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ABSTRACT

Background: The COVID-19 pandemic has rapidly spread in the last years
from China to Europe and worldwide, affecting millions of people both physically and
mentally. This is a problem especially among healthcare workers, as they have had
to fight the pandemic from the frontline and could have caused several psychological
impact as a result. Our main aim is to provide evidence on the long-term

psychological impact of this pandemic in healthcare staff.

Methods: We applied a two-phased design, including self-reported
questionnaires about their mental status and quality of life (PHQ-9, GAD-7, ISI, IES-
R) during and after the most difficult periods of the pandemic. This study was carried

out in May-June 2020 and one year later.

Results: It was clear that primary healthcare professionals presented
psychological distress due to the pandemic, as well as depression and anxiety rates
increased among them, and the results even increased after a year. The main factors
related to this distress were being a woman and suffering COVID-19, either them or

some relative, as well as being in the frontline during the pandemic.

Conclusion: COVID-19 pandemic had a several impact on mental health of
primary health workers in Cantabria, even increasing after a year, which makes it

necessary programmes of prevention and preparation for this kind of occurrences.



1. INTRODUCTION

The COVID-19 pandemic, caused by SARS-CoV-2 virus, has rapidly spread in
the last several months from China (Wuhan) to Europe and worldwide, being Spain

one of the main countries affected.

The Autonomous region of Cantabria (population 580,000 habitants), although
being located in the periphery and with a shorter population than other regions of
Spain, has been also hit by the virus. As of 30" May 2022, official figures showed
that 143,000 subjects had been tested positive to COVID-19 in Cantabria since the
beginning of the pandemic; the majority of them has been treated ambulatory through
home-confinement. On the other hand, 71 patients are still receiving treatment at
hospital, including 26 (36.62%) admitted into Intensive Care Unit (ICU). Sadly, 855
subjects have died with a confirmed COVID-19 diagnoses (mortality ratio: 2.03)
(Servicio Cantabro de Salud, 2021). Added to this, there was a large population
group (estimations ranging from 8,000 to 10,000 subjects) with a suspected-COVID-
19 (not tested but with compatible symptoms and/or epidemiological data of high-
exposure) that had been followed and treated ambulatory by Primary Care teams

while confined at their homes.

Being the highly contagious capacity of this new SARS-CoV-2 coronavirus,
WHO has recommended limiting human-to-human transmission by reducing
secondary infections among close contacts and healthcare workers, preventing
transmission amplification events, and preventing further international spread (WHO,

2020). The SARS-CoV-2 virus is producing a serious impact on physical health and it



entails a significant risk for life with a mortality rate reaching up to 12% in some
European countries. Besides the impact on physical health, evidence from other
countries, earlier hit by COVID-19 pandemic, suggest a psychological impact of the

disease and the treatment requirements (confinement).

Psychological impact of COVID-19

Apart from the serious threats to people’s physical health and lives that is
being caused by the COVID-19 pandemic, the fears, uncertainties and strict
measures of quarantine and home-confinement (leading to people isolation) can
have a detrimental impact on mental health and would be contributing to an

increasing incidence of mental health problems.

This psychological stress could also trigger common mental disorders,
including anxiety and depressive disorders, and posttraumatic stress disorder, as it
has been seen in previous epidemic crises (Shultz et al., 2015), in which, regardless
of exposure, the outbreaks produced broad and profound psychological impact on
the general population precipitating new psychiatric symptoms in people without
mental illness or aggravating the condition of those with pre-existing mental illness
(Ho et al., 2020). Thus, the psychological impact have been reflected in the incidence
of psychiatric morbidities varying from depression, anxiety and posttraumatic stress
disorder symptoms, to delirium, psychosis and even suicidality (Ho et al., 2020). This
is also important since common mental health disorders, such as anxiety and
depression, are known to have detrimental effects on other (physical) health

measures (Rubin and Wessely, 2020).



Thus, studies carried recently in China showed a wide psychological impact in
the general population. For instance, Duan and Zhu reported an increase of
psychological problems during this epidemic, including anxiety, depression, and
stress (Duan and Zhu, 2020). It has been reported that up to 35% of 52.730
participants in a nationwide study in general population from China psychological
distress (Qiu et al., 2020) in relation to the COVID-19 pandemic. This psychological
impact has been reported to be at least moderate although with subgroups of
subjects presenting even high levels of stressful impact (Zhang and Ma, 2020). Thus,
another epidemiological study carried out during the initial phase of the COVID-19
pandemic in China, including 1210 participants from the general population,
observed that above half of the participants reported having a moderate or severe
psychological impact, including depressive symptoms (16.5%), anxiety symptoms
(28.8%) and stress levels (8.1%) (Wang et al., 2020). The psychological impact has
been also observed among clinically stable COVID-19 patients hospitalized also
suffered from significant posttraumatic stress symptoms when evaluated prior to their
hospital discharge (Bo et al., 2020). In Spain, a survey showed that anxiety and
depressive symptoms, as well as stress, had increased among general population
during the pandemic (Planchuelo-Gomez et al., 2020). However, another study done
in the early days of the pandemic, stated that even if this three aspect had an
increased rate, depressive symptoms were the most common while the anxiety rates
were much lower than Chinese ones (Garcia-Alvarez et al., 2020). Nevertheless, it
seemed as if the psychological impact did not decrease with time in the Spanish
population, contrasting with the result obtained in different Chinese surveys

(Planchuelo-Gomez et al., 2020).



It has been described that psychological distress levels are influenced by
several factors such as fear, uncertainty, self-isolation and loneliness, but also
societal rejection, discrimination, and stigmatization. Other factors influencing
psychological distress are those related to the efficacy of the health system such as
the availability of local medical resources, efficiency of the regional public health
system, and prevention and control measures taken against the epidemic situation
(Qiu et al., 2020). One of the main complaints raised by health professionals in this
respect is that most health professionals working in isolation units and hospitals do

not receive any training for providing mental health care (Xiang et al., 2020).

Front-line health workers and psychological impact

It has been repeatedly pointed out and warned that health professionals are at
particular high risk of suffering a psychological effect from the pandemic (Fiorillo and
Gorwood, 2020). Previous stressful community crises and epidemics, such as the
SARS-CoV in 2003 or the MERS-CoV outbreak in 2015, proved that health care
professionals where at high risk of developing psychological symptoms and mental
health disorders such as anxiety, depression and post-traumatic stress disorder (Lee
et al., 2018, Shigemura et al., 2020, Srivatsa and Stewart, 2020). It has been even
highlighted that, as it was observed in previous pandemic crises, it is likely that in the
next months, when the pandemic is over, we may have a shortage of health

professionals due to burnout and mental exhaustion (Panagioti et al., 2018)

Health care professionals are at higher risk of being infected during their
clinical activities than the general population. Thus, in Cantabria, 10.1% (n=179) of
the total test-confirmed COVID-19 patients, were health workers from the public

health system (Servicio Cantabro de Salud).



Medical staff in the front-line dealing with COVID-19 pandemic is under higher
psychological pressure. Isolation and the lack of social support could be a
determining factor in the way they cope with this traumatic event (Rodriguez and
Sanchez, 2020). The social and public recognition to health workers expressed by
the population from the beginning of the crisis, coexist with the risk of societal
rejection, discrimination, and stigmatization. This has been already observed already
in China, where health care professionals have been facing huge pressure, including
a high risk of infection and inadequate protection from contamination, overwork,
frustration, discrimination and isolation (Kang et al., 2020a), which has been causing
mental health problems such as stress, anxiety, depressive symptoms, and insomnia
(Kang et al., 2020a). This has been also observed in Spain, where the fear of being
infected and infecting others and not being able to give an adequate attention to
patients seemed to be, among other factors, the cause of anxiety, stress and
depressive symptoms in healthcare staff (Del Pozo-Herce et al., 2021). Other factors
mediating in the psychological impact in health professionals are the efficacy of the
health system, the coordination and access to safe environment and protection
equipment. This has been observed in previous epidemic crises where a better
psychological adaptation was observed among health professionals who had access
to well-equipped and structured environment (Lee et al., 2018). Similarly, the feeling
of interpersonal isolation and the fear that they would transmit the virus to their
relatives (Lee et al., 2018), the stigma and hardiness had a direct impact on mental
health of health personnel (Shigemura et al., 2020). All this may lead to doctors and
nurses and other health system professionals to experience clinically significant

depressive symptoms.



Thus, a recent study report that among 994 medical staff working in Wuhan,
the majority experienced psychological impact measured by the PHQ-9 scale; 36.9%
had sub-threshold mental health disturbances, 34.4% had mild disturbances, 22.4%
had moderate disturbances, and 6.2% had severe disturbance (Kang et al., 2020b).
And Lai and colleagues (Lai et al., 2020) in their cross-sectional, survey-based, study
on 1257 health care workers, observed that a substantial proportion of participants
reported symptoms of depression (50.4%), anxiety (44.6%), insomnia (34.0%), and
distress (71.5%). After the first wave of COVID-19 in Spain, healthcare staff reported
symptoms of PTSD, stress, anxiety or depression (Dosil et al.,, 2020). However,
despite being one of the most affected countries by the pandemic, Spain seemed to
have a lower rate of medical staff with psychological problems, according to a
survey-based study with healthcare workers of eight different European countries

(Hummel et al., 2021).

Several risk factors for presenting more severe psychological symptoms have
been identified; such as a gender (women) and being frontline health care workers
working in high-exposure units (Lee et al., 2018, Naushad et al., 2019, Lai et al.,
2020, Kang et al., 2020b). The gender differences are in line with the observed in the
general population where female Chinese citizens reported higher degree of the
psychological impact of the outbreak, stress, anxiety, and depression (Wang et al.,
2020). As in Spain, it seems like different factors like being a women and working in
specific COVID-19 units, increased the risk of having psychological disruptions such
as stress, anxiety or depressive symptoms (Dosil et al., 2020). Also, younger
professionals were the most affected by this symptomatology, as they lacked of
enough experience to cope with such a traumatic situation and the work overload

(Lucefio-Moreno et al.,, 2020). In addition, some surveys reported that



symptomatology such as stress or anxiety were more common among nurses and
assistants than among doctors, who presented more burnout syndrome (Dosil et al.,

2020).

Regarding working in high-exposure units, it has been described that
healthcare workers from other departments may also present psychological distress
during the pandemic (Liang et al., 2020), highlighting that the mental health of the
other medical department staff should not be neglect. In line with this idea, vicarious
traumatization has been identified mainly in front-line health workers, but also in non-
front-line medical staff and the general public (Li et al., 2020). The traumatization and
the difficulties in managing psychological stressors, frustration and feeling of
impotency may lead to burn-out among health care professionals, which at the same
time correlates with depression (Riethof et al., 2019). According to the World Health
Organization’s (WHO) International Classification of Diseases (ICD), people
experiencing burn-out typically feel exhaustion, but are also likely to feel detached
from their jobs. Moreover, they often perform less well at work, putting their patients

at risk.

It is likely that in the next months, even probably once the pandemic is over,
the health system will suffer a shortage of health professionals due to burnout and
mental exhaustion (Panagioti et al., 2018). Lastly, these mental health problems
among health professionals affect also their clinical performance and decision
making ability, jeopardizing the health system capacity of fighting the COVID-19
pandemic (Kang et al., 2020a). Burnout and psychological exhaustion, as well as the
emotional implications that being exposed to having to treat people going through

traumatic events, seemed to affect directly on the professional quality of life, the level



of satisfaction a helper has with his job and their performance while working (Dosil et

al., 2020).
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2. Objective and hypothesis

2.1. Objectives
Main objective:

The main objective of this study is to evaluate the psychological impact of
COVID-19 pandemic in public health care workers in Primary Care in Cantabria.
Specific objectives:

To explore if there are specific risk factors for a greater psychological impact

from COVID-19 exposure.

2.2. Hypothesis
Taking into account the previously described scientific evidence, the study has

the following hypothesis:

Main hypothesis: Primary Care health professionals, exposed to COVID-19
and working with COVID-19 patients, will present psychological symptoms of distress

(anxiety, depression).
Specific hypothesis 1: Women will present a greater psychological impact.

Specific hypothesis 2: Younger health workers will present a greater

psychological impact.

Specific hypothesis 3: Those health professionals that are more exposed to
COVID-19 (e.g.: Medical doctors and nurses) will present a greater psychological

impact.
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3. Material and methods

This work has been carried out based on the study project “Impact of COVID-
19 on the mental health of Primary Care professionals in Cantabria. The Co-Prim
Cantabria Study”, led by Dr. Ana Viejo Casas and Dr. Javier Vazquez Bourgon
between May and January 2021. The study was supported by the Instituto de

Investigacion Sanitaria Valdecilla (PRIMVAL20/08).

The study has a transversal design. We have conducted a wide (regional
level) screening to detect psychological symptoms in the study population (Primary

Care network professionals).

3.1. Study population identification and survey process

Identification of health care personnel working at Primary Care regional
network (Servicio Cantabro de Salud) will be done through administrative registers
after Institutional approval. The questionnaires were sent to their working places. To
increase subjects” participation, we will get in contact with every Primary Care Centre
Coordinator in order to request their collaboration in disseminating the information of
the study among the personnel in their teams, and encourage them to participate in

the study.

A specifically short and quick survey was set up to facilitate completing it.
Completed surveys will be sent back by internal post to IDIVAL centre were data will

be exported to the study database.
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3.2. Privacy and confidentiality

All subjects will have to provide written informed consent before filling in the
survey. The study was approved by the regional Ethics Committee, the Comité de
Etica de Investigacion Clinica de Cantabria (CEIC Cantabria), with the reference

number 2020.216.

Subjects” data will be managed confidentially following national and

international regulations.

3.3. Subjects” evaluation

A specific, short and quick survey has been set up. The survey includes: a
socio-demographic and working-post characteristics questionnaire, a mental health
assessment consisting in a set of psychological screening tests for depression,
anxiety, insomnia and trauma-related psychological distress, a COVID-19 exposition

guestionnaire, and a self-perceived health-related quality of life questionnaire.
3.3.1. Socio-demographic questionnaire

It includes basic socio-demographic data such as age (years), gender (male or
female), marital status (unmarried, married or divorced), educational level
(undergraduate or lower, postgraduate or higher), occupation, working place and

post (Primary Care team or Primary Care emergency team -SUAP-).
3.3.2. Mental health assessment

Mental health status and psychopathology will be assessed through a set of

validated self-rated scales, with Spanish-adaption versions:

13



- The 9-item Patient Health Questionnaire (PHQ-9) to evaluate depression,
rating each item from 0 to 3, giving a score of 0 to 27. The PHQ-9 assesses the
severity of depression as follows: minimal/no depression (0—4), mild depression (5—
9), moderate depression (10-14), or severe depression (15-27) (Kocalevent et al.,

2013).

- The 7-item Generalized Anxiety Disorder (GAD-7) to evaluate anxiety
severity, rates each item from 0 to 3, scoring a total of O to 21, considering;
minimal/no anxiety (0—4), mild anxiety (5-9), moderate anxiety (10-14), or severe

anxiety (15—-21) (Lowe et al., 2008).

- The 7-item Insomnia Severity Index (ISI) measures insomnia severity, rating
each item from O to 4, until a total of O to 27, considering: normal (0-7), subthreshold

(8—14), moderate insomnia (15-21), or severe insomnia (22—-28) (Morin et al., 2011).

- The 22-item Impact of Event Scale-Revised (IESR) evaluates psychological
distress to a specific stressful life event (the occurrence of COVID-19 in this case);
subclinical (0-8), mild distress (9-25), moderate distress (26—43), and severe

distress (44-88) (Daniel and Weiss, 2007).

3.3.3. Exposure to COVID-19

Exposure to COVID-19 will be assessed with a specific questionnaire
including, among other, the following questions: Have you been diagnosed with
COVID-19? Have you been hospitalized due to COVID-19? Has your family been
diagnosed with COVID-19? The answer to each question is yes or no.
Supplementary questions regarding COVID-19 testing and personal equipment

access in the working place are also included.
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3.3.4. Health-related quality of life

Study subjects will be asked to define their “Perceived health status” and their
“Health-related quality of life” on a Likert-type scale (between 1 —minimum- and 7 —
highest- scores). We will also ask if there have been changes in these variables after

the breakout of the COVID-19 pandemic.

3.4. Statistical analyses

Chi-square and ANOVA analyses were performed to compare qualitative and
guantitative variables between the two groups. The Statistical Package for Social
Science (SPSS) version 23.0 (IBM Corp., Armonk, NY, USA) was used for statistical
analyses. All statistical tests were two-tailed and significance was determined at the

0.05 level.
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4. Results

4.1. Enrolment and sample description

A total of 408 healthcare workers participated in this survey, whom 72.2%

were women. Also, 43.6% were doctors, 27.9% nurses and the rest was composed

by different healthcare workers such as physiotherapists, administratives or sanitary

emergencies technicians. Furthermore, 57.1% of the participants of the survey

worked on primary attention groups, while 30.6% were from primary attention

emergency groups. The rest of the sample was composed by 061 workers and

different healthcare professionals. In terms of age, the average age was 48.19 years

old, being 21 years old the minimum age and 68 the maximum age.

Baseline 1 year Total
N=410 N=339 N=749
Valu
Mean SD Mean SD Mean SD  Statistic e p
Age 48.2 103 480 9.6 481 10.0 t 0.292 0.770
N % N % N %
Gender (women) 299 729 244 719 543 725 X? 0.062 0.803
Civil status Fisher 3.719 0.289
Single 75 184 45 133 120 16.1
Married or couple 296 725 264 77.9 560 75.0
Divorced or widowed 37 10 30 89 67 9
Educational Level X* 1702 0.427
Secondary education or lower 45 11 31 9.2 76 10.2
University Education 363 89.0 308 90.9 671 89.8
Occupation X? 8540 0.481
Doctor 178 43.6 161 475 339 454
Nurse 114 27.9 92 271 206 27.6
Administrative 35 86 29 8.6 64 85
Emergency sanitary technician 27 6.6 28 83 5, 7.4
Physiotherapist 16 3.9 14 41 30 4.0
Midwife 17 41 2.4 25 34
Social worker 12 29 15 17 23
Cleaning service 9 22 0.6 11 15

16



Place of work X? 7.760 0.051

Primary Care Team 233 57.1 160 47.2 393 52.6
Primary Care Emergency Team 125 30.6 122 36.0 247 33.1
061 Ambulance Service Team 26 6.4 29 8.6 55 74
Other 24 59 28 83 52 7.0
Residential Area X? 1414 0.814
Urban Area (>10,000 inhabitants) 212 52.0 177 52.2 389 52.1
Small Urban Area (2,000-10,000) 131 32.1 104 30.7 235 315
Rural Area (<2,000 inh.) 65 15.9 58 17.1 123 164

Table 1. Socio-demographic and occupational characteristics of the study samples

4.2. Prevalence of psychological symptoms among health

professionals

For the evaluation of depression, the Patient Health Questionnaire was used,
as has previously been said. Even if the majority of the sample did not have
depression symptomatology (30.1% no depression, 39.5% mild depression), 21.6%
of them reported to have moderated depression, while a significant proportion of the
sample had scores equivalent to moderately severe and severe depression (7.8 and

1.0 respectively).

On the other hand, for the evaluation of insomnia was used the Insomnia
Severity Index, that showed that more than the 50% of the sample (52.5%) have had
insomnia, clinically relevant or not, during the pandemic. Of those, 15.7% had
moderately severe insomnia and 1.2% had severe insomnia, as well as 35.5% of the

sample had sleep problems without having an actual disorder.

Regarding the evaluation of anxiety, the instrument used was the GAD7, as it

has already been said, and reported that 30.4% of the sample had anxiety

17



Baseline 1 year Total

N=410 N=339 N=749
Mean SD Mean SD Mean SD Statistic Value p
PHQ-9 Total 75 46 84 58 79 52 t -2.487 0.013
GAD-7 Total 7.1 46 72 54 72 50 t -0.329 0.743

symptomatology after the first wave of the pandemic, while 69.6% did not have

a score equivalent to anxiety symptomatology.

Finally, IES-R was used to evaluate the way in which such a stressful event
like the pandemic affected healthcare professionals. 63.0% of the sample did not
have any clinical problem, while 15.9 had a moderate clinical problem (table 2).
However, on the other hand, 3.4% had scores equivalent to PTSD diagnosis, the
stressful event being the pandemic, and 17.6% scored punctuations equivalent to a

severe clinical problem.
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ISI Total 85 55 82 58 84 56 t 0.597 0.551

IES-R Total 20.3 16.7 19.7 183 20.0 174 t 0463 0.643
N % N % N 9% Statistic Value p

PHQ-9 X® 17.930 0.003

No depression - minimal 123 30.1 105 30.9 228 30.5

Mild depression 161 395 102 30.1 263 35.2

Moderate depression 88 21.6 77 227 165 221

Moderately severe depression 32 78 38 11.2 70 9.4

Severe depression 4 1.0 17 5.0 21 2.8

Probable depression (PHQ-9>10) 124 304 132 38.9 256 34.3 X?  6.003 0.014

Probable anxiety (GAD-7>10) 124 304 112 33.0 236 31.6 X?  0.600 0.439

ISI X? 2595 0.458

No insomnia 194 475 162 47.8 356 47.7

Insomnia, subclinical 145 35,5 122 36.0 267 35.7

Insomnia, moderate severity 64 15.7 46 13.6 110 147

Insomnia, severe 5 12 9 27 14 1.9

IES-R X? 2198 0.532

Absence 257 63.0 225 66.4 482 64.5

Clinical issue 65 15.9 44 13.0 109 14.6

Probable PTSD 14 34 8 24 22 29

Severe problem 72 17.6 62 183 134 17.9

Probable PTSD case or psychological distress (IES-

R>33) 81 19.9 68 20.1 149 19.9 X?  0.005 1.000

Table 2. Long-term differences in self-reported psychological status among Primary Care

health professionals in Cantabria

4.3. Health workers’ perceived quality of life, health status and satisfaction

with the Insitutional management of the COVID-19 pandemic.

In general terms, the majority of healthcare workers (more than 80%)
considered their health status after pandemic above 5 out of 7, although they also
reported that their general health had decreased due to COVID-19 situation (76.1%
stated that their health had decreased 3 or 4 out of 7 compared to how they felt
before the pandemic) (table 3). When asked about their quality of life, their answer

was slightly lower, even if the majority also expressed that their quality of life was
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fairly good (80.1% considering their quality of life 4 or higher out of 7), and also

reporting an important decline on it since 61.3% assessed that their quality of life had

changed a 3 or 4 out of 6 since the start of the pandemic.

Basal 1 year Total
N=410 N=339 N=749
Mea S Mea S Statisti
n D n SD Mean D ¢ Value p
. 1. 1. <0.00
How is your overall health status today?* 55 1 49 1.2 5.2 2 t 6.299 1
1H;9V1*has it changed compared to before COVID- 38 16 36 12 37 11. t 1311 0.190
How is your current quality of life?* 5.0 13; 45 13 4.8 13; t 4,704 <0'0(1)
1H5>7vl/*has it changed compared to before COVID- 3.4 11. 36 13 35 12. t 29262 0.02
Do you consider that you have been exposed to 1 1 66360
SARS-CoV-2 due to the performance of your 59 , 6.0 1.2 5.9 ' w . 0.315
2 2 0

work?***
Do you consider that you have been exposed to 1. 1. i
SARS-CoV-2 out of work?*** 3.9 6 42 15 4.0 6 t 2.563 0011
Do you consider that you have had access to 1. 1. i <0.00
appropriate individual protection equipment?*** 35 7 44 19 3.9 8 t 7.197 1
Have you felt supported by the institution you work 3.0 1. 34 17 39 1. t  -3505 <0.00
for?*** 6 7 1

N % N % N % Sta“StC' Value P
Have you been sick from COVID-19? (Yes) 15 37' 42 124 57 76' X?  19.943 <0'02
Have you lived with COVID-19 patients? (Yes) 13 %5 51 150 64 86' X2 33235 00

*Likert-type scale 1-7 (1=Very poor, 7= Excellent)

** Likert-type scale 1-7 (1=Much worse, 7= Much better)
*** |ikert-type scale 1-7 (1=Disagree, 7= Strongly agree)

Table 3. Long-term differences in quality of life and other self-reported experiences related to

COVID-19 pandemic in Primary Care professionals in Cantabria

20



4.4. Regarding COVID-19 exposition, the majority of health professionals
that participated on the survey responded that they were really exposed to the
virus while working, being 6 and 7 out of 7 the most common responses
(30.9% and 39.7% respectively). However, they did not felt that risk outside
work, 4 being the most frequent response (21.8%). Nevertheless, only 3.7% of
the health workers participating on the survey have had COVID-19, and 3.2%

have lived with someone who has gone through the disease.
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5. DISCUSSION

According to survey findings, the pandemic has been a challenging factor for
the mental health of healthcare staff. The majority of the sample considered that
their health and quality of life had decreased during and after the first wave of the
pandemic, and the questionnaire results related to different psychological problems
such as anxiety, depression, insomnia or PTSD proved that a part of the healthcare
workers have been affected in some aspect of their mental health. In the long-term
aspect, we find out that psychological distress increased after a year, depression
rates being of almost a 40% in our second-phase. The rest of scoring in the other

scales also increased, but it didn’t reach a statistical significance as the depression.

Our results are similar to previous evidence, that assures that early phases of
COVID19 pandemic have caused several psychological consequences in health care
professionals such as symptoms of PTSD, stress, anxiety and depression (Kang et
al., 2020; Lai et al., 2020; Dosil et al., 2020). They were in line not only with previous
evidence in Spain, but worldwide, which proves that this is a worldwide problem and

a consequence of the pandemic.

Psychological distress of healthcare workers could possibly lead to some
problems in the healthcare system, with a shortage of healthcare professionals due
to psychological symptomatology (Panagioti et al., 2018) or affecting clinical
performance and medical abilities of healthcare staff (Kang et al., 2020), making
more difficult the approach of COVID-19 pandemic and other illnesses that need to

be treated as before of the pandemic. This mental exhaustion seems to affect not
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only on their mental health but also in their quality of life, satisfaction with their work

and their performance as professionals (Dosil et al., 2020)

In terms of risk factors to have psychological distress due to the pandemic,
both in our survey and on the previous findings agree that being a woman and
working at the frontline are the main factors that lead to depression and anxiety
symptomatology. However, several surveys report that younger age could also be a
risk factor(Naushad et al., 2020; Lai et al., 2020; Kang et al., 2020), while our results
reflect that this is not a relevant aspect on depressive symptoms but it is on anxiety
symptomatology. Also, we found out that in our sample that those who suffered

COVID-19 or someone in their family suffered it had a greater psychological impact.

Other factors of interest to suffer psychological distress because of the
COVID-19 pandemic are the lack of social support and isolation during quarantine
(Lee et al., 2020). Some of the factors influencing this psychological distress could be
the work overload, some stressful experiences related to patients health and not
being able to help them in a proper way, not feeling enough protected against
COVID-19 or being afraid of being exposed to the virus or exposing others(Kang et
al., 2020; Shigemura et al., 2020). Also, it has been observed that it was important
for healthcare staff the perception they had on the resources available in order to
fight the pandemic and the efficiency of the healthcare system (Qiu et al., 2020). In
our survey, as well as in previous evidence, it has been observed that those
professionals who perceived there was a lack of training and equipment to work
during the pandemic had greater depression and anxiety symptoms (Kang et al.,
2020), as well as frustration and mental exhaustion, while those that were wells
equipped and perceived a good coordination of the healthcare system had a better

adaptation to the pandemic and less psychological distress (Lee et al., 2018).
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Strengths and limitations

Strengths of this survey are that the sample was composed by a large amount
of healthcare professionals, which provided a great amount of information about their
psychological status after the first wave of the pandemic, and that they provided
much information about them provided to the survey, including other healthcare
professionals and not only nurses and doctors like in other samples. Also, this was a
two-phase design, so it provides much greater information about the perception of

the impact that COVID-19 pandemic had on them.

Limitations are that the sample was composed by doctors and nurses
essentially, and there is not much information about other healthcare professionals
that must be taken into account although some of them were included. Also, the
proportion of women in the survey was much higher than men, and the survey was

anonymous so it is unknown whether the sample was the same.

Conclusions

Our survey has shown that COVID-19 has produced several psychological
consequences on mental health of healthcare professionals in Cantabria, such as
depression, anxiety and even PSTD. This is both a problem for them as individuals
and for the healthcare system, and some of the risk factors are the lack of training
and planning for this kind of occurrence, so it would be helpful to develop some plans
and programmes to prepare healthcare workers for problems like a pandemic, avoid
the work overdose and help them with the possible psychological problems they

might have after a situation like a pandemic.

24



6. REFERENCES

Del Pozo-Herce, P., Garrido-Garcia, R., Santolalla-Arnedo, |., Gea-Caballero, V.,
Garcia-Molina, P., Ruiz de Vifiaspre-Hernandez, R., Rodriguez-Velasco, F. J.,
& Juérez-Vela, R. (2021). Psychological Impact on the Nursing Professionals
of the Rioja Health Service (Spain) Due to the SARS-CoV-2 Virus.
International journal of environmental research and public health, 18(2), 580.

https://doi.org/10.3390/ijerph18020580

Dosil, M., Ozamiz-Etxebarria, N., Redondo, I., Picaza, M., & Jaureguizar, J. (2020).
Psychological Symptoms in Health Professionals in Spain After the First Wave
of the COVID-19 Pandemic. Frontiers in psychology, 11, 606121.

https://doi.org/10.3389/fpsyg.2020.606121

Dosil, M., Ozamiz-Etxebarria, N., Redondo, I., Picaza, M., & Jaureguizar, J. (2020).
Psychological Symptoms in Health Professionals in Spain After the First Wave
of the COVID-19 Pandemic. Frontiers in psychology, 11, 606121.
https://doi.org/10.3389/fpsyg.2020.606121hu G  (2020)  Psychological
interventions for people affected by the COVID-19 epidemic. Lancet

Psychiatry 7:300-302.

Fiorillo A, Gorwood P. The consequences of the COVID-19 pandemic on mental
health and implications for clinical practice. Eur Psychiatry. 2020 Apr

1;63(1):e32. doi: 10.1192/j.eurpsy.2020.35.

Garcia-Alvarez, L., de la Fuente-Tomas, L., Garcia-Portilla, M. P., Saiz, P. A,
Lacasa, C. M., Dal Santo, F., Gonzalez-Blanco, L., Bobes-Bascaran, M. T.,
Garcia, M. V., Vazquez, C. A,, Iglesias, A. V., Cao, C. M., Fernandez, A. G.,

Bascaran Fernandez, M. T., Fernandez, A. P., Revuelta, J. R., Zazo, E. S.,

25



Madera, P. Z., Alvarez, M. S., Sanchez, A. P., ... Bobes, J. (2020). Early
psychological impact of the 2019 coronavirus disease (COVID-19) pandemic
and lockdown in a large Spanish sample. Journal of global health, 10(2),

020505. https://doi.org/10.7189/jogh.10.020505

Ho CS, Chee CY, Ho RC (2020) Mental Health Strategies to Combat the
Psychological Impact of COVID-19 Beyond Paranoia and Panic. Ann Acad

Med Singapore 49:1-3.

Hummel, S., Oetjen, N., Du, J., Posenato, E., Resende de Almeida, R. M., Losada,
R., Ribeiro, O., Frisardi, V., Hopper, L., Rashid, A., Nasser, H., Konig, A.,
Rudofsky, G., Weidt, S., Zafar, A., Gronewold, N., Mayer, G., & Schultz, J. H.
(2021). Mental Health Among Medical Professionals During the COVID-19
Pandemic in Eight European Countries: Cross-sectional Survey Study. Journal

of medical Internet research, 23(1), e24983. https://doi.org/10.2196/24983

Kang L, Li Y, Hu S, Chen M, Yang C, Yang BX, Wang Y, Hu J, Lai J, Ma X, Chen J,
Guan L, Wang G, Ma H, Liu Z (2020a) The mental health of medical workers
in Wuhan, China dealing with the 2019 novel coronavirus. Lancet Psychiatry

7:el4.

Kang L, Ma S, Chen M, Yang J, Wang Y, Li R, Yao L, Bai H, Cai Z, Xiang Yang B,
Hu S, Zhang K, Wang G, Ma C, Liu Z (2020b) Impact on mental health and
perceptions of psychological care among medical and nursing staff in Wuhan
during the 2019 novel coronavirus disease outbreak: A cross-sectional study.

Brain Behav Immun.

Kocalevent RD, Hinz A, Brahler E. Standardization of the depression screener

patient health questionnaire (PHQ-9) in the general population. Gen Hosp

26



Psychiatry. 2013 Sep-Oct;35(5):551-5. doi:

10.1016/j.genhosppsych.2013.04.006.

Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression
severity measure. J Gen Intern Med. 2001 Sep;16(9):606-13. doi:

10.1046/j.1525-1497.2001.016009606.x.

Li Z, Ge J, Yang M, Feng J, Qiao M, Jiang R, Bi J, Zhan G, Xu X, Wang L, Zhou Q,
Zhou C, Pan Y, Liu S, Zhang H, Yang J, Zhu B, Hu Y, Hashimoto K, Jia Y,
Wang H, Wang R, Liu C, Yang C (2020) Vicarious traumatization in the
general public, members, and non-members of medical teams aiding in

COVID-19 control. Brain Behav Immun.

Liang Y, Chen M, Zheng X, Liu J (2020) Screening for Chinese medical staff mental
health by SDS and SAS during the outbreak of COVID-19. J Psychosom Res

133:110102.

Léwe B, Decker O, Miller S, Brahler E, Schellberg D, Herzog W, Herzberg PY.
Validation and standardization of the Generalized Anxiety Disorder Screener
(GAD-7) in the general population. Med Care. 2008 Mar;46(3):266-74. doi:

10.1097/MLR.0b013e318160d093.

Lucefio-Moreno, L., Talavera-Velasco, B., Garcia-Albuerne, Y., & Martin-Garcia, J.
(2020). Symptoms of Posttraumatic Stress, Anxiety, Depression, Levels of
Resilience and Burnout in Spanish Health Personnel during the COVID-19
Pandemic. International journal of environmental research and public health,

17(15), 5514. https://doi.org/10.3390/ijerph17155514

Naushad VA, Bierens JJ, Nishan KP, Firjeeth CP, Mohammad OH, Maliyakkal AM,

ChaliHadan S, Schreiber MD. A Systematic Review of the Impact of Disaster

27



on the Mental Health of Medical Responders. Prehosp Disaster Med. 2019

Dec;34(6):632-643. doi: 10.1017/S1049023X19004874.

Panagioti M, Geraghty K, Johnson J, Zhou A, Panagopoulou E, Chew-Graham C,
Peters D, Hodkinson A, Riley R, Esmail A (2018) Association Between
Physician Burnout and Patient Safety, Professionalism, and Patient
Satisfaction: A Systematic Review and Meta-analysis. JAMA Intern Med

178:1317-1330.

Planchuelo-Gomez, A., Odriozola-Gonzalez, P., lrurtia, M. J., & de Luis-Garcia, R.
(2020). Longitudinal evaluation of the psychological impact of the COVID-19
crisis in  Spain. Journal of affective disorders, 277, 842-849.

https://doi.org/10.1016/j.jad.2020.09.018

Qiu J, Shen B, Zhao M, Wang Z, Xie B, Xu Y (2020) A nationwide survey of
psychological distress among Chinese people in the COVID-19 epidemic:

implications and policy recommendations. Gen Psychiatr 33:€100213.

Ramos-Brieva JA, Cordero A.A new validation of the Hamilton Rating Scale for

Depression. J Psychiatr Res 1988;22:21-8.

Rodriguez, B. O., & Sanchez, T. L. (2020). The Psychosocial Impact of COVID-19 on
health care workers. International braz j urol : official journal of the Brazilian
Society of Urology, 46(suppl.1), 195-200. https://doi.org/10.1590/S1677-

5538.1BJU.2020.5124

Rubin GJ, Wessely S. The psychological effects of quarantining a city. BMJ. 2020

Jan 28;368:m313. doi: 10.1136/bmj.m313.

Sheehan DV, Lecrubier Y, Harnett-Sheehan K, Janavs J, Weiller E, Bonora LI,

Keskiner A, Schinka J, Knapp E, Sheehan MF, Dunbar GC. Reliability and

28



Validity of the MINI International Neuropsychiatric Interview (mini): According

to the SCID-P. European Psychiatry 1997;12:232-41.

Shigemura J, Ursano RJ, Morganstein JC, Kurosawa M, Benedek DM (2020) Public
responses to the novel 2019 coronavirus (2019-nCoV) in Japan: Mental health

consequences and target populations. Psychiatry Clin Neurosci 74:281-282.

Shultz JM, Baingana F, Neria Y (2015) The 2014 Ebola outbreak and mental health:

current status and recommended response. JAMA 313:567-568.

Spielberger CD, Gorsuch RL, Lushene RE. Manual for the State-Trait Inventory. Palo

Alto: Consulting Psuchological Press, 1970.

Spitzer RL, Kroenke K, Wililams JB, Lowe B. A brief measure for assessing
generalized anxiety disorder. the GAD-7. Arch Intern Med. 2006 May

22;166(10):1092-7. doi: 10.1001/archinte.166.10.1092

WHO (2020). Coronavirus disease (COVID-2019) situation report #87; 16 April

2020; At https://lwww.who.int/emergencies/diseases/novel-coronavirus-

2019/situation-reports/ (accessed 17th April 2020).

Xiang YT, Yang Y, Li W, Zhang L, Zhang Q, Cheung T, Ng CH (2020) Timely mental
health care for the 2019 novel coronavirus outbreak is urgently needed.

Lancet Psychiatry 7:228-229.

29


about:blank
about:blank

7. APPENDIX

A. CElm approval

B. Sociodemographic Questionnaire

C. Patients Health Questionnaire (PHQ-9)

D. Generalized Anxiety Disorder (GAD-7)

E. Insomnia Severity Index (ISI)

F. Impact of Event Scale Revised (IES-R)

G. COVID-19 Exposition Questionnaire

30



Appendix A: CEIm approval

Va] dECi“ a Cantabria .I
=3¢ IDIVAL X |

T. CONCEPCION SOLANAS GUERRERO, Secretaria del COMITE DE ETICA DE LA
INVESTIGACION CON MEDICAMENTOS DE CANTABRIA

CERTIFICA

Que este Comité ha evaluado la propuesta de los Investigadores Principales del
estudio:

TITULD: Impact of COVID-19 on the mental health of Primary Care professionals
in Cantabria. The Co-Prim Cantabria Study.

Impacto de COVID-19 sobre la salud mental del personal de Atencion Primaria
en Cantabria. Estudio Co-Prim Cantabria.

TIPO DE ESTUDIO: Proyecto de Investigacion [ Codigoe interno: 2020.216)

y considera gue:

- Se cumplen los requisitos necesarios de idoneidad del protocolo en
relacion con los objetives del estudio y estan justificados los riesgos y
miclestias previsibles para el sujeto, teniendo en cuenta los beneficios
esperados.

- Es adecuado el procedimiento para obtener el consentimiento informade.

- La capacidad del investigador y sus colaboraderes, y las instalaciones y
miedios disponibles, tal y como ha sido informado, son apropiados para
llevar a cabo el estudio.

Este CEIm, emite un informe FAVORAEBLE para gue dicho Estudio sea realizado en el
HOSPITAL UMNIVERSITARIO HARQUES DE VALDECILLA y GERENCIA DE
h'l:lENEIf)H PRIMARIA, actuands como investigadores principales los Dres. JAVIER
VAZQUEZ BOURGON y ANA FATIMA VIEJD CASAS.

Como queda reflejado en el Acta: 1472020 de 29 de mayo de 2020,

Lo que fimmo en Santander, a 09 de junio de 2020

T. CONCEPCION SOLANAS GUERRERD
Secretaria del CEIm

B Cptiiirepl Hirriwa Qe 4 | wesmchiiegdey WFrmiaiec] ol o sl i rvlei] et M Mgl o o Wi | LY
gom Santander-Espuita T+ T 88K CIF: G yyyilrm



Appendix B: Sociodemographic Questionnaire

E Valdecilla
e Estudio Salud mental y COVID-19 en Atencicn Primaria =222 IDIVAL

BAcoedo & participar en este estudio y 2 que los datos que sporto sean utilimdos con fines centificos, siempre de forma confidencial y anonima:
*  AUTORZO M PARTIOPACKN &n &l estudio. s [] wo[]
# A SER CONTACTAD®D = un futurg an mso de qus 5= astime opartura sfedir russvos datos s los recogidos en bn schesiices. 5[] wo []

Cuestionario sociodemografico
1 Sexo
1. Hombre D
Z  Mujer
2 Edad [afios)
3 Estzde civil
1. Soltero D
2. Casado/Pareja estzble
3. Separado/Divorciado
4 Viudo
4 Nivel estudios
1. Educacion basica D
2. Educacion s=cundariz
Edlucacion universitaria

el

;_

Medico/a

Enfermens/a

Bapiliar enfermeriz

Fisioterapeuta

Bdministrativoya

Tecnico emengencias ssnitarias

Celador/z

Servicio limpieza

6 Puesto de trabajo D
1. Equipo atencion primariz — EAP —
2. Servicio Urpencizs Atencion primaria —SUAP —

B pe

7 Ares de trabajo Clérea |
{marcar las que comespondan) O Areall
O Area
O Area IV

B iDonde vive habitualmente?

9 Tipo de zona I:l
1. Zonzwrbana [ 10000 habitantes)
2. Zona semiurbzna (2.000-10.000)
3. Zonzrursl [« 2.000)

4. Hinerante
10 MNdmeno de personas con las que ha pasado el confinamiento _{f_ |sdultos'menores)
11 iCon quien vive actusimente? OSole
{Marcar los gue comespondal) OConyuge-parejz
OPacdres
Otros familiares
Otros
Cuestionario de Satisfaccion
1 iComo es su estzdo de salud global en |3 actualidad ?
1 2 3 4 5 6 T
iy malo Momal Encelente
F] iComo ha cambiado respecto a antes del COVID-1597
1 2 3 4 5 6 7
Mucho peor Igual Mucho mejor
3 iComo e su calfidzd de vida en |2 actualidad?
1 2 3 4 5 [ F
Muy mala Mormal Ewcelert=
] iComo ha cambiado respecto a antes del COVID-197
1 2 3 4 5 1 7
Mucho peor lgual Mucho mejor
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Appendix C: Patients Health Questionnaire (PHQ-9)

Valdecilla

T Estudio Salud mental y COVID-19 en Atencion Primaria <2k IDIVAL
Patients Health Questionnaire (PHQ9)

Durante las gitimas dos semanas icon qué | Varios hr:: :'E 'Ia' Casi todos

frecuencia ha tenido las siguientes molestias? unea dias m dia: o5 los dias

1 | Poco interés o placer en hacer las cosas 0 1 2 3

5 Se ha sentido decaido,a, deprimido/a, o sin o 1 ) 3
Esperanza

3 Dificultad para dormir o permanecer o 1 2 3
dormidoa, o ha dormido demasiado

4 | Se ha sentido cansadoya o con poca energia i} 1 2 3

% | Con poco apetito o ha comido en exceso 1] 1 2 3
Se ha sentido mal con usted mismo/a—o

& | que es un fra@so o que ha decepcionado a 1] 1 2 3
si mismofa o a su familia
Ha tenido dificultad para concentrarse en

7 | cosas tales como leer el perigdico o ver |a 1] 1 2 3
television
£5e ha estado moviendo o hablando tan
lento que otras personas podrian notarlo?, o

& | por el contrario — ha estado tan inquieto(a) o 0 1 2 3
agitadola), que se ha estado moviendo mas
de lo normal?
Ha pensado que estaria mejor muerto{a) o

9 | se le ha courride hacerse dano de alguna 1] 1 2 3
manera

5i usted marco alguno de estos problemas, ;cudnta dificultad encontrd en hacer su trabajo, las tareas del

hogar o relacionarse?

MNada dificil Algo dificl Muy dificil Extremadamente dificil

m] m] m| m|
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Appendix D: Generalized Anxiety Disorder (GAD-7)

Valdecilla
S0 Estudio Salud mental y COVID-19 en Atencicn Primaria ==t IDIVAL
Generalized Anxiety Disorder (GAD-T7)
Sefiale con qué frecuencia ha sufrido los ME'_WE de Has de la Casi todos
siguientes problemas en ilti i Nunca la mitad de | mitad de los los dias
los ultimes 12 digz . .

& pr los dias dias
1 5e ha sentido nervioso, ansioso o muy o 1 2 3

alterado
2 | Mo ha podido dejar de preccuparse i} 1 2 3

5e ha preccupado excesivamente por
3 diferentes cosas 0 1 2 3
4 | Ha tenido dificultad para relajarse i} 1 2 3

Se ha sentido tan intranguilo que no podia
s estarse quieto o 1 2 3
& | 5e haimitado o enfadade con fadilidad i} 1 2 3
7 Ha EEI’I‘tII:.ll:I' miedo, como si fuera a suceder o 1 2 3

algo termrible
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Appendix E: Insomnia Severity Index (ISI)

Valdecilla

Estudio Salud mental y COVID-19 en Atencion Primaria w=k IDIVAL

indice Gravedad del Insomnio

-

I Por laver indigue la GRAVEDAD de su oaciusl {poel., doranle Tas dlliome 2 semns |

mrublermm’s) de suwei:

MNaca Leve  Moedeaco Grave Moy giave

Thlculad para quedarse dormindiva: 0 | 2 A 4
Dhificuliad paca penmanecer dortmidas: 0 1 z 3 4
Lrospertarss muy temprandg: 0 1 2 3 q
20 C0me esti de SATISFECIHOY A en b aclualidad comn s suefn?
Wiy salsiceho maligloche Ml M1y Ty iy
satistocho ingatistecho
1k | £l 3 4

A i Tn gue medide comsidera que su problemu de suefin INTERFIERL cun su ([uncinamizn ko
diarin (por ejernpho. i duranle ol dia, capacidal para las treas cotidianas/trahago,
COnContracion, mamaria. estade de dnimo ene. )

Moz LT prosc Al Ifucha Muchisiroue

it 1 2 3 4

4. i En qué meadida cree que LOS DEMAS SE DAN CUENTA < su proklema de sucho por lo
ouie et s calidad de vida?

Mads Lin piery Algee “ucha Muchisimin

1] 1 1 3 A

3. Cuwian PREOCTPADON A esld nor su selue] prohlerna de susfio?

Iada Un poec Al Mucha Muchizune

1] 1 2 3 d
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Appendix F: Impact of Event Scale Revised (IES-R)

-

Impact of Event Scale Revised (IES-R)

Estudio Salud mental y COVID-19 en Atencion Primaria

@‘U’ﬂldttiﬂzl
s IDIVAL

Respecto a la situacion estresante vivida en relacicn con

. Extrema-

ef COVID-13: Nada Un poco | Moderado Mucho daments
T = n - =

1 ualquier recuerdo me hada volver a sentir lo gque senti 0 1 3 3 3
antes

2 | Tenia problemas para permanecer dormido 0 1 2 3 4

3 | Owras cosas me hacian pensar en el suceso 0 1 2 3 4

4 | Me sentia irritable y enojado ] 1 2 3 4
Procuraba no alterarme cuando pensaba o recordaba lo

5 ) 0 1 2 3 4
sucedido

& | Pensaba en elle aln cuando no queria 0 1 2 3 4

7 | Sentia como si no hubiese sucedido o no fuese real o 1 2 3 3
Me mantenia kejos de cualguier cosa que mie recordara bo

B ) 0 1 2 3 4
sucedido

9 | Imagenes del suceso asaltaban mi mente 0 1 2 3 4

10 | Me sobresaltaba y asustaba facilmente ] 1 2 3 4

11 | Intentaba no pensar en el suceso 0 1 2 3 4

1z h.'le daba cuenta de que quedaban muchos sentimientos 0 1 2 2 1
sin resohrer

13 Mis SEI‘I'tI_I'l‘IIEI'IDCIS sobre el suceso estaban como 0 1 3 3 a
adormecidos

14 Me encontraba como si estuviese funcionando o sintiendo o 1 3 3 2
como durante el evento

15 | Tenia problemas para condiliar el suefo 0 1 2 3 4

16 Me |n'.uad|an oleadas de fuertes sentimientos sobre lo o 1 5 3 a
sucedido

17 | Intentaba apartarle de mi memoria 0 1 2 3 4

18 | Tenia problemas de concentracion 0 1 2 3 4
Cosas gue me recordaban lo sucedido me causaban

19 | reacciones fisiologicas takes como transpiracicn, dificultad 0 1 2 3 4
al respirar, nauseas o taguicardia

20 | Sonaba con lo sucedido 0 1 2 3 4

21 | Me sentia vigilante y en guardia ] 1 2 3 4

22 | Intentaba no hablar de ello o 1 2 3 3
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Appendix G: COVID-19 Exposition Questionnaire

HEESC

Estudio Salud mental y COVID-19 en Atencion Primaria

Cuestionario exposicion a COVID-19

iConsiders que ha estado expuesto s SARS-CoV-2 debido al desempefio de su trabajo?

1 2 3 4 5 & 7
En absoluto D forma
importznte

iConsiders que ha estado expuesto 3 SARS-CoV-2 en otros contextos diferentes al desempefio de su
trabajo (transporte plblico, casa, compras, etc)?

1 2 3 4 5 ] T
En absoluto D forma
Importznte

eHa estzdo usted enfermo de COVID-157
2 he [

En caso afirmativo,  ha requerido ingreso hospitalario?
2 O

£ seguimiento ambulatorio?

1 5 I:l

X Mo

iHa convivido estzs ditimas semanas o convive en la actualidad con algin familiar enfermo de COVID-157

1 5
2 Mo I:l

5 le ha realfizado test de deteccion de COVID-197

1 5 I:l

Z Mo

En caso afirmative indigue cuales [uno o varios)

Orch
[ Test senclogico (lgs) rapido
O Test serologico (|gs) por ELISA
iConsiders que ha tenido acceso a Equipos de Proteccion Individual apropiados?
1 2 3 4 5 ] T
En absoluto D forma
importznte
&5 ha ido apoyados ldzdo por la institucion para la que trabaja?
1 2 3 4 5 ] T
En absoluto D forma
importznte

Muchas gracias por su participacidn en el estudio.

dinica telefdnica o presencial, por favor indiquenos sus datos de contacto:
Nombre: ...

En el caso de que quiera participar mds adelante en una segunda fase del estudio, consistente en entrevista

Valdecilla
~522 IDIVAL
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