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Abstract
BACKGROUND: The coronavirus disease (COVID-19) outbreak had created several challenges for health care 
workers and public worldwide. That pandemic also leads to a significant mental health crisis across the globe.

AIM: The study aimed to determine depression levels of physicians who work in isolation hospitals that treat patients 
with COVID-19 and those with other health facilities in Egypt during COVID-19 pandemic. Risk factors for depression 
were determined and interpreted to provide further psychological interventions for health care workers.

MATERIALS AND METHODS: It was a cross-sectional web-based study among Egyptian physicians. The 
participants were divided into two groups based on their workplace; 1177 of whom worked in front line hospitals 
(group  II) and the remaining 1154 physicians (group  I) in other health facilities (second line). Depression was 
assessed using the Patient Health Questionnaire-9.

RESULTS: In group I and II, nearly one-third had mild depressive symptoms whereas 5.1% in group I and 14.6% 
in group II had severe ones with a significant difference between both groups (p = 0.001). Females, younger age 
groups, divorced or widowed, frontline physicians, 1–5 years of work experience, specialty jobs and contact with 
patients with COVID-19 were more affected than others.

CONCLUSIONS: Depressive symptoms are common among medical staff especially frontline health care workers. 
Regular evaluation of medical personnel involved in treatment and diagnosis of patients with COVID-19 must assess 
their stress, depression, and anxiety.
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Introduction

On March 12, 2020, the World Health 
Organization (WHO) declared the coronavirus disease 
(COVID-19) as a pandemic with reporting approximately 
4,628,903 confirmed cases and 312,009 deaths [1]. 
The number of cases and deaths is rising rapidly, and 
created unexpected social, economic, and psychological 
devastation for both individuals and communities. The 
worldwide impact of this crisis is comparable with 
war  [2]. The COVID-19 outbreak4 and subsequent 
global spread had created several challenges for health 
care workers and public worldwide. That pandemic 
leads to a high rate of mental health disorders across 
the globe [3]. The spread of infection has created a 
panic mode in the community as acute stress, anxiety, 
and depression in vulnerable individuals [3]. Risk 
factors such as long periods of social isolation, fear of 
unemployment, economic losses due to closure and 
death of family members are proposed to exacerbate 
self-destructive behavior of this pandemic [4].

Moreover, COVID-19 can cause neurological 
manifestations, including headache, impaired 
sense of smell and taste, agitation, delirium, and 

meningoencephalitis [5], [6]. Global infectious diseases 
have immediate and prolonged effect on the mental 
health of healthcare workers (HCWs) as during 
COVID-19 pandemic or previous international health 
crises such as severe acute respiratory syndrome and 
Middle East respiratory syndrome. Frontline health 
care workers who are involved in direct diagnosis, 
treatment, and care of patients with COVID-19 showed 
higher levels of symptoms of anxiety, insomnia, 
depression, and distress [7]. Global infectious diseases 
have immediate and prolonged effect on the mental 
health of HCWs as during COVID-19 pandemic. 
Health care workers who were isolated or working in 
high-risk locations had 2–3  times higher risk of post-
traumatic stress [8]. There are many reasons behind 
mental health problems such as increasing number 
of confirmed and suspected cases, overwork, decline 
of personal protective equipment, widespread media 
coverage, lack of certain drugs, fear of infection for 
themselves and their families, caring for severing ill 
patients, caring for colleagues who have also become 
ill, and multiple losses [9], [10], [11], [12]. Hence, 
psychological support among health care workers is a 
critical part of the public health response. The WHO has 
published brief messages related to mental health and 
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the importance of psychological first aid, it can be done 
through protecting the physical well-being of physicians 
and supporting the families of physicians [13], [14].

At present, many countries in the Eastern 
Mediterranean Region have started implementing 
activities and developing mental health programs 
as part of their national response to the COVID-19 
pandemic [15]. On March 31, 2020, Egypt’s Health 
Ministry announced the establishment of two hotlines 
(080-8880700 and 0220816831) to provide citizens 
with psychological support during the coronavirus 
pandemic; that was done with the help of 150 mental 
health professionals who had received online training 
for remote communication and provide psychological 
aid to the treatment teams at the isolation hospitals 
and other community groups [16]. It later expanded 
this service by appointing psychiatrists in all quarantine 
hospitals to provide specialized psychological care 
to patients with COVID19, healthcare personnel and 
people with mental health conditions [16].

This present study aimed to determine 
depression levels of physicians who work in isolation 
hospitals that treat patients with COVID-19 and those 
with other health facilities in Egypt during COVID-19 
pandemic. Besides, to explore risk factors for depression 
were determined and interpreted to provide further 
psychological interventions for health care workers.

Materials and Methods

Study design and participants

This cross-sectional web-based study was 
conducted from 1 to May 15, 2020. The target population 
included Egyptian physicians from 27 governorates and 
autonomous regions were invited to participate in an 
online survey. In total, 2331 health care workers respond 
to the survey. Based on workplace of the participants, 
they were divided into two groups: group Ι: physicians 
who work in health facilities in Egypt other than isolation 
hospitals (second line); group Π: physicians who 
work in isolation hospitals (Frontline physicians). The 
specified inclusion criteria were as follows: (1) Egyptian 
physicians; (2) confirming that they work in health 
facilities in Egypt. Furthermore, the exclusion criteria 
comprised the followings: (1) Physicians with any 
nationality other than Egyptian; (2) those who were on 
vacation while studying.

Measures

A self-administered questionnaire was 
designed for data collection. It was developed on 
the basis of literature and statistical experts in our 
college evaluated its validity and reliability (Cronbach’s 

α ≥ 0.70). This 19-item questionnaire consisted of three 
sections:

Section one

This section comprises seven items; it is mainly 
focused on participants’ characteristics including age, 
gender, marital status, residence, the type of job, years 
of experience, and presence of non-communicable 
diseases.

Section two

This section evaluated participants’ 
experiences of exposure to COVID-19-related 
events in their lives; whether there had confirmed 
COVID-19  cases in families or friends, whether they 
had been directly contact with confirmed or suspected 
COVID-19 patients, or whether they got infected with 
COVID-19 (3 questions).

Section three

This section included a 9-item Patient Health 
Questionnaire (PHQ-9) to assess depression levels 
among participants. The PHQ-9 is the depression 
module, which scores each of the 9 DSM-IV criteria 
as “0” (not at all) to “3” (nearly every day). The PHQ-9 
score of ≥10 had a sensitivity of 88% and a specificity of 
88% for major depression. The scores of 5, 10, 15, and 
20 represented mild, moderate, moderately severe, 
and severe depression, respectively [17].

Procedure

Data collected through an online self-
administered questionnaire using Google forms 
with a consent form included with it. The link to the 
questionnaire was sent through emails, WhatsApp 
groups, Facebook groups, and other social media. 
The participants were encouraged to pass the survey 
to many people as possible. Once receiving and 
clicking on the link the participants will be directed 
to the objectives of the study and informed consent. 
After they accept taking the survey, they will fill up the 
demographic details. Then, a set of several questions 
will appear consecutively, in which the participants will 
answer.

Statistical analysis

The data analysis was performed using 
Statistical Package for the Social Sciences IBM Chicago, 
version 23. Depression and its associated factors among 
health care workers during the COVID-19 pandemic 
were considered as the outcome variable. Comparison 
of study variables was performed using independent 



E - Public Health� Public Health Epidemiology

1580� https://oamjms.eu/index.php/mjms/index

sample t test and chi-square test. Explanatory variables 
included demographics, marriage history, and effects of 
COVID-19 related data. Each explanatory variable was 
divided into categories, and each observation will be 
presented as frequency number and percentage. The 
level of significance adopted was p < 0.05.

Results

Table 1 presented the sociodemographic data 
and COVID-19 related events of study groups. The 
sample included 2331 physicians; 1177 of whom worked 
in front line hospitals (group  II) and the remaining 
1154 physicians (group  I) in other health facilities 
(second line). The mean age of the participants is 
34.3 ± 6.1 years. The majority of participants in group I 
and group II were in age group between 30 and 40 years 
(70.6% and 55%, respectively). In both groups, the 
majority of participants were females, married, urban 
dwellers, and specialists. The most common years of 
experience in groups  I were 6–10 years (48.4%) and 
1–5 years in group II (46.5%) with a mean of 6.8 years 
for all participants. Comorbidities affected insignificant 
percentage of both groups (3.7%). 5.3% of those in 
group II had confirmed cases in their families or among 
their friends. There was a high frequency of direct 
contact with confirmed or suspected patients in group II 
(97.8 %) and 56.3% in group I. In Groups I and II, only 

a small percentage of physicians (1.7% and 3.8%, 
respectively) were infected.

Table  2 demonstrated the prevalence of 
depressive symptoms and severity among the study 
groups for several days. Groups I and II were uninterested 
in doing things (51.3% and 43.7% respectively). Almost 
the same proportion in both groups felt down, depressed 
or hopeless (45.3% and 46.3%). In group I and group II 
(45.1% and 40.1% respectively) were at risk of falling or 
staying asleep or sleeping excessively. Approximately, 
half of the people in group I and II (45.9% and 50.6%, 
respectively) were tired or had little energy. More than 
one- third of those in Groups I and II (35.2% and 35.5%, 
respectively) didn’t have a poor appetite or overeating. 
Moreover, 41.3% of responders in group  I and 40.2% 
in group II felt bad about themselves and their families.

On the other hand, nearly two fifths of those 
in group  I and II (44.5% and 40.5%, respectively) 
had no trouble in the concentration on things at all. 
Furthermore, more than two thirds of those in Group I 
(68.9%) and 61.1% of those in Group II didn’t speak or 
move as slowly as usual. 91.4% of those in group I and 
78.8% of those in group II had no thoughts of death or 
self-harm. Nearly one-third of those in groups I and II 
(31.2% and 32.9%, respectively) had mild depressive 
symptoms, while 5.1% in Groups I and 14.6% in group II 
had severe ones.

The mean total score for the group  I was 
8.3 and 9.8 for group  II with a significant difference 
between the two groups. Association between total 

Table 1: Distribution of sociodemographic data and COVID‑19 related events in the lives of studied groups
Sociodemographic data Overall (n = 2331) 

Mean ± SD/n (%)
Group I (n = 1154) 
Mean ± SD/n (%)

Group II (n = 1177)
Mean ± SD/n (%)

p‑value

Age groups
20 507 (21.8) 194 (16.8) 313 (26.6) 0.0001*
30 1462 (62.7) 815 (70.6) 647 (55)
40 303 (13) 124 (10.7) 179 (15.2)
50–60 year 59 (2.5) 21 (1.8) 38 (3.2)

Age (years) 34.3 ± 6.1 34.5 ± 5.5 34.2 ± 6.7 0.3
Sex

Male 366 (15.7) 213 (18.5) 153 (13) 0.0001*
Female 1965 (84.3) 941 (81.5) 1024 (87)

Marital status
Single 793 (34) 233 (20.2) 560 (47.6) 0.0001*
Married 1486 (63.7) 901 (78.1) 585 (49.7)
Divorced/widow 52 (2.3) 20 (1.7) 32 (2.7)

Residence
Urban 1661 (71.3) 790 (68.5) 871 (74) 0.003*
Rural 670 (28.7) 364 (31.5) 306 (26)

Type of job
Resident 462 (19.8) 205 (17.8) 257 (21.8) 0.04*
Specialist 1698 (72.8) 867 (75.1) 831 (70.6)
Consultant 171 (7.3) 82 (7.1) 89 (7.6)

Years of experience (Mean ± SD) 6.8 ± 4.2 6.8 ± 3.7 6.9 ± 4.6 0.7
1–5 year 1011 (43.4) 464 (40.2%) 547 (46.5%) 0.0001*
6–10 year 985 (42.3) 558 (48.4) 427 (36.3)
11–15 year 268 (11.5) 107 (9.3) 161 (13.7)
16–20 year 28 (1.2) 13 (1.1) 15 (1.3)
˃ 21 year 39 (1.7) 12 (1) 27 (2.3)

Suffer from comorbidities
Yes 87 (3.7) 35 (3) 52 (4.4) 0.8
No 2245 (96.3) 1119 (97) 1125 (95.6)

Whether there had been confirmed COVID‑19 cases in families or friends?
Yes 92 (3.9) 30 (2.5) 62 (5.3) 0.001*
No 2239 (96.1) 1124 (97.4) 1115 (94.3)

Whether you had been directly contact with confirmed or suspected 
COVID‑19 patients?

Yes 1801 (77.3) 650 (56.3) 1151 (97.8) 0.0001*
No 530 (22.7) 504 (43.7) 26 (2.2)

Whether you infected with COVID‑19?
Yes 65 (2.8) 20 (1.7) 45 (3.8) 0.002*
No 2266 (97.2) 1134 (98.3) 1132 (96.2)
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depression score and sociodemographic data of 
participants are shown in Table  3. Age, sex, marital 
status, occupation, years of experience, a kind of job, 
presence of confirmed cases in families or friends, and 
direct contact with confirmed or suspected cases all had 
statistically significant differences with the prevalence 
of depressive symptoms. 31% of those aged 40–50 
had mild depressive symptoms, while 43.1% of those 
aged 50–60 had moderate depressive symptoms. In 
terms of gender, 33.7 % of males and 31.8% of females 
had mild depression. Furthermore, 27.7% of single 
participants and 34.8% of married participants had 
mild depression, while 38.5% of divorced and widowed 
participants had moderate depression. 31.8% of first 
line physicians had mild depression but 11.8% was 
severely depressed. The same was true for the second 
line physicians with 31.2% having mild symptoms and 
only 5.1% having severe ones. There was no difference 
in residence between both groups with 32.2% and 
31.8% of urban and rural residents suffering from mild 

depression, respectively. 38.2% of physicians with few 
years of experience (1–5  years) suffered from mild 
depression. Residents and specialists (39.4% and 
31% 9, respectively) showed mild depression, while 
consultants (27.1%) showed moderate depression. 
Regarding the presence of comorbidities, 38% of those 
with comorbidity had mild depression. Furthermore, 
38% of physicians who had confirmed COVID-19 cases 
in their families and friends and 33.6% who had direct 
contact with confirmed or suspected COVID-19 patients 
noticed with mild depression. 30.8%, who were infected 
with COVID-19 experienced mild depression.

Discussion

Epidemiological studies have reported that 
during disease pandemics, HCWs at the frontline 

Table 2: Prevalence of depressive symptoms among the studied groups
PHQ‑9 items Group I (n = 1154) n (%) Group II (n = 1177) n (%) X2/t P value
Little interest or pleasure in doing things:

Not at all 168 (14.6) 190 (16.1%) 19.1
0.0001*Several days 592 (51.3) 514 (43.7%)

More than half the days 172 (14.9) 170 (14.4%)
Nearly every day 222 (19.2) 303 (25.7%)

Feeling down, depressed or hopeless:
Not at all 269 (23.3) 210 (17.8%) 26

0.0001*Several days 523 (45.3) 545 (46.3%)
More than half the days 220 (19.1) 200 (17%)
Nearly every day 142 (12.3) 222 (18.9%)

Trouble falling or staying asleep or sleeping too much:
Not at all 420 (36.4) 240 (20.4%) 106.4

0.0001*Several days 463 (40.1) 531 (45.1%)
More than half the days 162 (14) 160 (13.6%)
Nearly every day 109 (9.4) 246 (20.9%)

Feeling tired or having little energy:
Not at all 243 (21.1) 183 (15.5%) 12.8

0.005*Several days 530 (45.9) 596 (50.6%)
More than half the days 183 (15.9) 183 (15.5%)
Nearly every day 198 (17.2) 215 (18.3%)

Poor appetite or overeating:
Not at all 406 (35.2) 418 (35.5%) 19.2

0.0001*Several days 381 (33) 356 (30.2%)
More than half the days 219 (19) 181 (15.4%)
Nearly every day 148 (12.8) 222 (18.9%)

Feeling bad about yourself‑or that you are failure or have let yourself or 
your family down:

Not at all 439 (38) 422 (35.9) 33
0.0001*Several days 477 (41.3) 473 (40.2)

More than half the days 141 (12.2) 100 (8.5)
Nearly every day 97 (8.4) 182 (15.5)

Trouble concentrating on things, such as reading newspaper or watching 
television:

Not at all 513 (44.5) 480 (40.8) 45.5
0.0001*Several days 420 (36.4) 334 (28.4)

More than half the days 111 (9.6) 191 (16.2)
Nearly every day 110 (9.5) 172 (14.6)

Moving or speaking so slowly. Or the opposite‑being so aggressive or 
agitated that you have been moving around a lot more than usual

Not at all 795 (68.9) 719 (61.1) 47.5
0.0001*Several days 271 (23.5) 258 (21.9)

More than half the days 39 (3.4) 90 (7.6)
Nearly every day 49 (4.2) 110 (9.3)

Thought that you would be better off dead or of hurting yourself:
Not at all 1055 (91.4) 927 (78.8) 98.7

0.0001*Several days 59 (5.1) 130 (11)
More than half the days 30 (2.6) 120 (10.2)
Nearly every day 10 (0.9) 0 (0)

Total depression scores (Mean ± SD) 8.3 ± 5.6 9.8 ± 7.1 5.9
0.01*

Severity of depression
No depressive symptoms 30 (2.6) 20 (1.7) 68.4

0.001*Minimal depression 332 (28.8) 284 (24.1)
Mild depression 360 (31.2) 387 (32.9)
Moderate depression 282 (24.5) 224 (19)
Moderately severe depression 90 (7.8) 90 (7.9)
Severe depression 59 (5.1) 172 (14.6)
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who combats illness are vulnerable to stress, which 
may lead to depression [18]. In this present study, 
we assessed depression levels and analyzed 
independent risk factors during the COVID-19 
pandemic.

Short-term depressive symptoms among 
HCWs caring for patients infected during a pandemic 
were as anxiety, while depression felt by healthcare 
workers in long-term [19]. Similarly, workers caring for 
patients during the Ebola outbreak also experienced 
both anxiety and depression [20]. The prevalence 

of depression in the current study was recorded by 
using PHQ-9 among both groups; nearly one third 
of group  I and II (31.2% and 32.9%, respectively) 
had mild depressive symptoms, whereas 5.1% 
in group  I and 14.6% in group  II had severe ones, 
with the statistically significant difference between 
them. The total measured depression scores 
were significantly higher among group  II than I 
(9.8 ± 7.1 vs. 8.3 ± 5.6). The nearby results found by 
Kang et al., in Wuhan, reported 36.9% subthreshold 
mental health disturbances, 34.4% mild disorders, 

Table 3: Association between total depression score and sociodemographic data of studied groups
Variable PHQ-9 depressive symptoms

No depressive 
symptoms (%)

Minimal 
depression (%)

Mild depression Moderate 
depression

Moderately severe 
depression

Severe 
depression

Age group
20 4 (0.8) 125 (24.7) 17 0(33.5) 98 (19.3) 45 (8.9) 65 (12.8)
30 24 (1.6) 387 (26.5) 492 (33.7) 341 (23.3) 111 (7.6) 107 (7.3)
40 12 (4) 94 (31) 80 (26.4) 42 (13.9) 24 (7.9) 51 (16.8)
50–60 year 10 (17.2) 10 (17.2) 5 (8.6) 25 (43.1) 0 (0) 8 (13.8)

X2, p-value 150.7, 0.0001*
Effect size 0.005
Sex

Male 30 (8.2) 129 (35.3) 123 (33.7) 73 (20) 10 (2.7) 0 (0)
Female 20 (1) 48 (24.8) 624 (31.8) 433 (22) 170 (8.7) 231 (11.8)

X2, p-value 145.2, 0.0001*
Effect size 0.04
Marital status

Single 10 (1.3) 180 (22.7) 220 (27.7) 123 (15.5) 120 (15.1) 140 (17.7)
Married 40 (2.7) 426 (28.7) 517 (34.8) 363 (24.4) 60 (4) 79 (5.3)
Divorced/Widow 0 (0) 10 (19.2) 10 (19.2) 20 (38.5) 0 (0) 12 (23.1)

X2, p-value 255.9, 0.0001*
Effect size 0.04
Occupation

Second line 30 (2.6) 332 (28.8) 360 (31.2) 282 (24.5) 90 (7.8) 59 (5.1)
Front line 20 (1) 487 (24.8) 624 (31.8) 433 (22) 170 (8.7) 231 (11.8)

X2, p-value 68.4, 0.0001*
Effect size 0.02
Residence

Urban 34 (2) 439 (26.4) 534 (32.2) 363 (21.9) 123 (7.4) 167 (10.1)
Rural 16 (2.4) 177 (26.4) 213 (31.8) 143 (21.3) 57 (8.5) 64 (9.6)

X2, p-value 1.2, 0.9
Effect size 0.0
Years of experience

1–5 y 15 (1.5) 233 (23) 386 (38.2) 185 (18.3) 102 (10.1) 90 (8.9)
6–10 y 16 (1.6) 294 (29.8) 280 (28.4) 255 (25.9) 55 (5.6) 85 (8.6)
11–15 y 9 (3.4) 75 (28) 73 (27.2) 41 (15.3) 22 (8.2) 48 (17.9)
16–20 y 7 (25) 6 (21.4) 6 (21.4) 5 (17.9) 1 (3.6) 3 (10.7)
˃21 y 3 (7.9) 8 (21.1) 2 ((5.3) 20 (52.6) 0 (0) 5 (13.2)

X2, p 188.6, 0.000*
Effect size 0.02
Type of job

Resident 15 (3.2) 119 (25.8) 182 (39.4) 90 (19.5) 28 (6.1) 28 (6.1)
Specialist 21 (1.2) 456 (26.9) 526 (26.9) 370 (21.8) 143 (8.4) 182 (10.7)
Consultant 14 (8.2) 41 (24.1) 39 (22.9) 46 (27.1) 9 (5.3) 21 (12.4)

X2, p 68.2, 0.0001*
Effect size 0.007
Comorbidity

Absent 3 (3.5) 28 (32.6) 18 (20.9) 20 (23.3) 6 (7) 11 (12.8)
Present 47 (2.1) 588 (26.2) 729 (32.5) 486 (21.7) 174 (7.8) 220 (9.8)

X2, p 6.4, 0.3
Effect size 0.0
Whether there had been 
confirmed COVID-19 
cases in families or 
friends?

Yes 1 (1.1) 16 (17.4) 35 (38) 13 (14.1) 8 (8.7) 19 (20.7)
No 49 (2.2) 600 (26.8) 712 (31.8) 493 (22) 172 (7.7) 212 (9.5)

X2, p 18.3,0.003*
Effect size 0.002
Whether you had been 
directly contact with 
confirmed or suspected 
COVID-19 patients?

Yes 20 (1.1) 466 (25.9) 605 (33.6) 382 (21.2) 135 (7.5) 193 (10.7)
No 30 (5.7) 150 (28.4) 142 (26.8) 124 (23.4) 45 (8.5) 38 (7.2)

X2, p 53, 0.000*
Effect size 0.006
Whether you infected 
with COVID-19?

Yes 0 (0) 15 (23.1) 20 (30.8) 12 (18.5) 5 (7.7) 13 (20)
No 50 (2.2) 601 (26.5) 727 (32.1) 494 (21.8) 175 (7.7) 218 (9.6)

X2, p 8.9, 0.1
Effect size 0.001
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22.4% moderate disorders, and 6.2% severe 
disturbance among nursing staff [21].

Du et al. [22] also examined the psychosocial 
impact of COVID-19 among Wuhan and non-Wuhan 
frontline health care workers and revealed that 12.7% 
of them had at least mild depressive. Moreover, they 
reported more negative affective symptoms among 
Wuhan health care workers.

Zhang et al. [23] demonstrated signs of 
depression among Chinese medical workers. Another 
study among frontline health care workers in China 
found that depression appeared among 50.4% of 
them  [24]. Hence, health care workers may be at 
higher risk of depression and anxiety than the general 
population during fighting against COVID-19 [10].

On contrary, Li et al. [25] conducted a study 
in Singapore and found that the frontline nurse had 
significantly lower rates of trauma than non–frontline 
nurses and the general population. Moreover, Liang 
et al. [26] showed that there was no significant 
difference in anxiety and depression scores among the 
staff in the COVID-19-related department and other 
departments. Reasons for this discrepancy might be 
related to the unavailability of psychological support 
and unavailability of information related to current 
pandemic. It was critical in current study to clarify the 
related factors that endanger the mental health of 
health care workers as these could be potential targets 
for intervention.

There was a significant difference in levels of 
depression among physicians in different age groups, 
with higher rates among those between 20 and 
30 years old; also, female physicians had more rates 
of depression than males. Our findings were consistent 
with the results of Rossi et al. [27] who reported younger 
age and female sex are associated with higher levels of 
depression among health care workers. In this regard, 
the previous research suggested that females are 
more prone to depression, anxiety and psychological 
stress [28], [29], [30], [31].

Other factors significantly associated with 
depression in the current study were feeling lonely 
among HCWs either as divorced, widow or single, 
having concomitant chronic non-communicable 
diseases, having confirmed COVID-19  cases in 
families or friends, contacted directly with confirmed 
or suspected COVID-19  patients, or infected with 
COVID-19. Nearby results detected by Zhang et al. [23] 
showed that having disease currently or being in contact 
with COVID-19  patients in hospitals were considered 
common risk factors for depression symptoms among 
medical health workers in China.

In our study, health care workers with short 
years of experience (1–5 years) or those with specialty 
degrees reported higher rates of depression. The 
nearby results which were done by Lai et al. [24] 
in China showed that possessing an intermediate 

professional title was associated with higher 
levels of anxiety and depression. Moreover, Ricci-
Cabello et al. [32] explained that the occurrence of 
depression and other mental problems were linked to 
occupational factors, for example, working in a high-
risk environment (frontline staff), and having lower 
levels of specialized training and job experience. 
These findings emphasize the importance of training 
as preparedness public health activities during 
pandemics as young physicians are the cornerstones 
in the fight.

Limitations of the study

This present study suffered from some 
methodological limitations. First, the findings could 
not be generalized to various cases since the sample 
size was small and participants were selected from 
a single geographic region. Second, cross-sectional 
studies mostly fail to specify a definite reason behind 
a correlation. This restriction might avoid a deep 
understanding of the essence of the causal relationship 
between study variables. As the third limitation, this 
study used self-report scales that can only identify the 
emotions of patients through the assessment and can’t 
to reflect their real emotions. Hence, it is suggested 
that future studies should focus on methodological 
limitations, such as the sole reliance on self-report 
scales due to memory bias and demand characteristics, 
lack of empirical data, and disregarding ethnic and 
personality differences [33].

Conclusions

Our findings presented that symptom of 
depression are common among medical staff during the 
COVID-19 pandemic, especially frontline physicians, 
females, and younger age.

Recommendations

Health experts should start setting up 
multidisciplinary mental health teams at regional and 
national levels to deal with mental health problems 
and provide psychological support to health care 
workers. Workplace interventions that reduce stigma 
associated with mental illness and encourage support 
for colleagues experiencing psychological difficulties 
should be improved. Furthermore, regular evaluation of 
medical personnel involved in treatment and diagnosis 
of patients with COVID-19 must assess their stress, 
depression, and anxiety.
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