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ABSTRACT

Introduction COVID-19 has caused severe disruption

to clinical services in Bangladesh but the extent of this,
and the impact on healthcare professionals is unclear. We
aimed to assess the perceived levels of anxiety, depression
and burnout among doctors and nurses during COVID-19
pandemic.

Methods We undertook an online survey using RedCap,
directed at doctors and nurses across four institutions

in Bangladesh (The Sheikh Russel Gastro Liver Institute

& Hospital (SRNGIH), Dhaka Medical College Hospital
(DMCH), Mugda Medical College Hospital (MMCH) and

M Abdur Rahim Medical College (MARMC) Hospital). We
collected information on demographics, awareness of
well-being services, COVID-19-related workload, as well
as anxiety, depression and burnout using two validated
questionnaires: the Hospital Anxiety and Depression Scale
(HADS) and the Maslach Burnout Inventory (MBI).

Results Of the 3000 participants approached, we
received responses from 2705 (90.2%). There was a
statistically significant difference in anxiety, depression
and burnout scores across institutions (p<0.01). Anxiety,
depression and burnout scores were statistically worse

in COVID-19 active staff compared with those not

working on COVID-19 activities (p<0.01 for HADS anxiety
and depression and MBI emotional exhaustion (EE),
depersonalisation (DP) and personal accomplishment (PA)).
Over half of the participants exhibited some level of anxiety
(SRNGIH: 52.2%; DMCH: 53.9%; MMCH: 61.3%; MARMC:
68%) with a high proportion experiencing depression
(SRNGIH: 39.5%; DMCH: 38.7%; MMCH: 53.7%; MARMC:
41.1%). Although mean burnout scores were within the
normal range for each institution, a high proportion of
staff (almost 20% in some instances) were shown to be
classified as experiencing burnout by their EE, DP and PA
scores.

Conclusion We identified a high prevalence of perceived
anxiety, depression and burnout among doctors and nurses
during the COVID-19 pandemic. This was worse in staff
engaged in COVID-19-related activities. These findings

STRENGTHS AND LIMITATIONS OF THE STUDY

= We conducted a large-scale cross-sectional survey
using RedCap, across four institutions in Bangladesh
with nurses and doctors.

We employed two validated measures to assess
anxiety, depression and burnout.

= The study was operationalised by personnel based
in Bangladesh, while the analysis was conducted
remotely in the UK.

Further work is needed to determine whether anxi-
ety, depression and burnout persist post COVID-19.
We did not explore whether differences in staff
characteristics and awareness of well-being ser-
vices across institutions had any effect on levels of
anxiety, depression and burnout.

=

could help healthcare organisations to plan for future
similar events.

INTRODUCTION

Bangladesh is classified as a low and/or
middle-income country. It has a population of
171 million people and a population density
of 1115.62 people per square kilometre,
which ranks 10th in the world." The health
system of Bangladesh is a pluralistic system
with four key sectors: government, private
sector, non-governmental organisations and
donor agencies.” Bangladesh’s economy has
been growing with a Gross Domestic Product
(GDP) growth rate of more than 7.5%;
however, a high proportion of the popula-
tion (about 20%) are living below the poverty
line.” * Bangladesh has only 5.3 doctors per
10000 people, 0.3 nurses per 1000 people,
0.87 hospital beds per 1000 people, 0.72
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intensive care unit beds and 1.1 ventilators per 100000
people.”

On 30 January 2020, the WHO declared the outbreak
of COVID-19 a public health emergency of international
concern.” According to the WHO COVID-19 was likely
to have the biggest impact in countries with vulnerable
healthcare systems. Due to its high population density,
poor healthcare systems, poverty and a weak economy
Bangladesh had the potential to be at risk of poor
outcomes from COVID-19.” Bangladesh reported their
first case of COVID-19 on 8 March 2020.°°7

The concept of ‘staff burnout’ was identified in 1974
by Freudenberger.® It was defined as ‘burnout in the indi-
vidual’s energy due to failure, wear-out, overloading and
unfulfilled desires’. In 2019, 'burnout’' was recognised by
the WHO as an ‘occupational phenomenon’,” with a dedi-
cated entry in its International Classification of Diseases
Handbook (ICD-11 for Mortality and Morbidity Statistics
(who.int)).

Since the beginning of the COVID-19 pandemic there
has been extensive research exploring the impact of the
pandemic on stress, anxiety, depression and burnout
within the healthcare community.'” Researchers in
Turkey, Saudi Arabia, USA, Canada, Romania, UK and
Portugal have demonstrated the negative impact that
COVID-19 has had on levels of burnout, stress and
anxiety.'"™® Factors such as worries about legal issues,
age, experience, longer working hours, risk of exposing
family members to COVID-19, direct COVID-19 facing
roles, being redeployed, gender and coping strategies
were related to levels of burnout and stress.

COVID-19 has caused severe disruption in Bangladesh.
This has included the country’s finances, the delivery of
clinical services and its impact on the people of Bangla-
desh.""* Research in other countries has documented the
impact of COVID-19 on healthcare workers, but most of
this has been undertaken in higher-income countries.'™"*

The potential impact that burnout could have from
the Bangladesh perspective has previously been consid-
ered. Factors including time, pressure, workload and
family issues have been identified as being important.**
Research exploring work stresses in nurses identified
that depression was positively associated with work-
place violence, bullying and burnout.”” Female gender,
increased social media use, low levels of optimism and
sleeping problems increased the risk of depression in
trainee medical students during the pandemic in Bangla-
desh.”® There has however been limited large-scale work
exploring the impact of COVID-19 on anxiety, depres-
sion and burnout in healthcare workers in Bangladesh.
The aim of this study was therefore to explore levels of
burnout, anxiety and depression in doctors and nurses
within Bangladesh during the COVID-19 pandemic. We
hypothesised that those staff involved in COVID-19 front-
line activities would have worse burnout, anxiety and
depression than those staff not engaged in COVID-19
frontline activities.

MATERIALS AND METHODS

Study sites

A cross-sectional survey study was initiated between June
and August 2021 in four large institutions within Bangla-
desh. We had three sites in Dhaka and one in Dina-
jpur (northern Bangladesh): The Sheikh Russel Gastro
Liver Institute & Hospital (SRNGIH), Dhaka Medical
College Hospital (DMCH), Mugda Medical College
Hospital (MMCH) and M Abdur Rahim Medical College
(MARMC) Hospital.

Study survey

The survey sought information on personal well-being
and current awareness of local well-being services from
doctors and nurses working across all specialties at the
four institutions. The total number of healthcare staff
across the four institutions was 3000 at the time of the
survey. The study team included a local clinician at each
of the four sites who acted as the site principal investi-
gator (PI). Each PI sent an email on behalf of the study
team to all clinical staff at their institution inviting them
to participate.

We used validated questionnaires to measure stress and
anxiety. We used the Hospital Anxiety and Depression
Scale (HADS)? to measure anxiety and depression. The
HADS has been previously demonstrated to have good
reliability, with Cronbach’s alpha values between 0.68 and
0.93 for the anxiety and 0.67 and 0.9 for the depression
subscales, respectively.”® A higher score on the HADS
indicates a worse anxiety/depression level. In terms of
score interpretation, a HADS score of 0-7 is regarded as
normal, 810 mild, 11-14 moderate and 15-21 severe.?’

We used the Maslach Burnout Inventory (MBD)® for
Healthcare staff’ to measure burnout in the form of
emotional exhaustion (EE), depersonalisation/loss of
empathy (DP) and personal accomplishment (PA). Reli-
ability of the MBI in healthcare staff has been demon-
strated to be acceptable (>0.7 for all subscales).®! 2
Higher scores on the EE and DP subscales of the MBI
indicate a higher burnout symptom burden; lower scores
on the PA subscale indicate a higher burnout symptom
burden.” We used previously published MBI raw score
cut-off points to assess burnout: 231, >14 and <29, respec-
tively for the EE, DP and PA subscales.®

In addition to the two validated questionnaires, we
asked participants at which institution they were based,
their job/profession, their gender, their age, whether
they were working on a COVID-19 rota, whether they
were a government employee, whether they undertook
any private work and whether they were aware of any well-
being services available to them. We also asked them if
they had any difficulties answering any of the questions
on the HADS or MBI. We provided participant informa-
tion sheets and consent forms in Bengali and the HADS
and MBI in English. Although there was a validated
Bengali version of the HADS, there was no Bengali trans-
lation for the MBI. Therefore as most of the participants
were English speaking, we opted to use English versions
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of both questionnaires. We provided additional guidance
in Bengali to help participants complete these surveys (if
required) and the local PI was available at each institution
to provide further guidance, if necessary.

We invited doctors and nurses working both in frontline
COVID-19 roles (ie, those directly managing COVID-19
patients) and non-frontline COVID-19 roles to participate
in the survey in order for comparisons to be made. Once
participants had consented to take part, we provided the
survey either on paper or as a link to an online survey via
email. We collated the responses and they were entered
onto an electronic data capture system REDCap by the
study coordinator in Bangladesh. The REDCap database
was hosted in Swansea and data analysis was performed by
a Swansea-based Bangladeshi statistician.

Public and patient involvement
None

Analysis

For the validated surveys, we calculated scores and used
the standard processes to manage missing data in line
with developer’s recommendations.”” **  We explored
the completeness of the data from all the surveys and
sites and investigated any systematic errors and biases. We
looked for evidence of data being missing completely at
random. In the analysis, the number and percentages of
missing data are provided for all the outcomes.

The HADS anxiety and depression scores and the
subscales of the MBI (EE, DP and PA) are presented
using summary statistics (mean and SD).

We used one-way analysis of variance (ANOVA) F-tests
to compare anxiety, depression and burnout scores across
the different institutions. We used Tukey post hoc tests
to identify where significant differences existed between
different groups after the ANOVA test. We used unpaired
t-tests and ” tests to compare scores from participants
who actively worked on COVID-19 frontline activities
versus non-COVID-19 frontline activities. A p value of
<0.05 was regarded as significant. x* tests were used to
determine if there was any difference in the proportion
of participants reaching threshold levels for anxiety,
burnout and depression between institutions. Post-hoc
tests with Bonferroni corrections were employed to iden-
tify where (if any) the differences existed between insti-
tutions. Analysis of the data was carried out using Stata.

RESULTS

Two thousand seven hundred and five participants out
of 3000 (90.2%) responded to our survey. Of the 2705
responses, we received 400 (14.8%) from SRNGIH, 1283
(47.4%) from DMCH, 628 (23.2%) from MMCH and 394
(14.6%) from MARMC. In total, 2108/2705 (77.9%) of
the responses were from females and 592/2705 (21.9%)
from males, with 5 (0.2%) responses where gender was
not specified. Table 1 illustrates the demographic charac-
teristics across the four institutions.

Table 2 illustrates the HADS scores across the four insti-
tutions. There was a statistically significant difference in
HADS scores across the different institutions (p<0.05).
The mean anxiety subscale score was in the normal range
(0=7) for two institutions (DMCH and MMCH) and in
the mild range (8-10) in the other two institutions. In
terms of the mean depression subscale score three of the
four institutions had depression scores within the normal
range (SRNGIH, DMCH and MARMC), with the fourth
institution (MMCH) having a mean score just above the
normal range. Figure 1 illustrates the proportion of partic-
ipants at each institution with normal (0-7), mild (8-10)
or abnormal (11-14 moderate; 15-21 severe) HADS
anxiety and depression scores. Over half of the partici-
pants exhibited some level of anxiety (SRNGIH: 52.2%;
DMCH: 53.9%; MMCH: 61.3%; MARMC: 68 %) with a high
proportion experiencing depression (SRNGIH: 39.5%;
DMCH: 38.7%; MMCH: 53.7%; MARMC: 41.1%). There
was a statistically significant difference in the proportion
of participants experiencing anxiety or depression across
the different institutions (p<0.05).

Table 2 illustrates the Maslach scores across the four
institutions. There was a statistically significant difference
in scores across the four institutions (p<0.05). Mean EE,
DP and PA scores did not indicate burnout. Figure 2 illus-
trates the proportion of staff at each institution who had
scores that were classified as reaching the cut-off points
that are classified as defining burnout for EE, DP and PA
scores.” Therefore, although mean scores were within
the normal range for each institution, a high proportion
of staff (almost 20% in some instances) were shown to
be classified as experiencing burnout by their Maslach
EE, DP and PA scores. There was a statistically significant
difference (p<0.05) in the proportion of participants by
institution experiencing burnout as indicated by their EE
and PA scores. There was however no significant differ-
ence in scores across institutions by DP scores (p>0.05).

As we expected the institution with the highest propor-
tion of COVID-19 rota working (MMCH: 97%) had the
highest HADS anxiety and depression scores. MMCH also
had the highest MBI scores for the EE and DP subscales
of all the institutions and the lowest MBI scores for PA,
indicating higher levels of burnout as well as the most
individuals achieving these burnout scores.

Table 3 illustrates the impact of a COVID-19 frontline
role on HADS and Maslach scores. Healthcare profes-
sionals who were engaged with frontline COVID-19
duties had a statistically significantly higher anxiety (8.3
vs 7.8; p<0.01) and depression (7.1 vs 6.5; p<0.05) scores
when compared with healthcare professionals who were
not engaged with COVID-19 frontline duties. Similarly,
Maslach scores for mean EE scores (17.5 vs 15.3; p<0.05)
and DP scores (4.9 vs 4.1; p<0.01) were statistically signifi-
cantly higher in staff with frontline COVID-19 duties
compared with staff not in frontline COVID-19 duties,
indicating more burnout. Scores for Maslach PA were
lower (37.3 vs 39.2; p<0.01) in COVID-19 duty staff than
non-COVID-19 duty staff, again indicating worse burnout.
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Table 1 Demographic information by institution -rg
Institution =

SRNGIH DMCH MMCH MARMC Q

n=400 n=1283 n=628 n=394 B

Age (years) %
Mean (SD) 32.2 (7.3) 33.6 (8.4) 37.1 (8.1) 32.3 (7.4) a
Gender (%) ;
Female:male 72:28 82:18 71:29 83:17 =
Departments (n, %) -0-9 =
Internal medicine 12 (3) 227 (17.7) 99 (15.7) 57 (14.5) § §
Cardiology 1(0.3) 1(0.1) 12 (1.9) 26 (6.6) g 3
Gastroenterology 207 (51.8) 6 (0.5) 9(1.4) 0 g ?‘i;
Respiratory medicine 4 (1.0) 7 (0.6) 8 (1.3) 0 8 >
Nephrology 1(0.3) 55 (4.3) 20 (3.2) 16 (4.1) g %
Neurology 0 25 (1.9) 2(0.3) 9 (2.3) «_} g
Rheumatology 3(0.8) 3(0.2) 5(0.8) 1(0.3) ‘5 8
Surgery 21 (5.9) 280 (21.8) 69 (11.0) 83 (21.1) % g
Gynae/obs 1(0.3) 124 (9.7) 57 (9.1) 38 (9.6) g— =
Psychiatry 1(0.3) 8 (0.6) 4 (0.6) 0 “_:’h g
Other 149 (37.3) 533 (41.5) 340 (54.1) 156 (39.6) g %
Nmiss (%) 0 14 (1.1) 3(0.5) 8 (2.0 § g
Professions (n, %) i IJ\;
Academic 31(7.8) 2(0.2) 119 (18.9) 5(1.3) 2 g
Doctor 89 (22.3) 157 (12.2) 193 (30.7) 76 (19.3) %o %
Nurse 277 (69.3) 1092 (85.1) 311 (49.5) 312 (79.2) % 8 g
Trainee 3(0.8) 30 (2.3) 4 (0.6) 1(0.3) = g.. Y
Nmiss (%) 0 2(02) 1(0.2) 0 5a%
COVID-19 rota (n, %) o S
Yes 357 (89.3) 490 (38.2) 609 (97.0) 201 (51.0) ) g
No 43 (10.8) 792 (61.7) 19 (3.0) 193 (49.0) g Z
Government employee E 3
Yes 395 (98.8) 1146 (89.3) 624 (99.4) 386 (98.0) )_> g-
No 5(1.3) 137 (10.7) 3(0.5) 8 (2.0) g_ g
Nmiss (%) 0 0 1(0.2) 0 g é
Private practice e g
Yes 76 (19.0) 29 (2.3) 117 (18.6) 8 (2.0) %’_ 3
No 324 (81.0) 1252 (97.6) 510 (81.2) 86 (98.0) o 3
Awareness of a well-being service ?_)- ‘g_'
Yes 190 (47.5) 606 (47.2) 244 (38.9) 174 (44.2) % ;D)
No 209 (52.3) 672 (52.4) 383 (60.9) 214 (54.3) S N
Well-being service (Getting help) (multiple response) 3 8
Friends/family 20 (10.5) 63 (10.4) 48 (19.7) 4 (2.3 @_ 2
Work colleagues 93 (49.0) 356 (58.8) 110 (45.1) 120 (69.0) _9’ g
Occupational health 10 (5.9) 15 (2.5) 5(2.1) 14 (8.1) g
None 66 (34.7) 172 (28.4) 84 (34.4) 38 (21.8) '2
Other 2(1.1) 9(1.5) 0 0 §:
Nmiss = number of missing data items %‘
DMCH, Dhaka Medical College Hospital; MARMC, M Abdur Rahim Medical College; MMCH, Mugda Medical College Hospital; SRNGIH, The Sheikh n
Russel Gastro Liver Institute & Hospital. %
o

S

o
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Table 2 Hospital Anxiety and Depression Scale (HADS) scores and Maslach Burnout Inventory scores by institution

Institutions

HADS SRNGIH DMCH

Tukey t-test

MMCH MARMC F-test (p value) (significant)

Anxiety Subscale Score

Mean (SD) 7.6 (4) 7.8 (4)

Depression Subscale Score

Mean (SD) 6.3 (4.1) 6.6 (3.7)

Maslach Subscale Scores SRNGIH DMCH
Emotional exhaustion (EE)

Mean (SD) 17.5(11.1)  15.4 (10.0)

Depersonalisation/loss of empathy (DP)

Mean (SD) 4.3 (5.3) 4.3 (5.1)

Personal accomplishment (PA) assessment

Mean (SD) 39.0(8.4)  38.5(8.8)

* significant difference with p <0.05

G1vs G2
G1vs G3*
G1 vs G4*
G2 vs G3*
G2 vs G4*
G3 vs G4

8.6 (4.1) 9 (4.3) 14.7 (<0.07%

G1vs G2
G1vs G3*
G1vs G4
G2 vs G3*
G2 vs G4
G3 vs G4*

Tukey t-test
(significant)’

7.9 (3.9) 6.9 (4.5) 17.3(<0.01%)

MMCH MARMC F-test (p value)

G1vs G2*
G1vs G3
G1vs G4
G2 vs G3*
G2 vs G4
G3 vs G4*

19.1 (10.8) 157 (8.1) 20.6 (p<0.01%

G1vs G2
G1vs G3*
G1vs G4
G2 vs G3*
G2 vs G4
G3vs G4

5.2 (5.2) 4.7 (5.8) 4.1 (p<0.07%

G1vs G2
G1vs G3*
G1vs G4
G2 vs G3*
G2 vs G4
G3 vs G4

36.5(9.4)  37.8(7.4) 8.9 (p<0.01%

DMCH, Dhaka Medical College Hospital; MARMC, M Abdur Rahim Medical College; MMCH, Mugda Medical College Hospital; SRNGIH, The

Sheikh Russel Gastro Liver Institute & Hospital.

DISCUSSION

In this cross-sectional survey, we found that a high propor-
tion of staff working in the four hospitals had some level
of anxiety (greater than 50% of participants) and depres-
sion (almost 40% of participants). Although the mean
MBI scores for the EE, DP and PA scales were within the
normal range, a high proportion of participants exceeded
the thresholds defined as indicating burnout.”® There
were statistically significant differences across the four
institutions for the HADS and MBI scores. We also found
that those participants working on COVID-19 activities

had worse anxiety, depression and burnout scores than
participants who were not working on COVID-19-related
activities. The differences in scores across institutions
could be explained by the numbers of participants in
each institution who were working on COVID-19 activi-
ties, as MMCH had the worse anxiety, depression and
burnout scores and had the highest number of COVID-19
active staff.

The prevalence of stress, anxiety and depression
has been measured in previous studies undertaken
throughout the pandemic period. Our findings concur

Hutchings HA, et al. BMJ Open 2024;14:¢079350. doi:10.1136/bmjopen-2023-079350
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® Mild (HADs 8-10)

Severe (HADs 15-21)

Proportion of participants exhibiting normal or abnormal HADS anxiety and depression scores by institution. (A)

HADS anxiety scores. Statistically significant results (x> comparison with Bonferroni corrections): SRNGIH vs DMCH, p<0.001;
SRNGIH vs MMCH, p<0.001; SRNGIH vs MARMC, p<0.001; DMCH vs MMCH, p<0.001; DMCH vs MARMC, p<0.001; MMCH
vs MARMC, p<0.001. (B) HADS depression scores. *Statistically significant results (x> comparison with Bonferroni corrections):
SRNGIH vs DMCH, p=0.002; SRNGIH vs MMCH, p<0.001; DMCH vs MMCH, p<0.001; DMCH vs MARMC, p<0.001; MMCH vs
MARMC, p<0.001. DMCH, Dhaka Medical College Hospital; HADS, Hospital Anxiety and Depression Scale; MARMC, M Abdur
Rahim Medical College; MMCH, Mugda Medical College Hospital; SRNGIH, The Sheikh Russel Gastro Liver Institute & Hospital.

with these studies where all have consistently identified a
high prevalence of perceived stress, anxiety and depres-
sion among healthcare workers.* %" A systematic umbrella
review reported that there were differences in the preva-
lence of anxiety and depression among different health-
care workers, but that the prevalence was at least 17%
and up to 40% in some groups.”® As with our findings,

frontline workers appear to be most affected by anxiety
and depression.12

A study in Bangladeshi nurses during the pandemic
showed that depression was linked with burnout and that
longer working hours contributed to higher depression.Q5
The increased workload associated with the pandemic has
also been shown to result in higher levels of depression

6

Hutchings HA, et al. BMJ Open 2024;14:¢079350. doi:10.1136/bmjopen-2023-079350

" PIOJXO 40
AlISIaAIUN BY) JO SalieiqI] ueld|pog 1. 9202 ‘6 aung uo jwod [wa uadolwagy/:diy woly papeojumoqd +20Z YdJeN L U0 05E6/.0-202-uadolwa/oeTT 0T se paysiignd 1s41y :uado riNg

'salfojouyoal Jejiwis pue ‘Buiurel) |y ‘Buluiw erep pue 1xa1 01 pale|al sasn Joj Buipnjoul ‘1ybluAdoos Agq paloslold


http://bmjopen.bmj.com/

25

20

15

10

SRNGIH DMCH

0

MMCH MARMC

M EE threshold (greater than or equal to 31)

m DP threshold (greater than or equal to 14)

PA threshold (less than or equal to 29)

Figure 2 Proportion of participants in each institution achieving threshold levels for burnout using the MBI scores for EE, DP
and PA. Statistically significant results (y?> comparison with Bonferroni corrections)—EE: SRNGIH vs MARMC, p<0.001; DMCH
vs MMCH, p<0.001; DMCH vs MARMC, p<0.002; MMCH vs MARMC, p<0.001. PA: SRNGIH vs MARMC, p<0.005; DMCH

vs MMCH, p<0.001; DMCH vs MARMC, p<0.002; MMCH vs MARMC, p<0.004. DMCH, Dhaka Medical College Hospital; DP,
depersonalisation; EE, emotional exhaustion; MARMC, M Abdur Rahim Medical College; MBI, Maslach Burnout Inventory;
MMCH, Mugda Medical College Hospital; PA, personal accomplishment; SRNGIH, The Sheikh Russel Gastro Liver Institute &

Hospital.

and burnout,” findings that were also mirrored in our
study. A recent pilot study in Bangladesh similarly iden-
tified a very high prevalence of depression symptoms
among Bangladeshi medical students.”

Our study has several strengths. We had a large survey
sample size of more than 2700 participants with an excel-
lent response rate (90%) that surveyed multiple disci-
plines and different job roles in four major hospitals in
Bangladesh. All information were collected anonymously
which may have contributed to the willingness of partic-
ipants to respond. There were some limitations. The
survey tools were administered in English as there was
no validated Bengali translation for one of the measures,

and because most of the staff were English speaking. We
did however provide some online supplemental informa-
tion in Bengali to aid completion and added questions at
the end of the survey asking for feedback about whether
they had understood the survey questions. The responses
returned indicated that there were no major problems
with comprehension. The high response rate is also likely
to indicate that most participants did not experience
problems with completion.

The survey itself was limited to doctors and nurses who
are likely to have good levels of education. If the survey
was rolled out to less qualified staff who may have poorer
understanding of the English language, translation into

Table 3 Hospital Anxiety and Depression Scale (HADS) scores and Maslach Burnout Inventory scores by COVID-19 duty

COVID-19 duty

HADS Yes No t-test (p value)
Anxiety Subscale Score

Mean (SD) 8.3 (4.2) 7.8 (3.9) 3.4 (p<0.017)
Depression Subscale Score

Mean (SD) 7.1 (4.2) 6.5 (3.7) 4.2 (p<0.01)
Maslach Subscale Scores Yes No xz (p value)
Emotional exhaustion (EE)

Mean (SD) 17.5 (10.4) 15.3 (9.8) 5.4 (p<0.01)
Depersonalisation/loss of empathy (DP)

Mean (SD) 4.9 (5.4) 4.1 (5.0) 3.9 (p<0.01)
Personal accomplishment (PA) assessment

Mean (SD) 37.3 (9.1) 39.2 (8.1) -5.4 (p<0.01)
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their native language would be recommended. This
survey was conducted during the second wave of COVID-
19*” when stresses on healthcare workers were likely to
be high. Further work is needed to explore whether
the levels of anxiety, depression and burnout persist in
Bangladesh post pandemic.

Afurtherlimitation is that our analysis did not control for
covariates, in particular, the characteristics of the partic-
ipants and their awareness of well-being services across
institutions. It is possible therefore that the increased
levels of anxiety, depression and burnout identified in
those more engaged in COVID-19 frontline activities may
be due to differences in participant characteristics and/
or differences in awareness of well-being services. Future
studies should explore the impact (if any) of these factors
on levels of anxiety, depression and burnout.

Our findings suggest that working in the healthcare
sector in busy and stressful situations may impact on
anxiety, depression and burnout. However, as we did not
have baseline data from before the COVID-19 pandemic
for comparison it is impossible to definitively conclude
this. The findings do suggest that healthcare workers may
have higher rates than the general population of Bangla-
desh and prior the COVID-19 pandemic.41 Healthcare
staff levels of anxiety, depression and burnout were worse
if they had frontline COVID-19 duties.

Healthcare organisations need to consider how to plan
for large-scale events, in future pandemics, to ensure that
staff can be appropriately supported during such times
while maintaining delivery of high-quality healthcare.
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