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Abstract

Objective: This study aimed to evaluate the anxiety, depression, and work-related strain inventory with a cross-sectional electronic question-
naire in code blue teams during the coronavirus disease-2019 pandemic in Turkey.

Methods: A web-based electronic questionnaire was sent to healthcare workers registered in the database of the Turkish Society of
Anaesthesiology and Reanimation and the Turkish Resuscitation Coouncil who are in the code blue teams of the hospital where they work. An
electronic questionnaire including the hospital anxiety-depression scale and the work-related strain inventory was sent to healthcare professionals.
A total of 259 participants who answered the questionnaire were included in the study.

Results: It was determined that 41.3% (n=107) of all participants were at risk in terms of anxiety and 64.1% (n=166) were at risk in terms of
depression by taking above the threshold value. The mean work-related strain inventory score of the participants was found to be 41.19 + 6.31.
The mean work-related strain inventory values of the participants who received above-threshold values from both the anxiety and depression
subscales were also found to be statistically significantly higher than the participants who received below-threshold values (P <.001).

Conclusion: It was determined that approximately half of the code blue teams were at risk for anxiety and two-thirds of them for depression.

Keywords: Anxiety, code blue, coronavirus disease, depression, mental health

e Itis important to understand the effects of outbreak periods on the psychological state of healthcare workers, in order to create the neces-
sary precautions and policies.

* During the pandemic, there are very limited studies on psychological diseases that may occur due to fear of contagion in code blue teams,
especially due to their applications such as cardiopulmonary resuscitation, including airway management.

e It was determined that approximately half of the code blue teams in Turkey were at risk for anxiety and two-thirds for depression.

e The level of work-related strain was found to be higher in healthcare workers who were at risk for both anxiety and depression.

Introduction

The novel coronavirus disease (COVID-19), which occurred in the Wuhan region of China, spread rapidly all over
the world by being transmitted through droplets and caused acute severe respiratory distress.! Healthcare workers

(HCWs) continue to fight on the frontline in the COVID-19 outbreak. Healthcare workers, who care for COVID-19
patients, are at a higher risk for transmission.?
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The European Resuscitation Council has personal safety
recommendations for medical emergency teams (called code
blue team [CBT] in Turkey) responding to patients who
develop cardiopulmonary arrest while being followed up with
a COVID-19 diagnosis.*> However, despite all safety precau-
tions, there is a high risk of contamination to HCWs due to
the high aerosol generation and the urgency of the clinical
situation during the cardiopulmonary resuscitation (CPR)
process.” Understanding the psychological impact and preva-
lence of the COVID-19 outbreak among HCWs is crucial in
guiding policies and interventions to maintain their psycho-
logical well-being.!

Although there are local differences in the CBT in Turkey,
the healthcare professionals who make up the team are often
anaesthesiologists, intensive care specialists, residents, and
nurse anaesthetists. Anxiety, depression, and work-related
strain levels can also show different characteristics in CBT
formed by healthcare professionals with different education
levels and experience.” In this study, the hospital anxiety and
depression scale (HADS) and work-related strain inventory
(WRSI) were used to evaluate these differences. Since the
pandemic still continues, there are very limited studies in the

literature on the subject, and no study evaluating the mental
status of the CBT has been found.

In this study, it was aimed to evaluate the anxiety, depression,
and work-related strain in CBT that intervenes in patients
with a diagnosis of COVID-19 with a cross-sectional survey
study.

Methods

Ethics committee approval from Mersin University Clinical
Research Ethics Committee (dated 29 April 2020 and num-
bered 2020/315, Mersin, Turkey) and written permission
from the Ministry of Health were obtained for this survey
study. In this web-based and cross-sectional survey study,
HADS and WRSI scales were applied to HCWs who were
members of the CBT in Turkey. This study has been reported
according to the principles in the Strengthening the Reporting
of Observational Studies in Epidemiology guide.

The members of the CBTs from the healthcare profes-
sionals registered in the database of the Turkish Society of
Anaesthesiology and Reanimation and Turkish Resuscitation
Council were asked to participate in the survey. Participation
in the survey was based on voluntariness and an informa-
tive letter about the survey was presented in the beginning
part of the questionnaire. It was stated that doctors (faculty
members, intensive care specialists, residents, and general
practitioners) and other HCWs (nurses, nurse anaesthetists,
surgical technicians, and emergency medicine technicians)
who are members of the CBT in Turkey will be included in
the survey. In the information about the questionnaire, it was
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stated that those with any known psychiatric disease or those
using any psychiatric medication should not participate in the
questionnaire. A total of 259 participants who answered the
questionnaire were included in the study.

The questionnaire form was applied in Turkish language.
A questionnaire containing 41 questions was sent to the
participants via e-mail. It takes 10 minutes to answer the
survey. The survey consisted of demographic characteris-
tics, HADS, and WRSI. The validity and reliability studies
in Turkey for both scales (HADS and WRSI) are available
in Turkish. All questions were asked as mandatory ques-
tions to answer. The questionnaire is web-based, and the
responses are also web-based and e-mail address is pro-
tected (Appendix 1).

The first 9 questions were asked to collect demographic char-
acteristics. Data on age, gender, job/title, institution where
they work, whether they were on the night shift, smoking,
marital status, satisfaction with current job, and how they feel
when responding to COVID-19 patients were recorded.

Hospital anxiety and depression scale was developed by
Zigmond et al® to determine the risk in terms of anxiety and
depression in patients and included a total of 14 questions
(questions 10-23 in the questionnaire form). It is used to iden-
tify those at risk for anxiety or depression in a short time. Of
a total of 14 questions, 7 measure anxiety (even-numbered
questions starting from the 10th question in the questionnaire
form, including the 22nd question) and 7 measure depres-
sion (odd-numbered questions starting with the 11th question
in the questionnaire and including the 23rd question). Each
item is scored on a 4-point Likert-type scale between 0 and
3 points. The lowest score that patients can get from both
subscales is 0, and the highest score 1s 21. In the reliability
study of the original article, the Cronbach’s alpha was found
to be 0.852 for the anxiety subscale (HAD-A) and 0.778 for
the depression subscale (HAD-D). As a result of the receiver
operating characteristic (ROC) curve analysis, the cut-off
points (threshold score) in the original study of HAD-A were
determined as 10 points and 7 points for HAD-D. In the
internal consistency analysis of our study, Cronbach's alpha
values for HAD-A and HAD-D were found to be 0.719 and
0.681, respectively.

Work-related strain inventory was developed by Revicki
et al’ in 1991. It is a 4-point Likert-type self-assessment scale
with 18 items developed to determine work-related strain in
healthcare professionals (questions 24-41 in the question-
naire). Scoring is calculated between 4 and 1 points for each
question. Some items are scored in reverse from 1 to 4 (ques-
tion numbers 25, 27, 31, 32, 34, and 38 in the questionnaire
form). The lowest possible score is 18 and the highest score is
72. The scale does not have a cut-off value, and the level of
strain due to work changes in direct proportion to the score
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was obtained from the scale. In the internal consistency anal-
ysis of our study, Cronbach's alpha value for WRSI was found
to be 0.709.

Statistical Analysis

Data were analyzed using the Statistical Package for the
Social Sciences Version 20.0 (IBM Corp., Armonk, NY,
USA). Descriptive statistics for normally distributed data was
expressed as mean and standard deviation and for non-nor-
mally distributed data, median and interquartile range was
employed. Categorical data were expressed as total count
and percentages. Shapiro-Wilk test was used for normality.
Analytical statistics for normally distributed variables was
performed by #test and for non-normally distributed vari-
ables, Mann—Whitney test was applied. Categorical variables
were analyzed using y* test. Cronbach's alpha was used for
the internal reliability analysis of our survey study. Statistical
significance was considered as P <.05.

Results

A total of 259 participants from the CBT who completed the
questionnaire were included in the study. The demographic
characteristics of the participants are presented in Table 1.

Hospital anxiety and depression scale was evaluated sepa-
rately for anxiety and depression. It was determined that
41.3% (n=107) of all participants were in the risk group in
terms of anxiety and 64.1% (n=166) were in the risk group
in terms of depression. The WRSI does not have a cut-off
value. For similar occupational groups, it offers the oppor-
tunity to compare the score determined when applied in
different periods. The mean WRSI value of all participants
was found to be 41.19 + 6.31. The results of HAD-A and
HAD-D subscales are summarised in Table 2.

For the HAD-A subscale, there was no difference in the mean
age of the participants. The number of females who received
above the threshold was found to be significantly higher (48.5%
vs 28.2%, P=.002). No difference was determined in terms
of comparison between profession groups, and the highest
rate above the threshold was observed in nurses with 51.6%
and residents with 46.6%. When the types of institutions the
participants work for are compared, the anxiety rates of those
working in university hospitals (47.6%), training and research
hospitals (41.6%), and state hospitals (40.0%) were statistically
higher than those working in private hospitals (26.3%) and pri-
vate universities (25.0%). There was no significant difference
between the participants with and without night shifts (40.0%
vs 41.6%, P=.834). There was no effect of smoking on the
HAD-A ratio (41.9% vs 39.3%, P=.721). No significant differ-
ence was found according to the marital status of the partici-
pants (39.3% for single vs 42.5% for married, P=.845). The
HAD-A ratio was found to be statistically significantly higher
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Table 1. Demographic Characteristics of the Participants
Features n (%)
Age (year), mean + SD 37.95 + 8.80
Gender
Female 167 (64.5)
Male 92 (35.5)
Profession
Doctors
Faculty member 46 (17.8)
Specialist 96 (37.1)
Resident 60 (23.2)
General practitioner 5(1.9)
Non-physician healthcare workers
Nurse 31 (12.0)
Nurse anaesthetits 15(5.8)
Emergency medical technician 4(1.5)
Surgical technician 2(0.8)
Institution (hospitals)
University 128 (49.4)
Private university 12 (4.6)
Training and research 36 (13.9)
State hospital 45 (17.4)
Private hospital 38 (14.7)
Night shift
Yes 209 (80.7)
No 50 (19.3)
Smoking status
Yes 61 (23.6)
No 198 (76.4)
Manital status
Married 162 (62.5)
Single 94 (36.3)
Divorced/widow 3(1.2)
Avre you satisfied with your current job?
Satisfied 136 (52.5)
Dissatisfied 123 (47.5)
How do you_feel when intervening or following up the patient
with diagnosed or suspected COVID-19?
I don't feel different from other patients because I 50 (19.3)
use personal protective equipment
I'm worried about getting infected 149 (57.5)
I am experiencing severe tension or anxiety 37 (14.3)
I have not met such a patient yet 22 (8.5)
I'm not worried because I have recovered from the 1(0.4)
discase
SD, standard deviation; COVID-19, coronavirus disease-2019.

in participants who were dissatisfied with their current job than
those who were satisfied (52.8% vs 30.8%, P <.001).

For the HAD-D subscale, there was no difference in the
mean age of the participants. The number of females who
got above the threshold was found to be significantly higher
(71.2% vs 51.0%; P=.001). No difference was showed in
terms of comparison between profession groups, and the
highest rate above the threshold was presented in residents
with 76.6% and specialist physicians with 60.4%. When the
types of institutions the participants work for are compared,
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Table 2. Evaluation of Demographic Characteristics According to HAD-A and HAD-D Scale Results

HAD-A HAD-A Above HAD-D Below | HAD-D Above
Below Threshold Threshold Threshold Threshold
Features (<10 Points) (>10 Points) p (<7 Points) (>7 Points) p
Age (mean + SD) 38.59 £9.11 37.03 £ 8.29 15 38.04+£9.19 37.89 £ 8.60 .89
Gender (n)
Female 86 81 . 48 119
Male 66 26 002 45 47 001
Profession (n)
Doctors
Faculty member 29 17 19 27
Specialist 61 35 38 58
Resident 32 28 14 46
General practitioner 3 2 46 3 2 39
Non-physician healthcare workers ' '
Nurse 15 16 11 20
Nurse anaesthetits 9 6 6 9
Emergency medical technician 0 2 0 2
Surgical technician 3 1 2 2
Instutution (hospital) (n)
University 67 61 41 87
Private university 9 3 8 4
Training and research 21 15 13 9 27 .04
State hospital 27 18 17 28
Private hospital 28 10 18 20
Night shift (n)
Yes 122 87 73 136
No 30 20 83 20 30 0
Smoking status ()
Yes 37 24 29 32
No 115 83 72 64 134 03
Marrital status (n)
Married 93 69 52 110
Single 57 37 .84 41 53 .07
Divorced/widow 2 1 0 3
Are you satisfied with your current job? (n)
Satisfied 94 42 59 77
Dissatisficd 58 65 <00l 34 89 08
How do you feel when intervening or following up the
patient with diagnosed or suspected COVID-19? (n)
I don’t feel different from other patients 40 10 28 22
because I use personal protective equipment
I'm worrled:l abc.)ut getting 1nfef:ted . 89 60 <001 49 100 <001
I'am experiencing severe tension or anxiety 8 29 4 33
I have not met such a patient yet 14 8 11 11
I'm not worried because I have recovered from 1 0 1 0
the disease

COVID-19, coronavirus disease-2019.

HAD-A, Hospital Anxiety Depression Scale-Anxiety subscale; HAD-D, Hospital Anxiety Depression Scale-Depression subscale; SD, standard deviation;

the depression rates of those working in university hospitals
(67.9%), training and research hospitals (75.0%), state hospi-
tals (62.2%), and private hospitals (52.6%) were statistically
higher than those working in private universities (33.3%,
P <.001). There was no significant difference between the
participants with and without night shifts (60.0% vs 65.0%;
P =.834). The HAD-D threshold rate of smokers (52.4%)
was significantly lower than non-smokers (67.6%) (P =.03).
No significant difference was found according to the marital

status of the participants (56.3% for single vs 67.9% for mar-
ried; P=.07). The HAD-D percentage was found to be sta-
tistically significantly higher in those who were dissatisfied
with their current job than those who were satisfied (72.3% vs
56.6%; P =.008). When responding to COVID-19 patients,
while 80.1% of all participants who scored above the HAD-D
threshold felt anxiety, the rate of answering “I do not feel any
difference due to protective equipment” was 13.2% of all par-
ticipants who scored above the HAD-D threshold (P <.001).
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Table 3. Comparison of WRSI Results with Demographic
Characteristics and Hospital Anxiety-Depression Scale
WRSI,

Features mean = SD p
All participants 41.19 +6.31 -
Gender

Female 41.11 +£6.14 77

Male 41.35 £ 6.65 '
Night shift

Yes 41.63 £6.23 02

No 39.36 + 6.38 '
Smoking status

Yes 39.25 £ 6.30

No 41.79 £6.21 006
Marrital status

Married 41.12 +6.81

Single 41.35 £ 5.47 .76

Divorced/widow 41.82 +6.39
Are you satisfied with your current job?

Satisfied 38.93 + 5.54 <001

Dissatisfied 43.69 +6.20 '
How do you feel when intervening or following up the
patient with diagnosed or suspected COVID-19?

I don’t feel different from other patients 37.62 +£6.02

because I use personal protective equipment

I'm worried about getting infected 42.02 £ 5.85 <001

I am experiencing severe tension or anxiety 44.46 + 6.04 '

I have not met such a patient yet 38.59 +6.10

I'm not worried because I have recovered 33.00

from the disease
HAD-A

Above threshold 44.65 + 5.86 <001

Below threshold 38.76 + 5.44 '
HAD-D

Above threshold 43.20 + 5.67 <001

Below threshold 37.60 + 5.87 '
HAD-A, Hospital Anxiety Depression Scale-Anxiety subscale; HAD-D,
Hospital Anxiety Depression Scale-Depression subscale; WRSI, work-
related strain inventory; SD, standard deviation; COVID-19, coronavirus
disease-2019.

The mean WRSI value of all participants was found to be
41.19 + 6.31 (Table 3). The results of the anxiety—depression
subscales were also compared with the WRSI values. The
mean WRSI scores of those who scored above the threshold
for the anxiety or depression subscales were found to be sta-
tistically significantly higher than those for those who were
below the threshold (Table 3).

Discussion

In this study, we evaluated the mental status of healthcare
professionals during the COVID-19 outbreak. In our study,
approximately half of the healthcare professionals were
found to be at risk for anxiety and two-thirds for depression.
There are few studies on the mental state of HCWs during
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the COVID-19 pandemic.®!'° Our study is the first to evaluate
the level of anxiety, depression, and WRSI in CBT during the
COVID-19 outbreak through a cross-sectional questionnaire.

In order to better understand the effects of the pandemic on
HCWSs’ mental health, it is necessary to review the studies
that were conducted when there was no outbreak. In a study
by Schmidt et al'' when there was no outbreak period, it was
found that 31.3% of the nurses showed anxiety symptoms
and 24.2% depression symptoms in the HADS score when
they applied to the nurses working in surgical wards. A study
published by Bentley et al'? showed that 6.8% of emergency
medical technicians experienced depression and 6.0% for
anxiety. In a study conducted by Caplan et al'® consulting
physicians and general practitioners using HADS scoring,
anxiety was found with a rate of 23% in consultant physicians
and 30% in general practitioners, while the rate of depression
was found to be 19% and 27%, respectively. In another large
cross-sectional study conducted among clinicians (n=2641),
it was found that 25.6% showed anxiety symptoms and 28.1%
depression symptoms.'* Compared with the periods when
there was no pandemic, it is seen that the rates of psychologi-
cal problems documented among HCWs in our study were
higher, despite differences such as socioeconomic and ethnic
origin. Although our study population consists of healthcare
professionals, the fact that it consists of healthcare profes-
sionals performing CPR in CBTs may make the situation a
little different. It suggests that both the patient's emergency
response conditions due to cardiac arrest and airway inter-
ventions may increase the risk of transmission. Therefore,
fear of the possibility of contamination in GB'Ts may be more
likely to lead to a psychiatric disorder.

Although there is no cut-off value for WRSI, it is accepted
that the work-related stress increases as the determined value
increases. In our study, the mean WRSI of the participants
was found to be 41.19 + 6.31. In a study conducted among
nurses, it was found that the WRSI was reported to have an
average score of 38.85 % 5.76 points." Factors such as quar-
antine periods spent away from family, fear of contagion, and
night shifts may have been effective in the higher WRSI aver-
age as we determined. In our study, it was also observed that
those at risk for anxiety or depression had higher work-related
tension scores than those who did not.

There are also studies on mental health in epidemics such
as Severe Acute Respiratory Syndrome (SARS) and Middle
East Respiratory Syndrome (MERS), which have a higher
mortality rate than COVID-19 but have no global impact.
During the SARS outbreak in 2003, 18%-57% of HCWs
were reported to experience severe emotional problems and
psychiatric symptoms during and after the epidemic.'®"” Tam
et al'® investigating the mental states of HCWs at the front-
line of the SARS outbreak reported the prevalence of stress
and psychological problems as 68% and 57%, respectively.
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Dysphoria and high stress were observed among HCWs dur-
ing the MERS epidemic in 2015."* Um et al found that
26.6% of physicians in MERS showed symptoms of depres-
sion. Although the results of a study conducted in Singapore
suggest that HCW are less mentally affected in the COVID-
19 pandemic (14.5% of the participants screened positive for
anxiety, 8.9% for depression, and 7.7% for clinical concern
of post-traumatic stress disorder)* than previous outbreaks (in
2003, another study conducted in Singapore documented that
20% of participants developed post-traumatic stress disorder
after the SARS outbreak),?! the authors state that the reason
for this may stem from Singapore's mental preparedness and
experience resulting from previous outbreaks.”” As a result,
although there are some differences, the findings of our study
support that the probability of mental disorders in HCWs
increase, as in previous studies conducted during outbreaks.

According to the type of institution, we obtained lower rates
in terms of both anxiety and depression risk in private institu-
tions. When other studies conducted on mental health during
the COVID-19 pandemic were reviewed, it was seen that no
comparison was made according to the type of institution.
The results we obtained are surprising when the literature
published in the pre-pandemic period is evaluated. In a study
conducted among nurses in 2011, both anxiety and depres-
sion rates were found to be higher in nurses in private institu-
tions than in other institution workers.'" Similarly, in another
study conducted on emergency HCWs in 2013, anxiety and
depression rates were found to be higher in private institu-
tions.'? This difference may have been caused by the fact that
some private hospitals did not accept patients with diagnosed
COVID-19 due to the "clean hospital" practice during the
pandemic period in Turkey. Also, perhaps, the relatively high
salary in private institutions could explain the lower risk of
anxiety and depression.

Identifying people with risk factors for anxiety and depression
may be important to protect the mental health of healthcare
professionals during the pandemic. In a published study, 4
independent variables were found to be associated with anxi-
ety risk among HCW.?? These are female gender, living in rural
areas, contact with COVID-19 patients in hospitals, and pres-
ence of organic disease.”” In depression models, being female
and the presence of organic disecase were identified as inde-
pendent factors.”? In another study, it was found that female
gender is more riskier in terms of both anxiety and post-trau-
matic stress disorder (PT'SD).” The data in our study showed
that the risk of anxiety and depression is higher in female gen-
der and people who feel stress from contact with COVID-19
patients, and it seems to be in line with the literature.

As another factor that can threaten mental health, there are
studies showing that the risk of experiencing anxiety and depres-
sive symptoms is higher in physicians who have 2 or more night
shifts per week."*** In our study, an adverse effect of night shift

Turk J Anaesthesiol Reanim 2022;50(4):288-294

on mental health was not shown. However, we believe that this
result is due to the implementation of flexible working hours in
Turkey during the pandemic. In addition, in the data obtained
from our study, anxiety and depression symptoms were found
with a lower rate in smokers. There is evidence that smokers
are less likely to experience anxiety and depressive symptoms,
and there are studies showing that nicotine intake can effec-
tively reduce anxiety episodes in particular.”

There are some limitations of our study. As with all survey
studies, it can be biased because the participants self-report
themselves. The socioeconomic, cultural, ethnic differences,
and public organisation problems of healthcare professionals
included in a study in a geographic region (usually within the
borders of a country) may not be similar to healthcare pro-
fessionals in other regions. In addition, our study population
was specific so the results could not be generalised to other
healthcare professionals. It was possible for the participants to
answer more than once using the survey link. In our study, the
fact that the number of female participants is more than male
participants may cause bias in the evaluations made in terms
of gender. The results of our cross-sectional survey study can-
not be attributed solely to the effects of the pandemic. Due to
the nature of the cross-sectional study, it was not possible to
reveal the cause—effect relationship.

In conclusion, it was determined that approximately half
of the CBT that intervened in COVID-19 patients were
at risk for anxiety and two-thirds of them for depression.
Additionally, the subjects who were at risk for depression or
anxiety had higher levels of work-related strain than those
not at risk. In our study, it was also determined that female
gender, contact with a patient diagnosed or suspected of
COVID-19, and being dissatisfied with their current job were
risk factors for anxiety, depression, and work-related strain.
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Appendix 1. Questionnaire form
1. Age?
2. Gender?

3. What is your profession?
Faculty member (Senior physician)
Specialist
Resident
General practitioner
Nurse
Nurse anesthetist
Surgical technician
Emergency medical technician/Paramedic

4. The institution you work for?
University hospital
Private university hospital
Training and research hospital
State Hospital
Private hospital

5. Do you have a night shift?
No
Yes

6. Do you smoke?
No
Yes

7. Your marital status?
Married
Single
Divorced

8. Are you satisfied with your current job?
I’'m satisfied with my current job
I’'m dissatisfied with my current job

9. How do you feel when intervening or following up the patient with diag-
nosed or suspected COVID-19?
I don’t feel different from other patients because I use personal protective
equipment.
I'm worried about getting infected
I'am experiencing severe tension or anxiety
I have not met such a patient yet
I'm not worried because I have recovered from the disease

10.T feel tense or ‘wound up’:
Most of the time
Alot of the time
From time to time, occasionally
Not at all

—_
—_

.I'still enjoy the things I used to enjoy:
Definitely as much
Not quite so much
Only a little
Hardly at all

12. T get a sort of frightened feeling as if something awful is about to happen:
Very definitely and quite badly
Yes, but not too badly
A little, but it doesn’t worry me
Not at all

13.1 can laugh and see the funny side of things:
As much as I always could
Not quite so much now
Definitely not so much now
Not at all

14. Worrying thoughts go through my mind:
A great deal of the time
Alot of the time
From time to time but not too often
Only occasionally

15.1 feel cheerful:
Not at all
Not often
Sometimes
Most of the time

16.1 can sit at ease and feel relaxed:
Definitely
Usually
Not often
Not at all

17.1 feel as if I am slowed down:
Nearly all the time
Very often
Sometimes
Not at all

18.1 get a sort of frightened feeling like
‘butterflies’ in the stomach:
Not at all
Occasionally
Quite often
Very often

19.T have lost interest in my appearance:
Definitely
I don’t take so much care as I should
I may not take quite as much care
I take just as much care as ever

20. 1 feel restless as if I have to be on the move:
Very much indeed
Quitcalot
Not very much
Not a t all

—

21.Tlook forward with enjoyment to things:
As much as ever I did
Rather less than I used to
Definitely less than I used t o

Hardlyatall



22.1 get sudden feelings of panic: 23.1 can enjoy a good book or radio or TV programme:

Very often indeed Often

Quite often Sometimes
Not very often Not often
Not at all Very seldom

For each proposition sentence below, please tick the one that suits you best.

Doesn't suit me at | Partially suitable
all for me

Suited me
greatly

Totally suitable
for me

24. Work interferes with family life

25. My initial job expectations are being realized

26. I am more edgy than I used to be

27. T am still the contributor T used to be

28. I occasionally hide in my office in order shut out others

29. It seems like I cannot get the recognition that I deserve

30. I feel guilty when I cannot completely understand my
patients or clients

31. Colleagues at work do contribute their fair share

32. My productivity has increased

33. My responsibilities are much different than I had
anticipated

34. My professional growth and skills are continuing

35. My preoccupation with work makes it hard to
disengage from the job at home

36. I often feel that others are out to take advantage of me

37. Arguments at home with those close to me have
increased recently

38. I rarely daydream at work

39. I am working harder but getting less done

40. Support for my contribution at work has been
consistently lacking

41. I often arrive late for work




