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Abstract 

Background: Globally, depression and anxiety are significant mental health concerns, 

with healthcare workers (HCWs) facing particular challenges due to work-related 

stressors. Factors such as heavy workloads, exposure to infectious diseases and long 

hours contributing to high rates of depression and anxiety among HCWs.  

Objective: The aim of this study was to determine the prevalence of depression and 

anxiety symptoms among hospital healthcare workers in Nablus city, Palestine. 

Methods: The research employes a quantitative, descriptive, cross-sectional 

methodology in order to investigate the prevalence of depression and anxiety symptoms 

among hospital HCWs in Nablus city, Palestine. Sample size of 500 HCWs participated 

in the study. Validity and reliability of the questionnaire were confirmed through 

experts' evaluation and pilot testing, with data analyzed using SPSS V25.0. Ethical 

considerations were meticulously observed, through ensuring permission, pursuing 

informed consent and safeguarding the privacy of the participants. 

Results: Results revealed that weighted mean prevalence rates for depression and 

anxiety were 32.66% and 36.00%, respectively. Socio-demographic factors such as age 

(p < 0.002), (p < 0.001), education level (p < 0.001), (p < 0.001), profession (p < 0.006), 

(p < 0.001), marital status (p < 0.010), (p < 0.05), number of children (p < 0.049), (p < 

0.001), and regular working shifts (p < 0.007), (p < 0.001), showed statistically 

significant differences in both depression and anxiety levels, respectively. Additionally, 

certain risk factors associated with severe or moderate depression and anxiety 

symptoms were identified, including older age groups, lower education levels, divorced 

or widowed marital status, smoking habits and lack of family or work-related support.  
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Conclusion: By prioritizing the mental well-being of healthcare workers and 

implementing evidence-based interventions, organizations and policymakers can 

cultivate more resilient and supportive workforce, ultimately enhancing patient care and 

healthcare system sustainability while upholding ethical standards and participants' 

rights. Continued research and actions in this area are crucial to effectively promoting 

overall well-being. 

Key words: Prevalence, Depression, Anxiety, Hospitals, Nablus, Palestine, Healthcare 

workers. 
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Chapter One 

Introduction and Literature Review 

1.1 Introduction 

This chapter presents several parts, including a research overview, statement of 

problem, significance of the study, objectives of the study, research questions, 

hypotheses, definitions of related terms, mental health status in Palestine, theoretical 

framework about depression and anxiety symptoms, and a literature review about the 

prevalence of depression and anxiety symptoms among Palestinian hospital healthcare 

workers (HCWs). 

1.2 Research Overview 

It is known that depression and anxiety are considered one of the highest widespread 

and co-occurring mental diseases.  (Kalin, 2020). Depression represents one of the 

foremost health burdens and contributors to the global disability-adjusted life year.       

(Li et al., 2016). Psychological requirements of HCWs have been given attention, as 

they are an important health issue for the community and a threat to the delivery of 

high-quality healthcare. At work, HCWs are exposed to number of stresses, which can 

have a severe influence on their mental, emotional, and physical health. (Søvold et al., 

2021). In addition, depression, anxiety, and stress levels differed considerably by 

gender, age, number of families and a person's socioeconomic status (Radwan et al., 

2021). 

Healthcare providers and social workers are susceptible to suffering a wide range of 

symptoms, involving fatigue, lack of motivation, anxiety, nervousness, tension, 

uncertainty, anger, overwhelming, emotions of annoyance, sense of sadness and 

dejection; as well as having trouble falling asleep or concentrating.                       

(Cocker & Joss, 2016). 

The emergence and etiology of mental symptoms in healthcare workers may be 

influenced by a some factors of a significantly higher workload, inadequate personal 

protection against infectious diseases, rising work demands, frustration, exhaustion 

from long work hours, little to no contact with their families, and a lack of physical or 

psychological safety. (Huarcaya-Victoria et al., 2022; Søvold et al., 2021). Adverse 
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psychological consequences may result in harmful habits such as drug abuse, 

alcoholism, or smoking among healthcare professionals, which might hinder their 

ability to perform their duties. Witnessing death and feeling helpless in the face of 

increasing patient deaths may have a substantial influence on the mental health of social 

and health care staff members (Pollock et al., 2020). Physical symptoms like headaches, 

sweating, lethargy or exhaustion are frequently present with excessive and ongoing 

anxiety, and they can all have a severe effect on person's capability to function at work 

and in their daily lives (Ma et al., 2021). 

Therefore, the researcher decides to examine the prevalence of depression and anxiety 

symptoms among HCWs at hospitals in Nablus, Palestine, and to make suitable 

recommendations for decision-makers. 

1.3 Statement of Problem 

Healthcare workers encounter mental health problems as a result of working stressors 

and dangers. Number of factors, including exposure to infectious infections that can 

cause illness or death, contribute to the ongoing stress at work in the healthcare sector. 

Healthcare personnel may experience significant rates of anxiety and sadness due to 

their consistently heavy daily jobs  (Shamsan et al., 2022). 

Many symptoms including, sorrow, extreme loss of interests and/or pleasure, guilt or 

low self-esteem, disturbed sleep or food, feeling weary and an impaired ability to 

concentrate are signs of depression. An excessive amount of unwarranted worry and/or 

chronic worry are the hallmarks of anxiety, which is frequently accompanied by 

symptoms including tachycardia, tremors, restlessness, exhaustion, poor concentration, 

irritability, and sleep pattern abnormalities. The co-existence of depression and anxiety 

can be extremely crippling and may have serious negative effects on the afflicted 

populations' physical, mental and social wellness (Shawahna et al., 2020). 

Healthcare workers must be responsible for a variety of physical, psychological, and 

emotional stressors over time in this situation, increasing their risk of developing 

chronic stress. In other words, these stressors jeopardize the physical and emotional 

health of medical personnel, jeopardizing the effectiveness and quality of care provided 

by healthcare systems in crucial situations (Sangrà et al., 2022). 



3 

 

Previous study revealed that a substantial percentage of healthcare workers had severe 

depressive symptoms. This studies also indicated that the incidence of depression and 

anxiety in this population was about 51% and 41%–45%, respectively. Because it was 

after the pro-drome and weariness is associated with fatigue and loss of energy in major 

depressive disorder, which causes a depressive emotional state, healthcare personnel 

may have felt more exhausted and depressed than anxious (Tanifuji et al., 2022). 

There are limited number of previous studies on the prevalence of symptoms of 

depression and anxiety among HCWs at hospitals in Palestine. By carrying out this 

research, the researcher intends to address the gap and participate to enriching the 

existing literature about the mental health of HCWs. Additionally, the researcher wants 

to address significant mental health problems like depression and anxiety in order to 

enhance the wellbeing of HCWs, who play an important role in delivering healthcare 

services to the general public. 

1.4 Significant of Study 

The study of the literature demonstrated that the mental health of healthcare providers is 

considered the main engine to ensure a healthy system full of mental and physical 

health (Søvold et al., 2021). Also, it suggests that depression and anxiety have negative 

effects on the quality of healthcare provided to patients (Brenes, 2007).  

Since there have been minimal previous researches, particularly in Palestine (Maraqa et 

al., 2020; Sarhan et al., 2021), the outcomes of this study could add new knowledge to 

the worldwide awareness of mental health problems among HCWs. Moreover, the 

outcomes of the present research will serve as a valuable resource of knowledge for 

healthcare providers and researchers when additional research is conducted on the 

mental health of healthcare providers.  

Making a comparison between the outcomes of Palestinian research and the outcomes 

of previous research from other countries around the world could offer more 

comprehensive picture of the prevalence and symptoms influencing depression and 

anxiety among HCWs (Ahmed et al., 2009). Furthermore, the negative effects of 

depression and anxiety on the healthcare system in addition to the low number of 

investigations on this subject, indicate the necessity for additional studies in Palestine.  



4 

 

The study can be used to support policy modifications and workplace enhancements 

that will encourage greater mental health for HCWs. This may improve the general 

standard of healthcare services delivered and the wellbeing of both patients and HCWs. 

This research will additionally help administrators and policymakers in the field of 

mental health in developing recommendations and guidelines for recognizing HCWs 

experiencing psychological symptoms as a result of work environment pressures. Also, 

this study could potentially assist the Palestinian Ministry of Health (MOH) in 

introducing and preventing any other psychological issues. 

The findings of the study may be useful for developing supportive treatments and 

programs for HCWs in Palestine. Identifying the particular difficulties and stressors 

confronted by HCWs in Palestine can lead to adopt more effective approaches to 

address and manage mental health problems. 

Finally, significance of the study stems from its capability to enhance the well-being of 

HCWs in Nablus city and hence the quality of local healthcare services delivered in 

Palestine. As well, it can offer insightful information for other locations with 

comparable socio-cultural contexts and healthcare practitioners encountering 

comparable difficulties. 

1.5 Objectives of the Study 

1.5.1 General Objective  

Assessing the prevalence of depression and anxiety symptoms among hospital HCWs in 

Nablus city, Palestine. 

1.5.2 Specific objectives 

 Identifying the levels of depression and anxiety symptoms among HCWs in Nablus 

city, Palestine. 

 Measuring the relation between the (total score of depression and anxiety symptoms 

levels)and socio-demographic information. 

 Determining the relation between the (total score of depression and anxiety 

symptoms levels)and health history information. 

 Measuring the relation between the (total score of depression and anxiety symptoms 

levels) and emotional support information. 
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 Assessing the correlation between depression and anxiety symptoms levels. 

1.6 Research questions  

 What is the prevalence and levels of depression and anxiety among hospital HCWs 

in Nablus city, Palestine? 

 What is the relation between the (total score of depression and anxiety symptoms 

levels) and socio-demographic information ? 

 What is the relation between the (total score of depression and anxiety symptoms 

levels) and  health history information ? 

 What is the relation between the (total score of depression and anxiety symptoms 

levels) and emotional support information? 

 What is the correlation between depression and anxiety symptoms levels? 

1.7 Research hypothesis 

 H0: There is no relationship at (α ≤ 0.05) level between the (total score of depression 

and anxiety symptoms levels) and socio-demographic information among HCWs in 

Nablus city, Palestine. 

 H0: There is no relationship at (α ≤ 0.05) level between the (total score of depression 

and anxiety symptoms levels) and health history information among HCWs in 

Nablus city, Palestine. 

 H0: There is no relationship at (α ≤ 0.05) level between the (total score of depression 

and anxiety symptoms levels) and emotional support information among HCWs in 

Nablus city, Palestine. 

 H0: There is no correlation at (α ≤ 0.05) level between depression and anxiety 

symptoms levels among HCWs in Nablus city, Palestine. 
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1.8 Theoretical Frameworks  

1.8.1 Mental Health Status in Palestine  

According to the WHO, depression and anxiety disorders are the greatest widespread 

mental illnesses in the world (World Health Organization, 2022). Palestinians are 

particularly at risk for developing anxiety disorders and post-traumatic stress disorder 

(PTSD) (Marie et al., 2020). 

The Palestinian healthcare system is still in the developing stage and is dealing with 

particular issues related to occupation and political unrest. The Palestinian government, 

Palestinian private health care facilities, International Non-Governmental Organization 

(NGOs) and the United Nations (UN) are the four main institutions that offer the 

primary care and essential public health services in the complex and fragmented health 

care system. According to the WHO and the Palestinian MOH, the community mental 

health in Palestine has not prioritized by Palestinian MOH on its list of budget priorities. 

Recently, the World Health Organization and the Palestinian MOH are making efforts 

to enhance the health care system in Palestine, especially in the West Bank, and plan 

has been developed to implement these efforts (Marie et al., 2020). 

Shawahna et al, (2020) found that at a major institution in the West Bank of Palestine, 

depression and anxiety symptoms were common among Palestinian medical students. 

Reducing symptoms of depression and anxiety among medical students in Palestine 

may be accomplished through interventions aimed at improving the students' self-rated 

mental health during their academic years, improving study environments, and offering 

counseling services to enhance spirituality. It will need more research to see whether 

these treatments will help Palestinian medical students experience fewer symptoms of 

anxiety and depression. 

It is recommended that screening protocols be established and that doctors receive the 

necessary training to adhere to these protocols. Treatments for managing and preventing 

depression also need to be created. Initiatives must be started in order to educate the 

general people about depression. Politicians and outside funding organizations need this 

information to set future agendas. Priority one must go to the development of referral 

mechanisms for people exhibiting signs of moderate to severe anxiety and depression 

(Maraqa et al., 2024). 
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In conclusion, the Palestinian people faced significant difficulties as a result of the 

history of occupied Palestine and political unrest. One of the biggest but least 

recognized of all health issues is mental illness, which affects about one-third of 

Palestinians as a result of historical events. These things left a bad impression of this 

conflict on the collective mind of the Palestinian state (Marie et al., 2016). 

1.8.2 Depression  

1.8.2.1 Definition of Depression  

American Psychiatric Association (2020) defined depression ―a prevalent and 

substantial psychological disorder that has a negative impact on how the individual 

feels, thinks, and behaves‖. It is, fortunately, susceptible to treatment. Depression 

creates feeling of sadness and/or a diminished sense of interest in previously enjoyed 

activities. It can cause a wide range of psychological and physical issues, as well as a 

reduction in an individual's capacity to function effectively at his or her job and at 

home.  

1.8.2.2 Signs and Symptoms of Depression 

A depressing, hopeless mood that lasts more than two weeks and impairs a person's 

performance at work, in school, or in interpersonal interactions is the primary symptom 

of depression. It might be challenging to comprehend this melancholy illness because 

while some behavioral signs of depression, such speaking or moving slowly, are 

behavioral, other symptoms, like hopelessness and negative thoughts, are emotional and 

cognitive. This is remarkably dissimilar from the clinical manifestations of other 

illnesses, including limb pain from a break or fever from an acute infection (American 

Psychiatric Association, 2020). 

The symptoms are significantly decreasing the quality of life and raise the likelihood of 

suicide. Depression has been scientifically attached to both objective alterations in sleep 

architecture and subjective sleep disorder experiences (Nutt et al., 2008). 
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Figure 1 

Common Signs and Symptoms of Depression. Source 

 

1.8.2.3 Causes of Depression 

Recognizing the underlying causes of depressive disorders is challenging due to it is a 

complex condition. People of any age, socioeconomic status or race might be 

influenced, and it could be caused by biological, genetics, psychological, and 

environmental  factors. Since there are many different causes of depression, it is crucial 

to treat each individual uniquely and comprehend their symptoms and behaviors by 
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getting to know them. It frequently comes along with other mental health issues or long-

term physical illnesses (Munro & Milne, 2020b). 

It's possible to inherit biological susceptibility to depression because certain types of 

depression can run in families. Also, an external event, such as a significant loss, long-

term disease, challenging relationship, economic issue or any unwished alter in life 

patterns, will frequently introduce an episode of depression. Some people may 

experience stressors that lead to the development of depression more than others 

(Bhowmik et al., 2012). 

Men are especially sensitive to the depressive consequences due to low socioeconomic 

status or being without a job, divorce and having few effective stress management 

strategies. Females who have experienced sexual, emotional or physical abuse are more 

likely to suffer from depression (Bhowmik et al., 2012). 

Depression is also linked to several developmental impairments or mental health issues. 

A person's risk of having depression may be increased if they have attention deficit 

hyperactivity disorder (ADHD), anxiety, developmental difficulties or drug abuse 

(Bhowmik et al., 2012). 

1.8.2.4 Assessment and Diagnosis of Depression 

Depression ought to be classified as ―mild, moderate or severe‖, based on the intensity 

and effect of symptoms as well as the degree of functional disability or impairment that 

it causes. Assessment of depression must involve comprehensive history and 

examination, containing a mental status examination; evaluation of  interpersonal, 

functional, and social issues; obtaining a psychiatric history that details prior depression 

episodes or mood elevation, response to preceding therapy and the presence of co-

morbid mental health disorders; suicidal intent should be examined on a frequent basis, 

along with safety of the client and risk to others; and if the client agrees and it is 

acceptable to take third-party history from relatives or other caregivers (CAMH, 2016). 
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1.8.2.4.1 DSM-5-TR Criteria for Depression Disorders 

As for diagnosis, American Psychiatric Association (2022) has approved a diagnostic 

criteria for depression based on DSM-V, TR as the following:  

A. ―Five (or more) of the following symptoms have been presented during the same 2-

weeks period and representing a change from previous functioning: at least one of 

the symptoms is either (1) depressed mood or (2) loss of interest or pleasure. 

Note: Symptoms that are clearly attributable to another medical condition are not 

included. 

1. Depressed mood most of the day, nearly every day, as indicated by either subjective 

report (e.g., feels sad, empty and hopeless) or observations made by others (e.g., 

appears tearful). (Note: Irritable mood can be in children and adolescents.) 

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the 

day, nearly every day (as indicated by either subjective account or observation). 

3. Significant weight loss when not dieting or weight gain (e.g., Change of more than 

5% of body weight in a month), or decreasing  or increasing  in appetite nearly 

every day. (Note: In children, considering  failure to make expected weight gain.) 

4. Insomnia or hypersomnia nearly every day. 

5. Psychomotor agitation or retardation nearly every day (observable by others, not 

merely subjective feelings of restlessness or being slowed down). 

6. Fatigue or loss of energy nearly every day. 

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly every day (not merely self-reproach or guilt about being sick). 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 

(either by subjective account or as observed by others). 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation with­ 

out a specific plan, or a suicide attempt or a specific plan for committing suicide. 
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B. The symptoms cause clinically significant distress or impairment in social, 

occupational, or other important areas of functioning. 

C. The episode is not attributable to the physio logical effects of as ubstanceor to 

another medical condition. 

D.  Occurrence of the major depressive episode is not better explained by schizoaf­ 

fective disorder, schizophrenia, schizophrenia form disorder, delusional disorder or 

other specified and unspecified schizophrenia spectrum and other psychotic 

disorders. 

E. There has never been manic episode or a hypomanie episode. " 

1.8.2.5 Treatment and Complications of Depression 

Bains &Abdijadid ( 2023) Saied : "Depression disorder can be successfully treated 

using variety of therapy approaches involving pharmaceutical, psychological, 

interventional and changes in lifestyles. Depression is initially treated with 

psychotherapy or medications. The amalgamation of therapeutic approaches, which 

includes both psychotherapy and medications, has scientifically revealed more 

beneficial compared to the use either of these therapies separately. Electroconvulsive 

therapy has been shown to be considerably better than any other kind of therapy for 

severe depression. The following are medications approved by the FDA for the medical 

management of depression: ―Antipsychotics, Mood-Stabilizers, Monoamine Oxidase 

Inhibitors (MAOIs), Tricyclic Antidepressants (TCAs), Typical Antidepressants, 

Serotonin Modulators, Serotonin-norepinephrine Reuptake Inhibitors (SNRIs) and 

Selective Serotonin Reuptake Inhibitors (SSRIs)" . It should be noted that all 

antidepressants are similarly effective yet have different side effect features  

Shallcross, et al. (2015) discovered a good understanding of depression treatment 

regarding cognitive therapy (CT), which is one such therapy that lowers depressive 

symptoms in people with current Major Depressive Disorders  and in remission with 

residual symptoms as well as depression relapse in patients with recurrent major 

depressive disorder. 
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1.8.3 Anxiety 

1.8.3.1 Definition of Anxiety 

Anxiety is defined as ―an emotional state marked by sensations of tension, thoughts of 

worry, and physical alterations such as elevated blood pressure‖. Individuals suffering 

from anxiety disorders commonly experience repeated intrusive thoughts or concerns. 

They might avoid specific situations as a result of worry. They possibly will 

correspondingly experience physical manifestations like a rapid heartbeat, dizziness, 

trembling or sweating (American Psychological Association, 2022). 

1.8.3.2 Signs and Symptoms of Anxiety 

A variety of anxiety disorders exhibit similar symptoms, such as personal experience of 

distress and accompanying troubles with concentration, sleep, social interactions, and/or 

occupational performance. While numerous health conditions are comparable, they 

usually differ in terms of presentation, course and therapy. It's common for individuals 

to express their primary concern as being in poor physical condition (Adwas et al., 

2019) 

Figure 2 

Common symptoms anxiety disorder.  

 

Source: (Munro & Milne, 2020a) 
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1.8.3.3 Causes of Anxiety 

The possible causes of anxiety are stress, physical disorders such as diabetes or various 

concurrent disorders such as genetics, depression, history of generalized anxiety 

disorder among family members, environmental factors containing childhood 

maltreatment and addiction to drugs (Adwas et al., 2019). Similar to hereditary factors, 

stressful life events whether they are personal or shared with other family members are 

etiologically linked to the emergence of anxiety disorders and are expected to have 

effects that are non-discriminatory across disorders (Hettema et al., 2005). 

1.8.3.4 Assessment and Diagnosis of Anxiety 

The process of formally diagnosing anxiety disorders relies on the criteria outlined in 

the ―Diagnostic and Statistical Manual of Mental Disorders (DSM-V TR or DSM-5)‖. 

During the assessment of individuals for anxiety disorders, it's essential to evaluate their 

potential risk of suicide, especially if they concurrently experience depression. When it 

comes to assessing if a person has an anxiety disorder, the following factors should be 

considered. In this regard , The Center of Addiction and Mental Health ( 2017) Saied : 

A. " Obtaining a comprehensive history and performing an examination that encompass 

a mental status examination. Considering organic reasons of anxiety, including 

endocrine disorders, usage of stimulants, congestive heart failure or asthma.‖ 

B. Assessing the associated interpersonal, functional and social challenges that the 

individual is encountering. If the client offers consent and family participation is 

suitable, getting  additional information from family members through a third-party 

history. Also taking cultural factors into consideration. 

C. Obtaining psychological history, paying attention to previous anxiety episodes, 

treatment response, and co-occurring mental health disorders. 

D. Evaluating the individual's safety and risk continuously, since suicide intentions 

might be present, especially if that individual already experiences depression."  

As for diagnosis, anxiety disorders are characterized by high levels of anxiety and fear, 

as well as accompanying issues with behavior, and often displaying a high degree of co- 

morbidity. Nonetheless, they may be distinguished by an in-depth examination about 
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the situation types causing fear and the content of the related thoughts (CAMH, Anxiety 

disorders: Assessment and diagnosis. Centre for Addiction and Mental Health (CAMH), 

2017). 

1.8.3.4.1 DSM-5-TR Criteria for Anxiety Disorders 

American Psychiatric Association (2022) Saied :  

a. "Excessive anxiety and worry (apprehensive expectation), occurring more days than 

not for at least 6 months, about a number of events or activities (such as work or 

school performance). 

b. The individual finds it difficult to control the worry. 

c. The anxiety and worry are associated with three (or more) of the following six 

symptoms (with at least some symptoms having been present for more days than not 

for the past 6 months); 

Note:  Only one item is required in children. 

1. Restlessness or feeling keyed up or on edge. 

2. Being easily fatigued. 

3. Difficulty concentrating or mind going blank. 

4. Irritability. 

5. Muscle tension, and 

6. Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep). 

D. The anxiety, worry or physical symptoms cause clinically significant distress or 

impairment in social, occupational or other important areas of functioning. 

E. The disturbance is not attributable to the physiological effects of a substance (e.g., 

drug of abuse, medication) or another medical condition (e.g., hyperthyroidism). 

F. The disturbance is not better explained by another mental disorder (e.g., anxiety or 

worry about having panic attacks in panic disorder, negative evaluation in social 
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anxiety disorder [social phobia], contamination or other obsessions in obsessive-

compulsive disorder, separation from attachment figures in separation anxiety 

disorder, reminders of traumatic events in posttraumatic stress disorder, gaining 

weight in anorexia nervosa, physical complaints in somatic symptom disorder, 

perceived appearance flaws in body dysmorphic disorder, having a serious illness in 

illness anxiety disorder or the content of delusional beliefs in schizophrenia or 

delusional disorder)" .  

1.8.3.5 Treatment and Complications of Anxiety 

Anxiety disorders can be efficiently managed by pharmacotherapy and psychotherapy. 

Individuals suffering from certain phobias rarely require medication and are commonly 

managed by psychotherapeutic interventions. The selection of treatment is determined 

based on the severity and acuity of the anxiety disorder. In a majority of cases, the 

patients seek therapy after their symptoms have been persistent for several months or 

even years (Goldbloom & Davine, 2019). 

1.8.3.5.1 Acute Treatment 

Benzodiazepines is considered an appropriate short-term choice (e.g., for approximately 

two weeks) in cases of there is an exacerbation or severe onset of anxiety disorder with 

considerable impairment of functioning, and in the absence of contraindication (such as 

a history of significant drug usage disorder). Patients have right to be informed about 

the risk of habit formation and negative effects that related to the usage of 

benzodiazepines. In specific cases, a low-dose, short-term antipsychotic medication 

might be needed, but caution should be taken, as baseline metabolic blood work should 

be completed and afterward the psychiatrist should monitor metabolic syndrome 

continuously at regular points in time (Goldbloom & Davine, 2019). 

1.8.3.5.2 Non-acute treatment 

In the absence of crisis and with mild to moderate symptoms, the primary steps in 

managing anxiety disorder are to decrease and discontinue unneeded medications 

purchased over the counter, caffeine, cigarettes, alcohol and recreational substances. 

The psychiatrist should give psychological education; advise the client to commit to 

healthy lifestyle habits including sleep, dietary habits, and physical activity and refer the 

client to self-help resources and cognitive-behavioral therapy (CBT) if it is readily 
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accessible. Also, the psychiatrist should evaluate the client’s improvement within a 

timeframe of two to four weeks, or as dictated by clinical necessity (Goldbloom & 

Davine, 2019) 

1.9 Literature Review 

1.9.1 Search Strategy  

By conducting a comprehensive review of prior research, the researcher analyzed 

studies that looked at the prevalence of depression and anxiety among hospital HCWs in 

healthcare centers. 

The literature review was conducted by using all readily available sources, including 

books, theses, published research articles, systematic reviews, journal publications, and 

online resources. The researcher analyzed and examined the prevalence of depression 

and anxiety among hospital HCWs, encompassing an exploration of signs and 

symptoms, causes, and measurements tools. 

In order to retrieving relevant academic literature concerning the topic, the researcher 

utilized medical research sources, specifically CrossRef, Google Scholar, and PubMed, 

with the subsequent search terms in single or combinations phrases: Depression in 

Palestine; Anxiety in Palestine; depression and anxiety among HCWs. Additionally, 

special attention was directed towards the relevant publications on depression and 

anxiety among HCWs in Palestine that were listed as references in the articles that were 

chosen to be included in the literature review. Only original literatures produced and 

released in English language are included. Furthermore, the literature publications were 

selected for inclusion subsequent to cross-referencing different sources and eliminating 

duplications and unrelated files. 

1.9.2 Related Studies  

A cross-sectional study was undertaken by Belete and Anbesaw (2022) using a sample 

size of 252 HCWs in Ethiopia. The participants were recruited by a random sampling 

method, and the assessment of depression was carried out using the Patient Health 

Questionnaire (PHQ-9), with a threshold score of 5 or higher. The findings indicated 

significant prevalence (27.8%) of symptoms of depression among HCWs. Within the 

group of individuals who had self-reported experiencing symptoms of depression, the 
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majority, including 72.2%, indicated the absence of any symptoms of depression; 

smaller proportion, 20.2%, stated that they had mild symptoms of depression, while 6% 

indicated moderate symptoms of depression. Lastly, a little ,1.6% of participants, 

experienced severe symptoms of depression. The results of the multivariable analysis 

indicate that many factors, including gender (specifically female), marital status 

(specifically unmarried), having family members with a history of mental disorders and 

engaging in ongoing drug abuse have been identified as statistically significant 

predictors of symptoms of depression. 

In cross-sectional research done by Ain et al. (2020), it was observed that out of a 

sample of 314 physicians, the majority were female (62.1%). The average age of the 

participants was 29 years, with a standard deviation of 2.72. Furthermore, a significant 

proportion of the physicians in the study were not married (78.3%) and held the position 

of medical officers (93.6%). The study found that the prevalence of severe or very 

severe symptoms of anxiety was 27.4%, while the prevalence of depression was 22.9% 

and stress was 18.5%. In addition, there is a positive correlation between physicians' 

self-perception of depression, anxiety and/or stress and the subsequent development of 

corresponding symptoms. Females had a twofold higher likelihood of reporting 

symptoms of anxiety. Being married was shown to have a protective impact against 

symptoms of depression, while longer tenure at the same institution was found to have a 

statistically significant but relatively small protective impact against symptoms of stress 

and anxiety. 

Gong et al. (2014) carried out a cross-sectional examining examine the relationship 

between working circumstances and symptoms of depression. The sample consisted of 

3474 nurses who had accumulated at least 1 year of work experience at public hospitals 

in China. The findings indicated that around 38% of nurses experienced symptoms of 

depression. A significant proportion of nurses, above 10%, often faced incidents of 

workplace violence, while a substantial majority, around 64.22%, experienced such 

occurrences on an infrequent basis. The presence of depression symptoms has shown to 

be associated with many factors in the workplace, including high occurrences of 

workplace violence, extended hours at work (above 45 hours per week), frequently 

shifts at night (amounting to at least two per week), and certain departments. The results 

found that it is crucial to implement interventions aimed at reducing workload and 
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enhancing nurse-patient interactions in order to address symptoms of depression 

amongst nurses. Furthermore, while addressing both the prevention and treatment of 

depressive disorders amongst nurses, it is necessary to take into account the variations 

that exist within different departments. 

In research conducted by El-Hamrawya et al. (2018), a cross-sectional design was used 

to test the prevalence of depressive symptoms amongst HCWs in Menoufia 

governorate, Egypt. The study also aimed to determine the risk factors associated with 

symptoms of depression amongst HCWs. The overall number of physicians was 961, 

while the number of nurses was 685. The presence of symptoms related to depression 

was found to be significantly elevated among HCWs. Specifically, the prevalence of 

symptoms related to depression amongst respondents of the primary healthcare center 

(PHCC) was notably higher (71.4%) compared to that of the tertiary healthcare hospital 

(THCH) (59%). The prevalence rate of symptoms related to depression among the 

physicians of the PHCC was found to be 73.8%, which was notably higher compared to 

the rate seen at the THCH, which stood at 58.8%. Similarly, the prevalence of 

symptoms related to depression among the nurses working at the PHCC was determined 

to be 68.6%, which was significantly more than the rate observed at the THCH, which 

was recorded at 45.4%. 

Abraham et al. (2021) performed a systematic review and meta-analysis focused on the 

Eastern Mediterranean Region (EMR). The primary objectives of their research were to 

ascertain the prevalence of depressive disorders amongst HCWs and to discover the 

characteristics that contribute to the risk or protection against depressive disorders in 

this population. A total of 108 studies from 12 countries in the EMR were found, 

exhibiting varied degrees of quality. The meta-analysis covered a total of 77 

investigations, which yielded 122 prevalence measures in seven countries in the EMR. 

The outcomes showed that female gender, suboptimal sleep quality, and extended work 

hours were identified as risk factors for depression among HCWs. The pooled 

prevalence of depressive disorders amongst HCWs was found to be 33.03%. HCWs 

working in the emergency department have significantly elevated rates of depressive 

disorders in comparison to HCWs in other fields of healthcare. 
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Almarhapi and Khalil (2021) accomplished a cross-sectional investigation with the aim 

of determining the prevalence of depression among HCWs employed at Northwest 

Armed Forces Hospital in Saudi Arabia. Additionally, the researchers sought to 

determine the factors that contribute to the occurrence of depression in this particular 

population.The study included 255 HCWs (physicians and nurses). The female 

participants constitute 58.8% of the total sample. The age of the individuals varied from 

22 to 50 years old. Approximately 64.3% of the participants being nursing staff while 

the remaining 35.7% consisted mostly of physicians, and mainly registrars accounting 

for 22.8%. The average prevalence of depressive disorders reached 43.9%, with 0.8% of 

individuals experiencing severe depression. In contrast to HCWs with fewer than five 

years of expertise, individuals with greater work expertise (5-10 and more than 10 

years) had a significantly reduced risk of developing depression. The authors concluded 

that the depressive disorder is a prevalent health issue that significantly impacts HCWs. 

However, in majority of cares, the depression was mild. 

Obi et al. (2015) conducted a cross-sectional descriptive survey with the aim of 

assessing the prevalence as well as the distribution of depressive disorders amongst 

HCWs at the tertiary level of healthcare service in Enugu, a region located in the South-

east of Nigeria. Out of the 309 HCWs examined, a total of 46 individuals were 

identified as experiencing symptoms of depression, accounting for 14.9% of the sample. 

Among the HCWs who were identified as experiencing depression, a higher proportion 

of females (18.0%) were seen compared to men (8.7%). The depressed individuals had a 

higher degree of constant sadness in relation to their family relationships, as well as 

their employment and living situations. The authors concluded that the depression is 

present among health workers. The occupation of a female medical professional has 

been shown to potentially correlate with the presence of depressive symptoms. 

In Palestine, Obaid and Sarhan (2019) accomplished a cross-Sectional study to examine 

the prevalence of symptoms of depression and evaluate the risk factors related with 

these symptoms among radiographers employed in hospitals of West Bank. This 

research reveals a high prevalence of depressed symptoms amongst radiographers. 

Symptoms of depression were shown to be associated with variables such as ―gender, 

number of children, experience period, level of education, and employment sector‖. 
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Ahmed (2015) performed descriptive cross-sectional research in al Baha, Saudi Arabia 

with the objective of assessing the levels of anxiety and associated symptoms 

experienced by nurses in critical care who work at governmental hospitals. A 

convenience sampling method was used to choose a sample of sixty nurses working in 

critical care facilities, including operating rooms, emergency rooms, and intensive care 

units. The findings indicated that the nursing staff exhibited a mild level of anxiety. A 

statistically significant inversed association was observed between levels of anxiety and 

the ages of nurses in critical care facilities. The predominant symptoms often associated 

with anxiety involve an anxious mood, heightened tension, sleep disturbances, fear, and 

somatic symptoms. 

According to a cross-sectional Chinese study, which calls for immediate investigation 

and action from hospital administrators. The anxiety symptoms were prevalent among 

Chinese nurses working in public city hospitals. The study's findings also point to the 

possibility that proper counseling, advocacy for healthy lifestyle choices, and 

enhancements to the social climate at work could help to lessen or even eliminate the 

symptoms of anxiety (Gao et al., 2012). 

In cross-sectional research undertaken by Yahaya et al. (2018), a sample of 140 

emergency room medical officers employed in public hospitals across seven areas in 

Malaysia was examined. The participants were recruited randomly, and their levels of 

depression, anxiety, and stress were assessed using the 21-item Depression, Anxiety, 

Stress Scale. The findings indicated that anxiety had the greatest prevalence rate at 

28.6%, then came depression at 10.7% and stress at 7.9%. There was a notable disparity 

in the prevalence of anxiety symptoms between male and female medical officers, with 

males reporting a considerably higher level of anxiety. Nevertheless, there was no 

significant difference seen in the occurrence of stress and depression symptoms 

amongst male and female medical officers. There was no observed association between 

stress, anxiety, and depression levels and variables such as age, marital status, ethnic 

background, employment experience, number of shifts  and the kind of system used 

across various hospitals. 
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Marzouk et al. (2018) accomplished a cross-sectional survey in order to assess the 

prevalence of symptoms of depression and anxiety among medical residents in Tunisia, 

as well as identify the risk factors related with these symptoms. The researchers used 

the questions from the Hospital Anxiety and Depression (HAD) questionnaire to assess 

the occurrence of depression and/or anxiety among the study sample. The questionnaire 

was completed by 1700 participants, representing 77% of the overall sample size of 

2200 medical residents. The mean age of the participants was 28.5±2 years, with 

females comprising 60.8% of the respondents. The majority of the respondents (74.1%) 

exhibited either definite (43.6%) or probable (30.5%) symptoms of anxiety. Similarly, 

62% of the participants displayed definite (30.5%) or probable (31.5%) symptoms of 

depression, with 20% of the participants experiencing both definite depression and 

definite anxiety. There was a significant association between the overall HAD score and 

many factors, including the person's age, female gender, and the substantial workload 

they experienced. In contrast to other medical professions, those that are often 

acknowledged to be difficult (such as surgical or medical-surgical specialisations) had a 

higher score on the HAD scale. The authors concluded that the Tunisian residents has a 

significantly elevated prevalence of depressive and anxiety disorders compared to the 

global average.  

According to study done in Korea, HCWs had a greater prevalence of mood disorders, 

anxiety disorders, sleep disorders  and all other psychiatric diseases than other Korean 

workers. The frequent night shifts may be to be  blamed for the startlingly high 

prevalence of sleep problems. The study  concluded that the alarmingly high frequency 

of mental health issues among healthcare personnel necessitates immediate action in 

order to enhance their wellbeing (Kim et al., 2018). 

An important picture of the mental health of HCWs worldwide throughout the 

pandemic of COVID-19 was revealed in a review and meta-analysis study which 

showed that the HCWs have a significant prevalence of mental health issues, including 

depression, anxiety, severe stress, insomniaand PTSD (Marvaldi et al., 2021). 

A meta-analysis and systematic review research discovered that despite limited 

understanding of the trajectory of issues far this time, mental health issues are more 

prevalent among HCWs dealing with patients affected by the pandemic immediately 

after COVID. There was a lot of variations  between studies, which were probably 
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caused by methodological variations. Two studies suggest higher rates of clinically 

substantial PTSS during follow-up, underscoring the notion that HCWs engaged in 

pandemic scenarios are more likely to suffer from a variety of deleterious mental health 

consequences, particularly in the initial stage (Allan et al., 2020). 

According to a study conducted in 2014–2015, the Ebola pandemic, resulted 11,310 

confirmed deaths. examined the psychological symptoms of 161 among Ebola survivors 

and HCWs. And showed that there the paranoid ideation, phobic anxiety, hostility, 

anxiety, and obsession-compulsion were considerably elevated among Ebola Virus 

Disease survivors and HCWs (Ji et al., 2017). 

According to a cross-sectional study of nurses in Hong Kong, which showed that there 

is psychosocial disturbance in nurses, and demonstrated that the age and marital status 

are socio-demographic risk factors, as are chronic illnesses, sleep issues, and self-

perceived mental health. Lifestyle risk factors include physical activity and leisure time, 

and work-related risk factors include clinical specialization, workplace conflict, and job 

satisfaction. Significant lifestyle factors have been identified as causes of poor mental 

health (Cheung & Yip, 2015). 

Another cross-sectional study done in Spain in 2015 found that during the first wave of 

the COVID-19 pandemic, there was a considerable prevalence of likely current mental 

problems among Spanish HCWs, with 1 in 7 presenting a debilitating mental disease. 

Prior to the pandemic, HCWs who reported having a history of mental illnesses had a 

much higher prevalence of adverse mental health (Alonso et al., 2021). 

Ali et al. (2022) performed a comprehensive systematic review with the aim of 

determining the effects of the COVID-19 pandemic on both the physical and mental 

health of HCWs in Arab nations. A comprehensive compilation of 56 research 

conducted across 14 Arab nations has provided insights into the physical and mental 

health of HCWs throughout the COVID-19 epidemic. The sample of HCWs examined 

in this study included individuals from various professional backgrounds, such as 

physicians, nurses, administrators, paramedics, and allied health professionals. The 

primary emphasis of the bulk of the research (n=29) was on the mental health of HCWs, 

whereas four studies only examined physical issues, and 23 studies addressed both 

physical and mental health issues. The mental health issues most frequently indicated 
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included ―anxiety, depression, distress, stigmatisation, risk of infection, and PTSD‖. In 

terms of physical health, the most commonly reported issues were ―physical abuse, 

exposure to the virus, exhaustion, burnout, underachievement, sleep deprivation, poor 

quality of life, and financial difficulties‖. 

Also, Ahmead et al. (2022) conducted a cross-sectional study with the objective of 

illustrating the emotions experienced by Palestinian HCWs and identifying the factors 

contributing to their stress levels. Additionally, the study aimed to identify the strategies 

employed by HCWs for reducing workplace stress and explore the associations between 

stress levels, coping mechanisms, and motivating factors among HCWs during the 

COVID-19 pandemic. A total of 506 healthcare professionals, including physicians and 

nurses, filled out an online self-reported survey. The results indicated that 24.1% of the 

respondents exhibited a high degree of stress, whereas 25.7% demonstrated a low-stress 

level. The primary coping mechanism used by the participant was avoidance, whereas 

the predominant emotional aspect was the sense of ethical and professional duty to 

persist in their task. Moreover, a significant contributing factor to their heightened 

levels of stress pertained to concerns around personal safety and the potential 

transmission of the COVID-19 virus. The results of the study indicated a significant 

relationship between stress levels and the age of the participants, with younger 

individuals exhibiting higher levels of stress. Additionally, the study found that doctors 

had lower levels of stress compared to nurses. Additionally, a significant association 

was observed between the absence of training for the management of COVID-19 and 

heightened levels of stress. In addition, a notable positive correlation was seen between 

stress scoring and coping mechanisms assessment, although no significant correlation 

was found with motivation scores. In conclusion, the findings of this research indicate 

that HCWs in Palestine encountered significant emotional distress throughout the 

COVID-19 epidemic. 

Moreover, Al Shrafi (2012) completed descriptive analytic research with the objective 

of identifying stress and psychological issues amongst HCWs working in intensive care 

units (ICUs) in Gaza Strip, Palestine. The investigation's sample included 366 HCWs, 

with 87 being female and 279 being male. Among the participants, there were 119 

physicians, 233 nursing employees and 14 physiotherapists. The research revealed that 

stress levels among HCWs in ICUs are in a moderate level, with a rate of 67.60%. The 
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first dimension to be considered is the material dimension, which exhibited the greatest 

average score of 86.63%. Subsequently, the work environment dimensions with an 

average score of 73.70%, then came the political dimension with an average score of 

67.41%. The physical dimension ranked fourth with an average score of 51.68%, while 

the psychological dimension concluded the list with an average score of 50.17%. The 

overall dimensions of the Brief Symptom Inventory (BSI) scale exhibit a relatively low 

level, as indicated by a percentage of 43.14%.The psychological disorders with the 

highest prevalence rates among participants were the need to engage in repetitive 

checking and verification of actions (65.30%), experiencing heightened levels of 

nervousness (63.39%), believing that each and every day in life is challenging 

(58.20%), and feeling a lack of recognition from others for personal accomplishments 

(57.49%). There exists a notable difference in stress levels with regard to occupation, 

with nurses experiencing a greater degree of stress. There exists a notable difference in 

the BSI scale across various demographic factors. Specifically, females tend to exhibit 

higher scores compared to males. Additionally, individuals below the age of 30 tend to 

have higher scores than other age groups. Furthermore, residents of Khan Younis 

demonstrate higher scores compared to residents of other governorates. Moreover, 

individuals with 3-6 years of professional experience tend to have higher scores than 

those with less or more experience. In terms of department, neonate ICUs show higher 

scores compared to other departments. Lastly, individuals with 3-4 years of work in the 

department tend to have higher scores. 

Additionally, Alhajjar (2013)accomplished a quantitative survey to clarify  the 

prevalence of work stressors/pressures among nurses in hospitals in Gaza-Palestine and 

investigate potential causative work stressors/pressures. The findings of this 

investigation indicated a significant prevalence of psychological distress, depression, 

and trauma. The work stressors/pressures that were identified as the most severe were: 

―Not enough staff to adequately cover the unit‖, ―Lack of drugs and equipment required 

for nursing care‖ and ―Unpredictable staffing and scheduling‖ respectively. The highest 

common work stressors/pressures were: ―Not enough staff to adequately cover the 

unit‖, ―Watching a patient suffer‖ and ―Lack of drugs and equipment required for 

nursing care‖ respectively. As subscales, ―Workload‖ and ―Death and dying‖ were the 

highest common and severe work stressors/pressures. Psychological distress was 

considerably related to ―gender, age, experience, night shifts and extra-work‖. 
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Depression was considerably related to ―gender, type of hospital, age, night shifts, 

experience and marital status‖. Severity of work stressors/pressures was considerably 

related to ―age, night shifts, specialisation and qualifications‖. Frequency of work 

stressors/pressures was considerably related to ―type of hospital, experience 

specialisation and night shifts‖. Lastly, trauma was considerably related to ―type of 

hospital, experience, and night shifts‖. 

Therefore, and because of all of the above, any subsequent research ought to gain a 

deeper understanding of the exclusive variables that influence the prevalence of 

depression and anxiety among HCWs. As a result, direct the authorities to develop 

strategic plans to address this problem. 

1.9.3 Conceptual Framework 

The researcher constructed the conceptual framework after conducting a review of the 

literature on the topic. The conceptual framework is the road map that guides the study's 

design and accomplishment, as well as it serves as a summary that clarifies the variables 

that were investigated. Additionally, it is employed to direct the methodological steps 

and to render the results more meaningful and helpful. 
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Figure 3 

Risk factors for depression and anxiety  
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Chapter Two 

Methodology 

2.1 Introduction 

This chapter delineates the comprehensive method utilized in the research study named: 

Prevalence of depression and anxiety symptoms among hospital healthcare workers 

(HCWs) in Nablus city, Palestine. It covers the study's design, population, setting, 

length of the study, number of samples taken, method of sampling, criteria for inclusion 

and exclusion the participants, reliability and validity of the research instrument, data 

collection process, figuring out variables, describing the statistical method and 

addressing the ethical that were considered in the study. Additionally, this chapter 

serves as the template for the whole study's scientific integrity. 

2.2 Research Design 

This study employed quantitative, descriptive, cross-sectional study design. Quantitative 

approach has been selected because of the quantitative technique entails collecting, 

assessing, analyzing and interpreting numerical data; It is often employed to investigate 

correlations, average data, create forecasts, investigate hypotheses for causality and 

extrapolate results to greater populations (Bhandari, 2022). 

Furthermore, the descriptive design was selected due to the fact that is a specific type of 

quantitative research and it is seen to be an ideal option when the study goal is to 

determine attributes, frequencies as well as patterns, and classifications. Additionally, it 

seeks to characterize a population, circumstance or occurrence correctly and thoroughly. 

It is beneficial when little information exists regarding an issue or subject (McCombes, 

2023). 

At the same way, cross-sectional research is characterized by the investigator obtains 

data from numerous different persons at a single instance. Furthermore, the researcher 

monitors the study variables without interfering with them. In addition, it was thought to 

be the greatest option for evaluating the prevalence of a variable at one particular 

moment in time (Thomas, 2022). 
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2.3 Study Population 

The target population consisted of hospital HCWs including consultants, specialist, 

physicians, nurses, pharmacists, lab, x-ray technicians and other medical workers with 

other specialty who were worked during the time of data collecting in Nablus city. 

Based on the data from hospitals, the population number was approximately 1955 

HCWs. 

The researcher's primary emphasis is on HCWs since they are more susceptible to 

encountering mental health issues as a result of their working circumstances. These 

circumstances usually entail exposure to highly stressful and emotionally charged 

scenarios while providing care for individuals who are ill; The experience of being 

confronted with human misery and mortality.  

2.4 Study Setting 

This research was conducted in Nablus hospitals and medical complexes, which are Al-

Watani Hospital, Nablus Specialty Hospital, Arab Specialty Hospital, Rafedia Hospital, 

An-Najah University Hospital, ST.Luke’sHospital, Nablus Charitable Medical 

Complex,  Al Rahma Medical complex and al Hakim Medical Complex. 

Nablus was selected as the research area based on its favorable accessibility and the 

willingness participation of HCWs. Additionally, collaborative efforts will be 

established with hospitals in Nablus to streamline the process of conducting study. In 

addition, the researcher has interpersonal connections, information, and experience 

pertaining to Nablus, which makes it an appropriate site for the purpose of the study. 

Eventually, the researcher selected Nablus as a representative site for HCWs in 

Palestine. The results obtained from the current setting have the potential to be 

generalized to other regions in Palestine. 

2.5 Data Collection and Study Period 

The commencement of the research started  in September 2022. Pilot study was carried 

out in September 2022. Data collection began in October 2022 and ended in November 

2022. In addition, data entry was completed at the end of December 2022. Furthermore, 

the process of analyzing the data, literature review, and study preparation kept going till 

August 2023. 
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The researcher began gathering data from Nablus hospitals and medical complexes after 

taking the recommended permission from the the managers of each hospital and obtain 

approval and sign on the letter of permission to collect the sample in October 2022 and 

continued until November 2022. The study's objectives, full instructions, and the 

importance of providing honest responses were then explained to the participants. Then, 

self-reported questionnaires were given to participants. The researcher also used HDAS 

to collect data .The data collection was carried out at the most suitable moment and 

followed all ethical principles. 

2.6 Pilot Study 

2.6.1 Pilot Study Procedure 

Prior to the actual data collection, 10% of the sample size (50 participants) underwent a 

pilot study. This pre-test aimed to gather feedback on the questionnaire, assess its 

reliability and validity, estimate response rates and completion time, identify ambiguous 

areas, and detect any language flaws. Participants were selected to represent a range of 

age brackets, educational levels, and geographical locations. Each participant received a 

thorough explanation of the study's objectives before data collection. The response rate 

was 100%, with participants completing the questionnaire in less than five minutes on 

average. Feedback indicated that the questions were clear and straightforward. 

2.6.2 Results of the Pilot Study 

The pilot study confirmed that the questionnaire was well-received, achieving a 100% 

response rate. Participants found the questionnaire concise and easy to understand. 

Based on their feedback, minor revisions were made for clarity, including rephrasing 

certain questions and adding additional response options. The reliability of the 

questionnaire, assessed using Cronbach's alpha, yielded a score of 0.85, indicating high 

internal consistency. These results confirmed the questionnaire's suitability for the main 

study. 

 

 



30 

 

2.7 Sample Size 

The sample size was calculated to be 322 HCWs by an online sample size calculator 

(Annex 1) which is usually used to calculate the precise sample size, and accessible on 

website named ―Select Statistical Services: https://select-statistics.co.uk/ calculators/ 

sample-size-calculator-population-proportion/‖ (Select Statistical Services Limited, 

2022). 

The researcher has chosen a sample size of 500 individuals for the present study due to 

the following justifications: Larger-scale research provide more robust and reliable 

outcomes due to their reduced margins of error and lower standard deviations (Note that 

the standard deviation is a statistical metric that quantifies the extent to which data 

values deviate from the mean. A direct relationship exists between the size of the 

research sample and the magnitude of the margin of error: as the sample size increases, 

the margin of error decreases). Researchers are able to effectively manage the potential 

for presenting inaccurate negative or positive results by using larger sample sizes (The 

accuracy of findings increases as the number of samples increases). In general, larger 

sample sizes tend to result in higher levels of statistical power. This implies that 

investigators have a higher probability of identifying statistically significant 

associations or variation if they are present within the sample at hand. Increasing the 

size of the sample may be beneficial in mitigating type II errors, which are characterized 

by the occurrence of false negatives (Charlesworth Author Services, 2022). 

This might have significance in addressing issues such as anxiety and depressive 

disorders, whereby substantial differences may exist among individuals. Additionally, 

the researcher believes that increasing the sample size might enhance the study's 

potential for significant contributions to the field and enhance the generalize ability of 

the results. By increasing the sample size, the findings are more probable to accurately 

represent the larger population of HCWs in Nablus city, Palestine. 

2.8 Sampling Technique 

In this research, a convenience sampling approach was employed to select participants. 

The selection process involved approaching HCWs in various hospitals and medical 

complexes in Nablus who were readily available and willing to participate. The 

researcher first identified potential participants by visiting departments and units within 

https://select-statistics.co.uk/%20calculators/%20sample-size-calculator-population-proportion/
https://select-statistics.co.uk/%20calculators/%20sample-size-calculator-population-proportion/
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the hospitals and explaining the study's purpose and significance. Interested HCWs who 

met the inclusion criteria were then invited to participate. The inclusion and exclusion 

criteria were applied to select participants. This approach ensured that a diverse range of 

HCWs, including consultants, specialists, physicians, nurses, pharmacists, lab 

technicians, and other medical workers, were included in the study. This method was 

chosen for its practicality and efficiency in obtaining a sample that reflects the target 

population's characteristics.  

Healthcare workers  have been defined as those who work to protect, promote, or enhance the 

general public's health. This is in line with the World Health Organization's definition of 

health systems, which includes all initiatives whose main objective is to promote health. 

Strictly speaking, this means that volunteers and other unpaid caregivers who assist in 

improving health as well as family members of the ill should also be counted as 

members of the health workforce. However, these individuals are not taken into account 

here or in the global database, partly due to a lack of information and partly because it is 

challenging to draw boundaries around what defines a health system (Dal Poz et al., 

2007).  

2.9 Inclusion & Exclusion Criteria 

2.9.1 Inclusion Criteria 

 Healthcare workers who have been employed within any of the aforementioned 

medical services. 

 Healthcare workers who agreed to participate in the study by providing their 

informed permission. 

 Healthcare workers who express interest in participating in this research. 

 Healthcare workers residing within the designated study region.  

 Healthcare workers who were present throughout the research period. 
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2.9.2 Exclusion Criteria 

 Healthcare workers with a documented history of severe mental health issues, such 

as psychotic disorders, as well as those with intellectual impairments that hinder 

their capacity to independently fill out questionnaires. 

 Healthcare workers who did not work in Hospitals or medical complexes. 

 Healthcare workers that are not residents of the study area. 

 Healthcare workers that refuse or express a lack of interest in participating. 

 Healthcare workers who were undergoing treatment for mental health issues. 

2.10 Study Tools 

A self-administered questionnaire was used (Annex 2) as primary data collection 

instrument in order to effectively achieve the research goals. It was created with the 

help of the research supervisor and mental health professionals after reviewing, reading 

and modifying numerous questions and surveys from various relevant literature and 

previous research. 

The tool had multiple sections involving inquiries on age, gender,  qualification level, 

economic level, employment status, place of residence, number of children, marital 

status, profession, emotional support, family history, psychiatric history (i.e., affective 

and anxiety disorders), physical activity levels, professional and employment category, 

regular working shift, overload hours, having health insurance or not, working in 

government or private hospitals and the Hospital Anxiety Depression Scale (HADS) by 

(Snaith & Zigmond, 1983). 

HADS scale, which is the most suitable scale for the study's objectives, was used to 

evaluate depression and anxiety. It includes 14 items (seven related to anxiety 

symptoms, and seven related to depressive symptoms). Each question receives a four-

point Likert response. For each dimension (anxiety/depression), cut-off scores for 

"potential instances" or "likely cases" are established. Scores are derived by summing 

the responses to the questions posed to assess the domains of anxiety and depression. 

Scores under 11 were considered favorable for the investigation's anxiety and 

depression dimensions (Botega et al., 1995). 
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Based on the information from Stern (2014), HADS questionnaire was freely accessible. 

HADS scale was chosen due to its brevity and extensive utilization as a tool for 

assessing psychological distress. Furthermore, it is noteworthy that HADS is accessible 

in several languages, including but not limited to French, German, Dutch, Italian, 

Spanish, Chinese, and Arabic. Research has shown that HADS scale yields 

psychometrically relevant outcomes when used as a psychological screening instrument. 

HADS scale is frequently employed by researchers from many countries as a prominent 

tool for evaluating levels of depression and anxiety (Montazeri et al., 2003). 

HADS scale serves as a valuable tool for the initial diagnosis of psychological 

symptoms and for monitoring the development or remission of such symptoms over 

time. It is approved and recommended by the National Institute for Health and Care 

Excellence (NICE) as a diagnostic instrument for anxiety and depression (Stern, 2014). 

According to New Zealand Council for Educational Research (2015), HADS scale is a 

validated and reliable self-assessment tool used to evaluate levels of depression and 

anxiety within a healthcare facility as well as community settings. 

Regards the language of the questionnaire, at first the questions about ―age group, 

gender, qualification level, economic level, employment status, place of residence, 

number of children, marital status, profession, emotional support, family history, 

psychiatric history (i.e., affective and anxiety disorders), physical activity levels, 

professional and employment category, regular working shift, overload hours, having 

health insurance or not  and working in government or private hospitals‖ were written in 

English, then translated to  Arabic by an English language expert. Regarding HADS 

scale , it was first developed in English for use in the United Kingdom. However, 

subsequent efforts have been made to translate the scale into several languages, such as 

Arabic, Chinese, German, Hungarian, Italian, Malayalam, Nigerian, Persian, 

Portuguese, Punjabi, Sinhalese, Slovenian, Swedish, Urdu … etc. (Snaith &Zigmond, 

1983). the Arabic version of HADS which is freely available in the study was used in  

(Terkawi et al., 2017). 

In conclusion, HADS scale is considered to be a robust and dependable instrument, as it 

has shown validity and reliability.  
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2.11 Validity and Reliability of HADS 

To ascertain the scientific accuracy and structural adequacy of the questionnaire 

employed for analyzing factors, variables, and relationships, a group of mental health 

experts and academics, possessing relevant qualifications and expertise, were engaged 

to evaluate the study instrument. The panel was responsible for assessing the suitability 

of the questionnaire, offering judgements and recommendations. They reviewed if the 

questions were relevant to the research, suitable in nature, clear in their wording, and 

thorough in scope. Additionally, they examined the questionnaire to ensure that it 

followed a logical sequence. 

As for the validity and reliability of the Arabic version of HADS; Initially, the validity 

and reliability of HADS scale was tested among a group of individuals in Kingdom of 

Saudi Arabia by El-Rufaie and Absood (1987), and Malasi et al. (1991). Then, the 

Arabic version of HADS scale was also re-tested in United Arab Emirates (U.A.E.) by 

El-Rufaie and Absood (1995). Recently, Terkawi et al. (2017) evaluated the validity and 

reliability of HADS scale in Kingdom of Saudi Arabia and demonstrated that the Arabic 

version of HADS scale is valid and reliable. In conclusion, the studies indicated that the 

Arabic version of the HADS scale demonstrates validity and reliability in identifying 

states of depression and anxiety. 

The feedback included modification of the wording of some questions, adding some 

options to answer some questions, deleting some options for some questions and adding 

new questions, such as question about smoking and a question about medication. Their 

feedback was considered and incorporated to improve the study tool. 

Furthermore, prior to commencing data collecting, a pilot study was performed to assess 

the intelligibility of the questions and the entire procedure of presenting the 

questionnaire. This pilot study aimed to identify any possible challenges or ambiguities 

faced by respondents when providing their answers. The 500 participants claimed that 

the questionnaire was unambiguous and that all of the questions were straightforward. 

Because it has already been evaluated for its validity and reliability in prior studies, 

HADS scale is thought to be a reliable depression and anxiety screening tool in 

hospitals and medical facilities. In the majority of earlier studies, factor analyses 

revealed a two-factor solution that was well in line with HADS subscales for depression 
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(HADS-D) and anxiety (HADS-A), respectively. The two subscales had correlations 

ranging from.40 to.74 (mean .56). For HADS-A, Cronbach's alpha ranged from.68 to.93 

(mean.83), and for HADS-D, it ranged from.67 to.90 (mean.82) (Bjelland et al., 2002). 

Cronbach Alpha formula was employed to determine HADS's reliability. Table 1 

presents the calculated scores of Chronbach Alpha for each respective domain of the 

questionnaires administered to the participants. The table presents the reliability of 

domains, with a Cronbach Alpha value of 0.851 for the whole questionnaire in the pilot 

sample. This result shows that the entire questionnaire exhibits high reliability. 

Table 1 

Reliability of the research for each domain of HADS 

No. Domain No. of item Cronbach's 

Alpha 

1. Anxiety  7 0.709 

2.  Depression  7 0.795 

Total 14 0.751 

 

2.12 Variables 

2.12.1 Dependent variable 

Depression and anxiety among healthcare workers. 

2.12.2 Independent variables 

Gender, Age, Educational level, Economic level, Employment status, Place of 

residence, number of children, marital Status, profession, emotional Support, family 

history, psychiatric history (i.e., affective and anxiety disorders), physical activity 

levels, professional and employment category, regular working shift, weekly working 

hours, overload hours and medical service worked during the pandemic.‖ 

The variables investigated were chosen after careful assessment of the study goals, 

available research, and probable factors that may influence the emergence of symptoms 

of depression and anxiety in HCWs. 
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The chosen factors have significance due to their perceived ability to influence the 

emergence of symptoms related to anxiety and depression. Each of these variables has 

the potential to have an impact on a person's mental health via diverse mechanisms and 

conducting an in-depth examination of these variables enables researchers to enhance 

their comprehension of the elements that contribute to the observed results. Through the 

examination of these variables, investigators are able to discern possible risk factors, 

preventive measures and possible treatments aimed at promoting the mental health of 

HCWs in Nablus city, Palestine. 

2.13 Statistical Analysis 

The researcher reviewed each questionnaire for completeness and consistency. Data was 

processed, coded, entered the computer , processed by  using the Statistical Package for 

the Social Sciences (SPSS V25.0). Frequency tables illustrating  baseline characteristics 

by number (n) and percentage (%) in categorical data such as age group, qualification 

level, marital status, Polygamous husband, place of residence, family type, number of 

family members, family income and work, health history, birth characteristics, a 

complications during pregnancy and stressful life events during this pregnancy. After 

testing for normality according to the criteria for normality in numerical data, normally 

distributed quantitative data was described by mean ± standard deviation (SD) as 

depression levels. Furthermore-test and One Way ANOVA is performed to compare 

means when needed for data analysis (e.g., comparing mean levels of depression and 

anxiety between socio-demographic and health history data). 

2.14 Ethical Consideration 

The researcher was entirely devoted to all ethical standards. The research followed the 

ethical principles for human medical research as stipulated in the World Medical 

Association's Declaration of Helsinki. Also, the researcher has received An-Najah 

National University's IRB permission (Annex 3). Additionally, a letter of authorization 

(approval from the research ethics committee) was obtained from the Palestinian 

Ministry of Health to permit the researcher to gather data (Annex 4). Moreover, prior to 

filling out the questionnaire, each participant provided written informed consent to the 

researcher (Annex 5). The study was voluntary, and all information and data collected 

were kept private and weren't used by anyone else. Every participant had the option to 
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pause or end the study at any time. Names of those involved were not disclosed. 

Subjects were given information regarding the research's aims and an importance. 

2.15 Summary 

This study employed a quantitative, descriptive, cross-sectional study design; The target 

population will consist of hospital HCWs in Nablus hospitals and medical complexes; 

The study was beginning in September 2022 and continued until August 2023; a total of 

500 participants filled the questionnaire; a  method of convenience sampling was 

adopted; the study instrument utilized a self-administered questionnaire that 

encompassed multiple parts, including questions related to variables such as:  ―age, 

gender, qualification  level, economic level, employment status, place of residence, 

number of children, marital status, profession, emotional support, family history, 

psychiatric history (i.e., affective and anxiety disorders), physical activity levels, 

professional and employment category, regular working shift, overload hours, having 

health insurance or not, working in government or private hospitals and the HADS‖. 

The researcher evaluated the validity of the study tool; a pilot study was completed 

before data collection began; the reliability of HADS was determined by computing the 

Cronbach’s alpha which shows that the whole questionnaire is reliable; the data 

collection was taking place between October 2022 to November 2022 at appropriate 

period, with follows all ethical issues. Data analyzed using SPSS V25.0. 
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Chapter Three 

Results 

3.1 Introduction 

Chapter three discusses the outcomes of the statistical analysis conducted on the data, 

which includes descriptive analysis that introduces the study and provides solutions to 

the study's research questions. The total sample number was 500 subjects to assess the 

prevalence of depression and anxiety symptoms among hospital healthcare workers. A 

cross-sectional study design was utilized, and appropriate statistical calculations, such 

as mean and standard deviation, were employed for numerical data. The independent t-

test (Student's t-test) was utilized to assess whether there was a statistically significant 

difference between two means, ANOVA is used to compare means of multiple groups. 

Logistic regression predicts binary outcomes based on input variables. Chi-square (χ²) 

was used to shows a statistical test used to determine if there is a significant association 

between two categorical variables. The P-value was considered significant at P ≤ 0.05 

and not significant at P>0.05. The socio-demographic characteristics studied included 

age, gender, level of education, profession, marital status, place of residency, family 

income per month, number of children, level of experience, regular working shifts, 

determine regular shift time, working overload hours, and working in private or 

governmental hospital. 

3.2 Sample Aistribution According to Socio-Demographic Data 

Distribution of the study participants due  to the  variable of gender was obtained and 

the results  are in   Figure 1: Figure (1)  Pointed out that more than half of the 

participants was female (58.2%) ; 41.8% were male. 
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Figure 4 

Distribution of the study participants according to their gender 

 

3.3 Distribution of the study participants according to the age groups? 

Distribution of the study participants according to the age groups was obtained . Results 

shown in figure 2which  illustrated that the highest age groups of the participants were 

aged between 20 to 30 years (60.6%), followed by 23.4% of them being aged from 31 to 

40 years, while 7.0% of them aged from 51 to 60 years and 6.0% of them being aged 

from 41 to 50 years. The results showed that the lowest age groups of the study were 

aged between 61 to 70 years (3.0%). The average age among participants was 31.5±10.5 

years. 
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Figure 5 

Distribution of the study participants according to their age groups 

 

3.4  Distribution of the study participants according to the marital status 

Figure (3) The distributions of the study participants according to marital status showed 

that the highest group of the study participants was married (52.4%), followed by 44.0% 

of them single, while 2.6% of them were divorced. On the other hand, the results 

showed that 1.0% of participants were widowed. 
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Figure 6 

Distribution of the study participants according to their marital status 

 

3.5 Distribution of the study participants according to their socio-demographic 

information 

Table (1) pointed out that the majority of the study participants have a bachelor's degree 

(63.8%) followed by 17.8% with a diploma and 9.4% of them finished a master's 

degree, while 8.4% of them were specialists and consultants. On the other hand, the 

results showed that 0.5% of participants were finished Ph.D. degrees. The results 

detected professions were 39.0%, 23.8%, 10.6%, 9.6%, 8.2%, 5.6%, and 3.2% of 

nursing, medicine, laboratory medicine, pharmacy, another health specialty, radiology, 

and doctor of pharmacy, respectively. The table pointed out that the majority of the 

study participants have a place of residency in the city (59.6%) while 33.6% of them 

were in the village and 6.8% in the camp. 

Also, the table illustrated  that the majority of the participants have a monthly  income 

of more than 4000 NIS (36.1%) while 35.1% of them are between 3000 to 4000 and 

28.8% have a family income per month of less than 3000 NIS. The results detected that 

54.4% of the participants have no children and 13.6% had one child, 12.4% had two 

children, 9.4% had three children 7.2% had four children, and 3% have more than 4 

children.  
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The table illustrated  that the majority of the participants have more than 3 years of 

experience (56.4%) followed by 12.2% of them had years of experience from 1 and 2 

years, while 10.2% of them 3 years of practice; On the other hand, the results showed 

that 9.0% of participants haven’t experienced. The results showed that 49.8% had 

regular working shifts. 

Finaly, The distribution of the study participants due  to regularity shift time showed 

that the highest percentage of participants was A shift representing 68.4% and 31.6% of 

participants were B shift. The results showed that 36.0% had working overload hours. 

Finally, the results showed that the highest percentage of participants worked in private 

hospital representing 75.0%, and 25.0% of participants worked in governmental 

hospital. 
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Table 0 

Distribution of the study participants due  to socio-demographic information 

Socio-demographic N % 

Level of education Diploma 89 17.8% 

Bachelors 319 63.8% 

Master 47 9.4% 

Ph.D. 3 0.6% 

Specialist (for doctors) 

 Consultant (for doctors) 

25 

17 

5.0% 

3.4% 

Profession Medicine 119 23.8% 

Nursing 195 39.0% 

Doctor of Pharmacy 16 3.2% 

Laboratory Medicine 53 10.6% 

Radiology 28 5.6% 

Pharmacy 48 9.6% 

Other Health Specialty 41 8.2% 

Place of residency City 298 59.6% 

Village 168 33.6% 

Camp 34 6.8% 

The family income per month Less than 3000 141 28.8% 

Between 3000-4000 172 35.1% 

More than 4000 177 36.1% 

Number of children 1  68 13.6% 

2  62 12.4% 

3  47 9.4% 

4  36 7.2% 

More than 4  15 3.0% 

No children 272 54.4% 

Level of experience One Year 61 12.2% 

Two Years 61 12.2% 

Three  Years 51 10.2% 

More than three  Years 282 56.4% 

No Experience 45 9.0% 

Regular working shifts Yes 249 49.8% 

No 251 50.2% 

Determine regular shift time A Shift 171 68.4 

B shift 79 31.6 

Mixed shifts 0 0.0% 

Working overload hours Yes 180 36.0% 

No 320 64.0% 

Working in a private or 

government hospital 

Private hospital 375 75.0 

Governmental hospital 125 25.0 
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3.6 Distribution  of the study participants due to the  health history information 

Table (2) showed that 70.4% had health insurance and the majority of the participants 

were employed (92.6%) while 7.4% of them were volunteers. The results showed that 

9.8% had suffered from chronic diseases and the highest percentage of participant 

suffering from hypertension(25.5%), followed by diabetes melletus (DM) (19.1%), 

Hypothyroidism (14.9%), Gastroesophegeal Reflux Disease (GERD), Irittable Bowel 

Syndrome (IBS) (12.8%), Polycystic Ovary (8.5%), Asthma (6.4%), Irregular Heartbeat 

(4.3%), Deep Vein Thrombosis (DVT) (4.30%), Rheumatoid Arthritis (2.1%), and 

hypercholesterolemia (2.10%). The results showed that 9.4% had taken chronic drugs 

and the highest chronic drugs taking among participant was antihypertensive drugs 

(25.5%), followed by antidiabetic drugs and insulin (19.1%), levothyroxine (14.9%), 

antacids and proton pumb inhibitors (PPIs) (12.8%), spironolactone (8.5%), 

corticosteroid Inhalers (6.4%), anticoagulant drugs (4.3%), heart rate control therapy 

(4.3%), antihyperlipidemic drugs (2.1%) and salazopyrin EN (2.1%). The table showed 

that 28.0% was a smoker and the majority of the study participants have daily smoking 

consumption more than one packet (39.9%) while 33.3% were consumption one packet 

and 26.8% consumption less than packet.  

The results illustrated  that 2.6% had a family history of any mental disorders and the 

majority of the study participants had family mental disorders in depression (69.2%) 

while 15.4% had schizophrenia. On the other hand, the results showed that the lowest 

groups of the study participants had bipolar mania and PTSD, OCD (7.7%). 

The results showed that 4.8% living with anyone at high risk of infection. The 

distribution of the study participants according to those at high risk of infection showed 

that the highest percentage of participants was elderly family members which represent 

88.5% and 11.5% of children with diabetes. Regarding exercise regularly, the table 

pointed out that the highest groups of participants don’t practice exercise (52.8%), while 

19.6% practice exercise once a week, 11.6% practice exercise twice a week, and 8.2% 

practice exercise three times weekly. On the other hand, the results showed that the 

lowest group of exercise regularlyis every day (7.8%). 
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3.7 Distribution of the study participants according to their emotional support 

information 

The distribution of the study participants due to their emotional support information is 

shown in Table (3) The results showed that 81.0% of participants their family support 

them psychologically during work, while 66.0% have anyone support them during 

work. The table showed  that one-third of the study participants stated that they were 

supported by friends (40.4%) while 33.3% of them were supported by husbands and 

26.3% by others. 

Table 3 

Distribution of the study participants due to emotional support information 

‌Emotional support Class  N % 

Family supports you psychologically during 

work 

Yes 405 81.0% 

No 95 19.0% 

Do you have anyone who supports you during 

work 

Yes 330 66.0% 

No 170 34.0% 

If yes who supports you Husband 113 33.3% 

Friends 137 40.4% 

Others 89 26.3% 
 

3.8 What is the pvalence of depression and anxiety symptoms? 

Table (4) summarized the distribution of the study participants  according to their 

responses to depression. The table shows that the weighted mean for the overall 

perceptions about depression was 32.66%. According to the results, the highest item  

was number (1) which is :  ―I feel as if I am slowed down‖ with a weighted mean equal 

to 40.00%, followed by item  number (4) ―I can enjoy a good book or TV or radio‖ with 

a weighted mean equal to 36.66%. While the lowest item is  (2) ―I have lost interest in 

my appearance‖ with a weighted mean equal to 23.00%, followed by item  number (3) 

―I look forward with enjoyment to things‖ with a weighted mean equal to 27.66%. 
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Table 2 

Scores of items measuring depression 

No. Items Mean SD % 

Mean 

Rank 

1 I feel as if I am slowed down 1.20 0.79 40.00 1 

2 I have lost interest in my appearance 0.69 0.88 23.00 7 

3 I look forward with enjoyment to things 0.83 0.89 27.66 6 

4 I can enjoy a good book or TV or radio 1.10 1.03 36.66 2 

5 I still enjoy the things I used to enjoy 1.02 0.81 34.00 4 

6 I can laugh and see the funny side of things 0.93 0.78 31.00 5 

7 I feel cheerful 1.10 0.85 36.66 2 

Total  degree (Depression)  0.98 0.52 32.66  
 

3.9 What is the distribution of the study participants due  to their responses about 

depression 

Table (5) illustrated the distribution of the study participants according to their 

responses to depression. This table showed that 61.2% of the participants had a normal 

level of depression while 24.6% had a borderline level of depression and 14.2% had an 

abnormal level of depression. Finally, the average (SD) of attitude levels was 6.78 

(3.62) out of 21 points. 

Table 5 

Distribution of the study participants due  to the  level of depression 

Variable and level N % Mean£  (SD) Min Max 

Depression   6.78 3.62 0.00 21.00 

Normal Case (0-7) 306 61.2     

Borderline Case (8-10) 123 24.6     

Abnormal Case (11-21) 71 14.2     

N: number of subjects; SD: standard deviation; Min: minimum; Max: maximum; 
£
Maximum score of 

mean  

3.10 What is the prevalence of anxiety symptoms among participants 

Table (6) summarized the distribution of the study participants according to their 

responses about anxiety. The table shows that the weighted mean for the overall 

perceptions about anxiety was 36.00%. According to the results, the highest item  was 

number (6) ―Worrying thoughts go through my mind‖ with a weighted mean equal to 

42.33%, followed by the item  number (4) ―I feel tense or wound up‖ with a weighted 

mean equal to 40.66%. While the lowest item  (3) ―I get a sudden feeling of panic‖ with 
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a weighted mean equal to 27.66%, followed by item  number (1) ―I get a sort of 

frightened feeling‖ with a weighted mean equal to 29.66%. 

Table 6 

Scores of items measuring Anxiety 

No. Items Mean SD % 

Mean 

Rank 

1 I get a sort of frightened feeling 0.89 0.75 29.66 6 

2 I feel restless as I have to be on the move 1.00 0.89 33.33 5 

3 I get a sudden feeling of panic 0.83 0.84 27.66 7 

4 I feel tense or wound up 1.22 0.97 40.66 2 

5 I have a frightened feeling that awful things will 

happen 

1.15 0.97 38.33 4 

6 Worrying thoughts go through my mind 1.27 0.96 42.33 1 

7 I can sit at ease and feel relaxed 1.19 0.95 39.66 3 

Total  degree (Anxiety ) 1.08 0.61 36.00  
 

3.11 What is the distribution of the study participants according to their responses 

to anxiety 

Table (7) illustrated the distribution of the study participants according to their 

responses to anxiety. This table showed that 51.8% of the participants had a normal 

level of anxiety while 22.6% of them had a borderline level of anxiety and 25.6% of 

them had an abnormal level of anxiety. Finally, the average (SD) of attitude levels was 

7.61 (4.12) out of 21 points. 

Table 7 

Distribution of the study participants according to their level of anxiety 

Variable and level n  % Mean£  (SD) Min Max 

Anxiety    7.61 4.12 0.00 21.00 

Normal Case (0-7) 259 51.8     

Borderline Case (8-10) 113 22.6     

Abnormal Case (11-21) 128 25.6     

n: number of subjects; SD: standard deviation; Min: minimum; Max: maximum; 
£
Maximum score of 

mean  
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3.12 What is Mean Difference Between Depression and Anxiety and Another 

Factor? 

Table (8) showed the mean difference in the studied domain of depression among socio-

demographic data. The independent t-test and one-way ANOVA test demonstrated that 

there are a statistically significant differences  in the average depression regarding age, 

level of education, profession, marital status, number of children and regular working 

shifts (P<0.05). While the results showed that, there are  no statistically significant 

differences  in the average of depression regarding other socio-demographic data 

(p>0.05). 

3.13 What is mean difference of depression related to health history data 

Table (9)  showed the mean difference in depression levels among health history data. 

The independent t-test and one-way ANOVA test demonstrated that there are 

statistically significant differences in the average depression levels regarding smoking a 

smoker (P<0.05). While the results showed that, there are  no statistically significant 

differences in the average depression levels compared with others health history data 

(P>0.05). 

3.14 What is Mean Difference of Depression Related to Emotional Support Data. 

Table (10) showed the mean difference in the depression levels related to emotional 

support data. The independent t-test and one-way ANOVA test demonstrated that there 

are  statistical significance differences in the average of depression levels regarding 

family supports psychologically during work and supports of others during work) 

(P<0.05). The results showed that, there are no statistically significant differences in the 

average depression levels of anyone who support participants (p>0.05). 
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Table 8 

Mean difference of depression related to emotional support data 

Depression N Mean SD T F P-

value 

Your family supports you 

psychologically during 

work 

Yes 405 6.5 3.4 -4.008 -- 0.000* 

No 95 8.1 4.1 

Do you have anyone who 

supports you during work 

Yes 330 6.2 3.3 -5.084 -- 0.000* 

No 170 7.9 3.9 

If yes, who support you? Husband 113 6.48 3.30  0.514 0.599 

Friends 137 6.27 3.38 

Others 89 5.99 3.58 

* The mean difference is significant at the  (α=0.5) level 

3.15 What is mean difference of anxiety related to socio-demographic data 

Table (11) showed the mean difference in the anxiety levels among socio-demographic 

data. The independent t-test and one-way ANOVA test demonstrated that there are 

statistically significant differences in the average anxiety regarding age, level of 

education, profession, marital status, number of children, and regular working shifts 

(P<0.05). While the results showed that, there are no statistically significant differences 

in  the average anxiety compared with other socio-demographic data (P>0.05). 

3.16 What is the mean difference of anxiety related to health history data 

Table (12) showed the mean difference in the studied domain anxiety among health 

history data. The independent t-test and one-way ANOVA test demonstrated that there 

are a statistically significant differences in the average anxiety regarding a smoker or a 

family history of any mental disorders (P<0.05). While the results showed that, there 

are no statistically significant differences in the average anxiety levels compared with 

others health history data (P>0.05). 

3.17 What is the Mean difference of anxiety related to emotional support data 

Table (13) showed the mean difference in the studied domain anxiety among emotional 

support data. The independent t-test and one-way ANOVA test demonstrated that there 

are a statistically significant differences  in the average anxiety regarding family 

supporting you psychologically during work and supporting them during work 

(P<0.05). The results showed that, there are  no statistically significant differences  in 

the average anxiety levels of anyone who support participants (p>0.05). 
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Table 9 

Mean difference of anxiety related to emotional support data 

Anxiety N Mean SD T F P-value 

Your family supports 

you psychologically 

during work 

Yes 405 7.3 3.8 -3.913 ---- 0.000* 

No 95 9.1 4.9 

Do you have anyone 

who supports you 

during work 

Yes 330 7.1 3.9 -3.499 ---- 0.001* 

No 170 8.5 4.4 

If yes who supports you Husband 113 7.35 3.84 ___ 2.141 0.119 

Friends 137 7.49 4.00 

Others 89 6.45 3.68 

* The mean difference is significant at the  (α=0.5) level 

3.18 What Is the Comparison Between Socio-demographic Data Regarding the 

Total Score of Depression? 

A comparison between socio-demographic data regarding the total score of depression 

is illustrated  in Table (14) .The results showed that there are statistically significant 

relations between regular working shifts and total score of depression (P<0.05). In 

contrast, the results indicated  that there are  no statistically significant relationship 

between other socio-demographic data and the total score of depression (P>0.05). 

3.19 What Is the Comparison Between Health History Information Regarding the 

Total Score of Depression? 

A comparison between health history information regarding the total score of 

depression shown  in Table (15). The results showed that there are statistically 

significant relations between total score of depression and both smoking and a family 

history of any mental disorders (P<0.05). In the contrary , the results showed that there 

is no statistically significant relationship between others' health history information and 

the total score of depression (P>0.05). 
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3.20  What is Comparison between emotional support information regarding the 

total score of depression  

A comparison between emotional support information regarding the total score of 

depression is displayed in Table (16) The results showed that there are statistically 

significant relations between the total score of depression and family supporting them 

psychologically during work and anyone who supports them during work (P<0.05). In 

contrast, the results showed that no statistically significant relationship between others' 

emotional support information and the total score of depression (P>0.05). 

Table 10 

Comparison between emotional support information regarding a total score of depression 

Emotional support 

information 

Total score of depression Statistical analysis 

Normal Case 

(0-7) 

(n=302) 

Borderline 

Case (8-10) 

(n=123) 

Abnormal 

Case (11-21) 

(n=71) 


2
 P-value 

Your family 

supports you 

psychologically 

during work 

Yes 259 (84.6) 101 (82.1) 45 (63.4) 17.057 0.000* 

No 47 (15.4) 22 (17.9) 26 (36.6)   

Do you have 

anyone who 

supports you 

during work 

Yes 224 (73.2) 73 (59.3) 33 (46.5) 21.556 0.000* 

No 82 (26.8) 50 (40.7) 38 (53.5)   

If yes who 

supports you 

Husband 70 (30.8) 32 (42.1) 11 (30.6) 6.602 0.158 

Friends 94 (41.4) 24 (31.6) 19 (52.8)   

Others 63 (27.8) 20 (26.3) 6 (16.7)   

* The mean difference is significant at the  (α=0.5) level 

3.21 What is the comparison between socio-demographic data regarding the total 

score of anxiety  

A comparison between socio-demographic data regarding the total score of anxiety is 

displayed in Table (17).The results showed that there are statistically significant 

relations between total score of anxiety regarding all this criteria (the profession, place 

of residency, and the number of children)  (P<0.05). In contrast, the results showed that 

there is no statistically significant relationship between other socio-demographic data 

and the total score of anxiety (P>0.05). 
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3.22 What is the comparison between health history information regarding the 

total score of anxiety  

A comparison between health history information regarding the total score of anxiety is 

displayed in Table (18). The results showed that there are statistically significant 

relations between the total score of anxiety and both determine which disorders and if 

live with anyone who is at high risk of infection (P<0.05). In contrast, the results 

showed that there is no statistically significant relationship between others' health 

history information and the total score of anxiety (P>0.05). 

3.23 What is the comparison between emotional support information regarding the 

total score of anxiety  

A comparison between emotional support information regarding the total score of 

anxiety is displayed in Table (19) .The results showed that there are statistically 

significant relations between the total score of anxiety and family supporting them 

psychologically during work and anyone who supports them during work (P<0.05). In 

contrast, the results showed that there is no statistically significant relationship between 

others' emotional support information and the total score of anxiety (P>0.05). 

3.24 What is the Correlation between knowledge, attitudes, and self-practices 

among the study participants 

Table (20) showed that there is positive correlation between depression and anxiety. 

(P<0.05).  

3.25 What is the risk factors of depression 

Table (21) presents the risk factors of depression, analyzing various variables and their 

association with abnormal depression scores. The statistical analysis includes p-values 

and odds ratios (OR) with 95% confidence intervals (CI). The study examined a sample 

of individuals and assessed their demographic characteristics, such as age, gender, level 

of education, profession, marital status, place of residency, number of children, smoking 

habits, family support, and support during work. The results revealed significant 

associations between certain variables and abnormal depression scores. Specifically, age 

groups 31-40 years (p = 0.028) and 41-50 years (p = 0.167) showed a higher risk of 

abnormal depression scores compared to the reference group (20-30 years). Individuals 
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with a diploma (p = 0.024) were also at a higher risk compared to those with a 

bachelor's degree. Divorced (p = 0.189) and widowed (p = 0.078) individuals exhibited 

a higher risk of abnormal depression scores compared to married individuals. Smoking 

(p = 0.010) was associated with an increased risk, with an odds ratio of 1.68 (95% CI = 

1.13-2.5). Lack of family support (p = 0.010) and support during work (p = 0.000) were 

both linked to higher risks of abnormal depression scores. These findings contribute to 

the understanding of risk factors for depression and emphasize the importance of 

targeted interventions and support systems for individuals at higher risk of depression. 

3.26 What are the risk factors of anxiety? 

Table (22) indicates  significant associations between certain variables and abnormal 

anxiety scores. In terms of age, individuals aged 31-40 years (p = 0.011) and 41-50 

years (p = 0.133) exhibited a higher risk of abnormal anxiety scores compared to the 

reference group (20-30 years), with odds ratios of 5.55 (95% CI = 1.49-20.73) and 3.06 

(95% CI = 0.71-13.13), respectively. Regarding education level, individuals with a 

diploma (p = 0.003) showed a higher risk compared to those with a bachelor's degree, 

with an odds ratio of 7.55 (95% CI = 2.02-28.21). Similarly, individuals with a master's 

degree (p = 0.024) had an increased risk compared to those with a bachelor's degree, 

with an odds ratio of 4.87 (95% CI = 1.24-19.2). In terms of profession, the Laboratory 

Medicine group (p = 0.040) exhibited a lower risk of abnormal anxiety scores compared 

to the reference group (Medicine), with an odds ratio of 0.41 (95% CI = 0.18-0.96). 

Other variables such as the number of children, regular working shifts, and family 

support during work were also associated with abnormal anxiety scores. The findings 

provide valuable insights into the risk factors of anxiety, emphasizing the importance of 

addressing these factors to prevent and manage anxiety symptoms effectively. 

The study looked into a variety of topics related to feelings of anxiety and depression 

among hospital healthcare personnel. It shows that 58.2% of participants were female 

and that the largest age group (60.6%) was between 20 and 30 years old. The majority 

was married (52.4%), had a bachelor's degree (63.8%), worked primarily as nurses 

(31.0%), lived in cities (59.6%), and earned more than 4000 NIS as a family (36.1%). 

Among the common chronic illnesses were diabetes (19.1%) and hypertension (25.5%). 

There was a high prevalence of emotional support at work, with 81.0% reporting 

psychological assistance from family. Anxiety and depression had weighted mean 
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prevalence rates of 32.66% and 36.00%, respectively. Age, education, occupation, 

marital status, number of children, and regular work shifts were among the 

sociodemographic characteristics that revealed statistically significant variations in the 

levels of anxiety and depression (p < 0.05).In particular, individuals who worked 

regular shifts showed differences in their anxiety and depression scores between shift 

types. Nonetheless, no noteworthy correlations were discovered between the levels of 

anxiety and depression and other sociodemographic characteristics, including gender, 

place of residence, family income, and employment in either a public or private hospital 

(P > 0.05). Furthermore, a number of risk variables were shown to be connected to 

abnormal scores for anxiety and depression, including smoking behaviors, older age 

groups, poorer educational attainment, divorced or widowed marital status, and a lack of 

support from family or the workplace. The aforementioned results underscore the 

necessity of focused treatments aimed at addressing mental health concerns among 

healthcare professionals and reducing their detrimental impact on overall health. 
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Chapter Four 

Discussion 

4.1 Introduction 

Increasing number of people are concerned about hospital staff members who exhibit 

signs of depression and anxiety. Their work might have a big negative impact on their 

mental health because it is hard and stressful. Number of studies have been carried out  

to determine how common these symptoms are among healthcare professionals. The 

incidence rates for depression and anxiety among hospital employees have consistently 

been higher than those for the general population despite the fact that they can vary 

based on the nation, healthcare system, and particular conditions. According to certain 

research, prevalence rates can reach as high as 40% in some specializations or high-

stress settings. Long work hours, heavy patient loads, exposure to traumatic situations, a 

lack of resources or support and the stigma associated with seeking treatment are factors 

that contribute to these symptoms (Liu et al., 2020). 

Results show that the weighted mean for the overall perceptions about depression was 

32.66%.  The current results agree with Ching et al., (2021) which studied 

psychological distress among healthcare providers in Asia in Systematic review and 

meta-analysis and the researchers showed that prevalence of depression was 37.5%. On 

the other hand, Al-Ateeq et al., (2020) have studied mental health among healthcare 

providers and showed more than half of them had depressive disorder (55.2%), which 

ranged from mild (24.9%), moderate (14.5%) and moderately severe (10%) to severe 

(5.8%). Half of the sample had generalized anxiety disorder (51.4%), which ranged 

from mild (25.1%) and moderate (11%) to severe (15.3%). The current study subjects 

based on how they responded to depression has shown 61.2% of the participants had 

normal levels of depression, 24.6% had borderline levels and 14.2% had abnormal 

levels and the results conduct with Zheng et al., (2023) which studied prevalence and 

association with anxiety and depression in Macao and the researchers showed that 

prevalence of depression among health care providers was 63.1%. According to a recent 

meta-analysis of 77 separate researches, about 28.0% of medical students globally 

reported having depression. Furthermore, a number of studies have expressed worry 

about the alarmingly high rates of anxiety and hopelessness among medical students. 
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For instance, a study at Bahrain's Royal College of Surgeons found that 51% of 

participants had anxiety and 40% of patients showed signs of depression. In a similar 

vein, research at Pakistan's Foundation University Medical College revealed that 51% 

of its medical students experienced anxiety and hopelessness. Additionally, independent 

research has found that medical students exhibit prevalence rates of anxiety and 

depression above 35% (Shawahna et al., 2020). These results demonstrated the urgent 

need to address issues with mental health among medical students. High levels of 

depression, stressful work environments, the emotional toll of patient care, difficulties 

juggling work and personal obligations, the weight of important decisions, a lack of 

resources and support, traumatic incidents, vicarious trauma, stigma, high expectations, 

isolation and pre-existing mental health illnesses are some of the problems that might 

arise. These elements 

4.2 Prevalence of Anxiety Symptoms Among Participants 

Results showed that the weighted mean for the overall perceptions about anxiety was 

36.00%. Liu et al., (2020) was studied the prevalence and influencing factors in anxiety 

in medical workers and the results showed that The prevalence of anxiety was 12.5%, 

with 53 employees reported  mild (10.35%), seven reported moderate (1.36%), and four 

reported severe anxiety(0.78%). The continual exposure to stressful and high-pressure 

situations, long working hours, lack of support, fear of making mistakes, dealing with 

life-or-death situations  and being able to observe patients' suffering can all contribute to 

high anxiety among hospital team members. Anxiety levels may also rise as a result of 

the demanding and fast-paced nature of the healthcare industry. 

The distribution of the study subjects based on how they responded to anxiety  has  

shown  that 51.8% of the individuals had  normal levels of anxiety, compared to 22.6% 

who had borderline levels and 25.6% who had extreme levels. Finally, out of a possible 

21 points, the attitude level average (SD) was 7.61 (4.12). The current results agree with 

Colin et al., (2023) and Weaver et., (2018) which  showed that the study participants'  

varied levels of anxiety, with a sizeable portion reporting normal anxiety levels but a 

sizeable portion also fell into the borderline and extreme anxiety groups. The evaluation 

of attitudes offers further information into how participants feel or perceive the research 

or topic under investigation. These findings may have consequences for intervention or 



57 

 

support techniques in pertinent circumstances and provide important information for 

understanding anxiety and attitudes in the study population. 

4.3 Mean Difference of Depression Related to Socio-demographic Data 

The results showed the mean difference in the studied domain depression among socio-

demographic data. The results demonstrated that there was a association in the average 

depression regarding age, level of education, profession, marital status, number of 

children, and regular working shifts (P<0.05). While the results showed that, there were  

no statistically signifi association between depression regarding gender, place of 

residency the family income per month, level of experience, determine regular shift 

time, working overload hours and working in a private or government hospital. Yahaya 

et al., (2018) showed there were no discernible differences in depression between the 

seven hospitals (P>0.05). While depression symptoms were not substantially different 

between male and female medical officers (P>0.05), men medical officers significantly 

had greater depression symptoms than female medical officers (P=0.0022). Age, job 

history, ethnicity, marital status, number of shifts, and the type of system used in 

various hospitals were not related to depression (P>0.05). Tang et al., (2023) have  

studied  depression among medical staff in Shanghai and the study found that lack of 

personal success ratings reduced but scores for depersonalization were significantly 

higher than norms. depression were influenced by variables such working hours, work 

unit, work environment  and age.  

4.4 Mean Difference of Depression Related to Health History Data  

The current study pointed out that there were statistically significant differences  in the 

average depression levels regarding smoking a smoker (P<0.05). While the results 

showed that, there were  no statistically significant differences  in the average 

depression levels compared with others health history data  as health insurance, current 

status, suffering from any chronic diseases, taking chronic drugs, determining  which 

drugs, determining  daily consumption, having  family history of any mental disorders, 

determining  which disorders, living  with anyone who is at high risk of infection and 

exercising  regularly. The current results contracted  with another study by Fond et al, 

(2022) which concluded that among health risk behaviors, increased risk of depression 

was associated with heavy smoking. 
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Generally speaking, our study's conclusions are accompanied by a systematic review 

whereby Almost half of the studies found a correlation between baseline anxiety or 

depression and some form of smoking behavior later on, be it increased heaviness when 

smoking, the shift from daily to dependent smoking, or the initiation of smoking itself. 

These results provide credence to the self-medication theory, which holds that smoking 

helps people cope with psychological difficulties. (Fluharty et al., 2017).  

Another study discovered a strong correlation between smoking and the intensity of 

depression symptoms. Recessive major depressive disorder has been linked to a 

decreased likelihood of successfully quitting smoking. One of the causes is that smokers 

with a history of major depressive disorder relapse more frequently and experience 

more withdrawal symptoms, such as a depressed mood, when they attempt to stop. 

There aren't many published studies examining the effectiveness of antidepressants in 

helping people quit smoking. (Aubin et al., 1996) 

4.5 Mean Difference of Depression Related to Emotional Support Data. 

The results revealed   association between the average depression levels for family 

psychological support at work and other people'   support at work. The findings 

demonstrated that there was no association  between the average depression levels of 

participants who provided assistance. The study by Tomlin et al., (2020) aimed to 

explore the relationship between average depression levels, family psychological 

support at work  and other people's support at work. However, the findings revealed no 

significant association between the average depression levels of participants who 

provided assistance, suggesting that providing support at work did not directly impact 

their own levels of depression.  

4.6 Mean Difference of Anxiety Related to Socio-demographic Data 

The results showed that there was an association in the average anxiety regarding age, 

level of education, profession, marital status, number of children  and regular working 

shifts .On the other hand ,  the results showed that, there was no association  in the 

average anxiety compared with other socio-demographic data. In  order to investigate 

any relationships between general anxiety levels and numerous socio-demographic 

characteristics, such as age, educational attainment, occupation, marital status, number 
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of children and regular shift work, the findings showed no connection between  these 

socio-demographic factors and the average levels of anxiety.  

Gupta et al., (2021) have  studied survey of prevalence of anxiety symptoms among 

1124 healthcare workers in India. the results showed that  the age group (20-35 years) 

(50.4% vs. 61.2%), female gender (30.6% vs. 45.5%), single status (21.2% vs. 30.6%), 

and nursing profession (14.7% vs. 26.4%) were the risk variables for anxiety. Having 

more than 20 years of service was a protective factor (23.4% versus 14.8%). 

4.7 Mean Difference of Anxiety Related to Health History Data 

The results of current study illustrated that  that there was a association  between 

anxiety and both smoker or a family history of any mental disorders. While the results 

showed that  there was no association  between the anxiety levels compared with others 

health history data (P>0.05). In cross-sectional study conducted  by Repon et al., (2021) 

in order  to assess the effect of COVID-19 pandemic on mental health among 

Bangladeshi healthcare professionals. The auothers showed that working conditions, 

financial situation, level of education, place of residence, marital status, gender 

differences, professional category, body mass index  and smoking habit were 

substantially linked to the development of mental health issues in HCPs. Furthermore, it 

has been  observed  a strong relationships between the various mental health outcomes. 

During the COVID-19 pandemic, a sizable percentage of HCPs in Bangladesh reported 

having mental health problems. The COVID-19 epidemic had a significant negative 

influence on the mental health of Bangladeshi medical workers. 

4.8 Mean Difference of Anxiety Related to Emotional Support Data 

The results showed that there was an  association  between the anxiety and family 

supporting  psychologically during work and supporting  during work. The results 

showed that, there were no statistically significant differences  in the average anxiety 

levels of anyone who support participants. The current results agree with pallavicini et 

al., (2021)  which showed that not getting emotional support from family, society  and 

hospital were associated with a high likelihood of depression, anxiety, stress and 

inadequate sleeping and the results agree with lack of perceived emotional support from 

family, society  and hospital  related to depression, anxiety, stress and inadequate 
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sleeping. However, depression, anxiety, stress and inadequate sleeping did not differ 

between professions or departments. 

Our research is supported by another study that discovered emotional reactivity was 

only positively correlated with surgical anxiety when there was a low perceived amount 

of support from friends and significant others—not when there was a moderate or high 

level of support. We came to the conclusion that, because social support is protective 

and improves surgical outcome, anxiety reduction intervention programs for surgical 

patients should take this into account. (Aliche et al., 2020).  

According to Shao et al. (2020), medical students who felt that medical school 

interfered less with their social and personal lives were psychologically more stable. 

They also found that a lack of social support was linked to fewer positive emotions and 

experiences as well as a lower level of psychological well-being.Chinese medical 

students find great support from their families. Our research revealed a negative 

correlation between psychiatric symptoms (anxiety, sadness) and family function.  

Medical students' physical and mental health may be enhanced by the emotional 

comforts of the family. 

4.9 Comparison Between Socio-demographic Data Regarding the Total Score of 

Depression  

The results showed that there are associated  relations between regular working shifts 

and total score of depression. In contrast, the results showed that there is no associated  

significant relationship between depression and gender, level of education, profession, 

marital status, place of residency, the family income per month, number of children, 

level of experience, regular working shifts, working overload hours  and working in a 

private or government hospital (P>0.05). According to Yahaya et al. (2018), there were 

no appreciable differences in the prevalence of depression among the seven institutions 

(P>0.05). Male and female medical officers did not significantly differ in their levels of 

depression symptoms (P>0.05) . Although men significantly outperformed women in 

terms of depression symptoms (P=0.0022),  depression was unrelated to age, 

employment history, race, marital status, number of shifts  and system type employed at 

various hospitals (P>0.05). In a study by Tang et al. (2023) about  depression in 

Shanghai's medical personnel, it was discovered that while depersonalization scores 
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were much higher than an average, assessments of personal achievement were reduced. 

factors like working hours, work unit, work atmosphere  and age affected depression. 

4.10 Comparison Between Health History Information Regarding the Total Score 

of Depression  

Comparison between health history information regarding the total score of depression 

is displayed in Table (15). The results showed that there are associted relations between 

total score of depression and both smoking and a family history of any mental disorders 

(P<0.05). In contrast, the findings indicated that there were  no associted differences 

between the average levels of depression and other health history information, such as 

health insurance, current state, having a family history of any mental problems, 

knowing which disorders, using any chronic medications, knowing which drugs, 

knowing your daily consumption, living with someone who is at high risk for infection  

and engaging in regular exercises . The present findings from Sahin et al., (2020) study 

in contrcted  with another study demonstrated smoking is substantially linked to higher 

degrees of depression when health history. 

4.11 Correlation Between Depression and Anxiety Among the Study Participants  

The results showed that there is a positive correlation between depression and anxiety. 

In cross-sectional study by Motahedi, et al.,  (2021) conducted  to elevated  anxiety and 

depression among healthcare workers,‌ the research showed that significant direct 

association between anxiety and depression. 

4.12 Risk Factors of Depression 

Analysis of variables and their relationships to aberrant depression scores to identify 

risk factors for depression showed significant associated between few factors and 

aberrant depression scores. The risk was higher for those in the age groups of 31 to 40 

and 41 to 50, as well as for those with a degree, those who had been divorced or 

bereaved  and smokers. Risk was also heightened by a lack of family and workplace 

support. These results underline the need for tailored interventions and assistance 

programmes for people who are more vulnerable to depression. Koinis et al., (2015)  

have  studied the impact of healthcare workers job environment on their mental-

emotional health,  coping strategies and  the case of a local general hospital  and the 

results finding  that depression risk factors requires an analysis of variables and their 
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connections to aberrant depression scores. Significant realtion between a few variables 

and abnormal depression scores have been found. The risk was higher for those who 

were older, had experienced divorce or a loss, and were smokers. Lack of support from 

friends and coworkers also increased risk. The need for tailored interventions and 

assistance programmes for those who are more susceptible to depression is highlighted 

by these results. 

Chen et al., (2021)  have  studied the risk factors for depression and anxiety in 

healthcare workers deployed in China. The results showed that independent risk 

variables for anxiety included an increased workload, respiratory and digestive issues, , 

needing to care for family members, having a poor coping mechanism  and job burnout. 

Additionally, the increased workload, respiratory and digestive issues   and job burnout 

were the independent risk factors for depression. 

4.13 Risk Factors of Anxiety 

The results showed  significant associations between certain variables and abnormal 

anxiety scores. People with a diploma or a master's degree showed higher risk, as did 

those who were 31 to 40 and 41 to 50 years old. In contrast to the medicine group and 

the laboratory medicine group displayed a decreased risk. Having children, working 

regular shifts  and having family support while working were also associated with 

elevated anxiety levels. These results highlight how important it is to address these risk 

factors in order to successfully avoid and treat anxiety symptoms. Yassin et al., (2022)  

have  studied the prevalence estimates and risk factors of anxiety among healthcare 

workers in Jordan. The auothers used  logistic regression analyses which showed that 

the female gender  has  risk factor for developing anxiety at the pandemic onset, while 

poor satisfaction with institutional preparedness was a significant anxiety risk factor in 

the one-year group. Low monthly income and lack of special education were the shared 

risk factors for anxiety in both groups. This study reveals a significant rise in anxiety 

among HCWs over a year of the COVID-19 pandemic and shows the vulnerable sub-

groups who likely need psychological interventions. 
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4.14 Conclusion 

In conclusion, the study highlights a significant prevalence of psychological challenges 

among hospital healthcare workers in Nablus city, with substantial variations in 

depression and anxiety levels. While a majority reported normal levels of depression 

and anxiety, a notable proportion experienced borderline or abnormal levels, 

highlighting the need for targeted mental health support. Key factors such as age, 

education level, smoking, and family support were significantly associated with higher 

risks of abnormal depression and anxiety scores. The positive correlation between 

depression and anxiety further emphasizes the interconnected nature of these mental 

health issues. These findings suggest that interventions aimed at improving family 

support and addressing specific risk factors could be beneficial in enhancing the mental 

well-being of healthcare workers. Further research and policy development are essential 

to address these concerns and provide effective support for this critical workforce. 

4.15 Recommendation  

 The Ministry of Health should consider establishing supporting  guidelines that 

encourage family and friends' involvement to stand in a promotion work 

environment. 

 Supporting  workshops should be conducted to promote understanding and mental 

health knowledge to recognition of depression and anxiety levels among workers in 

the Ministry of Health. 

 Increasing  teamwork in mental health and counseling departments should be 

established to assess mental health screenings for healthcare workers to prevent 

those at risk of depression and anxiety.  

 Supporting  workshops interested in coping strategies and stress management 

programs among healthcare workers with high levels of depression or anxiety 

should be carried out. 

 Supporting  specialized programs for healthcare workers aged 31-40 years to lower 

stress and elevated the education of mental health education and emotional well-

being should be done . 
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 Hopeful healthcare workers in the Ministry of Health seek support and engage in 

self-care practices regarding depression and anxiety levels. 

 Creating  mechanisms for workplace and family support to identify their confidence 

impact on lowering anxiety and depression among healthcare workers in MOH 

 Developing  opportunities for professional growth and development to enable 

employees in the MOH to contribute to their psychological well-being.  

 Conducting stress management workshops that meet the distinctive challenges 

experienced by workers in the Ministry of Health, to enhance resilience and mental 

health. 

 Encouraging  collaboration between disciplines such as medicine and mental health 

to address the everyday problems that cause depression and anxiety. 

 Future researchs should be conducted in order  to assess the anxiety and depression 

among health workers in other cities and other ministries.  

4.16 Strength and Limitation  

The study presents several strengths, including its quantitative methodology, robust 

sample size of 500 healthcare workers, and utilization of the validated Hospital Anxiety 

Depression Scale (HADS) for standardized assessment. Ethical considerations were 

meticulously observed, ensuring participant rights and privacy. The comprehensive 

analysis of various socio-demographic, health-related, and occupational factors 

provided valuable insights into mental health outcomes among hospital healthcare 

workers. However, limitations exist, such as the convenience sampling method 

introducing selection bias and the cross-sectional design precluding the assessment of 

causality. Reliance on self-reported data may introduce response and social desirability 

biases, and the study's focus on a specific population in Nablus city limits 

generalizability. Despite controlling for confounding variables, there may still be factors 

influencing depression and anxiety symptoms among healthcare workers not accounted 

for in the study. 
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List of Abbreviations 

Abbreviation  Meaning  

HCWs Healthcare Workers  

MOH Ministry Of Health  

WHO World Health Organization  

PTSD  Post-traumatic Stress Disorder 

NGOs  Non-governmental Organization  

UN United Nation  

APA American Psychiatric Association  

ADHD Attention Deficit Hyperactivity Disorder  

DSM  Diagnostic and Statistical Manual of Mental Disorders 

FDA Food Drug Administration  

MOAs Monoamine Oxidase Inhibitor  

TCAs Tricyclic Antidepressant  

SNRIs  Selective-Norepinephrine Reuptake Inhibitors  

SSRIs  Selective-Serotonin Reuptake Inhibitors  

CBT  Cognitive-Behavioral Therapy  

COVID-19 Coronavirus Disease  

PHQ-9 Patient Health Questionnaire  

PHCC Primary Health Care Center  

THCH Tertiary Healthcare Center  

EMR Eastern Mediterranean Region  

HAD Hospital Anxiety and Depression  

ICU Intensive Care Unit  

BSI  Brief Symptom Inventory  

PTSS  Post-Traumatic Stress Syndrome  

IRB Institutional Review Board  

HADS Hospital Anxiety Depression Scale  

NICE National Institute for Health and Care Excellence  

HADS A  Hospital Anxiety Depression Scale – Anxiety  

HADS D  Hospital Anxiety Depression Scale – Depression  

SPSS  Statistical Package for Social Sciences  
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SD  Standard Deviation  

IBS Irritable Bowel Syndrome  

DVT Deep Vein Thrombosis  

OCD Obsessive Compulsive Disorder  

GERD  Gastroesophageal Reflux Disease  

PPIs Proton Pump Inhibitor  

DM  Diabetes Mellitus  

N Number of Subjects  

Max Maximum  

Min  Minimum  

OR Odds Ratio  

CI  Confidence Intervals  

HCPs  Healthcare Professionals  
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 جايؼت انُجاح انىطُيت 

 كهيت انذراصاث انؼهيا

 

 

 

 

استبيان حهل مجى انتذار الاكتئاب و القمق لجى العاممين في مجال الخعاية الرحية في مدتذفيات مجينة 
فمدطين -نابمذ   

 عديدي المذارك،

أشكخك عمى استجابتػ وتعاونػ معي أنا طالبة ماجدتيخ في جامعة الشجاح الؾطشية زيشو سامخ بعاره، أقؾم بعسل 
دراسة عمسية تيجف لسعخفة مجى انتذار الاكتئاب و القمق بيؽ العامميؽ في مجال الخعاية الرحية تحت اشخاف 

أو  السذاركةفي  الحخية الكاممةالجراسة لػ  دكتؾر محمد مخعي. وقج تؼ اختيارك عذؾائيا لتكؾن جدءا مؽ عيشة
الاندحاب مشيا دون أن تبخر ذلػ. يخجى الإجابة عؽ الأسئمة السخفقة ومخاعاة الجقة عمسا بأنو لا تؾجج اجابو 

وخرؾصية السذاركيؽ بأقرى  الدخيةصحيحة أو خاطئة وانسا ىي لأغخاض البحث العمسي وسيتؼ الحفاظ عمى 
 .درجة

‌ًبسح‌رؼُٙ‌قجٕل‌انًشبسكخ‌فٙ‌ْزا‌انجحثرؼجئخ‌ْزِ‌الاسز

‌ شبكشٍٚ‌نكى‌يشبسكزكى

‌انجبحثخ:‌صُٚخ‌سبيش‌ثؼبسح

 نلاسزفسبس‌انزٕاطم‌ػهٗ

Zaina1995.zb@gmail.com 

 

------------انرقى انخضهضهي   
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Socio-demographic data. 

 Age: ------------------------------------------------------------------- 

 Gender 

 Male 

 Female 

 Qualification Level: 

 Diploma. 

 Bachelors. 

 Master  

 PhD 

 Specialty for doctors  

 Consultant for doctors  

 Profession: 

 Medicine 

 Nursing  

 Doctor of Pharmacy  

 Laboratory medicine 

 X-Ray Technicians 

 Pharmacy 

 Others 

 Marital status: 

 Married. 

 Divorce. 

 Widow. 

 Single. 

 Place of residency: 

 City. 

 Village. 

 Camp. 

 Family Income Per month : 

 Less than 3000 shekels. 

 From 3000 to 4000 shekels. 

 More than 4000 shekels. 

 Determine the exact salary -------------------------------------------------- 
‌  
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 Number of children: 

 One 

 Two 

 Three 

 four 

 More than 4 

 zero 

 Level of Experience in industry ? 

 1 Year 

 2 Years 

 3 Years 

 More than 3 years  

Determine the exact years of experience --------------------------------------- 

 Do you have regular working shift ? 

 Yes 

 No 

     If yes determine the regular shift ---------------------------------- 

 Are you working overload Hours ? 

 Yes  

 No 

 Current Status: 

 Employed 

 Volunteer 

 Student 

 Other 

 Are you working in private or government hospital ? 

 Private  

 Government 

 Do you have health insurance ? 

 Yes      

 No 

 
 

Health history. 

 Are you suffering from any chronic diseases ? 

 Yes. 

 No. 

If yes, specify the diseases ------------------------------------------------- 
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 Are you taking chronic drugs ? 

 Yes  

 No  

If yes specify the drugs ------------------------------------------------------- 

 Are you smoker ? 

 Yes  

 No  

If yes specify the daily consumption --------------------------------------- 

 

 Do you have a family history of previous psychiatric or mental disorder ? 

 Yes. 

 No. 

If yes, specify: ----------------------------------------------------------- 

 

 Do you live with anyone who is at high risk of infectious diseases ? 

 Yes  

 No  

If yes , determine whom ----------------------------------------------- 

 Consider , do you exercise regularly ? 

 Once weekly  

 Twice weekly 

 3 times a week  

 Daily  

 None  

 

Emotional support 

 Family supports you psychologically during working 

 Yes. 

 No. 

 Anyone supports you psychologically during working 

 Yes. 

 No. 

If the answer is yes, specify (husband - friend - others) 
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Hospital Anxiety Depression Scale (HADS). 

The 14-item HADS is made up of seven items linked to anxiety symptoms and 

seven items related to depressive symptoms. The questions are all answered on four-

point Likert scale.  
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 كمية الجراسات العميا –جامعة النجاح الهطنية 

 

 

استبيان حهل مجى انتذار الاكتئاب والقمق لجى العاممين في مجال الخعاية الرحية في مدتذفيات 
 فمدطين - مجينة نابمذ

 

 عديدي المذارك،

أشكخك عمى استجابتػ و تعاونػ معي أنا طالبة ماجدتيخ في جامعة الشجاح الؾطشية زيشو سامخ بعاره، 
مجى انتذار الاكتئاب و القمق بيؽ العامميؽ في مجال الخعاية  أقؾم بعسل دراسة عمسية تيجف لسعخفة

الحخية عذؾائيا لتكؾن جدءا مؽ عيشة الجراسة لػ  تحت اشخاف دكتؾر محمد مخعي. وقج تؼ اختيارك الرحية
أو الاندحاب مشيا دون أن تبخر ذلػ. يخجى الإجابة عؽ الأسئمة السخفقة ومخاعاة  السذاركةفي  الكاممة

الجقة عمسا بأنو لا تؾجج اجابو صحيحة أو خاطئة و انسا ىي لأغخاض البحث العمسي و سيتؼ الحفاظ عمى 
 ؽ بأقرى درجة.وخرؾصية السذاركي الدخية

 تعبئة ىحه الاستسارة تعشي قبؾل السذاركة في ىحا البحث

 شاكخيؽ لكؼ مذاركتكؼ.

 الباحثة: زيشة سامخ بعارة 

 Zaina1995.zb@gmail.comللاستفدار التؾاصل عمى 

 

 ------------الخقم التدمدمي 

 

 

mailto:Zaina1995.zb@gmail.com
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 انقضى الاول 

 انذيًىغرافيت و الاجخًاػيت انبياَاث

 انؼًر : -1

---------------------------------------------------------------------------------‌‌. 

 انجُش :  -1

 أَثٗ‌‌-2ركش‌‌‌‌‌‌ -1

 يضخىي انخؼهيى :   -0

 اسزشبس٘‌)نلأؽجبء(‌-6اخزظبطٙ‌)نلأؽجبء(‌‌‌-5دكزٕساِ‌‌‌-4يبجسزٛش‌‌‌-3ثكبنٕسٕٚط‌‌‌-2دثهٕو‌‌ -1

 انًهُت: -3

 رخظض‌اخش‌‌-7طٛذنخ‌‌‌-6أشؼخ‌‌‌‌-5ؽت‌يخجش٘‌‌‌‌-4دكزٕسطٛذنّ‌‌‌‌-3رًشٚغ‌‌‌‌-2ؽت‌‌ -1

 انحانت الاجخًاػيت :  -2

 أػضة/ػضثبء‌-4أسيم/ح‌‌‌-3يطهق/ح‌‌‌-2يزضٔج/ح‌‌ -1

 يكاٌ الاقايت :  -5

 يخٛى‌‌‌-3قشٚخ‌‌‌‌-2يذُٚخ‌‌‌ -1

 :‌‌انذخم انشهري -6

 .‌‌----------الاف‌,‌حذد‌قًٛخ‌انذخم‌‌4أكثش‌يٍ‌‌-3الاف‌‌‌‌4الاف‌ان3‌‌ٗيٍ‌‌-2الاف‌‌‌3اقم‌يٍ‌ -1

 :‌‌ػذد الأطفال -7

 لا‌ٕٚجذ‌‌-6.‌‌‌--------أكثش‌يٍ‌رنك‌,‌حذد‌ػذد‌الأؽفبل‌‌-5أسثؼخ‌‌‌-4ثلاثخ‌‌‌-3اثُبٌ‌‌‌-2ٔاحذ‌‌ -1

 يضخىي انخبرة في انؼًم : -8

 لا‌ٕٚجذ‌خجشح‌‌-‌‌5---------أكثش‌يٍ‌رنك‌,‌حذد‌ػذد‌انسُٕاد‌‌-4رلاد‌سُٕاد‌‌‌-3سُزبٌ‌‌‌-2سُّ‌‌ -1

 هم وردياث ) شفخاث( انؼًم يُخظًه ؟ -9

 لا‌‌-2َؼى‌‌‌‌‌ -1

 .---------------------------------------------ارا‌كبَذ‌الاجبثّ‌َؼى‌حذد‌انٕسدّٚ‌انزٙ‌رؼًم‌ثٓب‌ثبَزظبو‌

 ػًم اضافيه ؟هم حؼًم صاػاث  -12

 لا‌‌-2َؼى‌‌‌‌‌‌ -1

 هم حؼًم في قطاع خاص أو حكىيي ؟  -11

 حكٕيٙ‌‌-2خبص‌‌‌ -1

 هم نيك حأييٍ صحي ؟  -10

 لا‌‌-2َؼى‌‌‌‌ -1

 يا وضؼك الاٌ ؟  -13

 .‌‌------------غٛش‌رنك‌يٍ‌انزخظظبد‌انظحّٛ‌,‌حذد‌انزخظض‌‌-4ؽبنت‌‌-3يزطٕع‌‌‌-2يٕظف‌‌ -1

 انخاريخ انصحي

 هم حؼاَي يٍ ايراض صابقه ؟   -12

 لا‌‌-2َؼى‌‌‌‌ -1

‌.----------------------------------------------حذد‌يب‌ْٙ‌الايشاع‌ارا‌كبَذ‌الاجبثّ‌َؼى‌‌

 هم حخُاول ادويت بشكم يزيٍ ؟  -15

 لا‌‌-2َؼى‌‌‌‌‌ -1

‌.----------------------------------------------------------حذد‌يب‌ْٙ‌الادٔٚخ‌ارا‌كبَذ‌الاجبثّ‌َؼى‌

 ؟ هم أَج يذخٍ -16

 لا‌‌-2َؼى‌‌‌‌ -1

 .-----------------------------------------حذد‌اسزٓلاكك‌انٕٛيٙ‌نهسجبئش‌ارا‌كبَذ‌الاجبثّ‌َؼى‌

‌
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 هم يىجذ حاريخ ػائهي لاضطراباث َفضيت او ػقهيت صابقت؟  -17

 لا‌‌-2َؼى‌‌‌‌‌ -1

‌.‌---------------------------------------------------حذد‌يب‌ْٙ‌الايشاع‌ارا‌كبَذ‌الاجبثّ‌َؼى‌

 هم حؼيش يغ اشخاص يؼرضيٍ بذرجت ػانيت نلاصابتبالايراض انًؼذيت؟  -18

 لا‌‌-2َؼى‌‌‌‌‌ -1

----------------------------------------------------؟‌حذد‌يٍ‌ْى‌الأشخبص‌يغ‌رحذٚذ‌سجت‌انزؼشع‌نلاطبثخ

------------------------------------------------------------------‌. 

 هم حًارس انرياضه ؟  -19

 لا‌ايبسط‌انشٚبػّ‌-5ٕٚيٛب‌‌‌-4رلاد‌يشاد‌اسجٕػٛب‌‌‌-3يشربٌ‌اسجٕػٛب‌‌‌-2يشِ‌اسجٕػٛب‌‌ -1

 انذػى انؼاطفي     

 ػًك َفضيا أثُاء انؼًم ؟ هم أصرحك حذ -02

 لا‌‌-2َؼى‌‌‌‌ -1

 هم يىجذ يٍ يذػًك َفضيا اثُاء انؼًم ؟ -01

 لا‌‌-2َؼى‌‌‌‌ -1

 .‌‌-------------------------------------------------اخشٌٔ(‌‌-طذٚق-حذد‌انجّٓ‌انزٙ‌رذػًك‌)‌صٔج
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‌:‌انقضى انثاَي

HADS : Hospital Anxiety Depression Scale    

فقشِ‌رزؼًٍ‌أػشاع‌الاكزئبة‌ٔ‌انقهق‌.‌أسجٕ‌الاجبثخ‌ػهٗ‌كم‌يًب‌ٚهٙ‌حست‌يب‌شؼشد‌‌14ٚزكٌٕ‌ْزا‌انقسى‌يٍ‌

‌ثّ‌خلال‌احذٖ‌اٚبو‌الاسجٕع‌انًبػٙ‌ٔحزٗ‌انٕٛو‌:‌
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Appendix C 

IRB approval 
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Appendix D 

Palestinian Ministry of Health approval 
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Appendix E 

Informed Consent 

 كمية الجراسات العميا –جامعة النجاح الهطنية 

 

   استبيان حهل مجى انتذار الاكتئاب والقمق لجى العاممين في مجال الخعاية الرحية في مدتذفيات مجينة
 فمدطين -نابمذ 

 عديدي المذارك،

زيشو سامخ بعاره، أقؾم بعسل أشكخك عمى استجابتػ و تعاونػ معي أنا طالبة ماجدتيخ في جامعة الشجاح الؾطشية 
دراسة عمسية تيجف لسعخفة مجى انتذار الاكتئاب والقمق بيؽ العامميؽ في مجال الخعاية الرحية تحت اشخاف 
دكتؾر محمد مخعي . وقج تؼ اختيارك عذؾائيا لتكؾن جدءا مؽ عيشة الجراسة لػ الحخية الكاممة في السذاركة أو 

يخجى الإجابة عؽ الأسئمة السخفقة ومخاعاة الجقة عمسا بأنو لا تؾجج اجابو الاندحاب مشيا دون أن تبخر ذلػ. 
صحيحة أو خاطئة و انسا ىي لأغخاض البحث العمسي وسيتؼ الحفاظ عمى الدخية وخرؾصية السذاركيؽ بأقرى 

 .درجة

 

 تعبئة ىحه الاستسارة تعشي قبؾل السذاركة في ىحا البحث

  شاكخيؽ لكؼ مذاركتكؼ

 ة سامخ بعارةالباحثة : زيش

 للاستفدار التؾاصل عمى

Zaina1995.zb@gmail.com 

 ------------الخقم التدمدمي 
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Appendix F 

Tables of Study 

Table F1 

Distribution of the study participants due to health history information 

 Health history Class  N % 

Do you have health insurance Yes 352 70.4% 

No 148 29.6% 

Current status Employed 463 92.6% 

Volunteer 37 7.4% 

Student 0 0.0% 

Are you suffering from any chronic 

diseases 

Yes 49 9.8% 

No 451 90.2% 

If yes determine the diseases (n=49 Hypertension 12 25.5% 

DM 9 19.1% 

Hypothyroidism 7 14.9% 

GERD, IBS 6 12.8% 

Polycystic Ovary 4 8.5% 

Asthma 3 6.4% 

Irregular Heart Beat 2 4.3% 

DVT 2 4.3% 

Rheumatoid Arthritis 1 2.1% 

Hypercholesterolemia 1 2.1% 

Heart Disease 0 0.0% 

Are you taking chronic drugs Yes 47 9.4% 

No 453 90.6% 

Determine which drugs Spironolactone 4 8.5% 

Antihypertensive Drugs 12 25.5% 

Antidiabetic Drugs and 

Insulin 

9 19.1% 

Antacids and PPIs 6 12.8% 

Levothyroxine 7 14.9% 

Heart rate control therapy 2 4.3% 

Salazopyrin EN 1 2.1% 

Corticosteroid Inhalers 3 6.4% 

Antihyperlipidemic Drugs 1 2.1% 

Anticoagulant Drugs 2 4.3% 

CCBs 0 0.0% 

Are you smoker Yes 140 28.0% 

No 360 72.0% 

If yes determine your daily consumption Less than packet 37 26.8% 

One packet 46 33.3% 

More than one packet 55 39.9% 

Having  a family history of any mental 

disorders 

Yes 13 2.6% 

No 487 97.4% 

If yes determine which disorders Depression 9 69.2% 

Bipolar mania 1 7.7% 
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PTSD, OCD 1 7.7% 

Schizophrenia 2 15.4% 

Do you live with anyone who is at high 

risk of infection 

Yes 24 4.8% 

No 476 95.2% 

If yes determine whom Elderly family members 23 88.5% 

Children with diabetes 3 11.5% 

Exercise regularly Once a week 98 19.6% 

Twice a week 58 11.6% 

Three times weekly 41 8.2% 

Daily 39 7.8% 

I do not practice exercise 264 52.8% 
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Table F2 

Mean difference of depression related to socio-demographic data 

Depression N Mean SD T F P-

value 

Age 20-30 303 6.97 3.64  4.355 0.002* 

31-40 117 7.26 3.60 

41-50 30 7.20 4.05 

51-60 35 5.63 3.23 

61-70 15 3.73 2.49 

Gender Male 209 7.0 3.8 1.124  0.262 

Female 291 6.6 3.5 

Level of education Diploma 89 7.72 3.91  4.007 0.001* 

Bachelors 319 6.72 3.50 

Master 47 5.98 3.66 

Ph.D. 3 6.00 1.73 

Specialist (for doctors) 25 7.60 3.15 

Consultant (for doctors) 17 4.06 3.27 

Total 500 6.78 3.62 

Profession Medicine 119 6.27 3.27  3.053 0.006* 

Nursing 195 7.53 3.94 

Doctor of Pharmacy 16 6.06 3.59 

Laboratory Medicine 53 5.55 2.76 

Radiology 28 6.96 3.34 

Pharmacy 48 6.50 3.46 

Other Health Specialty 41 6.73 3.79 

Marital status Married 262 6.82 3.77  3.822 0.010* 

Divorced 13 8.23 3.14 

Widowed 5 11.40 4.16 

Single 220 6.54 3.37 

Place of residency City 298 6.84 3.74  1.394 0.249 

Village 168 6.50 3.39 

Camp 34 7.59 3.51 

The family income 

per month 

Less than 3000 141 7.13 3.44  1.096 0.335 

Between 3000-4000 172 6.77 3.58 

More than 4000 177 6.53 3.76 

Number of 

children 

1 child 68 7.97 4.27  2.247 0.049* 

2 children 62 7.02 3.64 

3 children 47 6.96 4.05 

4 children 36 6.64 3.84 

More than 4 children 15 5.73 3.49 

No children 272 6.47 3.28 

Level of 

experience 

1 Year 61 6.52 3.35  0.599 0.664 

2 Years 61 6.54 3.46 

3 Years 51 6.94 3.57 
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More than 3 Years 282 6.94 3.85 

No Experience 45 6.20 2.66 

Total 500 6.78 3.62 

Regular working 

shifts 

Yes 249 6.3 3.6 -

2.693 

 0.007* 

No 251 7.2 3.6 

Determine regular 

shift time 

A Shift 171 6.3 3.6 -

0.071 

  

 0.943 

  B shift 79 6.4 3.5 

Working overload 

hours 

Yes 180 6.6 3.7 -

0.610 

 0.542 

No 320 6.9 3.6 

Working in a 

private or 

government 

hospital 

Private hospital 375 6.7 3.6 -

1.200 

 0.231 

Government hospital 125 7.1 3.6 

*. The mean difference is significant at the  (α=0.5) level 
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Table F3 

Mean difference of depression related to health history data 

Depression N Mean SD T F P-value 

1. Do you have 

health insurance 

Yes 352 6.9 3.6 0.944  0.346 

No 148 6.5 3.6 

2. Current status Employed 463 6.8 3.6 0.553  0.581 

Volunteer 37 6.5 3.3 

3. Are you 

suffering from 

any chronic 

diseases 

Yes 49 6.5 4.1 -0.541  0.589 

No 451 6.8 3.6 

4. If yes 

determine the 

diseases 

Polycystic Ovary 4 6.25 3.50  0.788 0.629 

Hypertension 12 6.08 4.48 

DM 9 4.78 3.03 

GERD, IBS 6 9.33 2.25 

Hypothyroidism 7 7.86 5.79 

Irregular Heartbeat 2 10.00 4.24 

Rheumatoid Arthritis 1 6.00 0.00 

Asthma 3 6.00 4.36 

Hypercholesterolemia 1 5.00 0.00 

DVT 2 4.50 6.36 

5. Are you taking 

chronic drugs 

Yes 47 6.5 4.1 -0.528  0.598 

No 453 6.8 3.6 

6. Determine 

which drugs 

Spironolactone 4 6.25 3.50  0.788 0.629 

Antihypertensive Drugs 12 6.08 4.48 

Antidiabetic Drugs and 

Insulin 

9 4.78 3.03 

Antacids and PPIs 6 9.33 2.25 

Levothyroxine 7 7.86 5.79 

Heart rate control therapy 2 10.00 4.24 

Salazopyrin EN 1 6.00 0.00 

Corticosteroid Inhalers 3 6.00 4.36 

Antihyperlipidemic Drugs 1 5.00 0.00 

Anticoagulant Drugs 2 4.50 6.36 

7. Are you 

smoker 

Yes 140 7.6 3.9 3.320  0.001* 

No 360 6.4 3.4 

8. If yes 

determine your 

daily 

consumption 

Less than packet 37 7.05 3.96  0.511 0.601 

One packet 46 7.76 4.18 

More than one packet 55 7.85 3.69 

9. Having  a 

family history of 

any mental 

disorders 

Yes 13 8.3 4.0 1.549  0.122 

No 487 6.7 3.6 

10. If yes 

determine which 

disorders 

Depression 9 8.11 3.95  0.055 0.982 

Bipolar mania 1 8.00 - 

PTSD, OCD 1 8.00 - 

Schizophrenia 2 9.50 7.78 

11. Do you live Yes 24 7.7 3.2 1.237  0.217 
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with anyone who 

is at high risk of 

infection 

No 476 6.7 3.6 

12. If yes 

determine who 

Elderly family members 23 7.3 3.0 -1.871  0.074 

Children with diabetes 3 10.7 2.1 

13. Consider do 

you exercise 

regularly. 

Once a week 98 6.47 3.42  2.005 0.093 

Twice a week 58 6.14 3.99 

Three times weekly 41 6.27 3.23 

Daily 39 6.18 3.55 

I do not practice exercise 264 7.20 3.64 

*. The mean difference is significant at the  (α=0.5) level 

 

  



99 

 

Table F4 

Mean difference of anxiety related to socio-demographic data 

Anxiety N Mean SD t/F P-

value 

Age 20-30 303 7.74 3.99  

6.644 

 

0.000* 31-40 117 8.45 4.18 

41-50 30 7.00 4.11 

51-60 35 5.80 3.64 

61-70 15 3.80 4.20 

Gender Male 209 7.3 4.3 -

1.225 

0.221 

Female 291 7.8 4.0 

Level of education Diploma 89 8.80 4.52  

4.167 

 

0.001* Bachelors 319 7.46 3.90 

Master 47 7.74 4.61 

Ph.D. 3 7.67 2.08 

Specialist (for doctors) 25 7.36 3.35 

Consultant (for doctors) 17 4.12 3.84 

Profession Medicine 119 6.52 3.82  

4.733 

 

0.000* Nursing 195 8.59 4.45 

Doctor of Pharmacy 16 9.25 4.77 

Laboratory Medicine 53 6.66 3.22 

Radiology 28 7.54 3.60 

Pharmacy 48 6.69 3.90 

Other Health Specialty 41 7.78 3.54 

Marital status Married 262  7.66  4.29   

2.959  

 0.032  

Divorced 13  9.62  4.56  

Widowed 5  11.60  3.85  

Single 220  7.34  3.83  

Place of residency City 298 7.65 4.23  

0.287  

 0.751  

Village 168 7.45 4.04 

Camp 34 8.00 3.58 

Total 500 7.61 4.12 

The family income per month Less than 3000 141 7.65 4.03  

1.360 

 0.258 

Between 3000-4000 172 7.92 3.94 

More than 4000 177 7.20 4.35 

Number of children 1 child 68 9.66 4.44  

5.039  

 

0.000*  2 children 62 7.71 4.58 

3 children 47 7.77 4.27 

4 children 36 6.39 4.11 

More than 4 children 15 5.93 4.38 

No children 272 7.29 3.73 

Level of experience 1 Year 61 7.28 3.25  

0.677  

 0.608  

2 Years 61 7.39 4.24 

3 Years 51 8.24 4.25 
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More than 3 Years 282 7.70 4.22 

No Experience 45 7.04 4.29 

Regular working shifts Yes 249 7.0 4.1 -

3.241 

0.001* 

No 251 8.2 4.1 

Determine regular shift time A Shift 171 7.1 4.1 0.623 0.534 

B shift 79 6.8 4.0 

Working overload hours Yes 180 7.6 4.0 0.043 0.965 

No 320 7.6 4.2 

Working in a private or 

government hospital 

Private hospital 375 7.7 4.1 0.595 0.552 

Governmental hospital 125 7.4 4.1 

*. The mean difference is significant at the  (α=0.5) level 
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Table F5 

Mean difference of anxiety related to health history data 

Anxiety N Mean SD T F P-value 

Do you have health 

insurance 

Yes 352 7.6 4.0 -

0.364 

 0.716 

No 148 7.7 4.4 

Current status Employed 463 7.6 4.1 0.100  0.920 

Volunteer 37 7.5 4.4 

Are you suffering 

from any chronic 

diseases 

Yes 49 7.2 4.6 -

0.682 

 0.495 

No 451 7.6 4.1 

If yes determine the 

diseases 

Polycystic Ovary 4 5.25 3.30  1.065 0.410 

Hypertension 12 5.75 3.72 

DM 9 7.56 4.30 

GERD, IBS 6 11.83 5.56 

Hypothyroidism 7 7.86 5.05 

Irregular Heartbeat 2 9.50 6.36 

Rheumatoid Arthritis 1 6.00 0.00 

Asthma 3 4.67 3.79 

Hypercholesterolemia 1 5.00 0.00 

DVT 2 7.00 9.90 

Are you taking 

chronic drugs 

Yes 47 7.3 4.7 -

0.576 

 0.565 

No 453 7.6 4.1 

Determine which 

drugs 

Spironolactone 4 5.25 3.30  1.065 0.410 

Antihypertensive Drugs 12 5.75 3.72 

Antidiabetic Drugs and 

Insulin 

9 7.56 4.30 

Antacids and PPIs 6 11.83 5.56 

Levothyroxine 7 7.86 5.05 

Heart rate control 

therapy 

2 9.50 6.36 

Salazopyrin EN 1 6.00 0.00 

Corticosteroid Inhalers 3 4.67 3.79 

Antihyperlipidemic 

Drugs 

1 5.00 0.00 

Anticoagulant Drugs 2 7.00 9.90 

Are you smoker Yes 140 8.3 4.4 2.335  0.020* 

No 360 7.3 4.0 

If yes determine 

your daily 

consumption 

Less than packet 37 8.05 4.64  0.179 0.837 

One packet 46 8.11 4.52 

More than one packet 55 8.55 4.28 

Do you have a 

family history of 

any mental 

disorders 

Yes 13 10.9 5.5 2.964  0.003* 

No 487 7.5 4.0 

If yes determine 

which disorders 

Depression 9 10.56 6.25  0.251 0.859 

Bipolar mania 1 10.00 - 

PTSD, OCD 1 16.00 - 

Schizophrenia 2 10.50 4.95 
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Do you live with 

anyone who is at 

high risk of 

infection 

Yes 24 8.7 4.3 1.294  0.196 

No 476 7.6 4.1 

If yes determine 

who 

Elderly family members 23 8.0 4.2 -

2.150 

 0.042* 

Children with diabetes 3 13.3 0.6 

Consider do you 

exercise regularly 

Once a week 98 7.37 3.62  1.189 0.315 

Twice a week 58 7.28 4.48 

Three times weekly 41 6.80 3.57 

Daily 39 7.13 4.42 

I do not Exercise 264 7.96 4.24 

*. The mean difference is significant at the  (α=0.5) level 
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Table F6 

Comparison between socio-demographic data regarding the total score of depression  

Socio-demographic data Total score of depression Statistical analysis  

Normal 

Case 

(0-7) 

(n=302) 

Borderline 

Case 

(8-10) 

(n=123) 

Abnormal 

Case 

(11-21) 

(n=71) 


2
 P-value 

Gender Male 118  

(38.6) 

59  

(48) 

32  

(45.1) 

3.554 0.169 

 Female 188  

(61.4) 

64  

(52) 

39  

(54.9) 

  

Level of 

education 

Diploma 45 (14.7) 27 (22) 17 (23.9) 9.429 0.492 

 Bachelors 201 (65.7) 76 (61.8) 42 (59.2)   

 Master 30 (9.8) 11 (8.9) 6 (8.5)   

 Ph.D. 2 (0.7) 1 (0.8) 0 (0)   

 Specialist (for 

doctors) 

14 (4.6) 6 (4.9) 5 (7)   

 Consultant (for 

doctors) 

14 (4.6) 2 (1.6) 1 (1.4)   

Profession Medicine 80 (26.1) 28 (22.8) 11 (15.5) 20.807 0.053 

 Nursing 102 (33.3) 56 (45.5) 37 (52.1)   

1.  Doctor of 

Pharmacy 

11 (3.6) 3 (2.4) 2 (2.8)   

 Laboratory 

Medicine 

43 (14.1) 7 (5.7) 3 (4.2)   

 Radiology 15 (4.9) 9 (7.3) 4 (5.6)   

 Pharmacy 29 (9.5) 12 (9.8) 7 (9.9)   

 Other Health 

Specialty 

26 (8.5) 8 (6.5) 7 (9.9)   

Marital status Married 157 (51.3) 66 (53.7) 39 (54.9) 11.676 0.070 

 Divorced 6 (2) 5 (4.1) 2 (2.8)   

 Widowed 1 (0.3) 1 (0.8) 3 (4.2)   

 Single 142 (46.4) 51 (41.5) 27 (38)   

Place of 

residency 

City 182 (59.5) 69 (56.1) 47 (66.2) 5.458 0.243 

 Village 108 (35.3) 42 (34.1) 18 (25.4)   

 Camp 16 (5.2) 12 (9.8) 6 (8.5)   

The family 

income per 

month (NIS) 

Less than 3000 81 (27.1) 40 (32.8) 20 (29) 1.811 0.770 

Between 3000-

4000 

109 (36.5) 41 (33.6) 22 (31.9)   

More than 

4000 

109 (36.5) 41 (33.6) 27 (39.1)   

Number of 

children 

1 34 (11.1) 19 (15.4) 15 (21.1) 11.401 0.327 

2 37 (12.1) 15 (12.2) 10 (14.1)   

3 26 (8.5) 13 (10.6) 8 (11.3)   

4 20 (6.5) 11 (8.9) 5 (7)   

More than 4 

children 

12 (3.9) 1 (0.8) 2 (2.8)   

No children 177 (57.8) 64 (52) 31 (43.7)   

Level of 

experience 

1 Year 40 (13.1) 14 (11.4) 7 (9.9) 8.342 0.400 
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 2 Years 41 (13.4) 12 (9.8) 8 (11.3)   

 3 Years 29 (9.5) 16 (13) 6 (8.5)   

 More than 3 

Years 

166 (54.2) 68 (55.3) 48 (67.6)   

 No Experience 30 (9.8) 13 (10.6) 2 (2.8)   

Do you have 

regular 

working shifts 

Yes 163 (53.3) 55 (44.7) 31 (43.7) 3.814 0.148 

No 143 (46.7) 68 (55.3) 40 (56.3)   

If yes 

determine 

your regular 

shift time 

A Shift 115 (70.1) 31 (56.4) 25 (80.6) 6.062 0.048* 

B shift 49 (29.9) 24 (43.6) 6 (19.4)   

Mixed shifts 0 (0) 0 (0) 0 (0)   

Are you 

working 

overload 

hours 

Yes 112 (36.6) 44 (35.8) 24 (33.8) 0.200 0.905 

No 194 (63.4) 79 (64.2) 47 (66.2)   

Are you 

working in a 

private or 

government 

hospital 

Private hospital 234 (76.5) 91 (74) 50 (70.4) 1.214 0.544 

Governmental 

hospital 

72 (23.5) 32 (26) 21 (29.6)   

*. The mean difference is significant at the  (α=0.5) level 

  



105 

 

Table F7 

Comparison between health history information regarding a total score of depression 

Health history information Total score of depression Statistical analysis 

Normal 

Case  

(0-7) 

(n=302) 

Borderline 

Case 

 (8-10) 

(n=123) 

Abnormal 

Case  

(11-21) 

(n=71) 


2
 P-value 

1.Do you have 

health 

insurance 

Yes 208 (68) 92 (74.8) 52 (73.2) 2.280 0.319 

No 98 (32) 31 (25.2) 19 26.

8) 

  

2. Current 

status 

Employed 282 

(92.2) 

114 (92.7) 67 (94.4) 0.412 0.814 

 Volunteer 24 (7.8) 9 (7.3) 4 (5.6)   

 Student 0 (0) 0 (0) 1 (0)   

3. Are you 

suffering from 

any chronic 

diseases 

Yes 30 (9.8) 12 (9.8) 7 (9.9) 0.001 0.999 

No 276 

(90.2) 

111 (90.2) 64 90.

1) 

  

4. If yes 

determine the 

diseases 

Polycystic 

Ovary 

2 (7.1) 2 (16.7) 0 (0) 15.815 0.605 

Hypertension 7 (25) 4 (33.3) 1 (14.3)   

DM 7 (25) 2 (16.7) 0 (0)   

GERD, IBS 2 (7.1) 1 (8.3) 3 (42.9)   

Hypothyroidis

m 

4 (14.3) 2 (16.7) 1 (14.3)   

Irregular 

Heartbeat 

1 (3.6) 0 (0) 1 (14.3)   

Rheumatoid 

Arthritis 

1 (3.6) 0 (0) 0 (0)   

Asthma 2 (7.1) 0 (0) 1 (14.3)   

Hypercholeste

rolemia 

1 (3.6) 0 (0) 0 (0)   

DVT 1 (3.6) 1 (8.3) 0 (0)   

Heart Disease 0 (0) 0 (0) 1 (0)   

5. Are you 

taking chronic 

drugs 

Yes 28 (9.2) 12 (9.8) 7 (9.9) 0.058 0.971 

No 278 

(90.8) 

111 (90.2) 64 90.

1) 

  

6.Determine 

which drugs 

Spironolactone 2 (7.1) 2 (16.7) 0 (0) 15.815 0.605 

Antihypertensi

ve Drugs 

7 (25) 4 (33.3) 1 (14.3)   

Antidiabetic 

Drugs and 

Insulin 

7 (25) 2 (16.7) 0 (0)   

Antacids and 

PPIs 

2 (7.1) 1 (8.3) 3 (42.9)   

Levothyroxine 4 (14.3) 2 (16.7) 1 (14.3)   

Heart rate 

control therapy 

1 (3.6) 0 (0) 1 (14.3)   

Salazopyrin 1 (3.6) 0 (0) 0 (0)   
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EN 

Corticosteroid 

Inhalers 

2 (7.1) 0 (0) 1 (14.3)   

Antihyperlipid

emic Drugs 

1 (3.6) 0 (0) 0 (0)   

Anticoagulant 

Drugs 

1 (3.6) 1 (8.3) 0 (0)   

CCBs 0 (0) 0 (0) 1 (0)   

7.Are you 

smoker 

Yes 73 (23.9) 37 (30.1) 30 (42.3) 10.026 0.007* 

 No 233 

(76.1) 

86 (69.9) 41 57.

7) 

  

8.If yes 

determine your 

daily 

consumption 

Less than 

packet 

22 (30.6) 9 (24.3) 6 (20.7) 1.325 0.857 

One packet 23 (31.9) 12 (32.4) 11 (37.9)   

More than one 

packet 

27 (37.5) 16 (43.2) 12 41.

4) 

  

9.Having a 

family history 

of any mental 

disorders 

Yes 5 (1.6) 3 (2.4) 5 (7) 6.673  0.036 

No 301 

(98.4) 

120 (97.6) 65 93)   

10.If yes 

determine 

which 

disorders 

Depression 4 (80) 1 (33.3) 4 (80) 7.993 0.239 

Bipolar mania 0 (0) 1 (33.3) 0 (0)   

PTSD, OCD 0 (0) 1 (33.3) 0 (0)   

Schizophrenia 1 (20) 0 (0) 2 (20

) 

  

11.Do you live 

with anyone 

who is at high 

risk of 

infection 

Yes 11 (3.6) 9 (7.3) 4 (5.6) 2.786 0.248 

No 295 

(96.4) 

114 (92.7) 67 94.

4) 

  

12.If yes 

determine 

whom 

Elderly family 

members 

12 (100) 8 (80) 3 (75) 2.977 0.226 

Children with 

diabetes 

0 (0) 2 (20) 3 (25

) 

  

13.Consider do 

you exercise 

regularly 

Once a week 59 (19.3) 32 (26) 7 (9.9) 12.682 0.123 

Twice a week 39 (12.7) 10 (8.1) 9 (12.7)   

Three times 

weekly 

26 (8.5) 12 (9.8) 3 (4.2)   

Daily 26 (8.5) 7 (5.7) 6 (8.5)   

I do not 

practice 

exercise 

156 (51) 62 (50.4) 46 (64.8)   

*. The mean difference is significant at the  (α=0.5) level 
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Table F8 

Comparison between emotional support information regarding a total score of anxiety 

Socio-demographic data Total score of anxiety Statistical 

analysis  

Normal 

Case 

(0-7) 

(n=302) 

Borderline 

Case 

(8-10) 

(n=123) 

Abnormal 

Case 

(11-21) 

(n=71) 


2
 P-value 

Gender Male 112 (43.2) 48 (42.5) 49 (38.3) 0.895 0.639 

 Female 147 (56.8) 65 (57.5) 79 (61.7)   

Level of 

education 

Diploma 34 (13.1) 25 (22.1) 30 (23.4) 15.82

8 

0.105 

 Bachelors 173 (66.8) 67 (59.3) 79 (61.7)   

 Master 23 (8.9) 12 (10.6) 12 (9.4)   

 Ph.D. 2 (0.8) 1 (0.9) 0 (0)   

 Specialist 

(for doctors) 

13 (5) 7 (6.2) 5 (3.9)   

 Consultant 

(for doctors) 

14 (5.4) 1 (0.9) 2 (1.6)   

Profession Medicine 77 (29.7) 23 (20.4) 19 (14.8) 36.06

2 

0.000* 

 Nursing 80 (30.9) 49 (43.4) 66 (51.6)   

 Doctor of 

Pharmacy 

6 (2.3) 1 (0.9) 9 (7)   

 Laboratory 

Medicine 

37 (14.3) 9 (8) 7 (5.5)   

 Radiology 13 (5) 8 (7.1) 7 (5.5)   

 Pharmacy 26 (10) 12 (10.6) 10 (7.8)   

 Other 

Health 

Specialty 

20 (7.7) 11 (9.7) 10 (7.8)   

Marital status Married 137 (52.9) 51 (45.1) 74 (57.8) 10.27

8 

0.113 

 Divorced 4 (1.5) 5 (4.4) 4 (3.1)   

 Widowed 1 (0.4) 1 (0.9) 3 (2.3)   

 Single 117 (45.2) 56 (49.6) 47 (36.7)   

Place of 

residency 

City 156 (60.2) 61 (54) 81 (63.3) 12.91

2 

0.012* 

 Village 91 (35.1) 36 (31.9) 41 (32)   

 Camp 12 (4.6) 16 (14.2) 6 (4.7)   

The family 

income per 

month (NIS) 

Less than 

3000 

70 (27.5) 41 (36.9) 30 (24.2) 7.579 0.108 

Between 

3000-4000 

84 (32.9) 39 (35.1) 49 (39.5)   

More than 

4000 

101 (39.6) 31 (27.9) 45 (36.3)   

Number of 

children 

1 23 (8.9) 16 (14.2) 29 (22.7) 25.92

4 

0.004* 

2 33 (12.7) 8 (7.1) 21 (16.4)   

3 22 (8.5) 12 (10.6) 13 (10.2)   

4 24 (9.3) 5 (4.4) 7 (5.5)   

More than 4 10 (3.9) 2 (1.8) 3 (2.3)   
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children 

No children 147 (56.8) 70 (61.9) 55 (43)   

Level of 

experience 

1 Year 32 (12.4) 16 (14.2) 13 (10.2) 8.703 0.367 

 2 Years 37 (14.3) 10 (8.8) 14 (10.9)   

 3 Years 22 (8.5) 16 (14.2) 13 (10.2)   

 More than 3 

Years 

140 (54.1) 62 (54.9) 80 (62.5)   

 No 

Experience 

28 (10.8) 9 (8) 8 (6.3)   

Do you have 

regular working 

shifts 

Yes 142 (54.8) 50 (44.2) 57 (44.5) 5.432 0.066 

No 117 (45.2) 63 (55.8) 71 (55.5)   

If yes determine 

your regular shift 

time 

A Shift 92 (64.8) 40 (78.4) 39 (68.4) 3.231 0.199 

B shift 50 (35.2) 11 (21.6) 18 (31.6)   

Mixed shifts 0 (0) 0 (0) 0 (0)   

Are you working 

overload hours 

Yes 95 (36.7) 42 (37.2) 43 (33.6) 0.441 0.802 

No 164 (63.3) 71 (62.8) 85 (66.4)   

Are you working 

in a private or 

government 

hospital 

Private 

hospital 

192 (74.1) 84 (74.3) 99 (77.3) 0.506 0.776 

Government

al hospital 

67 (25.9) 29 (25.7) 29 (22.7)   

*. The mean difference is significant at the  (α=0.5) level 
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Table F9 

Comparison between health history information regarding a total score of anxiety 

Health history information Total score of anxiety Statistical analysis 

Normal 

Case  

(0-7) 

(n=302) 

Borderline 

Case 

 (8-10) 

(n=123) 

Abnormal 

Case  

(11-21) 

(n=71) 


2
 P-value 

Do you 

have 

health 

insurance 

Yes 182 (70.3) 79 (69.9) 91 (71.1) 0.045 0.977 

No 77 (29.7) 34 (30.1) 37 (28.9)   

Current 

status 

Employed 241 (93.1) 104 (92) 118 (92.2) 0.161 0.923 

 Volunteer 18 (6.9) 9 (8) 10 (7.8)   

 Student 0 (0) 0 (0) 0 (0)   

Are you 

suffering 

from any 

chronic 

diseases 

Yes 29 (11.2) 7 (6.2) 13 (10.2) 2.252 0.324 

No 230 (88.8) 106 (93.8) 115 (89.8)   

If yes 

determine 

the 

diseases 

Polycystic Ovary 3 (11.1) 1 (14.3) 0 (0) 21.445 0.258 

Hypertension 9 (33.3) 1 (14.3) 2 (15.4)   

DM 5 (18.5) 1 (14.3) 3 (23.1)   

GERD, IBS 1 (3.7) 0 (0) 5 (38.5)   

Hypothyroidism 3 (11.1) 3 (42.9) 1 (7.7)   

Irregular 

Heartbeat 

1 (3.7) 0 (0) 1 (7.7)   

Rheumatoid 

Arthritis 

1 (3.7) 0 (0) 0 (0)   

Asthma 2 (7.4) 1 (14.3) 0 (0)   

Hypercholesterol

emia 

1 (3.7) 0 (0) 0 (0)   

DVT 1 (3.7) 0 (0) 1 (7.7)   

Heart Disease 0 (0) 0 (0) 0 (0)   

Are you 

taking 

chronic 

drugs 

Yes 28 (10.8) 6 (5.3) 13 (10.2) 2.911 0.233 

No 231 (89.2) 107 (94.7) 115 (89.8)   

Determine 

which 

drugs 

Spironolactone 3 (11.1) 1 (14.3) 0 (0) 21.445 0.258 

Antihypertensive 

Drugs 

9 (33.3) 1 (14.3) 2 (15.4)   

Antidiabetic 

Drugs and 

Insulin 

5 (18.5) 1 (14.3) 3 (23.1)   

Antacids and 

PPIs 

1 (3.7) 0 (0) 5 (38.5)   

Levothyroxine 3 (11.1) 3 (42.9) 1 (7.7)   

Heart rate control 

therapy 

1 (3.7) 0 (0) 1 (7.7)   
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Salazopyrin EN 1 (3.7) 0 (0) 0 (0)   

Corticosteroid 

Inhalers 

2 (7.4) 1 (14.3) 0 (0)   

Antihyperlipide

mic Drugs 

1 (3.7) 0 (0) 0 (0)   

Anticoagulant 

Drugs 

1 (3.7) 0 (0) 1 (7.7)   

CCBs 0 (0) 0 (0) 0 (0)   

Are you 

smoker 

Yes 61 (23.6) 35 (31) 44 (34.4) 5.618 0.060 

 No 198 (76.4) 78 (69) 84 (65.6)   

If yes 

determine 

your daily 

consumpti

on 

Less than packet 19 (31.7) 7 (20) 11 (25.6) 3.235 0.519 

One packet 19 (31.7) 15 (42.9) 12 (27.9)   

More than one 

packet 

22 (36.7) 13 (37.1) 20 (46.5)   

Do you 

have a 

family 

history of 

any 

mental 

disorders 

Yes 5 (1.9) 1 (0.9) 7 (5.5) 5.931 0.052 

No 254 (98.1) 112 (99.1) 121 (94.5)   

If yes 

determine 

which 

disorders 

Depression 4 (80) 0 (0) 5 (71.4) 13.867 0.031* 

Bipolar mania 0 (0) 1 (100) 0 (0)   

PTSD, OCD 0 (0) 0 (0) 1 (14.3)   

schizophrenia 1 (20) 0 (0) 1 (14.3)   

Do you 

live with 

anyone 

who is at 

high risk 

of 

infection 

Yes 10 (3.9) 6 (5.3) 8 (6.3) 1.153 0.561 

No 249 (96.1) 107 (94.7) 120 (93.8)   

If yes 

determine 

who 

Elderly family 

members 

11 (100) 6 (100) 6 (66.7) 6.406 0.041* 

Children with 

diabetes 

0 (0) 0 (0) 3 (33.3)   

Consider 

do you 

exercise 

regularly 

Once a week 50 (19.3) 27 (23.9) 21 (16.4) 7.074 0.528 

Twice a week 31 (12) 14 (12.4) 13 (10.2)   

Three times 

weekly 

26 (10) 7 (6.2) 8 (6.3)   

Daily 21 (8.1) 10 (8.8) 8 (6.3)   

I do not practice 

exercise 

131 (50.6) 55 (48.7) 78 (60.9)   

*. The mean difference is significant at the  (α=0.5) level 
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Table F10 

Comparison between emotional support information regarding a total score of anxiety 

Emotional support 

information 

Total score of anxiety Statistical analysis 

Normal Case 

(0-7) 

(n=302) 

Borderline 

Case (8-10) 

(n=123) 

Abnormal 

Case (11-21) 

(n=71) 


2
 P-value 

Your family 

supports you 

psychologically 

during work 

Yes 220 (84.9) 98 (86.7) 87 (68) 19.146 0.000* 

No 39 (15.1) 15 (13.3) 41 (32)   

Do you have 

anyone who 

supports you 

during work 

Yes 187 (72.2) 71 (62.8) 72 (56.3) 10.366 0.006* 

No 72 (27.8) 42 (37.2) 56 (43.8)   

If yes who 

supports you 

Husband 58 (30.5) 28 (36.8) 27 (37) 5.050 0.282 

Friends 74 (38.9) 30 (39.5) 33 (45.2)   

Others 58 (30.5) 18 (23.7) 13 (17.8)   

 

Table F11 

Correlation between depression and anxiety among the study participants 

  Anxiety 

Depression R 0.713 

P-value 0.000* 

r: Pearson correlation & *. The mean difference is significant at the  (α=0.5) level 
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Table F12 

Risk factors of depression  

Variables Total score of depression Statistical analysis 

Normal 

(n=306) 

Abnormal 

(n=194) 

P-value OR (95%CI) 

N % N % 

Age 20-30 187 61.1% 116 59.8% 0.070 4.03 (0.89-

18.19) 

31-40 63 20.6% 54 27.8% 0.028* 5.57 (1.2-

25.79) 

41-50 20 6.5% 10 5.2% 0.167 3.25 (0.61-

17.28) 

51-60 23 7.5% 12 6.2% 0.145 3.39 (0.66-

17.56) 

61-70 13 4.2% 2 1.0%   

Gender Male 118 38.6% 91 46.9% 0.066 1.41 (0.98-

2.03) 

Female 188 61.4% 103 53.1%   

Level of 

education 

Diploma 45 14.7% 44 22.7% 0.024* 4.56 (1.23-

16.99) 

Bachelors 201 65.7% 118 60.8% 0.119 2.74 (0.77-

9.73) 

Master 30 9.8% 17 8.8% 0.168 2.64 (0.66-

10.53) 

Ph.D 2 0.7% 1 0.5% 0.539 2.33 (0.16-

34.89) 

Specialist  ( 

for Doctors 

) 

14 4.6% 11 5.7% 0.084 3.67 (0.84-

16.04) 

Consultant ( 

for Doctors 

) 

14 4.6% 3 1.5%   

Profession Medicine 80 26.1% 39 20.1% 0.656 0.84 (0.4-

1.77) 

Nursing 102 33.3% 93 47.9% 0.197 1.58 (0.79-

3.17) 

Doctor of 

Pharmacy 

11 3.6% 5 2.6% 0.705 0.79 (0.23-

2.7) 

Labratory 

Medicine 

43 14.1% 10 5.2% 0.057 0.4 (0.16-

1.03) 

Radiology 15 4.9% 13 6.7% 0.415 1.5 (0.57-

3.99) 

Pharmacy 29 9.5% 19 9.8% 0.772 1.14 (0.48-

2.68) 

Other 

Health 

Specialty 

26 8.5% 15 7.7%   

Marital status Married 157 51.3% 105 54.1% 0.298 1.22 (0.84-

1.76) 

Divorced 6 2.0% 7 3.6% 0.189 2.12 (0.69-

6.54) 
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Widowed 1 0.3% 4 2.1% 0.078 7.28 (0.8-

66.29) 

Single 142 46.4% 78 40.2%   

Place of 

residency 

City 182 59.5% 116 59.8% 0.118 0.57 (0.28-

1.16) 

Village 108 35.3% 60 30.9% 0.063 0.49 (0.23-

1.04) 

Camp 16 5.2% 18 9.3%   

Family income 

per month 

Less than 

3000 

81 27.1% 60 31.4% 0.455 1.19 (0.76-

1.86) 

Between 

3000-4000 

109 36.5% 63 33.0% 0.730 0.93 (0.6-

1.43) 

More than 

4000 

109 36.5% 68 35.6%   

NO of children 1 34 11.1% 34 17.5%   

2 37 12.1% 25 12.9% 0.023* 1.86 (1.09-

3.19) 

3 26 8.5% 21 10.8% 0.425 1.26 (0.72-

2.22) 

4 20 6.5% 16 8.2% 0.201 1.5 (0.8-

2.82) 

More than 4 

children 

12 3.9% 3 1.5% 0.266 1.49 (0.74-

3.01) 

No children 177 57.8% 95 49.0%   

Level of 

experience 

1 Year 40 13.1% 21 10.8% 0.907 1.05 (0.47-

2.37) 

2 Years 41 13.4% 20 10.3% 0.953 0.98 (0.43-

2.21) 

3 Years 29 9.5% 22 11.3% 0.326 1.52 (0.66-

3.48) 

More than 3 

Years 

166 54.2% 116 59.8% 0.323 1.4 (0.72-

2.71) 

No 

Experience 

30 9.8% 15 7.7%   

Do you have 

regular working 

shifts 

Yes 163 53.3% 86 44.3% 0.052 0.7 (0.49-1) 

No 143 46.7% 108 55.7%   

If yes determin 

your regular shift 

time 

A Shift 115 70.1% 56 65.1%   

B shift 49 29.9% 30 34.9% 0.419 1.26 (0.72-

2.19) 

Are you working 

overload hours 

Yes 112 36.6% 68 35.1% 0.725 0.93 (0.64-

1.36) 

No 194 63.4% 126 64.9%   

Are you working 

in private or 

government 

hospital 

Private 234 76.5% 141 72.7% 0.341 0.82 (0.54-

1.24) 

Government 72 23.5% 53 27.3%   

Do you have 

health insurance 

Yes 208 68.0% 144 74.2% 0.136 1.36 (0.91-

2.03) 

No 98 32.0% 50 25.8%   

Current status Employed 282 92.2% 181 93.3% 0.136 1.36 (0.91-

2.03) 

Volunteer 24 7.8% 13 6.7%   

Are you suffering Yes 30 9.8% 19 9.8% 0.997 1 (0.55-
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from any chronic 

diseases 

1.83) 

No 276 90.2% 175 90.2%   

Are you taking 

chronic drugs 

Yes 28 9.2% 19 9.8% 0.810 1.08 (0.58-

1.99) 

No 278 90.8% 175 90.2%   

Are you smoker Yes 73 23.9% 67 34.5% 0.010* 1.68 (1.13-

2.5) 

No 233 76.1% 127 65.5%   

If yes determine 

your daily 

consumption 

Less than 

packet 

22 30.1% 15 22.1% 0.329 0.66 (0.28-

1.53) 

One packet 24 32.9% 25 36.8% 0.991 1 (0.46-

2.17) 

More than 

one packet 

27 37.0% 28 41.2%   

Do you have a 

family history of 

any mental 

disorders 

Yes 5 1.6% 8 4.1% 0.100 2.59 (0.83-

8.03) 

No 301 98.4% 186 95.9%   

Do you live with 

anyone who is at 

high risk of 

infection 

Yes 11 3.6% 13 6.7% 0.119 1.93 (0.84-

4.39) 

No 295 96.4% 181 93.3%   

Consider do you 

exercise regularly 

Once a 

week 

59 19.3% 39 20.1% 0.848 0.95 (0.59-

1.53) 

Twice a 

week 

39 12.7% 19 9.8% 0.252 0.7 (0.39-

1.28) 

Three times 

weekly 

26 8.5% 15 7.7% 0.600 0.83 (0.42-

1.65) 

Daily 26 8.5% 13 6.7% 0.369 0.72 (0.36-

1.47) 

I do not 

Exercise 

156 51.0% 108 55.7%   

Your family 

supports you 

psychologically 

during work 

Yes 259 84.6% 146 75.3% 0.010* 1.81 (1.15-

2.84) 

No 47 15.4% 48 24.7%   

Do you have 

anyone who 

supports you 

during work 

Yes 224 73.2% 106 54.6% 0.000* 2.27 (1.55-

3.31) 

No 82 26.8% 88 45.4%   

If yes who 

supports you 

Husband 70 31.3% 40 37.7% 0.189 1.49 (0.82-

2.7) 

Friends 92 41.1% 42 39.6% 0.729 1.11 (0.62-

1.98) 

Others 62 27.7% 24 22.6%   

R: References:  OR: odds ratio; 95%CI: confidence interval . *. The mean difference is significant at the  

(α=0.5) level 

  



115 

 

Table F13 

Risk factors od anxiety   

Variable Total score of anxiety   Statistical analysis 

Normal (n=259) Abnormal 

(n=241) 

P-value OR (95%CI) 

N % N % 

Age 

 

20-30 157 60.6% 146 60.6% 0.045* 3.72 (1.03-

13.45) 

31-40 49 18.9% 68 28.2% 0.011* 5.55 (1.49-

20.73) 

41-50 17 6.6% 13 5.4% 0.133 3.06 (0.71-

13.13) 

51-60 24 9.3% 11 4.6% 0.413 1.83 (0.43-

7.84) 

61-70 12 4.6% 3 1.2%  References 

Gender 

 

Male 112 43.2% 97 40.2% 0.498 0.88 (0.62-

1.26) 

Female 147 56.8% 144 59.8%  References 

Level of education 

 

Diploma 34 13.1% 55 22.8% 0.003* 7.55 (2.02-

28.21) 

Bachelors 173 66.8% 146 60.6% 0.034* 3.94 (1.11-

13.97) 

Master 23 8.9% 24 10.0% 0.024* 4.87 (1.24-

19.2) 

Ph.D 2 0.8% 1 0.4% 0.539 2.33 (0.16-

34.89) 

Specialist  ( 

for Doctors ) 

13 5.0% 12 5.0% 0.052 4.31 (0.99-

18.8) 

Consultant ( 

for Doctors ) 

14 5.4% 3 1.2%  References 

Profession 

 

Medicine 77 29.7% 42 17.4% 0.074 0.52 (0.25-

1.07) 

Nursing 80 30.9% 115 47.7% 0.362 1.37 (0.7-2.69) 

Doctor of 

Pharmacy 

6 2.3% 10 4.1% 0.444 1.59 (0.49-

5.18) 

Labratory 

Medicine 

37 14.3% 16 6.6% 0.040* 0.41 (0.18-

0.96) 

Radiology 13 5.0% 15 6.2% 0.848 1.1 (0.42-2.88) 

Pharmacy 26 10.0% 22 9.1% 0.612 0.81 (0.35-

1.86) 

Other Health 

Specialty 

20 7.7% 21 8.7%  References 

Marital status 

 

Married 137 52.9% 125 51.9% 0.845 1.04 (0.72-

1.48) 

Divorced 4 1.5% 9 3.7% 0.128 2.56 (0.76-

8.55) 

Widowed 1 0.4% 4 1.7% 0.179 4.54 (0.5-

41.31) 

Single 117 45.2% 103 42.7%  References 

Place of residency 

 

City 156 60.2% 142 58.9% 0.063 0.5 (0.24-1.04) 

Village 91 35.1% 77 32.0% 0.048* 0.46 (0.21-

0.99) 

Camp 12 4.6% 22 9.1%  References 

Family income Less than 70 27.5% 71 30.2% 0.188 1.35 (0.86-2.1) 



116 

 

per month 

 

3000 

Between 

3000-4000 

84 32.9% 88 37.4% 0.124 1.39 (0.91-

2.12) 

More than 

4000 

101 39.6% 76 32.3%  References 

NO of children 

 

1 23 8.9% 45 18.7% 0.003* 2.3 (1.32-4.01) 

2 33 12.7% 29 12.0% 0.907 1.03 (0.59-1.8) 

3 22 8.5% 25 10.4% 0.360 1.34 (0.72-

2.49) 

4 24 9.3% 12 5.0% 0.156 0.59 (0.28-

1.22) 

More than 4 

children 

10 3.9% 5 2.1% 0.344 0.59 (0.2-1.77) 

No children 147 56.8% 125 51.9%  References 

Level of 

experience 

 

1 Year 32 12.4% 29 12.0% 0.317 1.49 (0.68-

3.27) 

2 Years 37 14.3% 24 10.0% 0.870 1.07 (0.48-

2.36) 

3 Years 22 8.5% 29 12.0% 0.063 2.17 (0.96-

4.92) 

More than 3 

Years 

140 54.1% 142 58.9% 0.120 1.67 (0.88-

3.19) 

No 

Experience 

28 10.8% 17 7.1%  References 

Do you have 

regular working 

shifts 

 

Yes 142 54.8% 107 44.4% 0.020* 0.66 (0.46-

0.94) 

No 117 45.2% 134 55.6%  References 

If yes determin 

your regular shift 

time 

 

A Shift 92 64.8% 79 73.1%  References 

B shift 50 35.2% 29 26.9% 0.160 0.68 (0.39-

1.17) 

Are you working 

overload hours 

 

Yes 95 36.7% 85 35.3% 0.743 0.94 (0.65-

1.36) 

No 164 63.3% 156 64.7%  References 

Are you working 

in private or 

government 

hospital 

 

Private 192 74.1% 183 75.9% 0.642 1.1 (0.73-1.65) 

Government 67 25.9% 58 24.1%  References 

Do you have 

health insurance 

 

Yes 182 70.3% 170 70.5% 0.947 1.01 (0.69-

1.49) 

No 77 29.7% 71 29.5%  References 

Current status 

 

Employed 241 93.1% 222 92.1% 0.690 0.87 (0.45-

1.71) 

Volunteer 18 6.9% 19 7.9%  References 

Are you suffering 

from any chronic 

diseases 

 

Yes 29 11.2% 20 8.3% 0.278 0.72 (0.39-

1.31) 

No 230 88.8% 221 91.7%  References 

Are you taking 

chronic drugs 

 

Yes 28 10.8% 19 7.9% 0.264 0.71 (0.38-1.3) 

No 231 89.2% 222 92.1%  References 

Are you smoker 

 

Yes 61 23.6% 79 32.8% 0.022* 1.58 (1.07-

2.35) 

No 198 76.4% 162 67.2%  References 
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If yes determine 

your daily 

consumption 

 

Less than 

packet 

19 31.1% 18 22.5% 0.284 0.63 (0.27-

1.46) 

One packet 20 32.8% 29 36.3% 0.933 0.97 (0.44-

2.12) 

More than 

one packet 

22 36.1% 33 41.3%  References 

Do you have a 

family history of 

any mental 

disorders 

 

Yes 5 1.9% 8 3.3% 0.335 1.74 (0.56-

5.41) 

No 254 98.1% 233 96.7%  References 

Do you live with 

anyone who is at 

high risk of 

infection 

 

Yes 10 3.9% 14 5.8% 0.312 1.54 (0.67-

3.53) 

No 249 96.1% 227 94.2%  References 

Consider do you 

exercise regularly 

 

Once a week 50 19.3% 48 19.9% 0.813 0.95 (0.59-1.5) 

Twice a 

week 

31 12.0% 27 11.2% 0.598 0.86 (0.49-

1.52) 

Three times 

weekly 

26 10.0% 15 6.2% 0.103 0.57 (0.29-

1.12) 

Daily 21 8.1% 18 7.5% 0.623 0.84 (0.43-

1.66) 

I do not 

Exercise 

131 50.6% 133 55.2%  References 

Your family 

supports you 

psychologically 

during work 

 

Yes 220 84.9% 185 76.8% 0.021* 0.59 (0.37-

0.92) 

No 39 15.1% 56 23.2%  References 

Do you have 

anyone who 

supports you 

during work? 

Yes 187 72.2% 143 59.3% 0.003* 0.56 (0.39-

0.82) 

No 72 27.8% 98 40.7%  References 

If yes who 

supports you 

 

Husband 58 31.0% 52 36.4% 0.057 1.76 (0.98-

3.16) 

Friends 72 38.5% 62 43.4% 0.066 1.69 (0.97-

2.97) 

Others 57 30.5% 29 20.3%  References 

R: References:  OR: odds ratio; 95%CI: confidence interval *. The mean difference is significant at the  

(α=0.5) level 



 

 

 
 

 ة النجاح الهطنيةــــــــامعــــج
 اــــــات العميــــــــة الجراســـــكمي

  
 
 

مجى انتذار الاكتئاب والقمق لجى العاممين في مجال الخعاية 
 فمدطين في دولةالرحية في مدتذفيات مجينة نابمذ 

 
 إِعجاد

 زينة سامخ بعارة
 
 

 إشخاف
 د. محمد مخعي

 

 

 

 
 

، من كمية الاكمينيكيعمم النفذ الماجدتيخ في  ةدرج ىاستكمالا لمتطمبات الحرهل عم الخسالةقجمت هحه 
 فمدطين. -الجراسات العميا، في جامعة النجاح الهطنية، نابمذ

0202 



 ة‌

 

مجى انتذار الاكتئاب والقمق لجى العاممين في مجال الخعاية الرحية في مدتذفيات 
  فمدطين في دولةمجينة نابمذ 

 

 إِعجاد

 زينة سامخ بعارة
 إشخاف

 د. محمد مخعي
 

 الممخص

العالؼ، يعج الاكتئاب والقمق مؽ السذاكل الرحية العقمية السيسة، حيث يؾاجو : عمى مدتؾى الخمفية

العاممؾن في مجال الخعاية الرحية تحجيات خاصة بدبب الزغؾطات السختبظة بالعسل. تداىؼ عؾامل 

مثل أعباء العسل الثقيمة والتعخض للأمخاض السعجية وساعات العسل الظؾيمة في ارتفاع معجلات الاكتئاب 

 لقمق بيؽ العامميؽ في مجال الخعاية الرحية..وا

: تيجف ىحه الجراسة إلى تحجيج مجى انتذار أعخاض الاكتئاب والقمق بيؽ العامميؽ في مجال الخعاية الهجف

 الرحية في السدتذفيات في مجيشة نابمذ، فمدظيؽ. 

ض الاكتئاب والقمق بيؽ مشيجية كسية، وصفية، مقظعية لجراسة مجى انتذار أعخااستخجام : تؼ طخق البحث

 055العامميؽ في مجال الخعاية الرحية في مدتذفى مجيشة نابمذ، فمدظيؽ. كان حجؼ عيشة مكؾن مؽ 

عامل في مجال الخعاية الرحية،. تؼ التأكج مؽ صحة ومؾثؾقية الاستبيان مؽ خلال تقييؼ الخبخاء 

تست مخاعاة الاعتبارات الأخلاقية بجقة،  .SPSS V25.0والاختبار التجخيبي، مع تحميل البيانات باستخجام 

 مسا يزسؽ الأذونات والسؾافقة السدتشيخة وضسانات الخرؾصية.

% 63.55% و66.33معجلات الانتذار السخجح للاكتئاب والقمق متؾسط  أعيخت الشتائج أن: النتائج

(، p < 0.001)، (p < 0.002أعيخت العؾامل الاجتساعية والجيسؾغخافية مثل العسخ )و عمى التؾالي. 
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(، الحالة p < 0.001)، (p < 0.006(، السيشة )p < 0.001)، (p < 0.001السدتؾى التعميسي )

(، وفتخات p < 0.001)، (p < 0.049(، عجد الأطفال )p < 0.05)، (p < 0.010الاجتساعية )

الاكتئاب  (، فخوقًا ذات دلالة إحرائية في مدتؾياتp < 0.001)، (p < 0.007العسل السشتغسة )

والقمق عمى التؾالي. بالإضافة إلى ذلػ، تؼ تحجيج بعض عؾامل الخظخ السختبظة بأعخاض الاكتئاب والقمق 

الذجيج أو الستؾسط، بسا في ذلػ الفئات العسخية الأكبخ سشًا، ومدتؾيات التعميؼ السشخفزة، والحالة 

 .الأسخي  ، وعادات التجخيؽ، ونقص الجعؼكالسظمقات و الاراملالاجتساعية 

: مؽ خلال إعظاء الأولؾية لمرحة العقمية لمعامميؽ في مجال الخعاية الرحية وتشفيح التجخلات الاستنتاج

القائسة عمى الأدلة، يسكؽ لمسشغسات وصشاع الدياسات تشسية قؾة عاممة أكثخ مخونة ودعسًا، مسا يعدز في 

مع الحفاظ عمى السعاييخ الأخلاقية وحقؾق نياية السظاف رعاية السخضى واستجامة نغام الخعاية الرحية 

السذاركيؽ. إن البحث السدتسخ والإجخاءات في ىحا السجال أمخ بالغ الأىسية لسعالجة تحجيات الرحة 

 العقمية التي يؾاجييا العاممؾن في مجال الخعاية الرحية بذكل فعال وتعديد الخفاهية العامة.

الاكتئاب، القمق، السدتذفيات، نابمذ، فمدظيؽ، العاممؾن في مجال : معجل الانتذار، الكممات المفتاحية

 .الخعاية الرحية

 


