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Abstract

Aim: In this study, it was aimed to examine the relationship between the concept of hope that is present in healthcare professionals during the COVID-19
pandemic process and the possible relationship between perceived social support and coping ability.

Material and Method: Sociodemographic and Clinical Data Form, State-Trait Anxiety Inventory (STAI), Trait Hope Scale (THS), Multi-Dimensional Perceived
Social Support Scale (MDPSSS), Coping with Stress Scale (CSS) were applied to 170 healthcare professionals working in the pandemic hospital and meeting
the study criteria.

Results: The THS score was found to be the lowest in those working in both the service and emergency service/polyclinic, and a statistically significant dif-
ference was found between this group and those working in the service and those working in the emergency/outpatient clinic (p <0.001). The MDPSSS score
of the group working in both departments was the lowest and this decrease was statistically significant (p=0.002). THS scores of the doctors were lower
than nurses, and this lowness was statistically significant (p=0.001). A positive significant correlation was found between the total score of THS and CSS and
MDPSSS scores (r=0.226, p=0.003) (r=0.194, p=0.023).

Discussion: Perceived social support and hope levels decrease as the number of working units of health personnel increases during the Covid-19 pandemic
process. Levels of hope differ according to the professions. The level of hope is positively associated with the coping ability and perceived multi-dimensional
social support. This study has revealed that functional coping attitudes and perceived social support in healthcare professionals during pandemic periods are
associated with high levels of hope.
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Introduction

Severe Acute Respiratory Syndrome-Coronavirus-2 (SARS-
CoV-2) spread rapidly to many countries in the world with its
high contamination property and was declared as a pandemic
by the World Health Organization on January 31, 2020.

In all recent outbreaks such as SARS, Ebola, MERS - CoV
infections and COVID-19 that we are currently experiencing,
which have had fatal consequences, healthcare professionals
have been the most affected and at risk of harm [1-4]. In 2003,
psychiatric symptoms were reported in 27% of healthcare
professionals during the SARS-CoV epidemic in Singapore [5]. In
the COVID-19 epidemic, stress, anxiety, hopelessness, insomnia,
and anger have been seen in health workers in Wuhan due to
mental health problems such as the high risk of infection they
have been exposed to, overwork, and isolation [6].

Hope is defined as a cognitive process that expresses the
capacity of individuals to produce paths for their goals and to
act in accordance with the path they produce. Individuals with
high levels of hope exhibit motivating attitudes when faced
with worrying problems. Therefore, the concept of hope and
anxiety are interrelated structures [7]. We believe that the most
important motivation for healthcare professionals who work
devotedly in times of pandemic is hope, and social support is
important for individuals to avoid despair.

Perceived social support is the person’s belief that she/he has
strong connections with other people and his/her cognitive
perception that she/he will be supported when necessary.
Individuals with a high level of social support adapt to stress
more easily [8]. We think that perceived social support, which
we think is one of the most important requirements during the
pandemic periods, can be effective for individuals to control
their anxiety.

State anxiety is associated with subjective and momentary
anxiety and is temporary anxiety caused by environmental
stress. Trait anxiety is that a stressful situation is perceived
as dangerous, and a person shows anxiety symptoms even in
the absence of danger [9]. For healthcare professionals, the
risk of decaying and death is very important stress factors [10].
Although the time spent by the healthcare professionals in the
hospital increases even more during the COVID-19 epidemic
period, it may have increased the workload, but it may have been
a source of stress outside the working hours. In these cases,
methods of coping with the stress are important for a person.
Coping, on the other hand, is cognitive and behavioral efforts
that individuals make to learn to reduce or tolerate negative or
stressful life events and is associated with psychological well-
being [11].

Stress and anxiety of physicians, nurses, and other personnel
who are in direct contact with patients can play an active
role in pandemic management. In our study, it is among the
determined goals to discuss the effects of factors affecting
anxiety in epidemic periods that reveal anxiety and we aimed to
examine the relationship between the concept of hope that is
present in healthcare workers with the social support perceived
by the healthcare worker and the coping ability created by the
healthcare worker.

Material and Methods

Ethics committee approval was obtained for our cross-
sectional study from XXXX University Hospital. This ethics
committee approval was also reported to the Ministry of Health
and the study was carried out in accordance with the Helsinki
Declaration. The study included 170 healthcare professionals
working in the pandemic hospital between March 2020 and
April 2020, which has recorded the highest number of COVID-19
pandemic cases in Turkey. While the volunteering condition was
required for the participants, the fact that they had physical
and mental illnesses that could prevent them from responding
to questionnaires and scales, and that they were illiterate was
accepted as exclusion criteria. Sociodemographic and Clinical
Data Form, State-Trait Anxiety Inventory (STAI), Trait Hope
Scale (THS), Multi-Dimensional Perceived Social Support Scale
(MDPSSS), Coping with Stress Scale (CSS) were applied to all
of the participants.

1. Sociodemographic and Clinical Data Form

This is a form prepared by us considering the objectives of
the study, which includes socio-demographic information such
as age, gender, marital status, educational status, profession,
place of residence, economic status, family structure in
individuals included in the study.

2. Trait Hope Scale (THS)

It was developed by Snyder et al. (1991) to determine the
constant level of hope of individuals aged 15 and over. The
scale, which consists of twelve items, includes four items
regarding the alternative ways of thinking of hope and acting
thought dimensions. The lowest score that can be obtained
from the scale is 4, and the highest score is 32. The high score
obtained indicates that the level of hope is high [12].

3. Multi-Dimensional Perceived Social Support Scale (MDPSSS)
The form of the scale developed in 1988 by Zimmet et al. was
revised in 2001. The scale, which is Likert type, consists of
12 questions in total. Each question was created with seven
grades (1-7 points) ranging from “absolutely no” to “absolutely
yes”. As a result, the high score obtained shows that perceived
social support is high [13].

4. Coping with Stress Scale (CSS)

This scale is a 5-point Likert-type scale (5=totally suitable-
1=not suitable at all). A total score of 23-115 is obtained from
23 items in the CSS. It was developed by Folkman and Lazarus.
The scale consists of 30 items and is a 4-Likert (O=not suitable
at all, T=not suitable, 2=suitable, 3=completely suitable) type
[14].

5. State-Trait Anxiety Inventory (STAI)

It was developed by Spielberger et al. in 1970. The State
Anxiety Inventory of the scale, which consists of 40 items in
total, measures a person’s anxiety at a certain time, and the
Trait Anxiety Form measures the person’s susceptibility to
anxiety experience in a fixed personality structure. It consists
of 4-Likert type and twenty items. The total score value
obtained from both scales varies between 20 and 80, and the
score between 26 and 42 is accepted as average. A high score
indicates a high level of anxiety and a small score indicates a
low level of anxiety [15].
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Statistical Analysis

Analyzes were evaluated in SPSS (Statistical Package for
Social Sciences; SPSS Inc., Chicago, IL) 22 package program.
In the study, descriptive data were shown with n, % values in
categorical data and average values + standard deviation,
median, interquartile range (25-75 percentile values) in
continuous data. The Chi-square analysis (Pearson Chi-square)
was used to compare intergroup categorical variables. The
compliance of continuous variables to normal distribution was
evaluated with the Kolmogorov-Smirnov Test. Independent
Samples t-test was used for comparison of variables that
comply with a normal distribution, One Way ANOVA test was
used when more than two groups were compared, the Mann-
Whitney U Test was used for comparison of variables that do
not comply with normal distribution, and the Kruskal-Wallis test
was used when more than two groups were compared. Pearson
or Spearman Correlation analyses were used to compare the
measurement data. The statistical significance level was
accepted as p <0.05 in the analysis.

Results

A total of 170 healthcare workers, 94 (55.3%) males and 76
(44.7%) females, with the mean age of 33.36 + 7.85 years
were included in the study. It was observed that 113 (66.5%)
of the healthcare professionals were married, 131 (77.1%)
were university graduates, 138 (81.2%) lived in the city and
134 (78.8%) had moderate economic status. Forty (23.5%) of
the participants were doctors, 80 (47.1%) were nurses and 50
(29.4%) were other healthcare professionals (health officers,
laboratory and x-ray technicians, medical secretaries, servants).
Other socio-demographic
professionals are shown in Table 1.

When the state and trait anxiety scores were evaluated in the
whole group, the mean state anxiety scale (WHO) score was
41.5 + 9.2, and the mean trait anxiety scale (SDI) score was 41.4
+ 8.9. The total mean score of the State-Trait Anxiety Inventory
(STAI) was 82.5 + 16.7. While the mean trait hope scale (SRS)
total score was 54.4 + 14.5, the scale’s acting thoughts sub-

characteristics of healthcare

dimension mean score was 26.8 + 7.2 and the alternative
thoughts sub-dimension mean score was 27.4 + 8.03. The total
score average of the coping stress scale (CSS) of the whole
group was found as 60.8 + 18.1, and the total score average of
the multi-dimensional perceived social support scale (MDPSSS)
was found as 73.1 + 22.2.

Health personnel were divided into 3 as both emergency/
outpatient and service workers (Group 1), emergency/outpatient
(Group 2) and only service workers (Group 3) according to
COVID-19 workplaces. According to the COVID-19 workplace,
a statistically significant difference was found between the
scores in terms of STAI total (p <0.001). It was observed that
this difference was due to the difference between all groups. The
total STAI mean score of those who were separated from their
family was found to be significantly higher than those living with
their family during the COVID-19 pandemic process (p=0.034).
According to the profession group, a significant difference was
found in terms of total score in the THS (p=0.001). It was found
that this difference is only between doctors and nurses (Figure
1). Again, according to the COVID-19 workplace, a statistically

significant difference was found between the scores in terms of
THS total (p <0.001). It was observed that this difference arises
between the group working in the service and those working
in both the service and emergency/polyclinics. The total THS
mean score of those who were separated from their family
was found to be significantly higher than those living with their
family during the COVID-19 pandemic process (p=0.009) (Table
2).

1) According to the COVID-19 working unit, a significant
difference was found in terms of STAI state anxiety (p <0.001).
It was observed that this difference originated from all three
places (p=0.02 for emergency service/polyclinic, p <0.001
for both emergency service/polyclinic-both, p=0.015 for both
services) (Table 2).

2) According to the COVID-19 study unit, a significant difference
was found in terms of trait anxiety (p=0.004). It was observed
that this difference was only due to the difference between
those working in the emergency/outpatient clinic and those
working in both places (p=0.091 for emergency/polyclinic-
service, p=0.007 for emergency/polyclinic-both, p=0.068 for
service-both) (Table 2).

3) The STAI trait anxiety scores of those who separated from
their families during the COVID-19 pandemic process were
significantly higher than those who did not separate (p=0.009)
(Table 2).

4) A significant difference was found between the professional
group in terms of the THS acting sub-dimension (p=0.002). This
difference was statistically significant only between doctors
and nurses (p=0.001 for doctor-nurse, p=0.212 for doctor-other
health personnel, p=0.265 for nurse-other health personnel)
(Table 2).

5) A significant difference was found between the professional
group in terms of the THS alternative sub-dimension (p=0.001).
This difference was significant between doctors and nurses and
between doctors and other healthcare professionals (p=0.001
for doctor-nurse, p=0.043 for doctor-other health personnel,
p=0.961 for nurse-other health personnel) (Table 2).

6) According to COVID-19 workplace status, a significant
difference was found in terms of THS acting (p <0.001). This
difference arises from the difference between COVID-19
emergency or outpatient employees and the group working in
the service, and those working in both places and those working
in the service (p=0.049 for emergency/polyclinic-clinic, p=1,000
for emergency/polyclinic-both, p <0.001
(Table 2).

7) According to the COVID-19 workplace status, a significant
difference was found in terms of THS alternative (p <0.001).
This difference was found to be related only to the difference
between those working in the service and the group working
in both (p=0.611 for emergency/outpatient-clinic, p=1,000 for
emergency/outpatient-clinic-both, p <0.001 for service-both)
(Table 2).

8) The staff who lived separately from their families during
the COVID-19 pandemic had significantly higher scores on
both the THS acting thought and the THS alternative thoughts
(p=0.021), (p=0.029) (Table 2).

9) Alternative THS scores of men were found to be significantly
higher than that of women (p=0.029) (Table 2).

for service-both)
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Table 1. Sociodemographic characteristics of health profes-
sionals

Number %
Age (Avg+SD) 33.36+7.85
Gender
Male 94 553
Female 76 44.7
Marital status
Married 113 66.5
Single 57 335
Educational status
High school and lower 39 229
Graduate 131 771
Residential area
Village 4 24
Town 28 16.5
City 138 812
Economic status
Low 10 59
Moderate 134 788
High 26 153
Profession
Doctor 40 235
Nurse 80 471
Other healthcare professional 50 29.4
Duration of work
<1 year 12 7.1
1-5 years 35 206
>5 years 123 724
Workplace
COVID emergency or polyclinic 9 53
COVID service 93 54.7
Both 68 40.0

Being separated from the family during the COVID process

Yes 63 371
No 107 629
Is there a risky group at home?

Yes 72 42.4
No 98 57.6
Any medical illness

Yes 22 129

No 148 87.1

The CSS score of the high school and lower group was
significantly higher than that of the university graduate
(p=0.049). A significant difference was observed between the
professional groups in terms of the CSS score (p <0.001). It
was observed that this difference resulted from the difference
between doctor and nurse and doctor and other healthcare
personnel (Figure 1).

A significant difference was found between COVID-19 work
units in terms of MDPSSS (p=0.002). This difference seemed
to be related to the difference between those who worked in
both places and those who worked in the emergency/outpatient
clinic, and those who worked in both places and those who
worked in the service (Table 3).

A positive significant correlation was found between STAI total
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Figure 1. THS and CSS Score by Professions
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Figure 2. Correlation analysis A): CSS and STAI scale score, B): MDPSSS
and STAI scale score, C): CSS and THS scale score, D): Correlation between

MDPSSS and THS scale score

score and the CSS (r=0.267, p <0.001). A negative significant
relationship was found between STAI total score and MDPSSS
score (r=-0.400, p <0.001). A positive correlation was found
between the total score of THS and CSS (r=0.222, p=0.003).
It was observed that there was a positive and significant
relationship between the THS total score and MDPSSS (r=0,174,
p=0,023) (Figure2).

Discussion

According to the results obtained from this research, no
significant difference was found between the scale scores
(STAI, THS, CSS, MDPSSS) of the employees according
to age, gender, marital status, education, income level,
profession durations, whether there was additional disease
and whether they lived with a risky individual at home. These
sociodemographic features do not predict the level of anxiety,
hope levels, perceived social support, and coping with the stress
of the personnel. This may be related to the development of
different life situations due to the personal characteristics of
the participants. In terms of age and professional durations,
the fact that employees can be more conscious in coping with
problems and stress can increase their anxiety level during
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Table 2. Distribution of STAI and THS total scores of health professionals by sociodemographic characteristics

STAI Total STAI state STAI trait THS Total THS acting THS alternative
Median Median Median Median n Median
Median (IQR)
(IQR) (IQR) ({{e]3] (IQR) (IQR)
Gender
Male 82.7+17.8 42.1+9.5 41.1+9.6 54.5 (49-67) 27 (24-30) 28(23-32)
0.920* 0.420* 0.532* 0.062*** 0.364*** 0.029***
Female 82.4+15.5 40.9+9.0 41,9182 53.5 (43.5-60) 27 (21-30) 25 (20-30.5)
Profession
Doctor 84.2+17.1 43.3+8.9 41.0+9.4 49.5 (40-53)2 24,5 (20,5-27,5)* 24 (20-27)*
Nurse 83.6+15.9 0.331** 42.3+9.2 0.051** 42.1+8.0 0.627** 58 (49.5-66)° 0.007**** 28.5(25-31)° 0.002**** 30 (23-32.5® 0.007****
Other healthcare professional 79.6+17.8 38.9+9.4 40.7+10.2 54 (44-68)*° 27 (20-31)*® 27.5(23-32)°
COVID Work place
Emergency or polyclinic 66.1+20.6% 32.0+10.0% 34.1+10.72 51 (50-52)20 25 (24-26)* 26 (25-28)20
Service 80.3+15.5P <0.001** 40.4+8.4> <0.001**  40.5+89*®  0.004** 58 (50-69)* <0.007**** 29 (26-32)° <0.0071**** 30 (25-35)* <0.007****
Both 87.9+16.0° 44.4+9.2 43.6+8.3" 49.5 (36-55)° 245 (20-28) 24 (18-29)
Being separated from the family during the COVID
process
Yes 86.1:16.4 43.3:9.0 43.848.1 58 (49-69) 28 (25-32) 29 (25-34)
0.034* 0.059* 0.009* 0.009*** 0.0271*** 0.015***

No 80.5+16.7 40.5+9.3 40.149.2 52 (43-60) 26 (21-30) 25 (20-31)

IQR: Interquartile range, *Independents t- test, **One way ANOVA test, ***Mann-Whitney U test, ****Kruskal-Wallis test were applied.

difficult times such as pandemic.
Table 3. Distribution of CSS and MDPSSS total scores of health ~ In the study, it was determined that the STAI mean scores

professionals by sociodemographic characteristics differed according to COVID-19 workplaces and whether the

healthcare professionals spent this process separately from

MDPSSS their families. Personnel were divided into 3 according to

Median COVID-19 workplaces as follows: working in both emergency

service/polyclinic and working in service (Group 1), and working

Gl in emergency service/polyclinic (Group 2) and working in service

Male 60.5 (48-72) 77 (60-88) (Group 3). The STAI average score of Group 1 was found to be

Female 61 (45-72) o8z 72 (55.5-84) o the highest. With an increase in the number of units in which

Marital status medical personnel work, state and trait anxiety levels have

Married 61 (45-72) - 75 (58-84) oarar also increased. During the Ebola outbreaks in Sierra Leone in

Single 61 (49-72) 72 (53-84) 2014 and in the Democratic Republic of the Congo in 2018,

Educational status a high level of concern has been reported among healthcare

High school and lower 68 (51-81) 004" 71(58-84) 084" professionals in direct contact with infected patients [2].

Graduate 59 (45-72) 75 (58-84) COVID-19 services are places where the time spent with the

Fiesstan patient and the virus exposure are intense during the pandemic

Doctor 48 (39-59)° 71:5 (47.5-90) process. Due to this virus with a high transmission rate,
Nurse 65 (55-73.5)°  <0.001** 75 (60-84) 0.374**

considering that healthcare workers in COVID-19 services are
at higher risk of infection, we attribute that service workers
have higher levels of anxiety than working in emergency

Other healthcare professional 65 (45-80)° 73 (60-100)

Duration of work

<1 year 60.5 (57-73.5) 59.5 (53-78) . .. . ey
Y service/polyclinic due to this condition.
1-5 years 65 (50-72) 0.553* 74 (56-84) 0.192** X X
STAl and trait anxiety scores of the personnel who were
>5 years 60 (44-73) 75 (60-85)

separated from their families were significantly higher than

COVID Workplace
those who lived with their families during the COVID-19

COVID emergency or polyclinic 44 (28-55) 81 (78-95)2 . . .
i pandemic. In the case of trait anxiety, the person shows
COVID service 62(50-72) 0092 79 (62-84)F  0002** ) )
anxiety symptoms even in the absence of danger and becomes
Both 60.5 (44-80) 65.5 (53-78)°

constantly uneasy and nervous. This situation can be explained
Vs 64 (55-73) 75 (55-84) by the fact that the personnel are deprived of the social support

0.241* 0.324* ; ; Hine - : :
No 59 (44-72) 74 (58-88) they receive from their families in this process and their social

Being separated from the family during the COVID process

Is there a risky group at home? relations decrease.

Yes 65 (49-78) 72 (56-84) Alternative ways from the components of hope, defined as the

0.101* 0.384* . el . ,
No 59 (44-72) 75.5 (58-84) expectation of a positive future, are defined as the person’s
IQR: Interquartile range, * Mann-Whitney U test, ** Kruskal-Wallis test were applied. ability to formulate possible goals, and the acting thought is

defined as thoughts about actions shown to achieve the goal
[16]. These thoughts can provide a person to motivate oneself
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[16]. A significant difference was found between the doctors
and nurses by profession in terms of THS score in the study.
The fact that doctors have the lowest THS scores may be due
to the fact that they are the first occupational group that meets
possible and precise cases during the COVID-19 process, and
also have primary responsibility for the follow-up and treatment
of these patients. According to the COVID-19 study unit, there
was a statistically significant difference between Groupl
and Group 3 in terms of THS scores. THS acting thought was
statistically different between Group 2 and Group 3, between
Group 1 and Group 3, and THS alternative thoughts were
statistically different between Group 3 and Group 1. Besides,
the staff that lived separately from their families during the
COVID-19 pandemic had significantly higher scores on both the
THS acting thought and the THS alternative thoughts. If the
person is prevented, she/he should be able to predict alternative
ways in order to continue thinking hopefully. It was observed
that individuals with high levels of hope produced more
alternative ways. People with high levels of hope have more life
goals and can produce more strategies to achieve these goals
[16]. Staff that lives separately from their families may have
more motivation than those who live with their families.

In our study, the alternative thought scores of the men were
significantly higher than those of women. The change in the
level of hope varies according to gender. For example, there
are studies indicating that men have higher levels of hope
compared to women, even though they are not examined
according to subgroups [17].

Coping with stress is cognitive and behavioral efforts that
individuals make to learn to reduce or tolerate negative or
stressful life events [11]. Individuals develop various methods to
deal with the stressful life events they encounter in their lives.
A positive significant correlation was found between the CSS
and STAI scores in the study. This shows us that as individuals’
anxiety levels increase, they try harder to cope with stress.

In the study, the ability of groups to cope with stress varies
according to their educational level, and the CSS scores of the
people with high school and under-graduate degrees were found
to be significantly higher than university graduates. Among the
professional groups, the CSS scores of the nurses and other
health personnel were found to be significantly higher than the
doctors. This may be due to the fact that the staff with lower
education level uses negative methods to deal with stress more,
and the influence of variable factors such as problem-solving
skills and personality traits.

There are studies supporting our study data showing that
people with poor health can find effective ways to cope if their
hope level is high [18]. In another study conducted with patients
with breast cancer, it was determined that patients with high
hope levels used their coping strategies more [19]. A positive
significant correlation was found between the CSS and THS
scores of the whole group in our study. As people try to cope
with stress, they may tend to increase their hope levels. With
these data, our study revealed that coping attitudes, which
are effective in reducing the symptoms of anxiety triggered by
stress, are associated with high levels of hope.

Perceived social support is the support that the individual
perceives individually as she/he thinks that she/he is loved by

others and that other people will help him/her in difficult times
[20]. This material and moral support that the person feels
protects the individual’s mental and physical health in stressful
situations. Since social support is provided through social
relations, social isolation applied in cases of epidemic disease
will make it difficult for the individual to establish and maintain
relationships with people. According to the data obtained in
the study, As perceived support scores increased, THS scores
also increased. Arslantas et al. have studies supporting our
study, which reveals that perceived social support is negatively
correlated to hopelessness [21]. In the negative correlation
between MDPSSS and STAI scores, anxiety levels decreased
as the social support perceived by the staff increased. Kaya et
al. (2012) mentioned that social support is a concept that acts
as a buffer for the negative effects of stress in the workplace
and plays an effective role in reducing the stress level as a
result of the work done on unit officers in the health institution
[22]. Our study shows that increasing the social support that
individuals receive from their friends, their environment, and
work environment reduces their anxiety levels.

It is clear that all pandemics primarily endanger the physical
and psychosocial health of healthcare professionals working in
the outbreak. In this study, it has been revealed that functional
coping attitudes and perceived social support, which are
effective in reducing the symptoms of anxiety triggered by
stress in healthcare professionals during the pandemic period,
are associated with high levels of hope. The level of hope,
attitudes to cope with perceived stress, perceived support, and
anxiety levels differ according to demographic characteristics.
The level of hope is positively associated with the coping
strategies and perceived multi-dimensional social support. Trait
and state anxiety predicts coping with stress positively and
multi-dimensional perceived support negatively. As the anxiety
levels of the staff increase, their coping attitudes increase and
their perceived social support decreases. It can be thought that
socio-demographic features that do not predict hope levels in
the study are due to research conducted on different samples
and different study groups.

The limitations of our study are that the sample consists of
healthcare professionals working in two hospitals in total
during the pandemic, and the data collected are obtained with
self-report-based scales. Evaluations based on self-report may
cause individuals to respond biased or the pattern other than
awareness cannot be evaluated. In conclusion, although both
group comparisons and correlational analyzes are included in
this study, the cross-sectional design of the research limits the
interpretation of the cause and effect relation. Although the
relationship between hope and coping with stress, trait, and
state anxiety, perceived support has been addressed in the
current study, the lack of consideration of the predictive role
of these variables makes it difficult to comment on this issue.
Scientific Responsibility Statement

The authors declare that they are responsible for the article’s scientific content
including study design, data collection, analysis and interpretation, writing, some

of the main line, or all of the preparation and scientific review of the contents and
approval of the final version of the article.

Animal and human rights statement
All procedures performed in this study were in accordance with the ethical
standards of the institutional and/or national research committee and with

382 | Annals of Clinical and Analytical Medicine



Hope in healthcare employees

the 1964 Helsinki declaration and its later amendments or comparable ethical
standards. No animal or human studies were carried out by the authors for this
article.

Funding: None

Conflict of interest
None of the authors received any type of financial support that could be considered
potential conflict of interest regarding the manuscript or its submission.

References

1. Tam CW, Pang EP, Lam LC, Chiu HF. Severe acute respiratory syndrome (SARS)
in Hong Kong in 2003: stress and psychological impact among frontl in health
care workers. Psychol Med. 2004;34(7):1197-204.

2. Park JS, Lee EH, Park NR, Choi YH. Mental health of nurses working at a
government-designated hospital during a MERS-CoVoutbreak: A cross-sectional
study. Arch Psychiatr Nurs. 2018;32(1):2-6. DOI:10.1016/j.apnu.2017.09.006.

3. Khalid I, Khalid TJ, Qabajah MR, Barnard AG, Qushmagq IA. Healthcare Workers
Emotions, Perceived Stressors and Coping Strategies During a MERS-CoV
Outbreak. Clin Med Res. 2016;14(1):7-14. DOI:10.3121/cmr.2016.1303.

4. Wang C, Pan R, Wan X, Tan Y, Xu L, Ho C, et al. Immediate Psychological
Responses and Associated Factors during the Initial Stage of the 2019
Coronavirus Disease (COVID-19) Epidemic among the General Population in
China. Int J Environ Res Public Health. 2020;17(5). DOI:10.3390/ijerph17051729.
5. Lee SM, Kang WS, Cho AR, Kim T, Park JK. Psychological impact of the 2015
MERS outbreak on hospital workers and quarantined hemodialysis patients.
Compr Psychiatry. 2018;87:123-7.

6.Kang L, Li Y, Hu S, Chen M, Yang C, Yang B, et al. The mental health of medical
workers in Wuhan, China dealing with the 2019 novel coronavirus. Lancet
Psychiatry. 2020;7(3): e14.

7. Chang EC, DeSimone SL. The influence of hope on appraisals, coping, and
dysphoria: A test of hope theory. Journal of Socialand Clinical Psychology.
2001;20(2):117-29. DOI: 10.1521/jscp.20.2.117.22262.

8. Gokler I. Cocuk ve ergenler icin sosyal destek degerlendirme élcegi tiirkce
formunun uyarlama calismasi: faktér yapisi, gegerlik ve giivenirligi (Adaptation
study of Turkish form of social support assessment scale for children and
adolescents: factor structure, validity and reliability). Cocuk ve Genglik Ruh
Sagligi Dergisi/ Journal of Child and Youth Mental Health. 2007;14 (2):90-9.

9. Spielberger CD. Theory and Research in Anxiety. In: C. D. Spielberger, editors.
Anxiety and Behavior. New York: Academic Press; 1966. p.3-19.

10. Tiirk K, Eroglu C, Tiirk D. TC Devlet Hastanelerindeki ¢alisma kosullarinin
stres lizerine etkilerini 6lcmeye yonelik bir arastirma: Geyve Devlet Hastanesi
ornegi (A study measuring the effects of working conditions in Republic of Turkey
State Hospitals on stress: example of Geyve State Hospital). Uluslararasi insan
Bilimleri Dergisi/ International Journal of Human Sciences. 2008; 5(1): 1-17.

11. Feldman RS. Essentials of understanding psychology. NY: McGraw-Hill
Company; 1997.

12. Snyder CR, Harris C, Anderson JR, Holleran SA, Irving LM, Sigmon S, et al. The
will and ways: Development and validation of an individual-differences measure
of hope. ] Pers SocPsychol. 1991;60(4):570-85.

13. Zimet GD, Dahlem NW, Zimet SG, Farley GK. The Multidimensional Scale of
Perceived Social Support. ] Pers Assess. 1988;52:30-41.

14. Folkman S, Lazarus RS. Coping as a mediator of emotion. J Pers Soc Psychol.
1988;54 (3):466-75.

15. Spielberger CD, Gorsuch RL, Lushene RE. Manual for the State-Trait Anxiety.
Inventory (Self-evaluation questionnaire). Palo Alto, CA: Consulting Psychologists
Press; 1970.

16. Snyder CR, editor. Handbook of hope: Theory, measures, and applications. San
Diego: Academic press; 2000.p.123.

17. Giileg C, Kiiey L. Tiirkiye'de 1980’lerde Depresyon, Epidemiyolojik Ve Klinik
Yaklasimlar (Depression in the 1980s in Turkey, Epidemiological and Clinical
Perspectives). Arch Neuropsychiatry, 1989;26;17-28.

18. Bilgili N. Yaslilik doneminde umut. In: Demir Yildiz A, editor. Pozitif psikoloji
baglaminda umut (Hope in the context of positive psychology). 1st ed. Ankara:
Nobel Akademik Yayincilik; 2016.p.157-166.

19. Stanton AL, Danoff-Burg S, Huggins ME. The first year after breast
cancer diagnosis: hope and coping strategies as predictors of adjustment.
Psychooncology. 2002;11(2):93-102.

20. Ardahan M. Sosyal Destek ve Hemsirelik (Social Support and Nursing).
Atatiirk Universitesi Hemsirelik Yiiksekokulu Dergisi/Journal of Atatiirk University
School of Nursing. 2006;9(2):68-75.

21. Arslantas H, Adana F, Kaya F, Turan D. Yatan Hastalarda Umutsuzluk ve
Sosyal Destek Diizeyi ve Bunlan Etkileyen Faktérler (Hopelessness and Social
Support Level in Inpatients and Factors Affecting Them). Florence Nightingale
Hemsirelik Dergisi/Florence Nightingale Nursing Journal. 2010;18(2):87-97.

22. Kaya D, Akgemci T, Celik A. A Research Levels of Perceived Social Support
on the Responsible Persons of the Hospital Units. Cukurova Universitesi Sosyal
Bilimler Enstitiisii Dergisi /Cukurova University Journal of Social Sciences
Institute. 2012; 21(3): 357-70.

How to cite this article:

Asli Kazgan, Sevler Yildiz, Osman Kurt. The relationship between hope in
healthcare employees and social support and coping ability during the outbreak
process. Ann Clin Anal Med 2021;12(4):377-383

383 | Annals of Clinical and Analytical Medicine



