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ABSTRACT

BACKGROUND AND OBJECTIVES: Numerous studies have been conducted on the psychological effects
of the COVID-19 pandemic. However, how the mental health of health workers will be affected among the
number of peaks during the pandemic has not been evaluated yet. The study aims to investigate the effects
of the first, second, and third peaks of COVID-19 on anxiety, depression, and stress symptoms in healthcare
workers.

METHODS: The current study included 4031 healthcare workers, 1051 during the first peak period, 1409
during the second peak period, and 1571 during the third peak period. The Depression Anxiety Stress scale-
21(DASS-21) was used to assess the participants’ levels of anxiety, depression, and stress symptoms.
RESULTS: The mean age of the participants was 33.74 + 7.95, and 2634 (66.3 %) were female. 36.9 %(n =
1486) of the participants were physicians, 41.1 % (n = 1655) were nurses and 22.1 % (n = 890) were other

healthcare workers. A statistically significant difference was documented in the DASS-21 anxiety (F
502.893, p < 0.001, Post-hoc = 3. Peak > 2. Peak > 1. Peak), DASS-21 depression (F(
0.001, Post-hoc = 3. Peak > 2. Peak > 1. Peak), DASS-21 stress (F<

Peak = 2. Peak > 1. Peak), and DASS-21 total scores (F(

2:4028)

2:4028;

= 156.860, p < 0.001, Post-hoc = 3. Peak > 2.
Peak > 1. Peak) of healthcare workers during all three peak periods.

(2:4028) —

2.4028) ~ 46.034, p <
= 65.548, p < 0.001, Post-hoc = 3.

CONCLUSIONS: Our findings show that as the peak number rises, so do the levels of anxiety and
depression among healthcare workers. As a result, it is possible to assert that prolongation of the COVID-19
pandemic worsens mental problems (Tab. 2, Fig. 3, Ref. 35). Text in PDF www.elis.sk

KEY WORDS: anxiety, COVID-19, depression.

Introduction

Despite the development of vaccines for COVID-19 infec-
tion, the pandemic has still significant health, economic, and so-
cial consequences for many people (1). Many studies have shown
that COVID-19 has negative mental effects on both patients and
healthy people (2). It is foreseen that if the pandemic is prolonged,
these effects will have devastating consequences (3). It is obvi-
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ous that the social and economic consequences of the pandemic
process affect all societies, including developed countries (4, 5).
Furthermore, it is certain that the feelings of loneliness, boredom,
irritability, restlessness, anger, anxiety, sadness, worry, and family
problems, which continue to rise as a result of measures such as
school closure, quarantine, exacerbate mental problems (6). Indi-
viduals who live far away from their families and loved ones for
reasons such as education or work, as well as the elderly who live
alone, are more likely to develop mental disorders such as depres-
sion and anxiety (7). It is not hard to predict that if the pandemic
is prolonged, mental health problems will get worse.

The fact that the number of cases and official records from
around the world can be shared online has revealed that the num-
ber of cases in various countries fluctuates, with ups and downs
and peaks (8). Following the spread of COVID-19 in March 2020,
various countries experienced their second and even third peak in
their history. As a result, numerous studies have been conducted
to investigate possible mood swings between these various peaks
(9, 10). The studies focused on the peak periods of the number
of cases and the examinations of healthcare workers on mental
health through variables such as burnout, somatic symptoms,
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Fig. 1. The number of confirmed daily COVID-19 cases and peak processes in Turkey.

health status, job satisfaction, and the anxiety and depression le-
vels of the general population (11, 12). The results show that neg-
ative mental symptoms generally increase in the second peak pe-
riods when compared to the first peak periods (10, 13). In a study
conducted with Italian nurses, there was no significant difference
in anxiety levels between the two peak waves, but there was a
significant increase in depression levels between the two peaks
(9). We completed and published a study that compared the first
two peaks of this study. In the first part of our study, we conclud-
ed that the second peak, when the number of cases of healthcare
workers in our country increased again, resulted in significantly
higher levels of anxiety, depression, and stress than the first peak
(10). To summarize, the differences between the peaks indicate
that the peaks also have mental health reflections. Besides, stud-
ies on the mental effects of COVID-19 peaks in the literature
tend to focus on the differences between the two peaks. This is
most likely due to the fact that most countries have experienced
two peaks. However, despite the fact that there are countries with
three peaks, there has been no research on the mental effects of
these peaks that we know.

In light of all of this information, the aim of this study is to
compare the anxiety, depression, and stress levels of healthcare
workers in three different peaks as a follow-up to the study that
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compared the anxiety, depression, and stress levels of healthcare
professionals in two peaks.

Material and methods

Participants

The sample of the current cross-sectional study consists of
the doctors, nurses, and healthcare assistants working in the CO-
VID-19 related units during the peak periods of the COVID-19
pandemic. The study included 4031 healthcare workers, 1051 dur-
ing the first peak period, 1409 during the second peak period, and
1571 during the third peak period. The study’s inclusion criteria
were determined to be between the ages of 18 and 65, not to have
amajor psychiatric illness, to have worked in a COVID-19-related
unit for at least 15 days, to have experienced a pandemic peak dur-
ing the period of study, and to volunteer to participate. An online
survey was used to invite participants to the study, and informed
consent was obtained online. Only consented participants were
able to access and fill in the scales. Re-participation through the
online scale has been disabled. Scales that were filled in incom-
plete or out of instruction were excluded from the study. The study
was conducted under the responsibility of Psychiatry Department
of Kirikkale Yuksek Ihtisas Hospital. Local ethics committee ap-
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Tab. 1. Comparison of the sociodemographic data of the participants according to COVID-19

as follows: 0—7 points: normal, 8-9 points:
mild, 10-12 points: moderate, 13—16 points:

peaks.
Group
Variable 1. Peak 2. Peak 3. Peak df p
(m=1051) (0=1409) (@©=1571)

severe, and 17 points or higher: extremely
severe. The Turkish validity and reliability

Age; meantSD (year) 32.94+7.82 32.40+7.60 32.83+7.64

F=1.779 2(4028) 0.169

study of the scale was conducted by Saricam
etalin 2018 (15).

Gender; n (%)

Female 685(652) 952(67.6) 997 (63.5)

2=
Male 366(348) 457(324) s574(365) K o0 2 0063 ProcTel?.ur.e ol studv in which
Marital Status; n (%) is is a cross—sec?tlona study in whic
Married 543(517) 766 (544) 885 (56.3) the Sociodemographic data form and the
Single 392 (37.3) 508(36.1) 546(34.8) x*=6.643 4 0.156 DASS-21 scale were used online to com-
Other 116(11.0) 135(96) 140(3.9) pare the anxiety, depression, and stress lev-
Edﬁ?atllloél itat‘llS; (%) BeD F@0 6@ els of healthcare workers during the first,
igh Schoo . . . . . ~
University s54(527) THM(52.1) 856(545) yp=4472 4 o346  Second, and third peak periods of the pan
Postgraduate 464 (441) 618 (43.9) 649 (41_3) demic. The forms were used after obtain-
Income status, n (%) ing informed consent from the participants.
Income less than the expense 70 (6.7) 199 (14.1) 350 (22.3) Those who filled out the forms out of in-
Expense equals income 447(425) 662(470) 777(49.5) £=193828 4  <000'  gyruction or incompletely and did not meet
Income more than the expense 534 (50.8) 548 (38.9) 444 (28.3) the inclusi iteri barred fi
Tob ttle 1 %) he inclusion criteria were barred from par-
Doctor 381(363) 545(387) 560(356) tlclpatmg’ in th.e Astudy. After the forms of
Nurse 454(432) 559(39.7) 642(409) x=6485 4 0166 thestudy’s participants were scored accord-
Other healthcare workers 216(20.6) 305(21.6) 369 (23.5) ing to the instructions, they were entered
Life style, n (%) into the appropriate data set and statisti-
Family 527(50.1) 1025(72.7) 1283 (81.7) cally processed.
Single 331(315) 312(22.1) 180(11.5) ¥=347.779 4  <0.001° The current studv aimed to compare
Other (hostel etc.) 193(184) 72(5.1)  108(6.9) N ; Y 4 -omp q
COVID-19 Test, n (%) the symptorrlls 0o (zlullgxw}tly, lipressmn, kan
iti stress experience ealthcare workers
Positive 403 MY A i 5 g0 55 €Xp y _
Negative 1027 (97.7) 1066 (75.7) 1036 (65.9) during the three COVID-19 peak peri-

* p<0.05, F: One-Way ANOVA test, x*: Pearson Chi-square test

proval was obtained for the study and all stages were completed
in accordance with the principles of the Declaration of Helsinki.

Measures

In accordance with the study’s objectives, a sociodemographic
data form was developed to question the demographic information
of the participants, such as gender, age, employment, and education
status, within the scope of the literature. In this section, individu-
als’ COVID-19 test results were also inquired about.

The Depression Anxiety Stress Scale-21 (DASS-21) was used
to assess the participants’ anxiety, depression, and stress symp-
toms in accordance with the aim of the study (16). The 21-item
scale is a 4-point Likert scale with seven items assessing anxiety,
depression, and stress symptoms (14). Each subscale has a score
ranging from 0 to 21, and the scale has a score ranging from 0-63.
For the practitioner’s anxiety subscale, 0—3 points are considered
normal, 4-5 points are considered mild anxiety, 67 points are
considered moderate anxiety, 8-9 points are considered severe
anxiety, and 10 points or higher are considered extremely severe
anxiety. The scoring for depression is as follows; 0—4 points as
normal, 5-6 points as mild depression, 7-10 points as moderate
depression, 11-13 points as severe depression, and 14 and higher
points as extremely severe depression. The stress subscale is scored

ods. Due to changes in healthcare work-

ers’ workplaces during the pandemic, only

healthcare professionals working in CO-

VID-19-related units during the peak pe-
riod were included in the study. Because of the change in duty,
repeated measurements in the same healthcare workers were not
possible. Peak periods were determined based on the number
of cases announced daily by the Republic of Turkey’s Ministry
of Health (18). Figure 1 depicts the distribution of the number
of cases in Turkey as well as the measurement times (16). Ac-
cording to this, the first peak measurements of the participants
were done between 04.07.2020 and 05.05.2020, the second peak
measurements were done between 22.11.2020 and 20.12.2020
and the third peak measurements were done between 29.03.2021
and 01.05.2021 (Fig. 1). A comparison of healthcare workers’
anxiety, depression, and stress levels during the first and second
peak periods has previously been presented (10). When the third
peak was reached in Turkey, the measurements were repeated,
and the third peak period was compared to the first and second
peak periods.

Data analysis

SPSS 22.0 was used to perform statistical analyses of the study
data. Descriptive data were presented with frequency and percent-
age for categorical variables and mean and standard deviation for
continuous variables. The conformity of the data to normal dis-
tribution was tested with Kolmogorov—Smirnov, Skewness and
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Kurtosis values. The conformity of continuous variables between
the three groups to the normal distribution was assessed and tested
using One-way ANOVA. To determine the difference between
groups, the Tukey test was used. Chi-square analysis was used
for the intergroup comparisons of categorical data. The statistical
significance was p < 0.05.

Results

The mean age of the participants was 33.7 years. The study in-
cluded 4031 volunteer participants, with 2634 (66.3 %) females and
1397 (34.7 %) males. Of the participants 36.9 % (n = 1486) were
doctors, 41.1 % (n=1655) were nurses, and 22.1 % (n = 890) were
other healthcare professionals. The comparison of the sociodemo-
graphic data of the two peak groups is presented in Table 1. Ac-
cordingly, the two peak groups were statistically similar in terms
of age, gender, marital status, educational status, and occupation
variables. However, there was a statistically significant difference
in terms of income status (y* = 193.828, df =4, p <0.001), lifestyle
(x> =347.779, df =4, p < 0.001) and COVID-19 test result (3> =
370.779, df = 4, p < 0.001) variables between the three groups.

The comparison of DASS-21 anxiety, DASS-21 depression,
and DASS-21 stress characteristics of healthcare workers during
the three peak periods is presented in Table 2. As a result, there

Tab. 2. Comparison of the Depression, Anxiety and Stress feature of the participants accord-

ing to the COVID-19 peaks.

was a statistically significant difference between the groups in
terms of DASS-21 depression symptoms level (F(Z: a0 — 36.034,
p < 0.001, Post-hoc = 3. Peak > 2. Peak > 1. Peak) (Fig. 2) and
severity classification (2nd = 75,649, df = 8, p < 0.001). There
was a statistically significant difference between DASS-21 anxiety
symptoms levels (F(z: 4025 = 502.893,p <0.001, Post-hoc = 3. Peak
> 2. Peak > 1. Peak) (Fig. 2) and severity classification (y? = 852,
df =8, p <0.001). There was a statistically significant difference
between DASS-21 stress symptoms levels (F ., = 65.548, p <
0.001, Post-hoc = 3. Peak = 2. Peak > 1. Peak) (Fig. 2) and sever-
ity classification (y? = 75.649, df = 8, p < 0.001). When compar-
ing the DASS-21 total scores, a statistically significant difference
was found between the three groups (F ., = 156.860, p <0.001,
Post-hoc = 3. Peak > 2. Peak > 1. Peak (Fig. 3).

Discussion

The most important finding of this study, which compares
the depression, anxiety, and stress levels of healthcare work-
ers during the COVID-19 pandemic, which increased in three
different peaks in our country in April 2020, December 2020,
and April 2021, was that the third peak had higher depression
and anxiety scores than the previous ones. Anxiety and de-
pression levels were found to rise in each peak when com-
pared to the previous peak. On the other
hand, stress levels did not show the same
upward trend.

It is known from studies conducted dur-

Group
1. Peak 2. Peak
(n=1051)  (n=1409)

Variable
(n=1571)

3. Peak F/

ing the pandemic that this illness has a nega-
tive impact on mental health (17, 18). It has
been demonstrated that mental issues are

df P

DASS-21 Depression Score;  5.64+3.85 6.52+4.41 7.27+4.41

F=46.034 2 (4028) <0.001"

more prevalent, particularly in countries

where restrictions are imposed (19). It is
undeniable that the prolongation of the pan-
demic course and fluctuations in the number
of cases have an impact on mental health
(20). Peaks, in general, have a negative im-
pact on important psychological symptoms

mean+SD Post-hoc: 3. Peak > 2. Peak > 1. Peak
Depression Severity; n ( %)
Normal 437(41.6) 506(35.9) 462(294)
Mild 209(19.9) 236(16.7) 278(17.7)
Moderate 289(27.5) 414(294) 487(31.0) x*=75.649 8 <0.001"
Severe 69 (6.6) 146 (10.4) 198 (12.6)
Extremely severe 47 (4.5) 107 (7.6) 146 (9.3)
DASS-21 Anxiety Score; 328 +£3.02 437+348 7.50+4.04 F=502.893 2(4028) <0.001"

such as anxiety, depression, burnout, so-

mean+SD Post-hoc: 3. Peak > 2. Peak > 1. Peak
Anxiety Severity; n (%)
Normal 671 (63.8) 680(48.3) 250(15.9)
Mild 164 (15.6) 234(16.6) 261 (16.6)
Moderate 129(123)  253(18.0) 344(21.9) »*=852.063 8 <0.001"
Severe 34(3.2) 116 (82)  247(15.7)
Extremely severe 53(5.0) 126 (89) 469 (29.9)

matic symptoms, and PTSD (20). However,
there are some studies that show no differ-
ence in psychological symptoms when com-
paring peaks (21-24). The current study,
which was planned as a continuation of a

DASS-21 Stress Score; 547+323 691+£382 7.17+431

F=65.548 2 (4028) <0.001"

previous study that compared the first and
second peaks, discovered that anxiety and

depressive symptoms in healthcare work-
ers were higher in the third peak than in
the first and second peaks (10). The most
likely explanation for this result is that the
study’s population was made up of health-

mean=SD Post-hoc: 3. Peak =2. Peak > 1. Peak
Stress Severity; n ( %)
Normal 838(79.7) 860 (61.0) 893 (56.8)
Mild 97(9.2) 220 (15.6)  247(15.7)
Moderate 99 (9.4) 251(17.8) 293(18.7) x*=179.416 8 <0.001"
Severe 13(1.2) 58(4.1) 81(5.2)
Extremely severe 4(04) 20(1.4) 57 (3.6)
DASS-21 Total Score; 14.40+8.80 17.81+10.55 21.95+12.28 F=156.860 2 (4028) <0.001"

mean+SD Post-hoc: 3. Peak > 2. Peak > 1. Peak

care workers who were at the forefront of
the COVID-19 pandemic. Because the fact

*:p <0.05, DASS-21: Depression Anxiety Stress Scale-21, F: One-Way ANOVA test, Post-hoc: Tukey test, y*

Pearson Chi-Square test
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that they are dealing with the disease’s most
painful symptoms in its most basic formis a
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Fig. 2. Comparison of the depression, anxiety and stress levels between
the three peaks.
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Fig. 3. Comparison of Depression Anxiety Stress Scale-21 scores be-
tween the three peaks.

significant factor. It should also be accepted that they are the group
most affected by this period (9, 25). When viewed in this light, it
is possible that no negative mental state exists between the peaks
in studies conducted in the general population or with students
(19, 21-23, 26). Studies conducted with healthcare workers con-
firm the negative effect of peaks according to our article (9, 27).
However, it is possible that pandemic-related mental symptoms
such as insomnia and burnout of healthcare workers may cause an
increase in anxiety and depressive symptoms (23). Furthermore,
the fact that healthcare workers are more aware the consequences
of the disease and are more likely to comply with measures such
as isolation and restriction as they face the consequences may be
a contributing factor to the current outcome (19). Although health-
care workers are aware of the importance of seeking psychological
assistance and accessing mental health services, time constraints
and difficult working conditions can prevent them from doing so
(21). Although a vaccine for COVID-19 infection has been dis-

covered, it is not possible to say that it can cause a positive effect
that can provide psychological relief to healthcare workers during
our country’s peak period. Traumatic events such as the demise of
patients and colleagues experienced by healthcare workers during
the pandemic may increase anxiety and depressive symptoms as a
result of PTSD symptoms (28, 29). Staying away from activities
that positively affect mental health, such as not being able to en-
gage in social activities and not being able to do physical activities
such as sports and walking, may have an effect on the increase in
anxiety and depression when compared to non-health workers (28).
Finally, SARS CoV-2 mutations and their effects, which emerge as
aresult of close monitoring of scientific developments, can have a
negative impact on healthcare workers (28, 29). Given all of this
information, the increase in symptoms of healthcare workers dur-
ing the pandemic should be regarded as expected.

Another significant finding of our study is that stress symp-
toms in healthcare workers did not increase in the third peak when
compared to the second peak (22). The most likely explanation
for this result is that healthcare workers’ mental resilience began
to improve, and they began to develop coping mechanisms. On
the other hand, increasing vaccination applications and develop-
ing policies to support them might be perceived as a sign of hope
and reduce the mental strain on healthcare workers (26, 30). In-
dividuals may feel less helpless if they believe the pandemic will
end (31). The relaxed restriction practices may also have provided
some relief to individuals (1). The long duration of the pandemic
may have increased people’s ability to find and use self-sufficiency
behaviors to manage their stress (32). Previous research has found
a link between self-sufficiency and stress and anxiety levels, and
that self-sufficiency may be protective against depression (33, 34).

Another finding from our study was that, even after the vacci-
nation campaign was launched to provide social immunity through-
out the country and public awareness of the infection increased,
COVID-19 test positivity in healthcare workers continued to rise.
It is worth noting that these results are significantly higher when
compared to the general population. It is certain that this disease,
as well as the risk of transmitting a disease to their relatives, has a
negative impact on the mental health of healthcare workers (29).

It is well known that during the pandemic duration, the eco-
nomic situation deteriorates, job opportunities become scarce,
income inequality increases and purchasing power declines. (10)
However, previous research has shown that people with low in-
comes and who are economically disadvantaged are at a higher
risk of developing depression symptoms (19). In our study, as in
the literature, the economic situation deteriorated compared to
previous peak periods, and so did the income-expenditure bal-
ance. Although our country’s health sector has more job oppor-
tunities than other sectors, it was thought that the reason for this
economic deterioration, which we determined in our study, could
be financial difficulties experienced by individuals working in
other sectors in the family, in addition to the economic effects of
the pandemic on countries (29).

We discovered that the number of people living with their
families increased in the last wave of the pandemic compared to
previous periods. The reason for this is that, in the early stages
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of the pandemic, healthcare workers did not want to stay in their
own homes for fear of infecting their family members, but as the
methods of infection protection were better understood during the
pandemic, the uncertainty regarding the infection was slightly re-
duced, and the vaccine reached the family members of healthcare
workers and the financial challenges of out-of-home accommoda-
tion made the workers thinking of going back home. However, as
previously stated, the reason there is no significant relationship
between the stress levels of healthcare workers between the last
two peak periods can be attributed to the fact that returning to the
home environment, which is a social interaction area, and provid-
ing family support increases the capacity to tolerate stress (35).

The results of this study can be evaluated within some limita-
tions. The first is that psychometric measurements could not be
taken in all three peaks of the study’s same healthcare workers.
Because of health policies, healthcare workers alternately work
in COVID-19-related clinics. As a result, healthcare workers who
worked in COVID-19-related units during peak periods were in-
cluded in the study. A second limitation is that the participants’
depression, anxiety, and stress levels during the pre-pandemic pe-
riod are unknown, and the sample population does not represent
the entire universe. Secondly, the fact that participants reported
their current problems through online communication channels
via self-report scales may have prevented the conduction of an
objective evaluation. The last limitation is that the long-term
consequences of the physical and mental symptoms of healthcare
workers could not be evaluated prospectively due to the cross-
sectional design of the study.

Conclusion

Despite the information on the infection, vaccination studies,
and public awareness studies, as a result of this research conducted
on the mental health of healthcare workers working at the fore-
front in the fight against the pandemic, the reasons such as health-
care workers’” workload, lack of equipment, uncertainties about
when the pandemic will end, and burnout revealed that healthcare
workers have experienced higher levels of anxiety and depression
symptoms in the third peak period compared to the second peak
period. It is critical to provide psychological counseling to health-
care workers across the country, regulate working conditions, and
arrange treatment as needed owing to this situation.

References

1. Haleem A, Javaid M, Vaishya R. Effects of COVID-19 pandemic in
daily life. Curr Med Res Practice 2020; 10 (2): 78.

2. Kontoangelos K, Economou M, Papageorgiou C. Mental health ef-
fects of COVID-19 pandemia: a review of clinical and psychological traits.
Psychiatry Investig 2020; 17 (6): 491.

3. Bong C-L, Brasher C, Chikumba E, McDougall R, Mellin-Olsen J,
Enright A. The COVID-19 pandemic: effects on low-and middle-income
countries. Anesthesia Analgesia 2020.

4. Baker SR, Bloom N, Davis SJ, Terry SJ. COVID-induced economic
uncertainty. National Bureau Econom Res 2020.

838

5. Malliet P, Reynés F, Landa G, Hamdi-Cherif M, Saussay A. Assessing
short-term and long-term economic and environmental effects of the COV-
ID-19 crisis in France. Environment Resource Econom 2020; 76 (4): 867-883.

6. Morgiil E, Kallitsoglou A, Essau CAE. Psychological effects of the
COVID-19 lockdown on children and families in the UK. Revista Psicol
Clin Nifios Adolescentes 2020; 7 (3): 42-48.

7. Sood S. Psychological effects of the Coronavirus disease-2019 pan-
demic. Res Human Med Educ 2020; 7 (11): 23-26.

8. Tsallis C, Tirnakli U. Predicting COVID-19 peaks around the world.
Frontiers Physics 2020; 8: 217.

9. Vitale E. Anxiety, Depression and Insomnia Conditions in Italian Nurses
During The First And The Second Waves of The COVID-19 Pandemic. J
Evidence-Based Psychother 2021; 21 (1).

10. Giindogmus I, Unsal C, Bolu A, Takmaz T, Okten SB, Aydin MB
et al. The comparison of anxiety, depression and stress symptoms levels
of healthcare workers between the first and second COVID-19 peaks.
Psychiatry Res 2021; 301: 113976.

11. Barello S, Palamenghi L, Graffigna G. Burnout and somatic symp-
toms among frontline healthcare professionals at the peak of the Italian
COVID-19 pandemic. Psychiatry Res 2020; 290: 113129.

12. Zhang SX, Liu J, Jahanshahi AA, Nawaser K, Yousefi A, Li J et
al. At the height of the storm: Healthcare staff’s health conditions and job
satisfaction and their associated predictors during the epidemic peak of
COVID-19. Brain Behav Immun 2020; 87: 144-146.

13. Salfi F, Lauriola M, Amicucci G, Corigliano D, Viselli L, Tempesta
D et al. Gender-related time course of sleep disturbances and psychologi-
cal symptoms during the COVID-19 lockdown: A longitudinal study on
the Italian population. Neurobiol Stress 2020; 13: 100259.

14. Lovibond PF, Lovibond SH. The structure of negative emotional
states: Comparison of the Depression Anxiety Stress Scales (DASS) with
the Beck Depression and Anxiety Inventories. Behaviour Res Ther 1995;
33 (3): 335-343.

15. Saricam H. The psychometric properties of Turkish version of De-
pression Anxiety Stress Scale-21 (DASS-21) in health control and clinical
samples. ] Cogn Behav Psychother Res 2018; 7 (1): 19-30.

16. Republic of Turkey Ministry, COVID-19 Information Page, General
Coronavirus Table 2021 [19 June 2021]. https://covid19.saglik.gov.tr/EN-
69532/general-coronavirus-table.html.

17. Stefana A, Youngstrom EA, Hopwood CJ, Dakanalis A. The CO-
VID-19 pandemic brings a second wave of social isolation and disrupted
services. Eur Arch Psychiatry Clin Neurosci 2020: 1.

18. Hacimusalar Y, Kahve AC, Yasar AB, Aydin MS. Anxiety and hope-
lessness levels in COVID-19 pandemic: A comparative study of healthcare
professionals and other community sample in Turkey. J Psychiatric Res
2020; 129: 181-188.

19. Fukase Y, Ichikura K, Murase H, Tagaya H. Depression, risk factors,
and coping strategies in the context of social dislocations resulting from the
second wave of COVID-19 in Japan. BMC Psychiatry 2021; 21 (1): 1-9.

20. Zhang Z, Feng Y, Song R, Yang D, Duan X. Prevalence of psychi-
atric diagnosis and related psychopathological symptoms among patients
with COVID-19 during the second wave of the pandemic. Globalization
Health 2021; 17 (1): 1-12.

21. Isralowitz R, Konstantinov V, Gritsenko V, Vorobeva E, Reznik
A. First and second wave COVID-19 impact on Russian medical student
fear, mental health and substance use. J Loss Trauma 2021; 26 (1): 94-96.



GUNDOGMUS lbrahim et al. Impact of the first, second and third peak of the COVID-19 pandemic of healthcare workers...

22. Salfi F, D’Atri A, Tempesta D, Ferrara M. Sleeping under the waves:
A longitudinal study across the contagion peaks of the COVID-19 pan-
demic in Italy. J Sleep Res 2021: e13313.

23. Murphy J, Spikol E, McBride O, Shevlin M, Bennett KM, Hartman
TK et al. The psychological wellbeing of frontline workers in the United
Kingdom during the COVID-19 pandemic: first and second wave find-
ings from the COVID-19 psychological research Consortium (C19PRC)
study 2020.

24. Stojanov J, Malobabic M, Stanojevic G, Stevic M, Milosevic V, Sto-
janov A. Quality of sleep and health-related quality of life among health
care professionals treating patients with coronavirus disease-19. Internat
J Social Psychiatry 2020.

25.LiY, Zhao J, Ma Z, McReynolds LS, Lin D, Chen Z et al. Mental
health among college students during the COVID-19 pandemic in China:
A 2-wave longitudinal survey. J Affective Dis 2021; 281: 597-604.

26. Caillet A, Coste C, Sanchez R, Allaouchiche B. Psychological im-
pact of COVID-19 on ICU caregivers. Anaesthesia Crit Care Pain Med
2020; 39 (6): 717-722.

27. Hicdurmaz D, Uzar Cetin YS. Protection of COVID-19 Frontline
Nurses’ Mental Health and Prevention of Psychological Trauma. J Hacette-
pe Univ Faculty Nursing.7 (Ozel Sayi): 1-7.

28. Kurt Yilmaz B, Giiler ME, Siirgevil Dalkili¢ O. Evaluation Of Health

Workers Perspectives And Attitudes To The COVID-19 Global Outbreak.
J Yasar Univ.16 (62): 960-81.

29. Bekaroglu E, Yilmaz T. COVID-19 and Psychological Effects: A Re-
view in Clinical Psychology Perspective. Nesne 2020; 8 (18): 573-584.

30. Gallagher MW, Smith LJ, Richardson AL, D’Souza JM, Long LJ.
Examining the longitudinal effects and potential mechanisms of hope on
COVID-19 stress, anxiety, and well-being. Cogn Behav Ther 2021; 50
(3): 234-245.

31. Kovesdi A, Csikés G, Toré K, Hadhazi E, Takics S, Rézsa S et
al. The Role of Self-efficacy in Adapation Regarding Parental and Child
Resilience-A Longitudinal Study on the Two Waves of COVID 19. Acta
Sci Neurol (ISSN: 2582-1121) 2021; 4 (3).

32. Joie-La Marle C, Parmentier F, Vinchon F, Storme M, Borteyrou
X, Lubart T. Evolution and impact of self-efficacy during French CO-
VID-19 confinement: A longitudinal study. J Gener Psychol 2021; 148
(3): 360-381.

33.Mo Y, Deng L, Zhang L, Lang Q, Pang H, Liao C et al. Anxiety
of Nurses to support Wuhan in fighting against COVID-19 Epidemic and
its Correlation with Work Stress and Self-efficacy. J Clin Nursing 2021;
30 (3—4): 397-405.

34. Bourion-Bédés S, Tarquinio C, Batt M, Tarquinio P, Lebreuilly R,
Sorsana C et al. Stress and associated factors among French university
students under the COVID-19 lockdown: The results of the PIMS-CoV
19 study. J Affect Dis 2021; 283: 108-114.

35. Mariani R, Renzi A, Di Trani M, Trabucchi G, Danskin K, Tam-
belli R. The impact of coping strategies and perceived family support on
depressive and anxious symptomatology during the coronavirus pandemic
(COVID-19) lockdown. Frontiers Psychiatry 2020; 11: 1195.

Received June 7, 2022.
Accepted July 6, 2022.

839



