology characteristics of being female or male. 

3. Religion: Self-reported religion of the respondent that he/she practice. 

4. Education: Highest attainment of education qualification: it includes 

Diploma, Bachelor, Master, and Ph.D. 

5. Profession: The professional role of respondent: It includes doctor, nurse and 

lab technician 

6. Marital Status: The marital status of respondent such as single, married, 

divorced, and widow/widower 

7. Family Type: Family members that the respondent currently residing 

together: 

(i) Living alone: the respondent who live himself or herself alone 

(ii) Nuclear family: The family that the respondent lives with his/her 

parents and his/her unmarried siblings or the respondent lives with 

his/her spouse and their children. 

(iii) Extended Family: The family that the respondent lives together with 

the other blood related people (e.g., grandparents, uncles, aunts, etc.,) 

in addition to parents, spouse, children or siblings. 

(iv) Joint Family: Two families live together in one household. 

8. Living with children less than 14 years of age:  The respondent lives with 

children who are younger than 14 years of age at home. 

9. Living with elderly: The respondent lives with elderly who are older than 60 

years of age. 

10. Presence of family member with chronic disease: The respondent lives with 

family member who has chronic disease such as hypertension, diabetes 

mellitus, chronic respiratory disease, cancer, kidney disease, etc.,  
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11. Having underlying chronic disease: The respondent has taken treatment or 

medication for chronic diseases including arterial hypertension, diabetes 

mellitus, heart failure, obesity, kidney disease, cancer, etc., 

12. Accommodation: The place where the respondent is currently staying 

(i) Home: The house located in the community where the respondent 

resides with family or alone. 

(ii) Hostel: The place where the respondent is currently staying which is 

usually rented for temporary staying. 

(iii) Staff House:  The place where the respondent is residing which is 

provided by government (government staff house). 

 

  1.7.2. Predisposing Factors 

Individual’s underlying factors that may enhance the development of mental 

health concerns are predisposing factors included following items;  

1. Having History of treatment for mental health problems: The respondent 

has history of taking medication and treatment for mental problems. 

2. Loss of loved one during COVID-19 pandemic: The respondent 

experienced the death of family member or his/her loved one. 

 

1.7.3. Work related characteristics 

The work-related characteristics of the respondents are included “where the 

respondent is assigned, and the environment and nature of work”. These 

characteristics comprise of; 

1. Work role: It is divided into two sections 

a. Frontline: the respondent participates directly in treating and caring 

with COVID-19 positive patients at isolation ward in hospital or 

COVID-19 centers 

b. Second line: the respondent participates in the general health care 

setting including outpatient department (OPD) and other respective 

specialty care ward 
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2. Year of working Service: The total years of professional governmental 

working service in official health care setting. 

3. Perception on availability of precaution measures (PPE) in work: Self-

reported statement of the respondent on sufficiently or insufficiently supplies 

of protective measures such as personal protective measures and safety setting 

etc.,  

4. Experienced of COVID-19 related stigma: The respondent experienced of 

being stigmatized, being threatened, being accused of a carrier of virus due to 

profession and being asked to leave rented place. 

5. Working Time: Total working hours of a shift during COVID-19 pandemic 

6. Perception on government support for COVID-19 Crisis: Whether the 

respondent received the support for COVID-19 crisis situation and whether the 

respondent perceived it as sufficient or not sufficient.  (Myanmar government 

has provided financial support, [50,000 kyats 4 times separately within the 

year 2020 and gave reward (two-months- salary)] to healthcare workers 

population during COVID-19 pandemic). 

7. Being infected with COVID-19: Self-reported statement of the respondent 

whether he/she has been infected of COVID-19 or not while providing health 

care services during COVID-19 pandemic. 

8. Receiving Training regarding COVID-19: The respondent has received 

training regarding COVID-19 infection control, self-care, donning and doffing 

PPE and procedure for testing and treatment protocol in the early time of 

Pandemics. 

1.7.4. Dependent Variables 

1. Depression: The feeling of sadness, worthlessness and lack of interest in 

usual pleasurable activities and difficult in initiating an activity.  

2. Anxiety: Anxiety is an emotion regarding feelings of apprehension with 

repeated intrusive thoughts or concerns, accompanying with physical 

symptoms such as trembling, sweating, dizziness or increase heart rate. 
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3. Stress: Stress is a feeling of tension result from undesirable situation by 

presenting the symptoms such as difficult to relax, agitated, and irritable 

mood. 

Each of the outcome variables was measured by DASS-21, and the degree from 

moderate to extremely severe symptoms were recognized as depression, anxiety 

and stress. 

  

https://www.medicinenet.com/stress_symptoms_and_signs/symptoms.htm
https://www.medicinenet.com/stress_symptoms_and_signs/symptoms.htm
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CHAPTER II 

LITERATURE REVIEW 

2.1. Definition of Coronavirus disease 

A newly discovered coronavirus (CoV) is a large family of viruses and causes 

infectious respiratory syndrome. The COVID-19 virus spreads primarily through 

droplets of saliva or discharge from the nose when an infected person coughs or 

sneezes. The virus causes illness ranging from a mild cold to severe diseases like 

severe acute respiratory syndrome (SARS-CoV-2). Since the Coronavirus disease 

(COVID-19) is a new strain virus, this disease has not been previously identified in 

humans and just found in 2019. (21) 

2.2. Symptoms of Coronavirus disease 

The clinical features of coronavirus disease 2019 (COVID-19) usually appear 

between 2 to 14 days after having contact with virus.  Symptoms like fever, cough, 

and tiredness are common. Moreover, loss of taste or smell (ageusia or anosmia, 

respectively) can be experienced in the initial phase of illness. After that, other 

symptoms such as shortness of breath or difficulty in breathing, chills, sore throat, 

muscle pain, runny nose, headache, chest pain, and inflammation of the eye 

(conjunctivitis) can follow. In some cases, some fewer common symptoms such as 

rash, nausea, vomiting and diarrhea have been documented. However, children are 

found as less severe than adult even having the similar symptoms. (22) 

The severity of COVID-19 symptoms can be different individually from mild to 

severe. Some patients might experience only a few symptoms, and some might not 

experience any symptoms at all. However, some peoples might suffer severe 

symptoms like shortness of breath and pneumonia about one week after symptoms 

begin. Eighty percent (80%) of people that are infected this virus can recover without 

need to hospital admission as compare to 20% that need to go to hospital while 5% of 

the total need intensive care with oxygen supplement. People with old age and having 

underlying chronic medical diseases including diabetes mellitus, heart failure, chronic 
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kidney disease, cancer, COPD (Chronic Obstructive Pulmonary Disease), etc., may 

have a higher risk of severity of COVID-19 diseases. (22) 

2.3. Prevalence of COVID-19 in Global and Myanmar 

A total of 117,132,788 confirmed cases, including 2,600,839 fatalities have been 

confirmed globally (Table 1). (6) In Myanmar, to date 9.3.2021, there were 142,059 

COVID-19 confirmed cases and 3,200 deaths with 131,702 recoveries across country 

(Table 2). Among States and Divisions, Yangon region has reported the highest 

number of COVID-19 confirmed cases and deaths. A total of 84,996 positives cases 

have been documented across 40 townships in which Migalardon, North Okkalapa 

and Hlaingtharyar townships are the most prevalent than all the rest (Figure 2). (5)  

Table  1 Global prevalence of Covid 19 cases (6) 

 

 

 

 

To date: 10 March 2021 

Table  2 Prevalence of Covid 19 cases in Myanmar (6) 

Categories   Number 

Total specimens tested  2,505,402 

Total confirmed cases 142,059 

Total confirmed deaths 3,200 

Total recoveries from COVID-19 131,702 

To date: 9 March 2021 

 

 

Categories Number 

Confirmed cases 117, 132, 778 

Confirmed deaths 2,600, 839 

Countries or territories with cases 223 
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Figure  2 Prevalence of COVID-19 cases by regions of Myanmar. (5) 
 

Nearly sixty percent (59.8%) of transmission has been spread in Yangon whereas 

40% of prevalence are distributed among other 17 states and regions. 

2.4. Definition of Mental Health and Psychological Distress 

Mental health is more than the mere lack of mental disorders. Concepts of mental 

health include subjective well-being, perceived self-efficacy, autonomy, competence, 

intergenerational dependence and recognition of the ability to realize one’s 

intellectual and emotional potential. It has also been defined as “a state of well-being 

whereby individuals recognize their abilities, are able to cope with the normal stresses 

of life, work productively and fruitfully, and make a contribution to their 

communities”. Mental health is about enhancing competencies of individuals and 

communities and enabling them to achieve their self-determined goals. (23) 
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In addition to this, the mental health status can be assessed by measuring how much 

they psychologically distress. Psychological distress is commonly used as an indicator 

of the mental health of the population in public health, in survey and in 

epidemiological studies and as an outcome in clinical trial and intervention studies. 

There are several items that are common in the scales using for measuring 

psychological distress, depression disorders and general anxiety disorder. Moreover, 

psychological distress can be defined as “a state of emotional suffering associated 

with stressors and demands that are difficult to cope with in daily life” which is 

categorized by symptoms of depression (e.g., loss of interest, sadness, hopelessness) 

and anxiety (e.g., feeling tense, restlessness). (24) These symptoms may accompany 

with somatic symptoms including headache, insomnia, lack of energy that are likely 

to differ across culture. (25) 

2.4.1. Anxiety  

Feeling of anxiety is one of the commonest in the society universally. Anxiety arises 

from the chaos and confusion that exists in environment. Fears of the unknown and 

uncertain condition provoke a perfect breeding ground for growing anxiety. Mostly, 

mild anxiety can be adaptive and it can provide the necessary motivation for survival. 

However, when the individual is not able to cope the anxiety and let it interferes with 

daily functions, the anxiety becomes problematic. (26) 

It has been categorized the anxiety into four levels: mild, moderate, severe, and panic.  

Mild anxiety; Anxiety level is not always a problem for the individual. It is 

associated with the tension experienced in response to the events of day-to-day living. 

Mild anxiety motivates people to accomplish the action. It arouses the senses, 

improves motivation for productivity, enhances the perceptual field, and results in a 

more sensitive of the environment. With mild anxiety, learning is boosted and the 

individual can function at optimal level.  

Moderate anxiety; the extent of the perceptual field diminishes when the anxiety 

level increases. Person with the moderately anxious individual is less attentive to 
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events happening with the environment. The ability of attention and concentration 

decrease, although he or she may still attend to needs with direction. Assistance may 

be needed with problem-solving. Muscular tension and restlessness are mostly likely 

to suffer. 

Severe anxiety; Individual with severely anxious is profoundly diminished in 

concentration on one particular detail only and the perceptual field. Attention span is 

extremely limited, and the individual may have difficulty completing even the 

simplest job. Somatic symptoms such as headaches, palpitations, insomnia and 

emotional symptoms including confusion, horror and dread may be obvious. 

Discomfort is experienced to some extent that virtually all over behavior is aimed at 

relieving the anxiety.  

Panic anxiety; the individual cannot able to focus on even one detail within the 

environment in panic level of anxiety. Loss of contact with reality and misperception 

are mostly common in this most intense state of anxiety. In addition, hallucinations or 

delusions may also be present. Behavior of individual with panic anxiety may be 

characterized by wild and desperate actions or extreme withdrawal. There is 

impairment in both functioning and communication with others. Panic anxiety is 

associated with a feeling of terror, and individuals may be convincing that they have a 

life-threatening illness or fear that they are “going crazy,” are losing control, or are 

emotionally weak. Long term panic anxiety can trigger physical and emotional fatigue 

and can be life threatening. (26) 

Anxiety and Body 

When people get anxious, a series of automatic actions occurs in the body, which 

prepares body for action. This reaction is called the 'fight or flight' response. The 

reaction consists of the brain sending a message to release adrenalin into the 

bloodstream and into the large skeletal muscles of the arms and legs. As it is working 

harder, the heart beat becomes faster and it needs more fuel so that we breathe in 

more oxygen. To calm down the body, sweat and blood capillaries come to the 
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surface. Actually, the physical symptoms are normal and not dangerous, but they 

appear in an inappropriate condition. 

Anxiety is a normal reaction 

Anxiety can be experienced by everyone at times of danger or in uncertain and 

concerned situations. In certain circumstances, anxiety can have a definite benefit 

because body is ready for action to immediately response necessarily. Moderate level 

of anxiety actually improves the performance, productivity and stimulating on to 

greater accomplishments (Figure 3).  

          

 Figure  3 The relationship between level of anxiety and performance 
 

The graph above demonstrates this point. People were given a task to do which 

involved remembering some numbers. When performing this, they were made 

anxious, some a small level, some a lot, some in between. As the graph shows, when 

the level of anxiety was low or high, the people could not perform well, nonetheless, 

when their anxiety was moderate level, they achieve highest performance. (26) 

When anxiety become a problem 

When anxiety interferes with people’s performance or everyday basic activities, it can 

be supposed as a problem. In this situation, it is necessary to learn to control it. As 

anxiety is a normal healthy response of undesirable situations, it cannot be eliminated 
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completely from individual’s life, however, can learn to manage it to prevent from 

becoming a problem.  

The three systems of anxiety  

Anxiety is often referred to as if it is a single phenomenon, however, this is not the 

case. There are three parts to the feeling of anxiety:  

1. Bodily sensation:  Somatic symptoms including rapid breathing and heart rate, 

churning stomach, sweating, trembling, and frequent visiting to the toilet are 

common. 

2.  Behavior: This is the way people behave when encounter with the fearful 

situation. Important behaviors are avoiding the situation, either not going into 

the situation, or getting out of it immediately.  

3. Thinking: This means individual’s beliefs and ideas or mental pictures about 

what might happen to him/her in the situation they fear. The thoughts play a 

major role in escalating or decreasing anxiety. Studies suggested that people 

suffer from anxiety make matters worse for themselves by misinterpreting of 

their physical symptoms. These thoughts contribute to keep the physical 

anxiety well stoke up. These thoughts actually are inaccurate distortion from 

real situation. 

The vicious circle of worrying thoughts and physical symptoms is illustrated 

below: 
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  Figure  4 The vicious circle of worrying thoughts and physical symptoms 
 

Sometimes people are not fully recognized that these terrifying thoughts are 

flashing through the mind. They happen very rapidly and often just below the 

level of consciousness. Identifying these thoughts and recognizing the role 

they play in creating anxiety is important to reduce anxiety. (27)  

   

How to manage anxiety 

1. Understand the process and nature of anxiety and how anxiety persists in 

vicious circle between physical symptoms, disturbing thoughts and changes in 

behavior.  

2.  Breaking the vicious circle by learning new skills:  

- Somatic symptoms can be reduced by excising relaxation or controlled 

breathing.  

- Mental symptoms i.e., worrying thoughts can be replaced with positive 

ones (thought switching) and/or by distracting. 

-  Behavioral changes may be transformed by deliberately changing 

behavior and facing difficult situations in a gradual step-by-step 

fashion. (desensitization) 

3. Change lifestyle and manage successfully the amount of stress. This includes 

learning assertive skill, time management, breaking bad habits and learning 

new skills. (27) 
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2.4.2. Stress 

Definition: “A state of disequilibrium that occurs when there is a disharmony 

between demands occurring within an individual’s internal and external environment 

and his /her ability to cope with those demands. Stress, or a stressor, is an external 

pressure that is brought to bear on the individual.” 

The effects of stress 

Stress can cause  

1. Emotional anxiety like nervousness, anxiety, tension and phobias, 

2. Depression feeling like lack of happiness, decrease self-esteem, apathy, 

hopelessness and guilt, 

3. Decrease in mental function such as difficult in concentrating and decision 

making, forgetfulness, increased sensitivity to criticism, self-blaming, 

distorted ideas and more rigid attitudes. 

4. Physical Health: hypertension, coronary heart disease, Stomach ulcers, 

migraine, asthma/hay fever, skin rashes, amenorrhea, diarrhea, psychosis, 

rapid heartbeat, breathlessness, muscle aches and pains, blushing, sweating, 

numbness and tingling sensations, elevated blood sugar levels, pupil dilatation, 

frequent urination. 

5. Behavioral: Difficult to fall asleep, emotional outbursts and aggression, stress 

eating or loss of appetite, excessive drinking and smoking, proneness to 

accident, avoidance of particular situations, less active, 

6. Organizational: increase absenteeism, poor industrial relations, high labor 

turnover rates, high accident rate, poor productivity and job satisfaction. 

Work Stress 

 Research has revealed that high levels of work stress have association with high 

absenteeism, high staff turnover rate, high accident rates, job dissatisfaction and poor 
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production. A model of work stress, which includes a number of specific factors, can 

help making sense of people’s experiences, enabling them to plot their own work 

stress profile. 

Relevant factors for work stress or stressors:  

• Quality of work 

• Role issues 

• Responsibility and authority level 

• Social/relationships  

• Job satisfaction  

• Organizational issues 

• Domestic effects 

 

Occupational Stress in Hospital 

Occupational stress has been known to be one of the big health problems among 

health care workers in health care industry. Researches indicate that health care 

personnel have not only higher rates of suicide, substance abuse than other 

professional staff but also increase prevalence of job- related depression and anxiety. 

Rather than psychological distress, other job stress related outcome includes 

absenteeism, burnout, taking leave, reduced performance (reduce patient’s 

satisfaction), and diagnosis and treatment errors. (28) 

Causes of hospital occupational stress 

According to the National Institute for Occupational Safety and Health (NIOSH), 

occupational stress is defined as “the harmful physical and emotional responses that 

occur when the requirements of the job do not match the capabilities, resources, or 

needs of the worker.” (29) 

The most common workplace factors in hospitals that contribute stress include long 

working hours, inadequate staffing level, shift work, exposure to infection and 
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hazardous substances and role ambiguity. Stressors among health care personnel may 

be different depending to the task they perform. (30) Studies on nurses have revealed 

that factors including work overload, time pressure, exposure to infectious diseases, 

accidental needle-prick injury, very limited social support from supervisor or head, 

exposure to work-related violence or threats, role conflict and ambiguity, insufficient 

staffing, career development issues and dealing with seriously ill patients are known 

to be linked with stress. (31) Moreover, studies of physicians who are dealing with 

seriously ill patients indicates the factors associated with stress are extended working-

hours, excessive workload, dealing with terminally ill patients, conflict between 

coworkers, expectations of patient and threat of legal issue on malpractice. Patient 

quality care provided by a hospital may also have impact on health care worker stress. 

(32) 

 

Coping Strategies for managing stress 

People use different ways of coping strategies to manage life stressors in everyday 

life. There are some factors that can act as effective mediators to reduce stress in our 

lives. Four personal attributes (coping strategies) people can develop to help manage 

stress are:  

1. Maintaining healthy lifestyle (health sustaining habits) e.g., medical 

compliance, balanced diet, exercises and relaxation. 

2. Satisfaction of life e.g., work, family, hobbies, humor, spiritual solace, arts, 

nature  

3. Social inclusion and support 

4. Adaptive and healthy responses to stress 

Managing Stress through Relaxation Techniques 

Ineffective management of stress has associated with an increased incidence of a 

number of physical and emotional problems. There are considerable evidences that 

show many mind-body therapies that can be used as effective adjuncts to conventional 

medical treatment for many clinical conditions. Psychiatric problems that are known 
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to benefit from relaxation techniques include anxiety, depression, insomnia, and 

nightmares. (33) 

Since there is no single stress-management method that is suitable for everyone, 

engaging a variety of techniques can provide the best results. Fundamentally, there are 

stress-reducing techniques for every personality type, situation, and level of stress. 

Exercising relaxation techniques can help to reduce the level of stress and to enhance 

the ability to manage own physical responses to stressors. 

Some Relaxation technique are; 

1.Deep Breathing Exercises 

2.Guided Imagery  

3.Progressive Relaxation  

4.Meditation/ Mindfulness/Yoga 

5.Physical Exercise  

 

2.4.3. Depression 

People may suffer depression in various ways; however, the most obvious feature is a 

low or sad mood. Other typical symptoms of depression include loss of interest or 

pleasure, fatigue, sleep problem or early morning-wakening, tiredness, pessimistic 

negative thoughts, difficulty in thinking straight, poor decisions making, change in 

appetite. A lack of energy and weakness and fatigue is a classical symptom of 

depression. People may present different types of depressive reaction ranging from 

mild mood fluctuations or 'the blues' to severe clinical depression. At the severe end 

of the scale people often experience more marked physical symptoms and it seems 

likely that this is related to biochemical changes in the brain. For most people a 

depressive reaction is triggered by a set of life events which they are finding difficult 

to cope with. (27) 

Precipitating Factors 

A depressive state may be precipitated by many factors. These include a significant 

loss or disappointment, severe or prolong stress: perceived inadequacy of personal 
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strivings, unresolved conflicts, inadequate positive reinforcement or excessive 

negative reinforcement, chronic feelings, fears, or anger, disturbances in the 

regulation of neurotransmitters and structure of the brain, infection, and/or injury. (34)  

Related risk factors for depression 

Factors that enhance for developing depression are female gender, adverse childhood 

experience, traumatic/stressful life events, history of major depressive disorder in 

first-degree family member, unhealthy personality like neuroticism which is a 

negative personality trait characterized by anxiety, fear, moodiness, worry, envy, 

frustration, jealousy, and loneliness, other disorders such as substance use, anxiety, 

and personality disorders, chronic or disabling medical conditions. (35, 36) 

Protective factors for vulnerability to depression (27) 

 Some people are more vulnerable to depression than others.  There are some 

protective factors which can decrease vulnerability to depression. These include:  

1. High self-esteem based on self-worth, not achievements.  

2. Practicing optimism (positive thinking habits.)  

3. Being assertive on expressing of needs, ideas, feelings and thoughts.  

4. Established social support network and effectively using it. 

5. Reducing unnecessary stress.  

 

Comorbidity 

 Depression frequently accompanies other mental disorder such as schizophrenia, 

substance abuse, eating disorders, schizoaffective disorder, bipolar disorder, and 

borderline personality disorder. The combination of anxiety and depression is one of 

the most common psychiatric presentations. Symptoms of anxiety occur in an average 

of 70% of cases of major depression. Some clinicians believe that mixed anxiety and 

depression should be a stand-alone diagnosis and be treated as a distinct entity. 
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2.5. Risk Factors for developing metal health impact during COVID-19 

pandemic Situation 

The prevalence of mental distress is hard to identify due to the variety of the scales 

assessing distress, however, it can reach higher levels in some vulnerable groups who 

have experienced particular risk factors. (25) Common risk factors that contribute to 

negative mental impact contain stress-related and socio-demographic factors and 

inadequate inner and external resources. Stress is significantly related to depression, 

anxiety and burnout. (37, 38) Work-related characteristics, such as poor support, high 

demands, and lack of control, can contribute to psychological consequences. (39) 

Similarly, during current COVID-19 pandemic, overstrained health care systems 

cause health care personnel in hard hit countries struggling with extreme mental 

problem due to prolong working hours and fatigue. (40) Moreover, Stigmatization is 

one of the factors that enhances an unnecessary burden and stress to the lives of 

vulnerable population and can trigger to worker burnout. (41)  

2.5.1. The effect of sociodemographic and predisposing factors on mental health 

impact during COVID-19 pandemic situation 

From sociodemographic characteristics, the associated variables of psychological 

distress, “acute stress, depression, and anxiety” symptoms were being female, having 

history of mental illness, having history of underlying medical diseases, and having 

suspected or confirmed COVID-19 family members or relatives, and working services 

more than 10 years. Many studies have analyzed and described that the female gender 

was an important predictor for developing stress, anxiety and depression. (9, 42, 43) 

Similarly, studies from Italy and Saudi Arabia also consistent with the finding and this 

can be attributed to gender differences in the hormonal response to stress. (44) 

Moreover, owing to rooted social roles traditionally, women were positioned at a 

large dilemma, which occurred between working and caring of family and between 

the avoidance of contact with family members and family care. (45) 

Health care personnel living with older people and young children were more concern 

about their family member regarding transmission of infection from them.(46) Study 

from Sweden shows that the household members of frontline health care workers have 

double risk of being transmitted from COVID-19.(40) Similarly in Myanmar, health 
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care personnel who are living with elderly and children and having family members 

with chronic disease leave their homes to stay in government-provided staff house or 

temporary hostel and can’t see their partners, children and parents for weeks because 

of fear for probably transmission of the virus from them. (47). Longer working 

service years in the hospital was closely linked with psychological impact as most 

health care workers with more than 10 working-years had already got married and 

have children and had more job-related tiredness and family responsibilities. (48) 

Furthermore, it is found that living away from home were also most likely to 

contribute psychological distress among health workers. (49) 

Moreover, studies depicted that health workers who had predisposing factors of 

having a history of taking treatment for mental illness had more chance of showing 

sleeplessness, anxiety, depression compared with those who did not have such history. 

(16) In consistent with this, significant higher rates of seropositivity for CoVs has 

been found in patients with a history of mood disorder. It was also stated that the 

deaths of loved ones also contribute to physical and mental health issues due to the 

loss incurred. (17) Consequently, theories testified that around 10% of bereaved 

persons are vulnerable to complicated grief after the death of family members and 

30% fall in the moderate mental health risks. (18) 

 

2.5.2. The effect of work characteristics on mental health impact during COVID-

19 pandemic situation 

It has been widely demonstrated that the work environment, work organization, and 

work-related behaviors are factors capable of influencing mental health and 

psychological well-being of workers (50) The coronavirus disease (COVID-19) 

pandemic has profoundly affected on healthcare systems globally, have significantly 

threaten the lives of anesthesiologists, medical doctors, lab technicians, and nurses 

who were providing care among COVID-19 confirmed patients. Such high-acuity 

patient care imposes a substantial physical and psychological burden, which is 

additional intensified by increased workloads, deficiency of staff, and unavailability 

of adequate of protective equipment, social isolation, physical burnout, and separation 

from families. 
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 Frequent direct patient contact and involving in aerosol-generating procedures could 

increase risk of infection. (45) In addition, government-imposed control measures had 

led to social isolation and inhibited access to usual coping methods. Contagion 

exposure also provoked concerns from staff living with elderly and young children. In 

the former pandemic outbreak of SARS, it had substantial negative psychosocial 

effects on health care staff. That pandemic had led emotional exhaustion, depression, 

anxiety and burnout bothering health care workers. (51, 52) 

 Similarly, the finding is also consistent with studies on health care professionals from 

China and Italy during the COVID-19 pandemic. (9, 53) Additional specify that 

female nurses informed more severe symptoms of depression, anxiety, and distress. 

Furthermore, frontline nurses who provide cares to patients with COVID-19 were 

expected exposed to the maximum risk of infection because of their close, frequent 

contact with patients and working longer hours than usual. (54) That has led to 

emotional strain resulting from worrying of being infected. 

Moreover, another work- related factors such as being stigmatized of profession 

during widespread outbreaks of the virus, accused of being a disease carrier, being 

threatened and being asking to leave rented hostel had been experienced by health 

care workers during Covid-19 pandemic situation. In Myanmar, most junior doctors, 

nurses and lab technicians who work in area far from their homes have to stay in 

hostel since Ministry of Health is unable to provide with accommodation. In the 

meantime of COVID-19 crisis, dozens of health care workers who stay in hostel had 

been evicted as the landlords are afraid of transmission of virus from them.(55) Those 

kind of being stigmatization is stressful and it had provoked the negative 

psychological consequences among health care workers.(56) The studies from Nepal 

showed that the stigma among health workers affected their attention on work.(17) A 

comparable article was found in Italy where health care workers facing stigma during 

COVID-19 were seen to have more weariness, exhaustion and psychological 

distress.(57) Stigmatization was associated with biopsychosocial health of health care 

professionals. Health care personnel who have experienced higher levels of 

stigmatization conveyed more psychological distress, and this expected increased 

somatic symptoms. (58) 
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Furthermore, role of frontline health care provider increased health care workers 

experiencing of greater symptoms of depression, anxiety, stress, somatic symptoms 

and sleeplessness. Zhang, study from China suggested that frontline health staff had 

higher negative mental health outcome than general population. (59) In additional to 

this, among health staff, frontline health care personnel encountered increased 

chances of severe distress relative to the rest of health care staff, which was found in 

both studies from Italy and Saudi Arabia. (54, 60) The chief causes of mentally 

distress for frontline health care workers included prolong working hours, exposing to 

the high risk of infection because of frequent and close contact with positive patients, 

and as well as putting their families at life- threatening risk. (9, 61) 

Another factor that enhances mental problem among health care workers is deficient 

precautionary measures which were significantly related with anxiety and depression 

symptoms among health care providers. Deficiency of protective measures including 

PPE (personal protective equipment) led to compromised working conditions, feeling 

of being insecure and increase risk of transmission to infection.(17) Majority of 

C0VID-19 cases were asymptomatic (62), therefore, lack of proper sense of 

protection among health care personnel probably increased their psychological 

distress and affected their mental well- being as evident by three out of four health 

workers reported inadequate protective measures in work place. In addition, many 

studies globally, have depicted that to equip health personnel with PPE is as 

compulsory. WHO stated that due to inadequate access to PPE such as googles, 

gloves, gowns, medical masks, respirators, face shields, and aprons, there was an 

increased risk of transmission had been experienced among health care personnel (63) 

 Regarding work experiences, young health care staff who had fewer working 

experiences (<5 years) had lower chance of suffering stress, anxiety and depression 

relative to those with having work experiences more than 10 years. (17) These 

findings regarding work- related characteristics from different studies have proof the 

influence negative mental health impact of health care personnel to an extent. 
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2.6. Psychometric Instruments 

There are several tools that are used to evaluate the mental impact of different study 

population. Depression symptoms can usually be assessed by Patient Health 

Questionnaires PHQ-9 and Beck Depression Inventory (BDI) and Patient Health 

Questionnaires PHQ-9. The Beck Depression Inventory (BDI) is a 21-item on a 4-

point scale from 0 (symptom absent) to 3 (severe symptoms), self-reporting 

questionnaire for evaluating the severity of depression in normal and psychiatric 

populations. The BDI shows high internal consistency, with alpha coefficients of 0.86 

and 0.81 for psychiatric and non-psychiatric populations respectively. (64) In 

occupational health, the BDI-II can be used as a screening tool to detect depression in 

normal populations or as a tool to assess symptom severity in clinical populations. 

Another instrument, PSQ-9 composes of nine items which assess depressive 

symptoms, and participants reported the frequency of symptoms experienced over the 

past two weeks. The PHQ-9 is the depression module, which scores each of the nine 

DSM-IV criteria as "0" (not at all) to "3" (nearly every day). It has been validated for 

use in primary care. (65) It is not a screening tool for depression but it is used to 

monitor the severity of depression and response to treatment. However, it can be 

applied to make a tentative diagnosis of depression in risky populations. 

Anxiety is usually evaluated by using (GAD-7) Generalized Anxiety Disorder Scale 

which is a short self-reported scale used in clinical practice for assessing severity of 

generalized anxiety disorder with good reliability and validity. (66) The questions 

assess how frequently the participants have bothered by various symptoms in the past 

two weeks. Cut- off points of 5, 10, and 15 may be interpreted as representing mild, 

moderate and severe levels of anxiety on the GAD-7. A score of > 10 would require 

further evaluation. 

The most widely used psychological instrument for measuring the perception of stress 

is Perceived Stress Scale (PSS-10).  It is a measure of the degree to which situations 

in one’s life are appraised as stressful. Items were designed to tap how unpredictable, 

uncontrollable, and overloaded respondents find their lives. The scale also includes a 

number of direct queries about current levels of experienced stress. The PSS was 

designed for use in community samples with at least a junior high school education. 
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The questions in the PSS ask about feelings and thoughts during the last month. PSS 

items have been found to have good correlations with other stress measures, self-

reported health and health service measures, health behavior measures, smoking 

status, and help seeking behavior. 

Another instrument, the Hospital Anxiety and Depression Scale (HADS) is a self-

administered measure with 14 items in total that ask the client to reflect on their mood 

in the past week that used to screen for the presence of depression and anxiety. The 

HADS was developed to provide clinicians with an acceptable, reliable, valid and 

easy to use practical tool for identifying and quantifying depression and anxiety. The 

HADS can be used in a variety of settings (e.g. community, primary care, in-hospital, 

and psychiatry). In addition, the HADS is not intended for complete diagnostic tool, 

but as a means for identifying general hospital patients who need further psychiatric 

evaluation and assistance. (67) 

The HADS assess depression, 5 of which are markers for anhedonia (an inability to 

experience pleasure), and 2 concern appearance and feelings of slowing down. Seven 

items assess anxiety, of which 2 assess autonomic anxiety (panic and butterflies in the 

stomach), and the remaining 5 assess tension and restlessness. (68) Each item is rated 

on a 4-point scale (ranging from 0 = no not at all, to 3 = yes definitely), for a total 

score ranging from 0-21 for each subscale. A higher score indicates higher distress. A 

number of items are reverse scored (ranging from 3 = no not at all, to 0 = yes 

definitely), including two from the HADS-Anxiety and four from the HADS-

Depression. 

In addition to this, a set of three self-report scales designed to measure the emotional 

states of depression, anxiety and stress is DASS-21. Each of the three DASS-21 scales 

contains 7 items, divided into subscales with similar content. The depression scale 

assesses dysphoria, hopelessness, devaluation of life, self-deprecation, lack of interest 

/ involvement, anhedonia and inertia. The anxiety scale assesses autonomic arousal, 

skeletal muscle effects, situational anxiety, and subjective experience of anxious 

affect. It assesses difficulty relaxing, nervous arousal, and being easily upset / 

agitated, irritable / over-reactive and impatient. Participants should decide how much 

the statements apply for them using a scale from “0” to “3” where “0” refers “did not 
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apply to me at all” and “3’ refers” apply to me very much or most of the time”. The 

score of each axis is multiplied by 2 to lie within a 0 to 42 scale where higher scores 

indicate worse outcomes. (69) The reliability of the DASS-21 was considered 

“acceptable” and has “good” Cronbach’s alpha values of “0.81” and “0.89” for the 

depression and anxiety subscales, respectively. The alpha value for the stress subscale 

was observed at 0.78, which can be considered “fair”. (70) 

Though there are many tools and instruments for measuring of depression, anxiety 

and stress, in Myanmar all of them have not been translated into Burmese language. 

Some of them including GAD-7, PHQ-9, DASS-21, Beck Anxiety Inventory and 

Beck Depression Inventory had been done. In which Beck’s instrument are usually 

used in hospitalized patients in Myanmar. Among them, DASS-21 Burmese version 

has been used in the National Survey for measuring COVID-19 related psychological 

distress of the general population. In this study, DASS-21 was applied to measure the 

level of depression, anxiety and stress of health care personnel. 
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CHAPTER III 

METHODOLOGY 

 

3.1. Study Design 

This study was a cross-sectional study, through online-based self-administered 

questionnaires to determine the magnitude of depression, anxiety and stress of health 

care personnel including medical doctors, nurses, and laboratory technicians who 

worked in front- and second -line services during COVID-19 pandemic and also to 

find out the factors related to their mental health impact. The online questionnaire was 

designed on “Google Forms” and distributed in multiple social platforms including 

health care personnel groups on Facebook, Messenger, Telegram, Viber and 

WhatsApp. In order to limit responses from health care workers who did not involve 

in COVID-19 treating, caring and diagnosis process, questionnaires was sent to 

specific potential participants. There was also a specific “Yes or No” questions to 

confirm that participant truly get involved in COVID-19 management process. Only 

those who answer “Yes” were allowed to continue to fill the survey. The participants 

were encouraged to answer within two weeks. If the potential participants had not 

reached within two weeks, the link would be extended. 

3.2 Study Area 

The study was conducted with health care personnel who works or had worked at 

governmental hospitals including general hospitals, COVID-19 hospitals and COVID-

19 treatment centers in Yangon region Myanmar. There were twelve COVID-19 

treatment centers provide care for over 6,700 patients in Yangon, Myanmar (Table 3). 
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Table  3 COVID-19 treatment centers and hospitals in Yangon 

No Hospitals or COVID-19 

Center 

Capacity for COVID-19 

Patients beds 

Types of Hospital 

1. Yangon General Hospital  150 Permanent +ICU 

service 

2. Wai Bar Gi Specialist 

Hospital (National Center for 

Infectious disease) 

70 Permanent +ICU 

service 

3. North Okkalapa General 

Hospital 

70 Permanent +ICU 

service 

4. South Okkalapa Women 

Hospital  

70 Permanent +ICU 

service 

5. Phaung Gyi COVID-19 

Center  

1,050 Temporary +ICU 

service 

6. Ayar COVID-29 Center 500 Temporary 

7. Fortune COVID-19 Center Around 1,000 (variation 

in number of beds) 

Temporary 

8. Aung Myint Mo COVID-19 

Center 

Around 1,000 (variation 

in number of beds)  

Temporary 

9. Hlaing University COVID-19 

Center 

Around 1,000 (variation 

in number of beds) 

Temporary 

10. Yangon University of 

Nursing COVID-19 Center 

Around 1,000 (variation 

in number of beds) 

Temporary 

11. Yankin Cultural University 

COVID-19 Center 

Around 1,000 (variation 

in number of beds) 

Temporary 

12. Yoma COVID-19 center 600 Temporary 

The Irrawaddy, Myanmar&COVID-19: Myanmar Builds Temporary Hospitals as 

COVID-19 Centers Near Capacity. (71) 

Among them, the four hospitals and one COVID-19 center (Phaung Gyi) have ICU 

services whereas other centers are mostly treating for patients with mild symptoms. 

The bed capacities of temporary centers are around 1,000 beds, and vary in number of 
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beds time to time. Since Yangon region had been an epicenter with a highest 

prevalence and mortality rate of COVID-19, almost sixty percent (59.8%) of 

transmission has been spread in Yangon whereas 40% of prevalence are distributed 

among other 17 states and regions. Due to demand of services and shortage of 

workforce in Yangon, some government health care staff from other states and 

regions had been assigned to temporary COVID-19 centers to give care to the 

patients.  

3.3 Study Population 

The population of this study were health care personnel including doctors, nurses, and 

laboratory technicians who are currently working or have worked in treating, 

diagnosing and caring of COVID-19 at government hospitals in Yangon, Myanmar. 

 

3.4 Inclusion and Exclusion Criteria 

Inclusion Criteria  

- Medical doctors, nurses and laboratory technicians (Health Care Personnel) who 

are currently working or who had worked in governmental hospitals or COVID-19 

treatment centers during pandemic from 23 March, 2020 to 31 December, 2020 in 

Yangon, Myanmar. 

- Health care personnel who directly participated and worked in treating and caring 

with COVID-19 positive patients at isolation ward in hospitals or COVID-19 

centers. 

- Health care personnel who participated and worked in the general health care 

setting including outpatient department (OPD) and other respective specialty care 

wards. 

 

Exclusion Criteria 

- Health care workers from private clinics, volunteer health staffs (not government 

staff), medical or nursing students. 
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- Medical doctors, nurses and lab technician who worked in governmental hospitals 

or COVID-19 treatment centers for less than one month. 

 

3.5 Duration of the study 

The study was conducted in June 2021. The estimated time to fill each questionnaire 

was around 15 minutes by online questionnaire via Google forms, a widely used 

survey application that facilitates online surveys. 

3.6. Sample size 

n = z² [p q)]/d²   

 n =z²[p(1-p)]/d² 

n= 1.96*1.96(0.5*0.5)/ (0.05*0.05) 

n= 384 

 

By adding 10 % of non- response rate, final sample size will be: 384+39= 423 

 

3.7. Sampling technique 

Non-probability sampling method by using snowball sampling was applied to recruit 

participants in this study. Participants who have direct experience in working with 

COVID-19 confirmed patients or suspected patients were selected in the study. 

Researcher firstly contacted to representative doctors, nurses and laboratory 

technicians from each study hospitals and COVID-19 centers. Since the sampling 

frame was not easily available because of political crisis and, to meet the sample size 

within a short period of time, the existing subjects from each sub-group were selected 

first and requested to provide multiple referrals of his/her colleagues that they work 

together during COVID-19 management process.  

 

 

 

n= sample size of population 

z= standard normal deviation 1.96 in case of 95% 

confidence interval 

p= the estimate proportion of risk perception among 

adult 50% = 0.5 

q= 1-p 

d= allowance for error 5%= 0.05 
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Sample size = 406 

 

 

 

 

Actual snowball sampling structure of the study 

Figure  5 Sampling Structure 

 

 

Doctor  

73 (18%) 

Nurse  

306 (75.3%) 
Laboratory 

Technician 27 (6.7%) 
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3.8. Measurement tools 

In this study, the online self-administered questionnaire was used to collect the data. 

The questionnaire was designed according to previously published literatures. (17, 41) 

This was conducted in Myanmar language. The questions in google form was 

comprised of five sections. Each section took 2-3 minutes so the estimated time to fill 

the whole questionnaires was around 15 minutes. The first section was screening to 

identify the potential participants and questionnaires regarding sociodemographic 

characteristics, predisposing factors and work-related characteristics were in the 

second, third and fourth section respectively. DASS21 Myanmar version was 

administered in the last section. In order to avoid risk of un-response to important 

questions, mandatory response action was applied. 

 

1. Sociodemographic characteristics 

There were 13 questions consisting of participant’s work residence, sex, age, 

religion, education level, occupation, marital status, family type, accommodation, 

presence of children under 14 years of age, presence of elderly over 60 years of 

age and presence of family with chronic disease and the respondent having 

chronic medical disease. 

2. Predisposing factors 

Two factors were asked for investigating presenting of predisposing factors 

including presence of history of receiving treatment for mental health condition, 

and presence of experienced with loss of loved one during pandemic. 

3. Work -related characteristics 

In this part, 9 questions on work-related characteristics were employed as 

followed:  

a. participant’s work role: participant have to choose one from 2 responses of 

front- line or second -line. 

b. Total years of government service: participant have to fill his/her service years 

c. Personal opinion on availability of PPE during COVID-19 pandemic, the 

responses were categorized as (1) completely sufficient, (2) sufficient, (3) 

insufficient and (4) very insufficient.  
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d. Experienced of being stigmatized or discriminated against as a health care 

worker due to COVID-19. The responses were either “Yes” or “No”. For those 

who response “Yes” had to continue to answer further question about types of 

stigmatizations.  

e. Types of stigmatizations or discrimination: The answers were contained 4 

types of responses including  

i. Being threatened 

ii. Being accused of virus carrier due to profession 

iii. Being asked to leave rented place or hostel. 

iv. Other  

f. Working hours in a shift during COVID-19 pandemic 

g. Personal opinion on receiving COVID-19 support from government: 

Participant’s response will be characterized as (1) Completely sufficient, (2) 

Sufficient, (3) Insufficient, (4) Very insufficient. 

h. Have training on COVID-19 infection control, self-care, donning and doffing 

PPE and procedure for testing and treatment protocol in the early time of 

pandemics: the responses were either “Yes” or “No”. 

i. Have you ever been tested for COVID-19? The responses were either “yes”, 

or “no” and, for the answer “yes”, another question was employed “If so, have 

you got tested positive or negative”. The respondent had to choose one 

response “positive or negative.” 

 3.8.1. Item- Objective Congruence (IOC) 

Validity 

The index of item-objective congruence was a procedure used in test 

development for evaluation content validity at the item development stage. This 

measure was limited to the assessment of unidimensional items or items that 

measure specified composites of skills. 

Step one: The questionnaire was presented to the thesis committee for any 

suggestion for improvement.  
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Step two: The questionnaire was corrected and adjusted in accordance with 

comments and recommendations made by advisory committee.  

Step three: After receiving feedback and recommendations from the advisory 

committee, the Index of Item-Objective Congruence (IOC) was used so as to 

find the content validity. In this process, the questionnaire was checked by three 

experts. (See in Appendix A) 

The Item-Objective Congruence (IOC) was used to evaluate the items of the 

questionnaire based on the score range from -1 to +1.  

Congruent = + 1 

         Questionable = 0  

          Incongruent = -1  

For the questions with the value of the result less than 0.5, were adjusted according to 

the three experts’ recommendations and till they accepted. These questionnaires were 

already validated by the above three experts and all of them accepted the 

questionnaire. 

3.8.2. Reliability 

The reliability of the questionnaire was determined so as to ensure that the responses 

collected through the instrument were reliable and consistent. The questionnaires 

were tested with 30 health care personnel from Myitkyina General Hospital, Kachin 

State, Myanmar who did not include in the sample group.  

The reliability value was calculated by using Cronbach’s alpha to ensure whether 

there was internal consistency within the items. George and Mallery (2010) illustrated 

the value of Coefficient Cronbach’s Alpha as the following: ≥ 0.9= Excellent, ≥ 0.8= 

Good, ≥ 0.7= Acceptable, ≥ 0.6= Questionable, ≥ 0.5= Poor, and ≤ 0.5=Unacceptable.  

Therefore, for the research questionnaire to be reliable, its value of Coefficient 

Cronbach’s Alpha must be at least 0.7. The result of the reliability test was shown in 

table 4. 
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Table  4 Internal consistency and inter-item correlation of DASS-21 (Myanmar) from 

Pretest 
No Sub-scale From Pretest (Myanmar) Cronbach 

alpha 

from 

Original 

(English) 

Item Numbers Cronbach 

alpha 

Inter-item 

correlation 

1. DASS_Stress  1S, 6S, 8S, 11S, 12S, 14S, 

18S 

0.83 0.43- 0.78 0.78 

 

2. DASS_Depression 3D, 5D, 10D, 13D, 16D, 

17D, 21D 

0.80 0.36 -0.80 0.81 

 

3. DASS_Anxiety 2A, 4A, 7A, 

9A,15A,19A,20A 

0.86 0.47-0.76 0.89 

Total DASS21 21 items 0.94 0.39-0.87 0.78 -0.91 

 

3.8.3. Measurement Tool for mental health assessment 

Depression, Anxiety and Stress Scale - 21 Items (DASS-21) Myanmar version was 

used to measure mental health outcome. The DASS-21 is a set of three self-report 

scales designed to measure the emotional states of depression, anxiety and stress. 

Each of the three DASS-21 scales contains 7 items, divided into subscales with 

similar content.  

The depression scale evaluates “dysphoria, hopelessness, devaluation of life, self-

deprecation, lack of interest / involvement in activities, anhedonia and inertia.”  

The anxiety scale assesses “skeletal muscle effects, autonomic arousal, situational 

anxiety, and subjective experience of anxious affect.” 

The stress scale is sensitive to levels of chronic nonspecific arousal. It examines 

“difficulty relaxing, nervous arousal, and being easily upset / agitated, irritable / over-

reactive and impatient”.  

All the items that assessed for depression, anxiety and stress were all mixed up in 

questionnaires. Questions no. 1, 6, 8, 11, 12, 14, and 18 were for assessing the stress 

level, no. 2, 4, 7, 9, 15, 19, and 20 for anxiety and no. 3, 5, 10, 13, 16, 17, and 21 for 

depression respectively. 

Scores for depression, anxiety and stress were calculated by summing the scores for 

the relevant items. The initial total score of each subscale (DASS-21) was multiplied 

by 2 to get the final score for categorization into “Normal”, “Mild”, “Moderate”, 

“Severe”, or “Extremely Severe” (Table 4). The reliability of the DASS-21 was 
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considered “acceptable” and has “good” Cronbach’s alpha values of “0.81” and 

“0.89” for the depression and anxiety subscales, respectively. The alpha value for the 

stress subscale was observed at 0.78, which can be considered “fair”. (70) 

 

Table  5 Interpretation of depression, anxiety, and stress scores  

 

3.9. Data collection 

The data were collected in June 2021 by using online questionnaire platform. The online 

questionnaire was designed on “Google Forms” and distributed in multiple social 

platforms including health care personnel groups on Facebook, Messenger, Telegram, 

and Viber.  

Google Form Link for data collection 

https://docs.google.com/forms/d/e/1FAIpQLSc6wAE59noR1l-

8cfTbS7qvq8K8GxDPt_GKnS2CIzoOubrbIw/viewform?usp=sf_link 

 

In order to limit responses from health care workers who didn’t involve in COVID-19 

treating, caring and diagnosis process, questionnaires were only sent to potential 

participants. There was a specific “Yes or No” questions to confirm that participant 

truly get involved in COVID-19 management process. Only those who answer “Yes” 

were allowed to continue to fill the survey. The participants were encouraged to 

answer within two weeks. The targeted population received their personal message to 

make sure that they received and responded to the broadcast. All respondents were 

requested to fill a consent form before answering the questionnaires to register their 

https://docs.google.com/forms/d/e/1FAIpQLSc6wAE59noR1l-8cfTbS7qvq8K8GxDPt_GKnS2CIzoOubrbIw/viewform?usp=sf_link
https://docs.google.com/forms/d/e/1FAIpQLSc6wAE59noR1l-8cfTbS7qvq8K8GxDPt_GKnS2CIzoOubrbIw/viewform?usp=sf_link


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 43 

willingness to participate. All the responses from respondents were automatically 

received by the researcher in Excel form (.xlsx) for further cleaning and coding steps 

before entry. The respondents were excluded who did not give consent to participate 

in the study or did not answer the questions completely. 

3.10. Approaching to the participants 

Under the unexpected obstacles of atrocious situation due to political crisis, 

approaching to the participants and collecting data had been incredibly challenging. 

Currently, the illegitimate military council has been putting restrictions such as 

curfews, limits gathering, limiting internet accessibility, and threatening of arbitrary 

detaining on health care staff including other civil service staff since they committed 

to Civil Disobedience Movement (CDM). 

Approaching individually was taking much time to get response from them, because 

of intermittent internet connectivity. Thus, sharing the link in the health care workers 

groups on various social platforms was found favorable. 

Therefore, before circulating the study link in the variety of groups, researcher 

contacted to the admins of each health care staff group on Facebook namely “Medical 

Against dictatorship”, “Myanmar Doctors Public group”, “Nurses in Myanmar”, 

“Research Training Guide” and “Telegram Channel” for requesting permission to post 

the research link in the group. After obtaining permission from each of the group’s 

admin, the google link was shared and participants were invited to participate in the 

study by informing of participant information and voluntary process as well. 

In addition, researcher also contacted to the resource person of each profession 

(nurses, doctors, and laboratory technicians) from each of COVID-19 treatment 

center, and made request for delivering the research link to appropriate potential 

participants. In summary, data were collected by sharing the link mainly on Facebook 

groups and as well individually by Messenger and email. 

3.11. Data entry and analysis 

The entry of all responses was stored in the Microsoft Excel format which went 

through the cleaning and coding process after the data collection period closed. After 
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that data from Excel changed to SPSS.  This study was analyzed in two major steps 

using SPSS 22.0 software. 

3.11.1. Data Grouping for analysis 

1. Age: Age was grouped into three categories 20-29, 30-39, and 40 and above in 

order to have equally distribution of the participant in each group. 

2. Years of government working services: It was categorized as 5 years and below 

and above 5 years because in Myanmar context, generally it took around five years to 

step into another higher position, so that less than five years of working service used 

to assume junior staff and health care staff with more than five years were addressed 

as senior staff. 

3. Working hours: Normal working hours for health care staff was usually 8 hours in 

shift. However, according to the situation, work nature and work-load, sometimes 

health care had to personnel worked more than the usual working hours. Hence, in 

order to expedite in data analysis and interpretation, working hours has grouped as 1-8 

hours and 8-24 hours. 

4. Perception on PPE supply in work and government financial support during 

COVID-19 pandemic:  The participant who stated their perception as “very 

sufficient” and “sufficient” were recognized as “Sufficiently supply” and who 

responded as “not sufficient” and “very insufficient” were assumed as “Insufficiently 

supply”. 

 

3.11.2. Descriptive Statistics 

To describe the independent variables, sociodemographic characteristics, predisposing 

factors and work- related characteristics of the participants, descriptive statistics was 

used. 

For continuous variables, normal distribution was tested with Shapiro Wilk test, and 

found that the variables had skewed distribution, and so median with interquartile 

range were used to present the data.  
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For categorical variables, the distribution of frequencies(n) and percentage (%) were 

described. 

To describe the level for depression, anxiety, and stress of health care personnel, 

descriptive statistics was applied and shown in frequencies (n) and percentage (%). 

3.11.3. Inferential Statistics 

Step 1 - Bivariate Analysis 

To find association of socio-demographic factors, predisposing factors and work- 

related characteristics with mental health outcomes, each outcome variable 

(Depression, Anxiety and Stress) was recoded into two categories in which first group 

included the range between “normal and mild” and from “moderate to extremely 

severe” were included in the second group. 

To explore the unadjusted association between each independent variable and 

dependent variable, simple logistic regression was used and p- value less than 0.05 

was considered as significant. 

Step 2 - Multivariate Analysis 

The variables with p-value less than 0.2 in bivariate analysis and no collinearity with 

other variables were included in multivariate analysis.  

Multiple logistic regression was used to investigate the association of independent 

variables with p < 0.2 with each mental health outcome.  

Step 3 – selection of associated predictor variables 

The variables from multiple logistic regression with p <0.05 were considered as 

statistically significant associated predictor variables. 

3.12. Ethical Considerations 

Ethical approval was obtained on 11 June 2021 from the Ethics Review Committee 

for Research Involving Human Research Subjects, Health Science Group, 

Chulalongkorn University in Thailand (COA No. 141/2021). (Appendix C) 

Participant information and voluntary process was explained, and whoever desire to 

accept consent were participated. 
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Researcher followed the ethical principles to ensure confidentiality, safety and 

privacy of the participants. (72) Participants received online written explanation about 

introduction of the researcher, what was expected from them, type of research 

intervention, participant selection, number of participants involved in the study, 

inclusion criteria of the study, voluntary participation in the study and  the right to 

withdraw from the study, time duration of responding the questionnaires, minimum 

risks and discomforts, benefits, compensation, anonymity of the participants, 

confidentiality of the results, sharing the results, no potential financial benefit for 

investigator, no conflict of interest, contact person for the study no personal 

information was maintained, and the information will be destroyed within one year 

after completion of the study.  

In order to ensure confidentiality of the participants, identity such as name and 

address were not asked. Only investigator could have access to the data. Regarding 

for referral process for those who revealed severe and extremely severe depression, 

anxiety and stress, researcher contacted and got advice from Professor Dr. U Tin Oo, 

(President), Mental Health Project Manager, Yangon Mental Health Hospital. By 

then, informing and referral have been made to every respondent who exhibit severe 

and extremely severe mental outcomes to the following services centers for further 

mental health support and help.  

1.Yangon Mental Health Hospital (Ywar Thar Gyi) (9:00 AM – 12:00 NOON) 

2. North Okkalapa General Hospital, Yangon (9:00 AM – 12:00 NOON) 

3. Thingan Kyunn Hospital, Yangon.  (9:00 AM – 12:00 NOON) 

Moreover, who those cannot go and get service to those hospitals, online consultation 

and services centers were suggested. 

Among the participants who assessed for requiring further consultation, there was a 

total of 21 participants could have been contacted and made referral. Informing and 

referral process had been done individually by email and text message in respecting of 

confidentiality. However, those who did not provide their contact address have been 

out of reach.  
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CHAPTER IV 

RESULT 

 

This study was a cross-sectional descriptive study to determine the impact of COVID-

19 pandemic on mental health of health care personnel from government hospitals in 

Yangon, Myanmar by quantifying their level of depression, anxiety and stress and to 

find the association between socio-demographic factors, predisposing factors and 

work- related characteristics and mental health impact among health care personnel 

during COVID-19 pandemic situation. Data were collected through online 

questionnaires circulated by Email, Facebook health professional groups and 

Messengers groups in June, 2021. This chapter presented about the result of data 

analysis of the study. 

The results were presented into 2 parts; descriptive and inferential findings. The first 

part contained descriptive findings of socio-demographic characteristics, predisposing 

factors, work-related characteristics and the distribution of level of depression, 

anxiety and stress. The second part included the bivariate analysis and multivariable 

analysis to find the association between the independent and the outcome variables. 

4.1. Descriptive characteristics of the participants 

4.1.1. Sociodemographic characteristic of the participants 

In this study, there were total 406 participants including 306 (75.3%) nurses, 73 (18.0 

%) doctors and 27 (6.7%) laboratory technicians, in which the majority (82.0 %) were 

female health care personnel. The median (IQR) of participants’ age was 29 (8) years. 

Over half of the participants (52.0%) belonged to the age group between 20-29 years, 

whereas 41.6 % and 6.4 % were in the age group between 30-39 years, and 40 and 

above years groups respectively. 

In terms of education, nearly half of the participants, 188 (46.3%), were bachelor 

holders whereases Ph.D. holders were only 9 (2.2%). The rest participants 148 

(36.5%) and 61 (15%) were diploma and master holders respectively. The vast 

majority of the participants 332 (81.8%) were Buddhism. Three quarter of 

respondents 307 (75.6%) were single whilst one quarter of respondents 91 (22.4%) 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 49 

were married. Few numbers of participants were divorce and widow 5 (1.2%) and 3 

(0.7%) respectively (Table 6). 

 

Table  6 Socio-demographic Characteristics of participants (n=406) 

Characteristics Frequency  Percentage (%) 

Age (years)   

20-29 211 52.0 

30-39 169 41.6 

≥40 26 6.4 

Median (IQR)= 29 (8) 

Q1-Q3 = 26-34 

  

Sex   

Male  73 18.0 

Female 333 82.0 

Education   

Diploma 148 36.5 

Bachelor 188 46.3 

Master 61 15.0 

Ph.D. 9 2.2 

Occupation   

Nurses 306 75.3 

Lab Technicians 27 6.7 

Doctors 73 18.0 

Religion   

Buddhism 332 81.8 

Muslim 5 1.3 

Christian 67 16.5 

Atheism 1 0.2 

Hindu 1 0.2 

Marital Status   

Single 307 75.6 

Married 91 22.4 

Separated/Divorce 5 1.3 

Widow/Widower 3 0.7 
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Table 6 Socio-demographic Characteristics of participants (n=406) (continue) 

Characteristics Frequency (N=406) Percentage (%) 

Family Type   

Living Alone 109 26.8 

Nuclear 207 51.0 

Extended 73 18.0 

Joint 17 4.2 

Accommodation   

Home 187 46.1 

Rented-house 39 9.6 

Staff-house 180 44.3 

Presence of chronic disease   

Yes 14 3.4 

No 392 96.6 

Presence of under 14 -year-old children in 

family   

Yes 137 33.7 

No 269 66.3 

Presence of elderly (over 60 years of age) in 

family 
  

Yes 193 47.5 

No 
213 52.5 

Presence of family member with medical 

condition   

Yes 
182 44.8 

No 224 55.2 

 

In terms of family type, half of the total respondents 207 (51%) were from nuclear 

type, a quarter 109 (26.8 %) lived alone, and other 18.0% and 4.2% were from 

extended and joint family respectively. Nearly the same proportion of participants 
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(46.1% and 44.3%) were resided at home and staff-house, and only 39 (9.6%) stayed 

at rented- hostel. More than a quarter of health care personnel in this study 137 

(33.7%) had children under 14-years-old in their family. Moreover, nearly half of the 

respondents, 193 (47.5%) and182 (44.8%) had elderly and family member with 

chronic medical condition in their family. Of the total participants, it was noted that 

only 3.4% (14) health care personnel had underlying chronic medical condition. 

4.1.2. Predisposing Factors 

Table 7 shows the percentage of the participants who have conditions that have effect 

on mental impact of the health care personnel. Only 8 (2.0%) respondents of the study 

population had history of receiving treatment for mental health condition. Moreover, 

the number of health care personnel who experienced loss of their loved one during 

COVID-19 pandemic were 41 (10.1%). 

Table  7 Predisposing Factors of participants (n= 406) 

Characteristics Frequency  Percentage (%) 

History of receiving treatment for 

mental health condition   

Yes 8 2.0 

No 398 98.0 

Experienced loss of your loved one   

Yes 41 10.1 

No 365 89.9 

 

4.1.3 Work-related Characteristics of participants 

Table 8 depicts the work-related characteristics of the study participants. Of the study 

406 participants, 297 (73.0%) were front-line health care workers. The median (IQR) 

of service years of the respondents was 7 (5) years, and over half of the proportion, 

251 (61.8%), had more than 5 years of working services. Nearly three-quarter (74.6%) 

of health care personnel assumed that PPE were sufficiently supplied in work, 

however, more than half of the participant (56.4%) did not perceive as insufficient 

with government financial support during pandemic. 
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A quarter of the respondents, 110 (27.1%), have faced stigmatization, of which 56.4 

% had been accused of virus carrier, 17.3% threatened, 5.4 % asked to leave from 

rented-hostel and the rest 21.0% had experienced various way of discriminations 

including not selling goods, avoidance and mocking. During pandemic, it was 

reported that half of the study participants 208 (51.2%) had to work between 9 - 24 

hours and the rest participants worked between 1-8 hours in a shift. The median (IQR) 

of working hours of the participants was10 (4) hours. Regarding training on COVID-

19 infection control and management, only 45.1% of health care workers had received 

the training in the early time of pandemics. During working with COVID-19, nearly 

two third (63.5%) of health care personnel had been tested of COVID-19, among 

them 38 (14.7%) had been tested positive. 

Table  8 Work-related Characteristics of participants (n=406) 

Characteristics Frequency  Percentage (%) 

Work Role   

Front-line 297 73.2 

Second-line 109 26.8 

Years of government service   

≤ 5 years 155 38.2 

>5 years 251 61.8 

Median (IQR) = 7 (5)   

Q1-Q3 = 4-9   

Perception on availability of PPE at work   

Completely sufficient 44 10.8 

Sufficient 259 63.8 

Insufficient 97 23.9 

Very insufficient 6 1.5 

Experienced of being stigmatized due to 

occupation   

Yes 110 27.1 

No 296 72.9 
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Table 8 Work-related Characteristics of participants (n=406) (continue) 

Characteristics Frequency  Percentage 

(%) 

Types of Stigmatizations (n=110)   

Being threatened 19 17.3 

Being accused of a carrier of virus. 62 56.4 

Being asked to leave rented hostel 6 5.5 

Discrimination by others 14 12.7 

Not selling goods 2 1.8 

Mocking 1 0.9 

Discrimination by family 1 0.9 

Missing 5 4.5 

Working hours   

1-8 hours 198 48.8 

9-24 hours 208 51.2 

Median (IQR) = 10 (4)   

Q1-Q3 = 8-12   

Perception on government financial 

supports during COVID-19 pandemic   

Completely sufficient 6 1.5 

Sufficient 171 42.1 

Insufficient 205 50.5 

Very insufficient 24 5.9 

Received training   

Yes 183 45.1 

No 223 54.9 

Have tested COVID-19   

Yes 258 63.5 

No 148 36.5 

Test Result (n=258) 
  

Positive 38 14.7 

Negative 220 85.3 
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4.1.4. Different degree of Depression, Anxiety and Stress among Health Care 

Personnel 

Table 9 illustrates the distribution of degree of depression, anxiety and stress across 

entire sample. The score of the vast majority (69.5%, 65.5%, 78.8%) of the 

respondents showed normal range in depression, anxiety and stress. Around 15.0 % of 

health care workers have suffered from mild symptom of each mental outcomes. 

Similarly, the same proportion (10.6%) of the respondents exhibited moderate 

symptoms of depression and anxiety whereas 6.2 % have suffered moderate level of 

stress.  

There were 3.2 % and 1.7 % of health care personnel were severely and extremely 

depressed respectively. Moreover, the same number of respondents 15(3.7%) showed 

severe and extremely severe symptoms of anxiety. Plus, those suffered from severe 

and extremely severe level of stress had shared almost the same percentage of 1.5% 

and 1.2% respectively. 

The severity level of depression, anxiety and stress were categorized into two groups. 

The range between normal and mild were belonged to the group “No presenting of 

symptoms” and, the range from “moderate to extremely severe” were grouped into 

“presenting of symptoms”. 

 

Table 10 shows the number of participants who had suffered moderate to extremely 

severe depression, anxiety and stress which prevalence was shown 63 (15.5%), 73 

(17.9%) and 36 (8.9%) respectively. The respondent who showed only a single 

symptom of depression, anxiety and stress were 30 (7.3%), 36 (8.7%) and 6 (1.5%) 

individually. Furthermore, the prevalence of presenting dual symptoms of depression 

and anxiety, depression and stress, and anxiety and stress were 31 (7.6%), 24 (5.9%) 

and 28 (5.4%) respectively. There were 22 (5.4%) participants who had exhibited all 

three symptoms of depression, anxiety and stress (Figure 6). 
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Table  9 Different Degree of Depression, Anxiety and Stress Among Health Care 

Personnel (n=406) 
 

Severity Level Frequency (N=406) Percentage (%) 

Depression   

Normal  282 69.5 

Mild  61 15.0 

Moderate  43 10.6 

Severe  13 3.2 

Extremely Severe  7 1.7 

Anxiety   

Normal  266 65.5 

Mild  67 16.5 

Moderate  43 10.6 

Severe  15 3.7 

Extremely Severe  15 3.7 

Stress   

Normal  320 78.8 

Mild  50 12.3 

Moderate  25 6.2 

Severe  6 1.5 

Extremely Severe  5 1.2 
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Table  10 Prevalence of Depression, Anxiety and Stress among Health Care 

Personnel 

 

Mental Outcomes (Moderate to Extremely Severe 

level)  

Percentage 

(%) 

Depression 63 15.5% 

Anxiety 73 17.9% 

Stress 36 8.9% 

 

 

 

Figure  6 Prevalence of depression, anxiety and stress among health care personnel 

 

4.2. Bivariate Analysis 

To find the association between each of the independent variables and outcome 

variables of the study (depression, anxiety and stress), bivariate analysis by using 

Simple Logistic Regression was applied. In the first step of analysis, the factors with 

p- value < 0.05 were considered as statistically significant. However, in the second 
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step of analysis, those predictors that possessed p- value < 0.2 were also added in the 

multivariable analysis model. 

The predictors variables were sociodemographic characteristics, predisposing factors 

and work-related characteristics. The outcome variables were depression, anxiety and 

stress, in which the range between moderate to extremely severe level of each 

dependent variables was determined as presenting of depression, anxiety and stress. 

 

4.2.1 Association of sociodemographic characteristics and depression 

Table 11 shows the association between the sociodemographic factors of health care 

personnel and depression. These sociodemographic factors included age, sex, 

education, occupation, marital status, religion, family type, accommodation, presence 

of under 14-year-old children, presence of elderly, presence of family member with 

medical condition and participant presence of chronic disease. Among those 

characteristics, age, family type (Extended + Joint), occupation, accommodation, and 

participant presence of chronic disease possessed p value less than 0.2 whereas only 

family type (Nuclear) showed p value less than 0.05. The remaining factors were not 

found association with depression.  All of significant variables were at 95% 

confidence interval. The health care personnel who were from “Nuclear” family was 

found 2.23 times higher chance of developing severe level of depression than those 

who lived alone. (Crude OR=2.23, 95% CI: 1.06 -4.66, p value=0.034). 
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Table  11 Bivariate analyses of sociodemographic characteristics and depression 
Predictors Normal and 

Mild n (%) 

Moderate 

to 

Extremely 

severe 

n(%) 

Moderate to Extremely Severe level of 

Depression 

β P-Value Crude 

OR 

95 % CI 

Age (years) 

30-39 (ref) 

 

149 (88.2) 

 

20 (11.8) 

    

20-29 173 (82.0) 38 (18.0) 0.493 0.098* 1.64 0.91 - 2.93 

≥40 21 (80.8) 5 (19.2) 0.537 0.299 1.77 0.60 – 5.23 

Sex 

Male (ref) 

 

62 (84.9) 

 

11(15.1)  

 

  

Female 281(84.4) 52 (15.6) 0.042 0.907 1.04 0.52 - 2.11 

Education 

 

Bachelor + Postgrad 

(ref) 

 

221 (85.7) 

 

37 (14.3) 
 

 

 

 

  

 

Diploma  122 (82.4) 26 (17.6) 0.241 0.388 1.27 0.74 - 2.20 

Occupation 

Other (doctor +lab tech) 

(ref) 

 

85 (85.0) 

 

15 (15.0)    

 

Nurses 258 (84.3) 48 (15.7) 0.053 0.869 1.05 0.56 – 1.98 

Religion 

Buddhism (ref) 

 

283 (85.2) 

 

49 (14.8)    

 

Other (Christian, 

Muslim, Atheism) 

60 (81.1) 14 (18.9) 
0.298 0.373 1.35 0.70 - 2.60 

Marital Status 

Married +Broken(ref) 

 

78 (85.7) 

 

13 (14.3) 

 

   

Single 265 (84.1) 50 (15.9) 0.124 0.713 1.132 0.59 - 2.16 

       

* p value < 0.2, ** p value < 0.05 
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Table 11 Bivariate analyses of sociodemographic characteristics and depression 

(continue) 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely 

Severe n (%) 

Moderate to Extremely level of Depression 

β P-Value Crude OR 95 % CI 

Family Type 

Alone (ref) 

 

99 (90.8) 

 

10 (9.2) 

  
  

Nuclear 169 (81.6) 38 (18.4) 0.800 0.034** 2.23 1.06 - 4.66 

Extended (joint) 75 (83.3) 15 (16.7) 0.683 0.117* 1.98 0.84 – 4.65 

Presence of chronic 

disease 

 

No (ref) 

 

 

333 (84.9) 

 

 

59 (15.1) 

    

Yes 10 (71.4) 4 (28.6) 0.814 0.181* 2.26 0.69 – 7.44 

Accommodation 

 

Staff-House +Rented 

Hostel (ref) 

 

 

191 (87.2) 

 

 

28 (12.8) 

    

Home 151 (81.3) 35 (18.7) 0.452 0.102* 1.57 0.91 – 2.70  

Presence of children in 

the family 

 

Yes (ref) 

 

 

118 (86.1) 

 

 

19 (13.9) 

    

No 225 (83.6)) 44 (16.4) 0.194 0.513 1.21 0.69 - 2.17 

Presence of elderly in 

the family 

 

No (ref) 

 

 

159 (82.4) 

 

 

34 (17.6) 

    

Yes 184 (86.4) 29 (13.6) 0.305 0.267 1.36 0.79 – 2.33 

Presence of family 

member with medical 

condition 

 

No (ref) 

 

 

 

195 (87.1) 

 

 

 

29 (12.9) 

    

Yes 148 (81.3) 34 (18.7) 0.435 0.114* 1.55 0.90 – 2.65 

* p value < 0.2, ** p value < 0.05 

 

4.2.2 Association of predisposing factors and depression 

There were two variables under predisposing factors; having history of receiving 

treatment for mental health problem and experienced of loss of loved one. The 
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respondents who had experienced of loss of loved one was significantly associated 

with higher odds of exhibiting the severe symptoms of depression than who had not 

experienced. (Crude OR= 2.55, 95%CI: 1.22-5.31, p value = 0.013) (Table 12). 

Table  12 Bivariate analyses of predisposing factors and depression 

Predictors Normal 

and Mild n 

(%) 

Moderate 

to 

Extremely 

Severe  

n (%) 

Moderate to Extremely level of Depression 

(Require further consultation) 

 β P-Value Crude 

OR 

95 % CI 

History of receiving 

treatment for mental 

health condition 

 

No(ref) 

 

 

 

337 (84.7) 

 

 

 

61 (15.3) 

    

Yes 6 (75.0) 2 (25.0) 0.611 0.461 1.84 0.36 – 9.34 

experienced loss of 

loved one 

 

No (ref) 

 

 

314 (86.0) 

 

 

51 (14.0) 

  

  

Yes 29 (70.7) 12 (29.3) 0.935 0.013** 2.55 1.22 – 5.31 

  ** p value < 0.05 

4.2.3 Association of work- related characteristics and depression 

Table 13. depicts the association between work- related characteristics and 

depression. Among work- related characteristics including years of working services, 

experience of stigma, and the COVID-19 test result had been found to be significantly 

associated with developing depression.  

The test showed that health care staff with junior titles who had fewer years of 

working experience (≤ 5 years) were 1.85 times more likely to show depressive 

symptoms than senior staff (Crude OR = 1.85, 95%CI: 1.08- 3.17, p = 0.026). Plus, 

those who faced stigma due to their profession during pandemic were significantly 

associated with 2.55 times higher chance of suffering severe level of depression than 

who had not faced stigma. (Crude OR = 2.55, 95%CI: 1.46- 4.44, p = 0.001). The 

participants who had tested COVID-19 positive were having more than double chance 

of exhibiting severe symptoms of depression compared with who tested negative. 

(Crude OR = 2.31, 95%CI: 1.05 - 5.10, p = 0.039). However, no association is found 
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between work role, satisfaction on availability of PPE, types of stigmas, working 

hours, satisfaction on government financial support during COVID-19 pandemic, 

received training, having COVID-19 test and depression. 

Table  13 Bivariate analyses of work-related characteristics and depression 
Predictors Normal 

and Mild n 

(%) 

Moderate to 

Extremely 

Severe  

n (%) 

Moderate to Extremely level of Depression 

β P-

Value 

Crude OR 95 % CI 

Work Role 

Second-line (ref) 

 

91 (83.5) 

 

18 (16.5 

    

Front-line 252 (84.4) 45 (15.2)18  - 0.102 0.737 0.90 0.49– 1.64 

Years of government 

service 

>5 years (ref) 

 

220 (87.6) 

 

31 (12.4) 

    

≤5years 123 (79.4) 32 (20.6) 0.613 0.026** 1.85 1.08 – 3.17 

Perception on availability 

of PPE at work 

 

Insufficient (ref) 

 

 

88 (85.4) 

 

 

15 (14.6) 

  

  

Sufficient 225 (84.2) 48 (15.8) 0.099 0.757 1.10 0.59 – 2.07 

Experienced of being 

stigmatized due to 

occupation 

No (ref) 

 

 

261 (88.2) 

 

 

35 (11.8) 

  

  

Yes 82 (74.5) 28 (25.5) 0.935 0.001** 2.55 1.46 – 4.44 

Types of Stigmatizations  

Being Discriminated (ref) 

 

34 (79.1%) 

 

9 (20.9%) 

  
  

Being accused of virus 

carrier 

44 (71.0%) 18 (29.0) 
0.435 0.352 1.55 0.62- 3.87  

Working hours 

1-8 hours (ref) 

 

171 (86.4) 

 

27 (13.6) 

    

9-24 hours 172 (82.7) 36 (17.3) 0.282 0.308 1.33 0.77 – 2.28 

 ** p value < 0.05 
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Table 13 Bivariate analyses of work-related characteristics and depression (continue) 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely 

Severe  

n (%) 

Moderate to Extremely level of Depression 

β P-Value Crude OR 95 % CI 

Perception on 

government financial 

supports  

Sufficient (ref) 

 

 

153 (86.4) 

 

 

24 (13.6) 

    

Insufficient 190 (83.0) 39 (17.0) 0.269 0.339 1.31 0.75 - 2.27 

Received training 

No (ref) 

 

190 (85.2) 

 

33 (14.8) 

  
  

Yes 153 (83.6) 30 (16.4) 0.121 0.659 1.13 0.66 - 1.93 

Have tested COVID-

19 

No (ref) 

 

129 (87.2) 

 

19 (12.8) 

  

  

Yes 214 (82.9) 44 (17.1) 0.334 0.260 1.40 0.78 – 2.50 

Test Result 

 

Negative (ref) 

 

187 (85.0) 

 

33 (15.0) 

  

  

Positive 27 (71.1) 11 (28.9) 0.837 0.039** 2.31 1.05 - 5.10 

** p value < 0.05 

4.2.4. Association of sociodemographic characteristics and anxiety 

Table 14 shows the association between the sociodemographic characteristics and 

anxiety. The independent variables including age and presence of under 14- year-old 

children were tested as  

 significantly associated with anxiety whereas other sociodemographic factors were 

not having association with anxiety.  

The binary logistic regression showed that the age group (20-29) was statistically 

significantly associated with 1.86 times higher odds of experiencing anxiety than the 

older age group (30-39) (Crude OR = 1.86, 95%CI: 1.07- 3.24, p value = 0.028). 

Interestingly, the respondents who did not have children (<14 years) in their family 

were found significantly associated 1.86 times probable of suffering high-level 

anxiety than those who have children in family (Crude OR = 1.86, 95%CI: 1.03 – 

3.34, p value = 0.039). 
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Moreover, the predictive factors including sex, education, and marital status were 

computed p-value < 0.2. 

 

Table  14 Bivariate analyses of sociodemographic characteristics and anxiety 
 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely 

Severe  

n (%) 

Moderate to Extremely level of Anxiety 

β P-Value Crude 

OR 

95 % CI 

Age (years) 

30 -39 (ref) 

 

147 (87.0) 

 

22 (13.0) 

    

20-29 165 (78.2) 46 (21.8) 0.622 0.028** 1.86 1.07 – 3.24 

≥ 40 21 (80.8) 5 (19.2) 0.464 0.397 1.59 0.54 - 4.65  

Sex 

Male (ref) 

 

65 (89.0) 

 

8 (11.0) 
 

 
  

Female 268 (80.5) 65 (19.5) 0.678 0.089* 1.97 0.90- 4.31 

Education 

Bachelor +Postgrad 

(ref) 

 

217 (84.1 

 

41 (15.9)     

Diploma 116 (78.4) 32 (21.6) 0.378 0.149* 1.46 0.87- 2.44 

Occupation 

Lab Technicians (ref) 

 

23 (85.2) 

 

4 (14.8) 
   

 

Nurses 248 (81.0) 58 (19.0) -0.296 0.598 0.74 0.25 -2.23  

Doctors 62 (84.9) 11 (15.1) -0.276 0.441 0.76 0.38 – 1.53 

Religion 

Buddhism (ref) 

 

273 (82.2) 

 

59 (17.8) 
   

 

Other (Christian, 

Muslim, Atheism) 

60 (81.1) 14 (18.9) 0.077 0.816 1.08 0.57 – 2.06 

Marital Status 

Married + broken (ref) 

 

79 (86.8) 

 

12 (13.2) 

 
   

Single 254 (80.6) 61 (19.1) 
0.458 0.179* 1.58 0.81 – 3.09 

* p value < 0.2, ** p value < 0.05 
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Table 14 Bivariate analyses of sociodemographic characteristics and anxiety 

(continue) 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely 

Severe  

n (%) 

Moderate to Extremely level of anxiety 

β P-Value Crude 

OR 

95 % CI 

Family Type 

 

Alone (ref) 

 

90 (82.6) 

 

19 (17.4) 

  
  

Nuclear 166 (80.2) 41 (19.8) 0.157 0.609 1.17 0.64- 2.13  

Extended 77 (85.6) 13 (14.4) -0.223 0.569 0.80 0.37- 1.72  

Accommodation 

 

Staff-House + 

Rented(ref) 

 

 

181 (82.6) 

 

 

38 (17.4) 
   

 

 

Home 152 (81.3) 35 (18.7) 0.092 0.721 1.09 0.66 – 1.82 

Presence of 

chronic disease 

 

No (ref) 

 

 

322 (82.1) 

 

 

70 (17.9) 

    

Yes 11 (78.6) 3 (21.4) 0.227 0.733 1.26 0.34 – 4.62 

Presence of under 

14-years-old 

children in family 

Yes (ref) 

 

 

120 (87.6) 

 

 

17 (12.4) 

    

No 213 (79.2) 56 (20.8) 0.618 0.039** 1.86 1.03 – 3.34 

Presence of elderly 

(over 60 years of 

age) in family 

No (ref) 

 

 

162 (83.9) 

 

 

31 (16.1) 

    

Yes 171 (80.3) 42 (19.7) -0.250 0.339 0.78 0.47 – 1.30 

Presence of family 

member with 

medical condition 

 

No (ref) 

 

 

 

187 (83.5) 

 

 

 

37 (16.5) 

    

Yes 146 (80.2) 36 (19.8) 0.220 0.395 1.25 0.75 - 2.07 

 ** p value < 0.05 
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4.2.5. Association of predisposing factors and Anxiety 

Table 15 describes the association of predisposing factors and anxiety. It is found that 

there is no association between both of predisposing factors and anxiety. However, 

participants who experienced loss their loved one during COVID-19 situation showed 

p value < 0.2. 

Table  15 Bivariate analyses of predisposing factors and anxiety 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely 

Severe  

n (%) 

Moderate to Extremely level of anxiety 

β P-Value Crude OR 95 % CI 

History of 

receiving 

treatment for 

mental health 

condition 

 

No (ref) 

 

 

 

 

326 (81.9) 

 

 

 

 

72 (18.1) 

    

Yes 7 (87.5) 1 (12.5) - 0.436 0.686 0.65 0.08 – 5.34 

experienced loss 

of your loved 

one 

No (ref) 

 

303 (83.0) 

 

62 (17.0) 

  

  

Yes 30 (73.2) 11 (26.8) 0.583 0.124* 1.79 0.85 – 3.77 

  * p value < 0.2 

4.2.6. Association of work-related characteristics and anxiety 

Those who faced stigmatization during COVID-19 pandemic were significantly 

associated with nearly triple chance of having severe anxiety level than who did not 

have such experience. (Crude OR = 2.74, 95%CI:1.62- 4.64, p value = 0.001). 

Additionally, health care personnel who perceived as insufficient with government 

support were significantly identified to have double chance of showing anxiety 

symptoms than who perceived as sufficient. (Crude OR = 2.02, 95%CI: 1.17 - 3.48, p 

value = 0.011) (Table 16). 

From the output of binary logistic regression, the following work-related 

characteristics: work role, years of working services, working hours, having COVID-

19 test and test result were recorded as adjusted variables with p value < 0.2 to put in 

the multivariable analysis. 
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Table  16 Bivariate analyses of work-related characteristics and anxiety  

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely Severe  

n (%) 

Moderate to Extremely level of anxiety 

 β P-Value Crude 

OR 

95 % CI 

Work Role 

Second Line(ref) 

 

238 (80.1) 

 

59 (19.9) 

    

Front line 95 (87.2) 14 (12.8) 0.520 0.105* 1.68 0.90 - 3.16 

Years of 

government service 

>5 years (ref) 

 

211 (84.1) 

 

40 (15.9) 

    

≤5years 122 (78.7) 33 (21.3) 0.355 
0.174* 1.43 0.86 – 2.38 

Perception on 

availability of PPE 

at work 

Insufficient (ref) 

 

 

87 (84.5) 

 

 

16 (15.5) 

  

  

Sufficient 246 (81.2) 57 (18.8) 0.231 0.455 1.26 0.69 – 2.31 

Experienced of 

being stigmatized 

due to occupation 

No (ref) 

 

 

256 (86.5) 

 

 

40 (13.5) 

  

  

Yes 77 (70.0) 33 (30.0) 1.009 0.001** 2.74 1.62 – 4.64 

Types of 

Stigmatizations  

Being Discriminated 

(ref) 

 

 

33 (76.7) 

 

 

10 (23.3) 

  

  

Being accused of 

virus carrier 

 

42 (67.7) 

 

20 (32.3) 
0.452 0.317 1.57 0.65 – 3.81 

Working hours 

1-8 hours (ref) 

 

169 (85.4) 

 

29 (14.6) 

    

9-24 hours 164 (78.8) 44 (21.2) 0.447 0.089* 1.56 0.93 – 2.62 

Perception on 

government 

financial support 

Sufficient (ref) 

 

 

155 (87.6) 

 

 

22 (12.4) 

    

Insufficient 178 (77.7) 51 (22.3) 0.702 0.011** 2.02 1.17 - 3.48 

* p value < 0.2, ** p value < 0.05 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 67 

Table 16 Bivariate analyses of work-related characteristics and anxiety (continue) 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely Severe  

n (%) 

Moderate to Extremely level of anxiety 

β P-Value Crude 

OR 

95 % CI 

Received training 

No (ref) 

 

184 (82.5) 

 

39 (17.5) 

  
  

Yes 149 (81.4) 34 (18.6) 0.074 0.776 1.08 0.65 – 1.79 

Have tested 

COVID-19 

No (ref) 

 

128 (86.5) 

 

20 (13.5%) 

  

  

Yes 205 (79.5) 53 (20.5%) 0.504 0.078* 1.66 0.95 – 2.90 

Test Result 

Negative (ref) 

 

179 (81.4) 

 

41 (18.6%) 

  
  

Positive 26 (68.4) 12 (31.6%) 0.701 0.072* 2.02 0.94 – 4.32 

* p value < 0.2 

4.2.7. Association of sociodemographic characteristics and stress 

Table 17 described the result of the bivariate analysis of sociodemographic 

characteristics and stress. The binary logistic regression computed that there is no 

sociodemographic factor that have association with stress. Nevertheless, age and 

presence of elderly in family presented p value < 0.2.  

 

Table  17 Bivariate analyses of sociodemographic characteristics and stress 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely Severe  

n (%) 

Moderate to Extremely level of Stress 

β P-Value Crude OR 95 % CI 

Age (years) 

30 - 39 ref 

 

158 (93.5) 

 

11 (6.5) 
 

 
 

 

20-29 189 (89.6) 22 (10.4) 0.514 0.182* 1.67 0.79 – 3.55 

≥ 40 23 (88.5) 3 (11.5) 0.628 0.362 1.874 0.49 – 7.22 

Sex 

Male (ref) 

 

67 (91.8) 

  

6 (8.2) 
 

 
  

Female 303 (91.0) 30 (9.0) 0.100 0.830 1.11 0.44 – 2.76 

* p value < 0.2 
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Table 17 Bivariate analyses of sociodemographic characteristics and stress (continue) 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely Severe  

n (%) 

Moderate to Extremely level of Depression 

β P-Value Crude OR 95 % CI 

Education 

Bachelor +Postgrad (ref) 

 

236 (91.5) 

 

22 (8.5) 
 

  

 

Diploma 134 (90.5) 14 (9.5) 0.114 0.751 1.12 0.56 – 2.26 

Occupation 

Lab Technicians (ref) 

 

25 (92.6) 

 

2 (7.4) 
   

 

Nurses 280 (91.5) 26 (8.5) 0.149 0.845 1.16 0.26- 5.18 

Doctors 65 (89.0) 8 (11.0) 0.431 0.601 1.54 0.31 – 7.75 

Religion 

Buddhism (ref) 

 

303 (91.3) 

 

29 (8.7) 
   

 

Other (Christian, Muslim, 

Atheism) 

67 (90.5) 7 (9.5) 0.088 0.843 1.09 0.46 – 2.60 

Marital Status 

Married +Broken (ref) 

 

82 (90.1) 

 

9 (9.9) 

 
   

Single 288 (91.4) 27 (8.6) - 0.171 0.675 0.84 0.38 – 1.87 

Family Type 

Alone (ref) 

 

97 (89.0) 

 

12 (11.0) 

  
  

Nuclear 191 (92.3) 16 (7.7) -0.390 0.332 0.68 0.31 -1.49  

Extended 82 (91.1) 8 (8.9) -0.237 0.621 0.79 0.31 -2.02  

Accommodation 

Staff-House + Rented(ref) 

 

197 (90.0) 

 

22 (10.0) 
   

 

 

Home 173 (92.5) 14 (7.5) 0.322 0.368 1.38 0.69 – 2.78 

Presence of chronic 

disease 

No (ref) 

 

358 (91.3) 

 

34 (8.7) 

    

Yes 12 (85.7) 2 (14.3) 0.562 0.473 1.76 0.38 – 8.17 

Presence of 14-years-old 

children in family 

Yes (ref) 

 

128 (93.4) 

 

9 (6.6) 

    

No 242 (90.0) 27 (10.0) 0.462 0.249 1.59 0.72 – 3.48 

Presence of elderly in 

family 

No (ref) 

 

180 (93.3) 

 

13 (6.7) 

    

Yes 190 (89.2) 23 (10.8) -0.516 0.154* 0.60 0.29 – 1.21 

Presence of family 

member with medical 

condition 

No (ref) 

 

 

  207 (92.4) 

 

 

17 (7.6) 

    

Yes 163 (89.6) 19 (10.4) 0.350 0.317 1.42 0.72 – 2.82 

* p value < 0.2 
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4.2.8. Association of predisposing factors and stress 

Bivariate analysis result of predisposing factors of participants and stress was shown 

in Table 18. It was noted that health care personnel who experienced loss of their 

loved one was having nearly three times probability of being severely stressed in 

comparison with who did not experienced (Crude OR = 2.92, 95%CI: 1.23-6.92, p 

value = 0.015). However, association between health workers who have history of 

having treatment for mental problem and stress was not found in this study. 

Table  18 Bivariate analyses of predisposing factors and stress 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely Severe 

n (%) 

Moderate to Extremely level of stress 

β P-Value Crude 

OR 

95 % CI 

History of 

receiving 

treatment for 

mental health 

condition 

No (ref) 

 

 

 

363 (91.2%) 

 

 

 

35 (8.8%) 

    

Yes 7 (87.5%) 1 (12.5%) 0.393 0.717 1.48 0.18 – 12.39 

experienced loss 

of your loved one 

No (ref) 

 

337 (92.3%) 

 

28 (7.7%) 

  

  

Yes 33 (80.5%) 8 (19.5%) 1.071 0.015** 2.92 1.23 – 6.92 

** p value < 0.05 

4.2.9. Association of work-related characteristics and stress 

Table 19 presented the result of binary logistic regression of the independent 

variables, work-related characteristics and the outcome stress.  

The binary logistic regression showed that the participant who faced stigma was 

significantly associated with more than two times chance of suffering from high-level 

stress (Crude OR = 2.67, 95%CI: 1.33-5.34, p value = 0.006).  

Furthermore, health care workers who worked prolong working hours (9-24 hours) 

were found 2.69 times higher odds of getting stressed than those who worked less 

than 8 hours in a shift (Crude OR = 2.69, 95%CI: 1.26– 5.73, p value = 0.011). 

In terms of working characteristics, the work-role of health care personnel, years of 

working service, types of stigmas, working hours, satisfaction on government support 

were noted as p value < 0.2. 
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Table  19 Bivariate analyses of work-related characteristics and stress 

Predictors Normal and 

Mild n (%) 

Moderate to 

Extremely Severe  

n (%) 

Moderate to Extremely level of stress 

β P-Value Crude OR 95 % CI 

Work Role 

Second line (ref) 

 

104 (95.4) 

 

5 (4.6) 

    

Frontline 266 (89.6) 31 (10.4) 0.885 0.074* 2.41 0.92 – 6.40 

Years of government 

service 

>5 years (ref) 

 

233 (92.8) 

 

18 (7.2) 

    

≤ 5years  137 (88.4) 18 (11.6) 0.531 0.130* 1.70 0.86 – 3.38 

Perception on 

availability of PPE at 

work 

Sufficient (ref) 

 

 

278 (91.7) 

 

 

25 (8.3) 

  

  

Insufficient 92 (89.3) 11 (10.7) 0.285 0.455 1.33 0.63 – 2.81 

Experienced of being 

stigmatized due to 

occupation 

No (ref) 

 

  

277 (93.6) 

 

 

19 (6.4) 

  

  

Yes 93 (84.5) 17 (15.5) 0.980 0.006** 2.67 1.33 - 5.34 

Types of Stigmatizations  

Being Discriminated (ref) 

 

39 (90.7) 

 

4 (9.3) 

  
  

Being accused of virus 

carrier 

50 (80.6) 12 (19.4) 
0.850 0.167* 2.34 0.70 7.82 

Working hours 

1-8 hours (ref) 

 

188 (94.9) 

 

10 (5.1) 

    

9-24 hours 182 (87.5) 26 (12.5) 0.988 0.011** 2.69 1.26 – 5.73 

Perception on 

government financial 

supports  

Sufficient (ref) 

 

 

166 (93.8) 

 

 

11 (6.2) 

    

Insufficient 204 (89.1) 25 (10.9) 0.615 0.103* 1.85 0.88 – 3.87 

Received training 

Yes (ref) 

 

167 (91.3) 

 

16 (8.7) 

  
  

No 203 (91.0) 20 (9.0) 0.028 0.937 1.03 0.52– 2.05 

* p value < 0.2, ** p value < 0.05 
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Table 19 Bivariate analyses of work-related characteristics and stress (continue) 

Predictors Normal 

and Mild 

n (%) 

Moderate to 

Extremely Severe  

n (%) 

Moderate to Extremely level of stress 

β P-Value Crude OR 95 % CI 

Have tested COVID-19 

 

No (ref) 

 

 

135 (91.2) 

 

 

13 (8.8) 

  

  

Yes 235 (91.1) 23 (8.9) 0.016 0.964 1.02 0.50 – 2.07 

COVID-19 test result 

 

Negative (ref) 

 

 

200 (90.9) 

 

 

20 (9.1) 

  

  

Positive 35 (92.1) 3 (7.9) -0.154 0.811 0.86 0.24 – 3.04 

* p value < 0.2, ** p value < 0.05 

4.3 Multivariable Logistic Regression of predictors and outcomes variables 

Those with significance of p < 0.2 in the bivariate analysis of each hypothesized 

predictors of sociodemographic factors, predisposing factors and work-related 

characteristics were included in the multivariable logistic regression model. 

After choosing those independent variables with (p < 0.2), the Variance Inflated 

Factor (VIF) was calculated before fitting into the model for each of the psychometric 

scales which revealed no evidence of multicollinearity (less than 5). 

4.3.1. Adjusted relationship of predictor variables with depression 

In the multivariable logistic model, the effect of age, family type, accommodation, 

presence of family member with chronic medical condition, participant with chronic 

disease, experienced of loss of loved one, working services years, experienced of 

stigma, and the COVID-19 test result was adjusted to identify the factors associated 

with depression symptom. 

The test computed that health care personnel who experienced loss of loved one 

during pandemic and experienced of stigma were significantly associated with higher 

odds of exhibiting the symptoms of depression (AOR: 3.71, 95% CI: 1.53 - 8.99, p = 

0.004) and (AOR: 2.34, 95% CI: 1.13 - 4.87, p= 0.023) respectively. Plus, 

respondents who tested COVID-19 positive was also found significantly associated 

with higher odds of developing depression compared with those who had tested 

negative (AOR: 2.45, 95% CI: 1.03 - 5.82, p=0.042) (Table 20). 
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Table  20 Multivariable logistics analysis of predictors and depression 

Predictors Depression 

β P value AOR 95% CI 

Sociodemographic characteristics     

Age_20-29 years (Other age ref) 0.413 0.387 1.51 0.59 - 3.85 

Family Type_ Nuclear (Alone/Extended ref) 0.525 0.320 1.69 0.60 - 4.76 

Family Type _Extended (Alone/Nuclear ref) 0.292 0.656 1.34 0.37 - 4.84 

Accommodation _ Home (Staff/Rented House 

ref) 
0.760 0.085 2.14 0.90 - 5.08 

Participant with chronic disease _ Yes (No ref) 0.776 0.440 2.17 0.30 - 15.60 

Presence of family member with chronic 

medical condition_ Yes (No ref) 
-0.296 0.450 0.74 0.35 - 1.60 

Predisposing Factor     

Experienced of loss of loved one _ Yes (No ref) 1.312 0.004** 3.71 1.53 - 8.99 

Work-related Characteristics     

Years of working services _≤5yrs (> 5 yrs ref) 0.381 0.413 1.46 0.59 - 3.65 

Experienced of stigma _Yes (No ref) 0.851 0.023** 2.34 1.13 - 4.87 

COVID-19 test result _ Positive (Negative ref) 
0.897 0.042** 2.45 1.03 - 5.82 

** Statistically significant at p-value < 0.05 

From the output of binary logistic regression, variables with p value lower than 0.2; age, family type, 

accommodation, having chronic disease, presence of family member with chronic medical condition, 

experience of loss of loved one, working service years, experienced of stigma and COVID-19 test 

result were adjusted in multivariate analysis. 

4.3.2. Adjusted relationship of predictors variables and anxiety 

To find the association between predictors variable and anxiety, the effect of age, sex, 

education, marital status, presence of children under 14 years of age, experienced of 

loss of loved one, work-role, working services years, experienced of stigma, working 

hours, perception on government support and the COVID-19 test result was adjusted 

in multivariable logistic analysis. Among them, health care personnel who have 

children in their family were less likely to be suffering from anxiety than those who 

did not have children (AOR: 0.40, 95% CI: 0.17 - 0.90, p=0.028).  
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Similarly, those who faced stigma due to profession was found significantly 

associated with higher odds of experiencing high level of anxiety than those who have 

not faced stigma (AOR: 2.14, 95% CI: 1.08-3.45, p=0.030). Dissatisfaction on 

government support during COVID-19 pandemic also had significant association with 

higher odds of exhibiting symptoms of high -level anxiety (AOR:2.49, 95% CI: 1.22 – 

5.08, p=0.012). Lastly, health care staff who had tested COVID-19 positive were 

significantly associated with higher likelihood of experiencing symptoms of anxiety 

(AOR: 2.77, 95% CI: 1.17 – 6.57, p = 0.021) (Table 21). 

Table  21 Multivariable logistics regression for predictors and anxiety 

Predictors Anxiety 

β P value AOR 95% CI 

Sociodemographic characteristics     

Age_20-29 years (Other age Ref) 0.832 0.077 2.30 0.91 - 5.78 

Sex _ Male (Female Ref) 0.644 0.185 1.90 0.74 - 4.93  

Education _ Diploma (Bachelor +Postgrad Ref) 0.044 0.911 1.05 0.49 - 2.23 

Marital Status _ Married (Single Ref) 0.512 0.307 1.67 0.63 - 4.45 

Presence of Children _ Yes (No Ref) -0.926 0.028** 0.40 0.17 - 0.90 

Predisposing Factor     

Experienced of loss of loved one_ Yes (No Ref) 0.875 0.058 2.40 0.97 - 5.92 

Work-related Characteristics     

Work- role _ front-line (Second line Ref) 0.368 0.408 1.45 0.60 - 3.45  

Years of working services _ ≤5 years (> 5 years Ref) -0.118 0.790 0.89 0.37 -3.45  

Experienced of stigma _ Yes (No Ref) 0.759 0.030** 2.14 1.08 -3.45  

Working- hours _ 9-24 hours (1-8 hours Ref) 0.076 0.835 1.08 0.53 - 2.20  

Government support _ Insufficient (Sufficient Ref) 0.913 0.012** 2.49 1.22 – 5.08 

COVID-19 test result _ Positive (Negative ref) 1.019 0.021** 2.77 1.17 – 6.57 

** = Statistically significant at p-value < 0.05 

From the output of binary logistic regression, variables with p value less than 0.2; age, sex, education, 

marital presence of children, experience of loss of loved one, work-role, working services, experienced 

of stigma, working hours, government support, and COVID-19 test result were adjusted in multivariate 

analysis. 
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4.3.2. Adjusted relationship of explanatory variables with stress 

After adjusting the effect of  predictors variable including age, presence of elderly, 

experienced of loss of loved one, work-role, years of working services, experienced of 

stigma, working hours  and perception on government support, it is revealed that only 

those who experienced of loss of loved one was significantly associated with higher 

odds of likely to be stressful than who did not experience (AOR: 2.55, 95% CI: 1.02 – 

6.39, p=0.046) whereas socio-demographic and work-related characteristics were not 

found  to be associated  with developing stress (Table 22).  

Table  22 Multivariable logistics regression of predictors and stress 

Predictors Stress 

β P value AOR 95% CI 

Sociodemographic characteristics     

Age _ 20-29 years (Other age Ref) -0.182 0.721 0.83 0.31- 2.26 

Presence of elderly Yes (No Ref) 0.420 0.272 1.52 0.72 - 3.22 

Predisposing Factor     

Experienced of loss of loved one _ Yes (No Ref) 0.936 0.046** 2.55 1.02 – 6.39 

Work-related Characteristics     

Work- role _ frontline (Second line Ref) 0.750 0.145 2.12 0.77 -5.80 

Years of working services _ ≤5 years (> 5 years Ref) 0.621 0.202 1.86 0.72 – 4.83 

Experienced of stigma _ Yes (No Ref) 0.696 0.063 2.00 0.96 – 4.18 

Working- hours _ 9-24 hours (1-8 hours Ref) 0.717 0.077 2.05 0.93 – 4.5 

Government support _ Insufficient (Sufficient Ref) 0.516 0.193 1.68 0.77 – 3.64 

** Statistically significant at p-value < 0.05 

From the output of binary logistic regression, variables with p value less than 0.2; age, presence of 

elderly, experience of loss of loved one, work-role, working services, experienced of stigma, working 

hours, and government support were adjusted in multivariate analysis. 
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CHAPTER V 

DISCUSSION, CONCLUSION AND 

RECOMMENDATION 

5.1. Discussion 

 

This study examined the mental health impact among health care personnel from 

Yangon Region who have participated in the screening, diagnosing, and treatment of 

COVID-19 positive patients and suspected patients during COVID-19 pandemic by 

quantifying the magnitude of degree of depression, anxiety, and stress and determined 

predictive factors. The participants of this study were government staff; nurses, 

doctors and laboratories technicians. There was total 406 respondents including 75.3 

% nurses, 18.0 % doctors and 6.7 % laboratory technicians. The majority were front-

line female health care providers and between 20-29 years of age. In Myanmar health 

care system, the vast majority of human workforce are nurses in every State and 

Region. Moreover, in term of age group, respondents with over 40 -years of age were 

the smallest portion in this study compared to the other age groups. This may be due 

to being not familiar with technology and being inaccessible of internet among older 

age group. 

The result revealed that the prevalence of moderate to extremely severe symptoms of 

depression, anxiety and stress among health care personnel were 15.5%, 17.9% and 

8.9% respectively. This prevalence in this study is higher than the studies of mental 

health problem found in health care workers from India and Singapore which 

prevalence showed 11.4 %, 17.7% and 3.7 % and 8.1%, 10.8% and 6.4% respectively.  

In contrast, the prevalence of depression, anxiety and stress in this study is relatively 

lower than that the earlier studies in Wuhan, China and Saudi and Egypt where 

(50.4%, 44.6% and 71.5 %) and (29.6%, 27.0% and 19.3 %) of health care personnel 

were reported to suffer high level of depression, anxiety and stress. One possible 

reason could be that even without a pandemic, health care personnel from Myanmar 

have been working under a great burden of workload with shortage of human 

resources, limited material supply under fragile health system. (73) In addition, the 
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severity of COVID 19 might have differently hit the countries time to time. So that, 

experiencing different level of COVID-19 severity among countries may contribute 

variation in percentage of prevalence of depression, anxiety and stress among health 

care personnel. 

Doctors and nurses from Myanmar have already been exposed and getting stressed, 

anxious and depressed from unfavorable work environment according to previous 

studies of pre pandemic situation. (74, 75) Long term exposed to such stressful job 

environment would produce the paradoxically result of lower negative mental 

outcomes among Myanmar medical staffs in comparison with those from high income 

countries with well- structured health system. However, it would be difficult to claim 

that the prevalence among of mental outcomes in this study is higher or lower than the 

other countries because of high heterogeneity among sociodemographic 

characteristics, country background and the used of measurements and cut-offs used 

for psychometric instrument. 

Regarding the related factors with mental impact of health care workers, variables 

such as age (young age), sex (female), marital status (married) have been found to 

have significantly associated with negatives metal outcomes among health care 

personnel in the existing studies. (9, 76-78). Moreover, in agree with those findings, 

the study from UK also reported that the age group between 18-39 years, women and 

people living with children were more mentally distressed in COVID-19 pandemic 

than previous trend. (79) However, in this study age, sex, education level, marital 

status, type of family, living with elderly, having family member with chronic 

medical condition have no significant effect on any mental health outcomes which is 

consistent with the study from Nepal. (17) Still, it is undeniable that despite the 

evidence for this association being limited, in reality, health care workers may have 

somewhat anxiety about spreading the infection to their children, families and 

especially those who are elderly or have chronic medical condition. 

 Remarkably, the result of this study displays that health care personnel who are living 

with children in their family are 63.0 % less likely to develop anxiety symptoms in 

comparison with those living without children in the family. Although rearing 

children is challenging, according to Myanmar culture, having children in family is 
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considered ideally happy and enjoyable in a family life. Even in increasing 

modernization era, this notion still remains in Myanmar people.(80) Hence, the sense 

of being together with children in family would be more mentally relaxing for health 

care personnel, that could support their sense of control and coping ability which are 

associated with health care staff’s resilience against the development of mental health 

problems.(81) To support this result and the explanation for being not significant of 

marital status (married) and living with elderly would be that family bonding and 

connectedness would support maintaining the emotional resilience which prevent 

health care personnel from being lonely and helps them to be mentally healthy. 

Moreover, in the previous studies that has proven that living away from family were 

most likely to feel lonely and which itself was a significant risk factor for negative 

mental outcomes. (41, 82-84)  

In term of predisposing factors, health care staffs who had a history of taking 

treatment for mental health problem was not found as associated factor for developing 

negative mental outcomes, whereas studies conducted from China and Nepal (17, 47) 

observed as higher likelihood of exhibiting the symptoms of depression, anxiety and 

insomnia compared with those without underlying mental health problem. However, 

another predisposing factors which was experienced of loss of loved one during 

pandemic showed significantly higher chance of developing depression and anxiety 

among health care personnel. In this study, there are a total of 41 (10.1%) health care 

staff have experienced loss of loved one during pandemic. Population-based studies 

from United States revealed that unexpected loss of a loved one was the most 

frequently reported potentially traumatic condition that trigger mental health 

consequences. (85) Regardless of profession, loss or death of loved one can propel 

anyone into devastating emotional condition. Hence, for health care personnel who 

keep working amid of infection and stressful work atmosphere, this factor has become 

a significant risk factor for experiencing severe depression and anxiety among health 

care professionals.  

In this study, the majority (73.2%) of participants are front-line medical staff who 

directly provide care to COVID-19 confirmed patients from different COVID-19 

centers and government hospitals. Although tons of earlier literatures have proven that 
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frontline work role was a major factor for provoking depression, anxiety, stress and 

psychological distress among frontline medical staff compared with non-frontline 

staff, the result of this study do not conform with the existing finding.(9, 54, 59, 86) 

The possible reason could be that the COVID-19 associated concerns including fear, 

uncertainty, lonely, frustration might equally vulnerable to both frontline and second 

line health care personnel from Yangon. 

In the initial period of pandemic, most of the countries have experienced the scarcity 

of PPE across the globe. (87, 88) In the first wave in Myanmar, with the 374 

confirmed patients, ministry of health could manage properly without much 

transmission and death rate under inadequate PPE support and poor hospital 

infrastructure. Unlike the first wave, the second wave had greatly hit the health 

system with dramatic rise of prevalence and death rate. However, with a rapid support 

and collaboration of international donors, NGO, CSO and local charity groups, PPE 

resources would seem well- equipped during combating the virus in the second wave 

in Yangon. Therefore, this study observed that most (74.6%) of the health care 

personnel reported being satisfied with PPE supply in their work. As a consequence, 

this study did not find any association between the PPE supply and any mental health 

outcomes whereas studies from other countries have identified that inadequate 

precautionary measures in workplace was significantly associated with elevated 

depression and anxiety.(17, 89) In addition, studies done across the countries, (90-92) 

have pointed out the need to equip medical staff with PPE in order to reduce mental 

health burden of insecure and fear of transmission of virus from patients to health care 

staff.(93) 

Interestingly, although PPE supposed to be well-equipped among study participants, 

the COVID-19 positive rate is still accounting for 14.7% out of 63.5 % of total tests 

among health care personnel. These data reveal a higher prevalence of positive cases 

than Spanish study conducted on similar population. (94) In this scenario, it is 

necessary to take consideration of others causes for virus transmission like prolong 

exposure with COVID-19 patients (work shift), working services years and 

competency on professional skill regarding COVID-19 management practice 

including donning and doffing of PPE, intensive care practice, proper method of 
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disinfection and so on. More than half of respondents have over 5-years of working 

services, and it is not found significantly associated with any of study outcomes.  

It is also recorded that slightly over half of the participants were working in prolong 

work shift during pandemic. Moreover, only 55% of the respondents reported 

receiving training regarding COVID-19. Although, both hypothesized factors are not 

statistically significantly associated with developing mental health outcomes in this 

study, adjusting working hours and providing training to a large percentage of 

population before deployment should be implemented to reduce infection 

transmission among health care workers, because this study reveals that being 

COVID-19 tested positive is significantly associated with highly chance of suffering 

depression and anxiety. In consistent with this, it has identified that COVID-19 

positive health care staff were at increased risk of anxiety due to fear of spreading the 

virus to their families and relatives especially people at risk.(91) Moreover, confirmed 

positive health care staff have to stay in quarantine, and the feeling of guilt for being 

unable to collaborate in the critical situation may trigger feelings of worthlessness and 

frustration at their incapability to contribute to the combating against the pandemic. 

(95) 

Moreover, the COVID-19 pandemic has had a profound impact on not only the global 

economy but also individual family’s financial situation. (96) The global economic 

downturn has led people into jobless condition in following of COVID-19 precaution 

measures; closure of factories, restrictions of transportation, stay at home measures 

and so on. Based on this study result, more than half of the participants assumed that 

financial support from government was insufficient during COVID-19 pandemic. 

Subsequently, this study shows that dissatisfaction on government financial support 

during COVID-19 pandemic is found significantly associated with exhibiting anxiety 

symptoms among health care staff. One systematic review and meta-analysis has 

reported that studies conducted in China, Italy, Turkey Spain and Iran have shown 

mutual finding that socioeconomic situation is one of the risk factors of heavier 

psychological burden. (97) 

It has been known that in any biological disaster, fear and stigmatization are 

heightened, and health care professionals used to become a victim of the latter and 
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being the target of stigmatization, which is stressful.(56) During the outbreaks of 

infectious disease, health care personnel are often stigmatized by the people in their 

society by different way of discriminations including being avoided, feared, shunned 

or ostracized due to public fear that they see medical staff as infection carriers. (98, 

99) Likewise, this study shows that of which stigmatized participants, the majority of 

them were being accused of carrier of virus, follow by being threatened, and being 

asked to leave from their rented residence. Moreover, other ways of discriminations 

like shunning, avoidance, not selling goods, mocking, and not hiring taxi have been 

notably experienced by health care personnel in Yangon region. 

In the same way, during the outbreak of Ebola and SARS epidemics, considerable 

stigmatizations along with loneliness and loss of trust within communities had been 

experienced. (100) Correspondingly, the finding of this study unveils that nearly one 

third of health care personnel experienced COVID-19 related stigmas which 

significantly affected on both depression and anxiety. In support of evidence from 

other countries, where health workers facing stigma during COVID-19 were found to 

have more burnout, fatigue and adverse mental condition. (17, 57) In the meantime, of 

struggling with new challenges and a great work stress in work, being stigmatized by 

the public may drive them to enhance rising the adverse psychological effects. 

Unlike other studies, some particular variables that are mostly found significant 

association in other studies including sex(female), work-role, working-hours, 

presence of underlying medical condition and mental health problem, presence of 

elderly, and marital status are not found association in this study. Several reasons 

might have behind. However, to the best of researcher’s knowledge, one of the 

possible reasons would be that by the time of data collection, Myanmar civilian 

including health care personnel might be equally suffering detrimental effects of 

military coup both physically and mentally across the country. Due to the political 

violence, most of health care functions and institutions were temporary closed and 

heath care staffs also have briefly withdrawn from work. This catastrophic political 

effect may confound on each of the study outcomes and as well on factors association 

in this study. 
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In summary, in this study, 12-sociodemographic characteristics, 2- predisposing 

factors and 10- work related characteristics were included as hypothesized factors for 

developing metal health outcomes among health care personnel during COVID-19 

pandemic situation. Among those predictive factors, this study has proven that 

experience of loss of loved one, experience of stigma, being tested COVID-19 

positive, and insufficient financial support from government showed strongly 

associated with experiencing negative mental outcomes while presence of children in 

family has shown negatively associated with study outcomes.  

5.2. Conclusion 

The fallout from COVID-19 has had a profound impact on every facet of human life, 

producing both physically and mentally strained especially to those vulnerable 

population. In the face of the COVID-19 patients, health care personnel are under 

unprecedented tremendous mental distress. Therefore, it becomes necessary to 

research urgently to explore and solve the needs of health care staff. 

During the COVID-19 outbreak, many studies has proven that factors such as 

sociodemographic, predisposing and work- related characteristics influenced on 

mental status of the health care professionals. This study not only examined mental 

health outcomes of health care personnel by quantifying level of depression, anxiety 

and stress but also identified the associated factors for each study outcomes during the 

COVID-19 pandemic in Yangon region Myanmar using cross-sectional data collected 

from online google form. 

The study applied descriptive statistics and logistic regression model to find out the 

important variable related to COVID-19 related mental outcomes. The study finding 

revealed a significant proportion of depression, anxiety and stress symptoms (15.5%, 

17.9% and 8.9%) were prevalent among HCP during COVID-19 pandemic. 

Moreover, experienced of loss of loved one, being experienced of stigma, insufficient 

government financial support, and being tested COVID-19 positive were significantly 

associated with higher chance of exhibiting depression, anxiety and stress. An 

additional result is that among health care personnel those living with children were 

found less likely to suffer from anxiety in comparison with those without children in 

the family which is contradict to the findings from some existing studies. 
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Finally, the result of the study provide evidence that can be applied by policy makers 

for making preparation and in implementing necessary interventions for preventing 

mental distress of health care personnel during prolong pandemic and as well for the 

future outbreak of similar nature.  Despites the contribution made by this study to 

figure out the mental health status of health care staff, there are limits which call for 

future research to validate this result. 

5.3. Recommendation 

Base on the study result, it was found that health care personnel from epicenter region 

Yangon were suffering considerate level of depression, anxiety and stress which are 

comparable to the other countries.  

In look back to the first wave of COVID-19, Myanmar responded early to the 

impending COVID-19 breakout with the establishment of the Inter-Ministerial 

Working Committee a few days before the World Health Organization (WHO) 

declared it as a global health emergency. This was followed by the setting up of the 

National Central Committee to prevent, control and treat COVID-19, intended at 

smoothing out and fast-tracking activities at the central level such as case 

investigation and management, providing community awareness and disseminating 

updates regarding the pandemic, and securing funding, procurement of essential 

medicine and equipment in time. Although this may be considered as a timely and 

bold move by a developing country, concerns were raised with such a centralized 

command and control approach. Despite taking a quick actions and preparation, the 

second wave of COVID-19 has hit greatly on both the civilian and health care system. 

Furthermore, unlike the second wave, since at the end of May 2021, the third wave 

has been approaching in the midst of political crisis in Myanmar while many of 

hospitals, charity- based quarantine centers, and temporary COVID-19 centers has 

stopped functioning. Additionally, large numbers of Myanmar citizens including 

health care staff have been committed in the Civil Disobedience Movement, in 

believing peaceful protest is the best way to avoid a politically and economically 

disastrous slide back into military dictatorship, and to get back on the right track of 

Myanmar democracy. In such a challenging and deteriorating situation, the effects of 

COVID-19 third wave could enormously intensify on the adverse mental condition of 
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the health care professionals eventually. Therefore, based on this study, the following 

interventions are suggested to be taken into consideration to promote the mental well-

being of health care personnel and prevent them from being mentally strained and 

distressed during ongoing prolong pandemic. 

Firstly, since the study found stigmatization as a significant risk factor for developing 

negative mental outcomes, government should take the initiatives on reduction of 

stigma among health care staff working in COVID-19 management, through the 

mobilization of mass media and community engagement strategy. For those who stay 

in rented hostel, provision should also be made for alternative accommodation in 

close proximity to the assigned hospital which may help reduce the stigma 

experienced by health care personnel at their residence and the community. This 

might also lessen the guilt and concerns of being a potential virus carrier and exposing 

to the family members to infection among health care staff. Moreover, legislation or 

strict measure against stigmatization should be imposed in some serious condition 

such as forcing health care workers to leave rented hostel or threatening and assault. 

Innovative technologies such as interactive mobile apps to support mental wellbeing 

can be developed and tested for effectiveness in future experimental studies. 

Secondly, online- based psychosocial support and counselling through telephone 

including fast track referral pathways to those requiring psychological and psychiatric 

care should be encouraged for health care personnel in order to cope with adverse 

mental outcomes and to enable them to carry on with the highest quality of patient 

care to win the battle against this epidemic. 

Thirdly, since the salary of the government health care staff is relatively lower than 

that of INGO staff and company staffs, comprehensive support system should be 

arranged. During this crisis situation, government should provide additional financial 

support and compensation above normal salaries to health care professional. In 

addition, other support measure such as free transport, accommodation, and child care 

facilities should also be included during pandemic crisis. 

Fourthly, competency on professional skill is one of the important assets for health 

care workers especially in the time of emergency or crisis. Incompetency in 

professional practice brings lots of consequences including adverse mental outcomes 
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as discussed before. Therefore, training on COVID-19 management must be provided 

to every health care staff before deploy to job setting especially to those with fewer 

working services. 

Finally, according to data obtained, more than half of the medical personnel have to 

work in prolong work shift during pandemic. The working hours and duty shift should 

also need to be justified to prevent health care workers from prolong exposure to 

infection, exhaustion and also from getting stressed.  

In conclusion, it is necessarily important to evaluate the impact of these initiatives to 

inform strategies for delivering an effective crisis response in the future. In addition, 

the mental health and well-being of health workers should be routinely assessed both 

during the crisis and after. Beyond the crisis period, providing appropriate long-term 

mental health support, adequate salaries and other compensation should be measures 

for further evaluation as core components of developing a sustainable health 

workforce. Plus, importantly, as this study was conducted during the atrocious 

political crisis in Myanmar, this situation might have affected on each of the mental 

outcomes. Therefore, the predictions should be interpreted with caution, as 

associations and not implying causation. Thus, future study is suggested to perform a 

follow-up on this sample in order to validate this finding. 

5.4 Limitation of the study 

Since this study use of judgmental sampling as snowball method and collect data from 

only an outbreak region, generalizability of the study may be weak. However, the 

result of the study could be a representative of pandemic effect since Yangon was the 

most widespread COVID-19 outbreak region in Myanmar. 

Due to the unexpected current political violence in Myanmar, most of the hospitals 

and COVID-19 centers has temporary stopped functioning and some of health care 

personnel have been detained. Moreover, most of health care workers were committed 

in Civil Disobedience Movement (CDM), and are hiding from work because of being 

threaten of detention. (https://www.frontiermyanmar.net/en/striking-health-staff-

boycott-covid-19-jabs-as-the-cdm-grows/) In this scenario, other sampling method 

could not be feasible to be applied. 

https://www.frontiermyanmar.net/en/striking-health-staff-boycott-covid-19-jabs-as-the-cdm-grows/
https://www.frontiermyanmar.net/en/striking-health-staff-boycott-covid-19-jabs-as-the-cdm-grows/


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 85 

In addition, internet accessibility has dropped dramatically and unstable since 

February 2021, the political violence started. Internet connectivity has shutdown 

including mobile and wireless internet which is the only available internet for most of 

the people in the country. Currently, cable internet and some mobile operator internets 

are available to some extent. This situation may contribute to selection bias as those 

health workers without internet access, older health worker and hiding health care 

staff could not participate in the study. Moreover, there might be respondent bias as it 

is self-reported by health care personnel and based on a subjective scale. 

In this study, although the history of taking treatment for mental health condition was 

included, the specific type of mental illness was not asked which may or may not have 

affected on the study mental. Additionally, family income of the health care personnel 

was also not identified which was literally related to the sufficiency of government 

financial support. Another concern is the over-representation of sex (female) and 

particular profession but in this study comparison between groups were not done. 

In addition to this, since the study was cross-sectional data, it may not control for 

unobserved heterogeneity among the participants. Plus, importantly, as this study was 

conducted during the atrocious political crisis in Myanmar, this situation might have 

confounded on each of the mental outcomes.  

5.5. Strength of the study 

Although the study has its own limitations, it provides early evidence on the mental 

health status of health care personnel during the COVID-19 pandemic in Myanmar. 

The research findings of this study could help policymakers and health officials, in 

developing and establishing both immediate actions and long – term strategic plans in 

managing mental wellbeing of health care personnel during COVID-19 pandemic and 

any future crisis of similar nature. Besides, the result of the study population can be 

used for comparison between future study of any vulnerable groups. 
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Appendix A 

Content Validity 

Indexes of Item-objective Congruence: IOC 

Content validity of the questionnaires are provided by three experts. 

 

1. Assoc. Prof Ratana Somrongthong, Ph.D. College of Public Health Sciences. 

Chulalongkorn University. 

2. Asst. Prof. Naowarat Kanchankhan, Ph.D : College of Public Health Sciences. 

Chulalongkorn University. 

3. Dr. Nipunporn Voramongkol, M.D. MPH. College of Public Health Sciences. 

Chulalongkorn University. 

 

IOC (item-objective congruence) – content experts rate items regarding how well they 

do or do not tap the established objectives. The rating are as follows. 

 +1 = item clearly taps the study objective 

 0 = uncertain or questionable  

 -1 = item clearly does not tap objective 

And bring the information from the expert’s consideration and calculate the Indexes 

of Item-Objective Congruence: IOC value from the formula. 

IOC  =  
R

N
 

R  The sum of the points from the expert's consideration 

N  Number of experts 

  

In order to validating the questionnaires, three experts scored the questionnaire as 

IOC and summed up and divided by three. The score is ranging from -1 to +1. 

Interpret IOC manually. The criteria for determining the IOC value, if the value is 

0.50 or higher, indicates that the question is measured at the purpose. Or exactly that 

content, indicating that the question is valid.  
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IOC Score Table 

No. Part.1 Sociodemographic 

factors 

Exp

ert 1  

Expe

rt 2  

Expert 

3  

IOC Result 

Q.1.1 Name of Hospital and 

Township 

1 1 1 1 Agree 

Q.1.2  What is your age? 1 1 1 1 Agree 

Q.1.3 Sex 1 1 1 1 Agree 

Q.1.4 Religion 1 1 1 1 Agree 

Q.1.5 Highest completed level of 

Education 

1 1 1 1 Agree 

Q.1.6 What is your occupation? 1 1 1 1 Agree 

Q.1.7 What is your marital status? 1 1 1 1 Agree 

Q.1.8 What kind of family type do 

you belong? 

1 1 1 1 Agree 

Q.1.9 Accommodation 1 1 1 1 Agree 

Q.1.10 Presence of children (under 

14 years of age) in family 

1 0 1 0.66 Agree 

Q.1.11 Presence of elderly (over 60 

years of age) in family 

1 0 1 0.66 Agree 

Q.1.12 Presence of family member 

who has chronic disease that 

has been diagnosed by 

medical doctor (such as 

diabetes, hypertension, heart 

failure, cancer, COPD, 

Kidney disease, e.t.c) 

1 1 1 1 Agree 

Q.1.13 Do you currently suffer from 

any of these diseases that has 

been diagnosed by medical 

doctor? (Obesity, Arterial 

Hypertension, another heart 

disease, Diabetes Cancer, 

Immune Disease) 

1 1 1 1 Agree 

CODE Part 2: Predisposing 

Factors 

     

Q.2.1 Do you have any history of 

receiving treatment for 

mental health condition? 

1 1 0 0.66 Agree 

Q.2.2 In the past month, have you 

experienced loss of your 

loved one? (friend, spouse, 

family member, etc.,) 

1 1 1 1 Agree 
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CODE Part 3: Work- related 

Characteristics 

     

Q.3.1 What is your role participate 

in treating, diagnosing and 

caring of COVID-19 

patients? 

1 1 0 0.66 Agree 

Q.3.2 Total years of government 

service 

1 0 1 0.66 Agree 

Q.3.3 How do you perceive 

availability of PPE (Personal 

Protective Equipment) supply 

from government during 

COVID-19 pandemic? 

1 1 1 1 Agree 

Q.3.4 Have you ever experienced of 

being stigmatized or 

discriminated against as a 

health care personnel due to 

the COVID-19 pandemic? 

1 1 1 1 Agree 

Q.3.5 Types of Stigmatization or 

discrimination. 

1 1 1 1 Agree 

Q.3.6 How many working hours are 

you requested to work in a 

shift during COVID-19 

pandemic? 

1 1 1 1 Agree 

Q.3.7 How do you perceive on 

receiving government 

financial supports during 

COVID-19 pandemic? 

1 0 1 0.66 Agree 

Q.3.8 Have you received specific 

training on precaution, 

diagnosing, treating and 

caring of COVID-19 patients 

and suspected patient? 

1 1 1 1 Agree 

Q.3.9 Have you ever been tested for 

COVID-19 during providing 

care in COVID-19 pandemic? 

1 1 1 1 Agree 

Q.3.10 If so, have you got tested 

positive or negative? 

1 1 1 1 Agree 
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Appendix B 

Questionnaires 

Data Collection Form 

Mental Health impact among health care workers from government hospitals 

during COVID-19 pandemic situation in Yangon, Myanmar. 

No Question Responses Code Remark 

  Sociodemographic 

Characteristics 

  

1 Name of Hospital 

and Township 

   

   2 

 

Age  ---- 

Years 

 

3 Sex - Male 

- Female 

1 

2 

 

4 Religion - Buddhist 

- Islam 

- Christian 

- Hindu 

- Other 

1 

2 

3 

4 

5 

 

5 Highest completed 

level of Education 

- Diploma 

- Graduate (Bachelor) 

- Master Degree 

- Ph.D 

- Other 

1 

2 

3 

4 

5 
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6 Occupation - Nurse 

- Lab-Technician 

- Doctor 

 

1 

2 

3 

 

 

7 Marital Status - Single 

- Currently married 

- Divorce/Separated 

- Widow/widower 

1 

2 

3 

4 

 

 

8 Family Type - Alone 

- Nuclear  

- Extended family 

- Joint family 

 

1 

2 

3 

4 

 

 

8 Accommodation - Home 

- Rented Hostel 

- Staff-house 

- Other 

1 

2 

3 

4 

 

9. Presence of children 

(under 14 years of 

age) in family 

- Yes 

- No 

1 

2 

 

10. Presence of elderly 

(over 60 years of 

age) in family 

- Yes 

- No 

1 

2 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 98 

11. Presence of family 

member who has 

chronic disease that 

has been diagnosed 

by medical doctor.  

(such as diabetes, 

hypertension, heart 

failure, cancer, 

COPD, Kidney 

disease, e.t.c) 

- Yes 

- No 

1 

2 

 

12 Do you currently 

suffer from any of 

these diseases 

that has been 

diagnosed by medical 

doctor? (Obesity, 

Arterial 

Hypertension, another 

heart disease, 

Diabetes Cancer, 

Immune Disease) 

- Yes 

- No 

 

1 

2 

 

 

No Question Responses Code Remark 

  Predisposing Factors   

1 Do you have any 

history of receiving 

treatment for mental 

health condition? 

- Yes 

- No 

1 

2 

 

 

2 In the past month, 

have you 

experienced loss of 

your loved one? 

(friend, spouse, 

family member, 

etc.,) 

- Yes 

- No 

1 

2 

 

 

 

No Question Responses Code Remark 

  Work- related Characteristics   
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1 What is your role 

participate in 

treating, diagnosing 

and caring of 

COVID-19 

patients? 

- Front-line 

(You have participated directly 

in treating and caring with 

COVID-19 positive patients at 

isolation ward in hospital or 

COVID-19 centers.) 

- Second Line 

(You have participated in the 

general health care setting 

including outpatient 

department (OPD) and other 

respective specialty care 

ward.) 

1 

 

 

 

 

 

2 

 

2 Total years of 

government service 

 ----- yrs  

3 How do you 

perceive availability 

of PPE (Personal 

Protective 

Equipment) supply 

from government 

during COVID-19 

pandemic? 

- Completely sufficient 

- Sufficient 

- Insufficient 

- Very insufficient 

1 

2 

3 

4 

 

 

4. Have you ever 

experienced of 

being stigmatized or 

discriminated 

against as a health 

care personnel due 

to the COVID-19 

pandemic? 

- Yes 

 

 

- No 

1 

 

 

2 

If you 

answer 

“Yes”, 

go to No 

(5) 

 

 

If you 

answer 

“No” go 

to No 

(6) 
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5 Types of 

Stigmatization or 

discrimination 

- Being threatened  

- Being accused of a carrier 

of virus due to profession  

- Being asked to leave rented 

place. 

- Other 

1 

2 

3 

 

-------- 

 

6. How many working 

hours are you 

requested to work 

in a shift during 

COVID-19 

pandemic? 

-  ---- 

hours 

 

7. How do you 

perceive on 

receiving 

government 

financial supports 

during  COVID-19 

pandemic? 

- Completely sufficient 

- Sufficient 

- Insufficient 

- Very insufficient 

1 

2 

3 

4 

 

8 Have you received 

specific training on 

precaution, 

diagnosing, treating 

and caring of 

COVID-19 patients 

and suspected 

patient? 

- Yes 

- No 

1 

2 

 

9 Have you ever been 

tested for COVID-

19 during providing 

care in COVID-19 

pandemic?  

- Yes 

- No 

 

1 

2 

3 

If “ Yes” 

please 

go to 

No.10 

question. 

10 If so, Have you got 

tested positive or 

negative? 

- Positive 

- Negative 

1 

2 
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Data Collection Form 
က ိုဗစ်-၁၉ ကပ်ရ ောဂါကောလအတွင််း ကျန််းမောရ ်း ၀◌နထ်မ််းမျော်း်း်း 

စ တ်ပ ိုင််းဆ ိုင ်ောဖ စ ်းမှုမျော်းက ို ရလေ့လောရသောသိုရတသန 
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စဉ် ရမ်းခွန််း အရ ဖ ကိုဒ ် မှတ်ချက် 

အရ ခခံ အချက်အလက်မျော်း 

 

၁။  ပည်နယ/် တ ိုင််းရဒသကက ်းနငှေ့ ်

ရဆ်းရံိုအမည် 

   

၂။ အသက ်( 

 ပညေ့်ပပ ်းရသောအသက်) 

        ---------------နစှ ်   

၃။ ကျော်း/ မ - ကျော်း - 

- မ      - 

၁ 

၂ 

 

၄။ က ို်းကွယ်သညေ့ဘ်ောသော - ဗိုဒဓဘောသော 

- မွတ်စလင ်ဘောသော 

- ဟ နဒူ ဘောသော 

- ခ စ်ယောန ်ဘောသော 

- အ ခော်း 

၁ 

၂ 

၃ 

၄ 

၅ 

 

၅။ အ မငေ့ဆ်ံို်း  ရှ ရသော 

ပညောအ ည်အချင််း 

- ဒ ပလ ိုမော -  

- ဘွ ွဲ့  ( Bachelor ) 

- မဟောဘွ  ( M.Sc) 

- ပါ ၈ူဘွ . (Ph.D) 

- အ ခော်း 

၁ 

၂ 

၃ 

၄ 

 

၆။ အလိုပ်အက ိုင ် - သူနော ပြု - 

- ဓါတ်ခွ ကျွမ််းကျင-် 

- ဆ ောဝန ် 

၁ 

၂ 

၃ 

 

၇။ အ မ်ရထောငရ်ှ / မရှ  

(Marital Status) 

- အ မ်ရထောငမ်ရှ  (Single)  

- အ မ်ရထောငရ်ှ (Married) 

- အ မ်ရထောငက်ွ  (separated) 

- မိုဆ ို်းဖ ို/မိုဆ ို်းမ 

((Window/Windower)- 

 

၁ 

၂ 

၃ 

၄ 

 

 

၈။ 

 

အတူရနမ သော်းစို 

အမျ ြု်းအစော်းက ို ရဖော် ပပါ။ 

(Family Type) 

- တဦ်းတည််းရနထ ိုငသ်ည် (living 

alone)- 

- မ သော်းစိုတခိုတည််းရနသည်။ 

၁ 

 

၂ 
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(Nuclear dyad) 

- အဖ ို်းအဖွော်း၊ ဦ်းရလ်းအရဒေါ်၊ 

အရဖ၊အရမ၊ ရမောငန်မှ၊ 

သော်းသမ ်းမျော်းနငှေ့ ်စိုရပါင််း 

ရနထ ိုငသ်ည်။ (Extended 

Family) 

- မ သော်းစိုနစ်ှခိုနငှေ့ ်အထကအ်တူ 

ရနထ ိုင ်(Joint family) 

၃ 

 

 

 

 

၄ 

 

 

 

၉။ အတူရန မ သော်းစိုတွင ်

အသက(်၁၂) 

ရအောက်ကရလ်းမျော်းရှ ပါသလော်း 

- ရှ  - 

- မရှ  -  

၁ 

၂ 

 

၁၀။ အတူရန မ သော်းစိုတွင ်အသက ်

(၆၀)နစှ ်အထက်လူကက ်း 

ရှ ပါသလော်း 

- ရှ   - 

- မရှ  - 

၁ 

၂ 

 

၁၁။  မ သော်းစိုတငွ ်ဆ ော၀နစ်မ််းသပ် 

အတည် ပြုထော်းရသော 

နောတောရှည်ရ ောဂါ ( ဆ ်းချ ြု၊ 

ရသွ်းတ ို်း၊ နလှံို်းရ ောဂါ၊ 

အဆိုတ်ရ ောဂါ၊ ကငဆ်ော၊ 

ရကျောက်ကပ်ရ ောဂါ) စသညေ့် 

ရ ောဂါတခိုခို ခံစော်းရန သူ 

ရှ ပါသလော်း 

- ရှ   

 

- မရှ  - 

၁ 

 

၂ 

 

 

 

၁၂။ သငသ်ည် ဆ ော၀န ်စမ််းသပ် 

အတည် ပြုထော်းရသော 

နောတောရှည် ( Chronic 

Diseases) (ဆ ်းချ ြု၊ ရသ်ွးတ ို်း၊ 

နလှံို်းရ ောဂါ, အဆိုတ်တ ဘ ၊ 

ရကျောက်ကပ်ရ ောဂါ၊ ကငဆ်ော 

စသည်…)ရ ောဂါတစ်ခိုခို 

ခံစော်းရနပပ ်း ရဆ်းဝါ်းကိုသမှု 

ခံယူရနသူ ဟိုတ်ပါသလော်း။ 

- ဟိုတ်ပါသည်  

- မဟိုတ်ပါ       

  

၁ 

၂ 
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Predisposing Factor 

 ဖစ်ရစ နတ်ွန််းအော်းရပ်းရသော သိုရတသနဆ ိုင ်ောအချက်အလက်မျော်း 

 

၁။ သငသ်ည် စ တက်ျန််းမောရ ်း 

 ပသနော နငှေ့ ် ပတသ်က်၍ 

ရဆ်းဝါ်းကိုသမှု ခံယူခ ေ့ဖူ်း ခင််း 

ရှ ပါသလော်း။ 

- ရှ   - 

- မရှ  -  

 

၁ 

၂ 

 

 

၂။ သငသ်ည် လွနခ် ေ့ရသော 

တစ်လတွင ် မ သော်းစိုဝငတ်စဦ််းဦ်း 

(သ ို ေ့) ချစသ် ူ (သ ို ေ့) ချစ်ခင ်ရသော 

သူငယ်ချင််း၊ မ တ်ရဆ ွ တဦ်းဦ်း 

ဆံို်းပါ်းမှုနငှေ့ ် ကကံြုရတွွဲ့ ခ ေ့ 

 ပါသလော်း။  

- ကကံြုရတွွဲ့ ခ ေ့ပါသည် - 

 

- မကကံြုရတွွဲ့ ခ ေ့ပါ     

၁ 

 

၂ 

 

 

 

 

Work-related Characteristics 

 (လိုပ်ငန််းခွငဆ် ိုင ်ော သိုရတသနအချက်အလက်မျော်း) 

 

၁။ သငသ်ည် COVID-19 ကိုသ 

ကောကွယ်ရ ်းလိုပ်ငန််းတွင ်

မည်သညေ့် အခန််းကဏ္ဍ၌ 

ပါဝငခ် ေ့ပါသနည််း။ 

- ရရှွဲ့တန််း (Front- line) (COVID-

19 positive or suspected) 

လူနောမျော်းအော်း တ ိုက်ရ ိုက် 

စမ််းသပ် ခင််း, စစ်ရဆ်း ခင််း, (သ ို ေ့) 

ကိုသရပ်း ရသောရန ော -isolation 

ward, COVID-19 centre, Fever 

Clinic, OPD စသညေ့်ရန ော) 

တွငလ်ိုပ်ရဆောငခ် ေ့ပါသည်။  

 

- ဒိုတ ယအတန််း (Second line) 

COVID-19 Pandemic ကောလ၌ 

 

 

၁ 

 

 

 

 

 

၂ 

 

၁၃။ ရန ောထ ိုငခ်င််းပံိုစ ံ - အ မ် (Home)  

- အငေှာ်းရဆောင ်(rented hostel) 

- ဝနထ်မ််းအ မ ်ော (Staff – house )  

- အ ခော်း 

၁ 

၂ 

၃ 

၄ 
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အရထရွထ ွ

ရ ောဂါကိုရဆ်းရံိုမျော်းတငွ ်

 ပငပ်လူနောဌောန OPD အပါအဝင ်

အ ခော်း လူနောရဆောငမ်ျော်းတွင ်

ပါဝငလ်ိုပ်ရဆောငခ် ေ့ပါသည်။  

၂။ အစ ို်း ဝနထ်မ််းလိုပ်သက် 

နစှ်စိုစိုရပါင််း 

 ---

-

နစှ် 

 

၃။ သင၏် လိုပ်ငန််းခငွ၌် COVID-

19 လူနောမျော်းအော်း 

 ပြုစိုကိုသမှုရပ်း ောတွင ်

ရ ောဂါက်ူးစက်မှုမှော 

ကောကွယ်န ိုငရ်စ န ်

အကောအကွယ်ပစစည််း ( PPE – 

Personal Protective 

Equipment) နငှေ့ ်

အ ခော်းအကောအကယွ်ပစစည််း 

အရထောက်အပံေ့ အစ ို်း ထ ံမှ 

လံိုရလောက်စွော   ရှ ပါသည်။ 

- အလွနသ်ရဘောတူပါသည်။ 

- သရဘောတူပါသည်။ 

- သရဘောမတူပါ။ 

- အလွနသ်ရဘောမတူပါသည်။ 

၁ 

၂ 

 

၃ 

၄ 

 

၄။ သငသ်ည် COVID-19 

လူနောမျော်းအော်း 

 ပြုစိုကိုသမှုပါဝင ်ခင််းရကကောငေ့ ်

 (သ ို ေ့) 

ကျန််းမောရ ်းဝနထ်မ််း ဖစ် ခင််း

ရကကောငေ့ ် ပ်ကွက်ရန 

 ပည်သူလူထိုအချ ြုွဲ့ထမံှ ခွ  ခော်း 

ဆက်ဆခံံ  ခင််း 

ကကံြုခ ေ့ဖူ်းပါသလော်း 

- ကကံြုခ ေ့ဖူ်းပါသည်။ 

 

 

 

- မကကံြုခ ေ့ဖူ်းပါ။ 

 

၁ 

 

 

 

၂ 

ရမ်းခွန််း (၅) 

ဆက်ရ ဖ န ်

 

 

ရမ်းခွန််း (၆) 

ဆက်ရ ဖ န ်
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၅။ ခွ  ခော်း ဆက်ဆခံံ သညေ့်ပံိုစံ - ကျန််းမောရ ်း၀◌နထ်မ််း ဖစ်၍ 

ပခ မ််းရ ခောက်ခံ   ခင််း 

- COVID-19 

ရ ောဂါပ ို်းသယ်ရဆောငသ်ူဟို  

              စွပ်စွ ခံ  ခင််း 

- ရဆ်းရံိုဝနထ်မ််း ဖစ်ရသော

ရကကောင်ေ့ 

             မ မ ငေှာ်းရနရသောအရဆောင ် မှ          

နငှထ်ိုတ်ခံ  ခင််း 

- အ ခော်း... 

သူ ဟို စွပ်စွ ပပ ်း ဖယ် ကျဥ် ခံ  ခင််း 

၁ 

 

၂ 

 

 

၃ 

 

 

၄ 

 

 

၆။ COVID-19 ကောလတွင ်သင၏် 

တစ်ရန ေ့တော ပျမ််းမျှအလိုပ်ချ န ်

မည်မျှရှ ပါသနည််း။  

  

----

နော

   

 

၇။ သငသ်ည် COVID-19 

ကောလအတွင််း အစ ို်း ထံမှ 

အရထောက်အပံေ့နငှေ့ ်

ရငရွကက်းလက်ခံ ရှ မှုအရပေါ် 

လံိုရလောက်သည်ဟို ယူဆ 

ပါသည်။ 

- အလွနသ်ရဘောတူပါသည်။ 

- သရဘောတူပါသည်။ 

- သရဘောမတူပါ။ 

- အလွနသ်ရဘောမတူပါသည်။ 

၁ 

၂ 

၃ 

၄ 

 

၈။ COVID-19 ကောကွယ်ကိုသရ ်း 

လိုပ်ငန််းနငှေ့ ်ပတ်သက်၍ 

သငတ်န််းတစ်စံိုတစ် ော 

တက်ရ ောက်ခ ေ့ ပါသလော်း။ 

- တက်ရ ောက်ခ ေ့ ပါသည်။ 

 

- မတက်ရ ောက်ခ ေ့ ပါ။ 

၁ 

 

၂ 

 

 

၉။ သငသ်ည် တော၀◌နထ်မ််းရဆောငရ်န 

စဥ်တွငC်OVID-19 

ရ ောဂါစစ်ခံ ဖူ်းပါသလော်း။ 

- စစ်ခံ ဖူ်းပါသည်။ 

- စစ်မခံ ဖူ်းပါ။ 

 

၁ 

၂ 

 

စစ်ခံ ဖူ်းပါလျင ်

ရမ်းခွန််း နပံါတ် 

၁၀ က ို 

ဆက်လက်ရ ဖ

ဆ ိုပါ 

 

၁

၀ 

စစ်ရဆ်းမှု အရ ဖက ို ရဖော် ပပါ - COVID-19 ပ ို်းရတွွဲ့ ရှ ။ 

- COVID-19 ပ ို်းမရတွွဲ့ ရှ  
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“စိတက်ျခြင််း၊ စိ ်းရိမ်ခြင််း၊ စိတဖိ်စ ်းခြင််း ဆန််းစစ်လ ွှာ” 

ဤဆန််းစစ်လ ွှာတငွ ်ဖဖွှာ်ခြထွှာ်းဖ ွှာအြျကမ်ျွှာ်းကိ  ဖ ြျွှာစွွှာဖတပ်ြ ်းလျှင ်လန်ွြ ဲ့ဖ ွှာ ရက် တတ ြတ ်

တစ်ြါတ ်အတငွ််း  ငြံ်စွှာ်းြ ဲ့ရမှုမျွှာ်းနငှဲ့ ်ကိ ကည် ဖ ွှာအဖခြအဖနအတိ င််း၊ အမှန်စဉ် “၀”၊ “၁”၊ “၂” 

 ိ ဲ့မဟ တ ်“၃” တစ်ြ ြ ကိ  ဖရွ်းြျယပ်ြ ်း ဝိ င််းဖြ်းြါ။  

အဖခဖမှန်၊ အဖခဖမှွှာ်း ဟ၍ူ မရိှြါ။ အြျိန်ကကွှာခမငဲ့စ်ွွှာ မစဉ််းစွှာ်းြါနငှဲ့။်  

အမှန်စဉ် “၀”၊ “၁”၊ “၂”  ိ ဲ့မဟ တ ်“၃” ၏  တမှ်တြ်ျကမှ်ွှာ ဖအွှာကြ်ါအတိ င််းခဖစ် ည်။  

- “၀”၊ ကျွန် ြ်နငှဲ့ ်လံ ်းဝ မ ကဆ်ိ ငြ်ါ။  

- “၁” ၊ အနည််းငယြံ်စွှာ်းရြါ ည်၊  ိ ဲ့မဟ တ၊် တစ်ြါတစ်ရံ ြံစွှာ်းရြါ ည်။  

- “၂” ၊ အဖတွှာ်အတန် ြံစွှာ်းရြါ ည်၊  ိ ဲ့မဟ တ၊် အြျိန်ဖတွှာ်ဖတွှာ် ြံစွှာ်းရြါ ည်။  

“၃” ၊ အလနွ်ြံစွှာ်းရြါ ည်၊  ိ ဲ့မဟ တ၊် အြျိန်တိ င််းလိ လိ  ြံစွှာ်းရြါ  ည်။ 

စဉ် အဖကကွှာင််းအရွှာ အဖခဖ 

၁ ကျွန် ြ် ည် စိတဖ်အ်းလကဖ်အ်း မဖနနိ ငြ် ဲ့ြါ။ ၀ ၁ ၂ ၃ 

၂ ကျွန် ြ် ည် အွှာဖြါင ်ဖခြွှာကဖ်နတတ ်ည်ကိ   တထိွှာ်းမိြ ဲ့ ည်။ ၀ ၁ ၂ ၃ 

၃ ကျွန် ြ် ည် စိတဖ်ြျွှာ်ရ ငဖ်ကျနြ်မှုမျွှာ်း လံ ်းဝ မြံစွှာ်းြ ဲ့ရဟ  ထငမိ် ည်။ ၀ ၁ ၂ ၃ 

၄ ကျွန် ြ် ည် အ ကရှ်ှူရြကြ်  လိ  ( ကိ ယလ်ကလ်ှုြ်ရှွှာ်းမှု မခြြုလ ြ်ဘ ၊ 

အ ကရှ်ှူခမန်လွန််းဖန လိ ၊ အ ကရ်ှု  မဝ လိ ) ြံစွှာ်းြ ဲ့ရ ည်။  

၀ ၁ ၂ ၃ 

၅ ကျွန် ြ် ည် လ ြ်ဖဆွှာငရ်မညဲ့်ကစိစမျွှာ်းကိ  ကိ ယတ်ိ ငအ်စခြြု လ ြ်ဖဆွှာငရ်န် 

ြကြ်  ည်။ 

၀ ၁ ၂ ၃ 

၆ ကျွန် ြ် ည် အဖခြအဖနကစိစရြ်မျွှာ်းကိ  လိ အြ် ည်ထက ်ြိ ၍တံ ဲ့ခြန်လိ ြ ဲ့ မိ ည်။  ၀ ၁ ၂ ၃ 

၇ ကျွန် ြ် ည်  တ န်တ န်ယငယ်င ်ြံစွှာ်းြ ဲ့ရ ည်။ ( ဉြမွှာ ၊ လကတ် န်ခြင််း ) ၀ ၁ ၂ ၃ 

၈ ကျွန် ြ် ည်  စိတလ်ှုြ်ရှွှာ်းပြ ်း စိတအ်ငအ်ွှာ်း၊ ကိ ယအ်ငအ်ွှာ်း မျွှာ်းစွွှာ 

စိ ကထ် တရ် ည်ဟ  ြံစွှာ်းြ ဲ့ရ ည်။  

၀ ၁ ၂ ၃ 

၉ ကျွန် ြ် ည် အလနွ်အမင််း ဖကကွှာကရံွ်ွံ့ ွွှာ်းပြ ်း၊ စိတလ်တွ၍် အဆငအ်ခြငမ် ဲ့ခြြုမှု 

လိ ကမ်ည်ကိ  စိ ်းရိမ်ဖနြ ဲ့မိ ည်။  

၀ ၁ ၂ ၃ 
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၁၀ ကျွန် ြ် ည် ဖမျှွှာ်လငဲ့ဖွ်ယရ်ွှာ လံ ်းဝမရိှဖတွှာဲ့ဟ  ြံစွှာ်းြ ဲ့ရ ည်။  ၀ ၁ ၂ ၃ 

၁၁ ကျွန် ြ် ည်  စိတဂ်ဏွှာမပငမ်ိ ခဖစ်လယွဖ်နြ ဲ့ ည်။ ၀ ၁ ၂ ၃ 

၁၂ ကျွန် ြ် ည် စိတက်ိ  ဖခဖဖလျှွှာဲ့ရန် ြကြ် ြ ဲ့ ည်။  ၀ ၁ ၂ ၃ 

၁၃ ကျွန် ြ် ည် စိတြ်ျကအ်ွှာ်းဖလျွှာဲ့ လိ ၊ စိတည် ိြု်းငယ ်လိ  ြံစွှာ်းြ ဲ့ရ ည်။  ၀ ၁ ၂ ၃ 

၁၄ ကျွန် ြ် ည် လ ြ်ဖဆွှာငဖ်န ညဲ့်ကစိစမျွှာ်း ဖရှွံ့ဆကမ်ရဖအွှာင ်ဟန ဲ့်တွှာ်းမှုမှန်  မျှကိ  

 ည််းမြံ နိ ငြ် ဲ့ြါ။  

၀ ၁ ၂ ၃ 

၁၅ ကျွန် ြ် ည် ရ တတ်ရကအ်လွန်အမင််း ဖကကွှာကလ်န ဲ့် လိ  ခဖစ်လ န ်းြါ်း 

ြံစွှာ်းြ ဲ့ရ ည်။  

၀ ၁ ၂ ၃ 

၁၆ ကျွန် ြ် ည် မည် ညဲ့်အရွှာကိ မျှ တက်တကက်ကကက မရိှြ ဲ့ြါ။  ၀ ၁ ၂ ၃ 

၁၇ ကျွန် ြ် ည် ကိ ယဲ့က်ိ ယက်ိ  တန်ဖိ ်း မရိှ တူစ်ဖယွှာကက် ဲ့ ိ ဲ့ ြံစွှာ်းြ ဲ့ရ ည်။  ၀ ၁ ၂ ၃ 

၁၈ ကျွန် ြ် ည် စိတဆ်တလ်ယွလ်ည ည်ဟ  ြံစွှာ်းြ ဲ့ရ ည်။  ၀ ၁ ၂ ၃ 

၁၉ ကျွန် ြ် ည် ကိ ယလ်ကလ်ှုြ်ရှွှာ်းမှုမရိှဘ  နလှံ ်းြ န်ခမန်ခြင််း၊ နလှံ ်းြ န်မ်မှန်ခြင််း မျွှာ်းကိ  

 တခိြြုမိြ ဲ့ ည်။  

၀ ၁ ၂ ၃ 

၂၀ ကျွန် ြ် ည် အဖကကွှာင််းခြြျက ်ဖကွှာင််းဖကွှာင််းမရိှဘ  ထတိလ်န ဲ့် ဖနတတြ် ဲ့ ည်။  ၀ ၁ ၂ ၃ 

၂၁ ဘဝ ည် အဓိြပါယ ်မရိှဟ  ကျွန် ြ်ြံစွှာ်းြ ဲ့ရ ည်။  ၀ ၁ ၂ ၃ 
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