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ABSTRACT
Objectives To determine the prevalence and factors
associated with depression, anxiety and stress among
healthcare workers (HCWs) during COVID-19 pandemic.
Design Cross-sectional online survey.
Setting HCWs from four major hospitals within the
Regional Health Authorities of Trinidad and Tobago.
Participants 395 HCWs aged ≥18 years.
Main outcome measures Depression, anxiety and stress
scores.
Results Among the 395 HCWs, 42.28%, 56.2% and
17.97% were found to have depression, anxiety and
stress, respectively. In the final stepwise regression model,
contact with patients with confirmed COVID-19, p<0.001
(95% CI 3.072 to 6.781) was reported as significant
predictors of depression. Further, gender, p<0.001 (95%
CI 2.152 to 5.427) and marital status, p<0.001 (95%
CI 1.322 to 4.270) of the HCWs were considered to be
correlated with anxiety. HCWs who had contact with
patients with suspected COVID-19 had lower depression,
p<0.001 (95% CI −5.233 to −1.692) and stress, p<0.001
(95% CI −5.364 to −1.591).
Conclusions This study has depicted the prevalence
and evidence of depression, anxiety and stress among
HCWs during the COVID-19 pandemic. The findings of
the study will serve as supportive evidence for the timely
implementation of further planning of preventative mental
health services by the Ministry of Health, for frontline
workers within the public and private health sectors.

INTRODUCTION
The COVID-19 pandemic has resulted in
dramatic challenges to healthcare systems
worldwide. There has been an increased
awareness to protect frontline workers from
COVID-19 exposure and its consequences1
which has inevitably led health administrators to embrace new paradigms of healthcare. There is emerging evidence that coping
with the rapidly changing recommendations and the new norms of the healthcare
system can affect not only the physical, but

Strengths and limitations of this study
►► This is a novel study conducted in Trinidad and

Tobago which describes the prevalence and factors associated with depression, anxiety and stress
among healthcare workers (HCWs) during this
COVID-19 pandemic.
►► The findings showed the need for continued assessment of the psychological impact of the COVID-19
pandemic on frontline HCWs in Trinidad and Tobago,
who are vital for the proper functioning of health
institutions.
►► The study is reproducible and feasible which can be
used in different regions of the world as a means
of identifying the psychological well-being and the
impact of the unprecedented pandemic on its HCWs.
►► This study did not control for factors that may have
influenced anxiety, depression or stress scores such
as pre-existing depression or anxiety before the
pandemic, work setting/amenities of HCWs and differences from level of qualifications.
►► The cross-sectional design of the study limits our
ability to make causal inferences.

also the psychological well-being, of healthcare workers (HCWs) during the COVID-19
pandemic. Acute stress involves adaptive
physiological responses to meet anticipated
increase demand2 otherwise deleterious
effects on psychological functioning can
occur.2 3
Among HCWs, depressive symptoms
and anxiety were increased compared with
norms.4 5 Studies emphasise the need for early
detection of the clinical mood symptoms and
subthreshold syndromes before they evolve
to more complex responses. Meta-
analyses
have recorded pooled prevalence rates of
anxiety and depression among HCWs during
COVID-19 to be 23.2% and 22.8%, respectively.6–8 In Hong Kong, medical and nursing
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METHODS
Study design and settings
A cross-sectional study was conducted from 11 May 2020 to
30 June 2020. There are four regional health authorities
(RHAs) which operate health facilities in Trinidad which
include the: North Central Regional Health Authority,
North West Regional Health Authority, Eastern Regional
Health Authority and South West Regional Health
Authority. The current estimated HCWs in the country is
more than 9500 (68 per 10 000 habitants).13 Convenience
sampling method was used to obtain HCWs from four
major hospitals, each one from the four RHAs. The HCWs
were those employed in various clinical departments and
were physicians, nurses, laboratory workers, pharmacists
and others (radiographers, dentists, physiotherapists
and medical social workers). The Google form link of
the questionnaire was successfully sent to the HCWs via
2

emails. We sent emails to a minimum of 516 HCWs from
these four hospitals using their personal emails which
were obtained from the relevant departments, since the
COVID-19 pandemic created challenges and restrictions
for approaching HCWs physically. The questionnaire link
was also sent via WhatsApp using a snowball spreading
technique within the department starting from the
researchers’ acquaintances.
Study participants and sample size
We included HCWs over 18 years of age who agreed to
participate in the online survey. HCWs who were quarantined or on leave or unable to participate due to physical or emotional distress were excluded. The purpose
of the study was explained in the written form attached
to the questionnaire. To minimise the possibility of non-
response bias, we sent three email reminders to the HCWs
from the selected hospitals. To determine the adequacy
of the sample, we used the formula n = (Z1−α)2×(P(1−P)/
D2), where Z1−α=Z0.95=1.96, P is the proportion of depression, anxiety, and stress among population (we assumed
that depression, anxiety and stress would be present in
50% of the population) and D is the margin of error
(0.05).14 Based on the formula, a minimum of 384 participants would be required to obtain precise estimates of
population value.
Patient and public involvement
No patients or members of the public were involved in
this study.
Study instruments
The questionnaire consisted of two sections: (1) demographic and occupational characteristics of the HCWs,
and (2) the shorter version of the validated DASS-21.
Demographic data included gender, occupation (physicians, nurses, lab workers, pharmacists and others), age,
nationality, marital status, work experience, average duty
hours per week, sleep duration, contact with patients
with suspected COVID-19, contact with patients with
confirmed COVID-19 and direct contact with COVID-19
lab specimen. In the occupation variable, the term
‘others’ included radiographers, dentists, physiotherapists and medical social workers. We defined short sleep
duration as a self-reported average less than 7 hours of
sleep per day, based on the National Sleep Foundation’s
recommendation that adults should sleep 7–9 hours/
day.15
The DASS-21 version was administered to measure
the depression, anxiety and stress among HCWs. It is a
psychological screening instrument capable of measuring
negative emotional states of depression, anxiety and
stress.16 The depression subscale assesses hopelessness,
self-deprecation, devaluation of life and lack of interest.
The anxiety subscale assesses autonomic arousal, skeletal muscle effect and subjective experience of anxious
effect. The stress subscale assesses relaxing difficulty,
nervous arousal, and being easily agitated, impatient and
Nayak BS, et al. BMJ Open 2021;11:e044397. doi:10.1136/bmjopen-2020-044397
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staff were found to be vulnerable to mental exhaustion
and anxiety.9 German doctors reported high levels of
anxiety and depressive symptoms.10 In China, more than
70% of HCWs during this pandemic reported psychological distress including insomnia, anxiety and depression.11
To date, the impact of COVID-19 on the psychological
well-being of medical HCWs in Trinidad and Tobago is
yet to be established. The Ministry of Health of Trinidad
and Tobago has identified HCWs caring for patients with
COVID-19 to be at risk of the disease and has provided
local guidelines for precaution and use of personal protective equipment, health education and health promotion
on COVID-19 for all staff.12 Effective 30 June 2020, there
were 5061 samples submitted for testing, 130 positive
COVID-19 cases, with 8 deaths.12 A parallel healthcare
system with structured logistics was established in Trinidad to care for positive and suspected COVID-19 cases.
The hospital staff has experienced an extreme reshuffling
with new departmental protocols which can impact on
the HCWs’ psychological well-being.
Our analysis which included the 21-item Depression,
Anxiety and Stress Scale (DASS-21) aimed to provide
valuable insight of potential vulnerabilities of HCWs
with respect to depression, anxiety and stress levels. Our
study is thought to be valuable in helping to identify
the psychological effects of the COVID-19 pandemic on
HCWs and to determine if a proactive holistic approach
to their well-
being is needed. These should include
mechanisms to provide additional mental health interventions, address broader aspects of wellness and greater
staff social support. These are all important in an effort
to enhance psychological resilience among HCWs and
should be considered if we are to ensure a robust clinical
workforce. Hence, the aim of our study was to determine
the prevalence of depression, anxiety and stress symptoms among HCWs during COVID-19 pandemic in Trinidad and Tobago. Further, the study aimed to identify the
demographic and others factors which can be predictive
of levels of depression, anxiety and stress.
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Data analysis
Data analyses were carried out using SPSS V.24. Descriptive analyses were performed on the demographic and
occupation-related variables. To check the internal consistency of the DASS-21, Cronbach’s α was used. Student’s
t-tests were used to assess the differences in depression,
anxiety and stress level of the HCWs according to gender,
sleep duration, contact with patients with suspected
COVID-19, contact with patients with confirmed
COVID-19 and direct contact with COVID-19 lab specimen. In addition, one-way analysis of variance (ANOVA)
and the Bonferroni post hoc test were performed to make
comparisons of depression, anxiety and stress according
to the variables with more than two groups such as profession, age, nationality, marital status, work experience and
average duty hours per week. A p value less than or equal
to 0.05 was set as the threshold for statistical significance
test and the ANOVA. Further, stepwise
for both the t-
regression analyses were used to explore the independent relationships of non-modifiable factors on outcome
variables. Variables with a p value greater than 0.05 were
excluded from stepwise regression model.

RESULTS
Demographic characteristics
In total, 413 responses were received, of which 18 questionnaires were incomplete, enabling 395 responses to be
eligible for further analysis. Of the total 395 HCWs, 268
(67.8%) were female, 208 (52.7%) were physicians and
168 (42.5%) were aged 30 years and below. The majority
of the respondents (89.4%) were of a Trinidad and
Tobago nationality, and more than half (54.4%) of them
Nayak BS, et al. BMJ Open 2021;11:e044397. doi:10.1136/bmjopen-2020-044397

were single. The majority of the respondents (70.9%) had
1–10 years’ work experience and most of them (71.1%)
worked an average of 50 hours or less per week. Most of
the respondents (81.3%) reported sleep duration of less
than 7 hours. During the study period, 225 (57%) participants agreed that they had contact with the patients with
suspected COVID-19 and 82 (20.8%) had contact with
patients with confirmed COVID-19. Also 145 (65.7%)
participants had direct contact with COVID-19 lab specimen (table 1). In the present study, Cronbach’s α coefficient for DASS-21 (depression, anxiety and stress) ranged
from 0.78 to 0.89. Of the 395 HCWs, 42.28% exhibited
mild to extremely severe depression symptoms; 56.2%
reported mild to extremely severe anxiety symptoms and
17.97% perceived mild to extremely severe stress symptoms (figure 1).
Comparative analysis of depression, anxiety and stress
In the comparative analysis of depression with the demographic characteristics of HCWs (table 2), significant
associations were observed between depression and age
(p<0.05). Post hoc tests revealed that HCWs of 30 years
and younger exhibited higher depression in comparison
with the age group of 31–40, 41–50 and above 50 years
(p<0.05). There was a significant association between
depression and marital status (p<0.05). Post hoc tests
showed that HCWs who were single had higher depression score in comparison with those who were married
(p<0.05). There was a significant association between
depression and work experience (p<0.05). Post hoc tests
revealed that HCWs with 1–10 years’ work experience
had higher depression score than those with 11–20 years’
work experience. In addition, HCWs who had contact
with the patients with suspected COVID-19 exhibited
higher depression score in comparison with those without
contact (p<0.05).
Regarding the anxiety level of the HCWs (table 2),
women were more anxious than their male counterparts (p<0.05). Significant associations were recorded
between anxiety and professions (p<0.05). Post hoc tests
revealed that physicians had higher levels of anxiety than
lab workers and nurses (p<0.05). A significant association between anxiety and age was found (p<0.05). Post
hoc tests revealed that HCWs aged 30 years and younger
exhibited higher anxiety in comparison with HCWs aged
31–40, 41–50 and above 50 years (p<0.05). A significant
association between anxiety and marital status was found
(p<0.05). Post hoc tests showed that HCWs who were
single had higher anxiety scores in comparison with those
who were married (p<0.05). Similarly, a significant association between anxiety and work experience was found
(p<0.05). Post hoc tests revealed that HCWs with the work
experience of 1–10 years had higher anxiety score than
those with work experience of 11–20 years (p<0.05). In
addition, HCWs who slept less than 7 hours had higher
anxiety score than those whose sleep duration was more
than 7 hours (p<0.05). Higher anxiety scores were seen in
HCWs who had contact with the patients with suspected
3
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over-reactive.17 The DASS-21 has demonstrated adequate
reliability (ranging from 0.81 to 0.97) and construct
validity.18 19 Each of the three domains comprises seven
items scored on a Likert scale from 0 to 3 (0: did not apply
to me at all, 1: applied to me to some degree, 2: applied to
me to a considerable degree, 3: applied to me very much).
The final score for each subscale was multiplied by 2 and
used to evaluate the negative emotional status. Respondents’ scores ranging from 0 to 9 for depression, 0–7 for
anxiety and 0–14 for stress represented the normal category. Higher scores indicated higher depression, anxiety
or stress, which ranged from mild to extremely severe
disorder. Mild scores ranged 10–13 for depression, 8–9
for anxiety and 15–18 for stress. Moderate scores were:
14–20 for depression, 10–14 for anxiety and 19–25 for
stress. Severe scores 21–27 for depression, 15–19 for
anxiety and 26–33 for stress. Scores above 27 for depression, above 19 for anxiety and above 33 for stress were
considered extremely severe. The DASS-21 severity categories were used to characterise the full range of scores
in the population. For instance, ‘mild’ indicated that the
person is above the population mean but still well below
the typical severity where intervention is sought, rather
than a diagnosis of the disorder level.
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Participants’ characteristics Frequency

Percentage

Gender
 Male

127

32.2

 Female

268

67.8

Profession
208

52.7

 Nurses

31

7.8

 Lab workers

68

17.2

 Pharmacists

29

7.3

 Others

59

14.9

 Below 30

168

42.5

 31–40

148

37.7

 41–50

58

14.7

 Above 50

21

5.3

353

89.4

 CARICOM

21

5.3

 Others

21

5.3

 Married

164

41.5

 Single

215

54.4

16

4.1

 1–10 years

280

70.9

 11–20 years

83

 Above 20 years

32

8.1

 Physicians

Age

Nationality
 Trinbagonian

Marital status

 Common law
Work experience

21

Average duty hours per week
 Below 50

281

71.1

 51–70

77

19.5

 Above 70

37

9.3

321

81.3

74

18.7

Sleep duration
 Below 7 hours
 7 hours and above

Contact with patients with suspected COVID-19
 Yes

225

57

 No

170

43

Contact with patients with
confirmed COVID-19
 Yes

82

20.8

 No

313

79.2

145
250

36.7
63.3

Direct contact with COVID-19
lab specimen
 Yes
 No

CARICOM, Caribbean community; HCWs, healthcare
workers.
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COVID-19 in comparison with those without such contact
(p<0.05).
A significant difference was found between male and
female HCWs with regard to their stress scores (p<0.05,
table 2). Stress and age were significantly correlated
(p<0.05). Post hoc tests indicated that HCWs of 30 years
and younger exhibited higher stress scores in comparison with other HCWs (31–40, 41–50 and above 50 years,
p<0.05). In addition, a significant association between
stress and marital status was found (p<0.05). Post hoc
tests showed that HCWs who were single had higher
stress score relative to those who were married (p<0.05).
Further, HCWs who had contact with the patients with
suspected COVID-19 exhibited higher anxiety score in
comparison with those without such contact (p<0.05).
Stepwise regression analysis was performed considering
depression, anxiety and stress as dependent variables with
the independent variables such as gender, marital status,
contact with patients with suspected COVID-19 and
contact with patients with confirmed COVID-19 (table 3).
The variables for stepwise regression were selected
based on significant correlations (p<0.05) using Pearson
product moment. Contact with patients with confirmed
COVID-19, p<0.001 (95% CI 3.072 to 6.781) was reported
as significant predictors of depression. Gender, p<0.001
(95% CI 2.152 to 5.427) and marital status, p<0.001 (95%
CI 1.322 to 4.270) of the HCWs were considered to be
correlated with the anxiety. Respondents who reported
contact with patients with suspected COVID-19 had lower
depression, p<0.001 (95% CI −5.233 to −1.692) and stress,
p<0.001 (95% CI −5.364 to −1.591).
DISCUSSION
The present study aimed to determine the prevalence
and factors associated with depression, anxiety and stress
among HCWs during COVID-19 pandemic in Trinidad
and Tobago. To our knowledge, this study is among the
first to report the psychological aspects of mental health
in HCWs of Trinidad and Tobago during COVID-19
pandemic. We found a high prevalence of depression,
anxiety and stress among HCWs in Trinidad and Tobago.
The relentless spread of the virus, the lack of sufficient
rest, the threat of infection, the workload and frequent
isolation from family are all factors that can contribute to
the high risk of acute mental health conditions in HCWs
when other studies were reviewed.20
Among the HCWs, the highest prevalence (56.2%) was
from anxiety and is comparable with other international
studies. Previous studies showed the COVID-19 pandemic
proved to cause significant psychological impact on
HCWs.21 In a review study, Preti et al22 reported that the
prevalence of depressive symptom was between 27.5% and
50.7% in HCWs generally but with higher rates during the
COVID-19 pandemic (50.4%–50.7%) in this same population. The prevalence of anxiety among HCWs during
the pandemic was variable in different populations. In a
study in China, the prevalence of anxiety among HCWs
Nayak BS, et al. BMJ Open 2021;11:e044397. doi:10.1136/bmjopen-2020-044397
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Prevalence of depression, anxiety and stress among HCWs. HCWs, healthcare workers.

(54.2%) was similar to our findings23 but was reported
lower (44.7%) in others.24 The stress level reported in
our study was much lower than the studies conducted in
China25 and Saudi Arabia.21
The study did not control for factors that may have influenced anxiety, depression or stress scores, such as pre-
existing depression or anxiety, comorbidities, work setting
(primary/secondary health services), sector (public/
private), workload, level of qualifications (undergraduate/postgraduate), personal or organisational support
systems, and standardised protocols. As this study was
only done during the pandemic, and not before, it would
be difficult to say if these psychological factors are due
to the pandemic or pre-existing. There may have been
statistical correlations between age and work experience,
and between exposure to suspected cases and exposure to
confirmed cases, which may have affected the regression
models. Another limitation of the study was that there
may have been non-response bias since very busy HCWs
may not have completed the survey and we were also
unable to calculate the response rate of the HCWs. These
HCWs may have been those with high levels of anxiety,
stress and depression resulting in possible underestimates
of the true prevalence. We were also limited in identifying
participants with high scores on the DASS-21 who could
have opted to be contacted. Identification of participants
Nayak BS, et al. BMJ Open 2021;11:e044397. doi:10.1136/bmjopen-2020-044397

is not possible because the collection of data was anonymous, which is also the criteria of the different ethical
committees from where approval was obtained. However,
the Health Authority would consider the results of our
study for remedial measures.
In the final stepwise regression model, HCWs’ contact
with patients with confirmed COVID-19 and contact with
patients with suspected COVID-19 were significantly associated with depression. In addition, gender and marital
status were considered to be correlated with anxiety,
while the factor significantly associated with stress was
contact with patients with suspected COVID-19. Our findings are consistent with the previous studies where it was
found that direct contact with a patient with suspected
or confirmed COVID-19 was the major risk factor which
caused stress and anxiety among the HCWs.23 26 In a
cross-sectional study in China, frontline HCWs engaged
in direct diagnosis, treatment and care of patients with
COVID-19 were associated with a higher risk of symptoms
of depression, anxiety, distress and insomnia.27
In recent studies on HCWs during COVID-19
pandemic, it was found that women were more susceptible to depression, anxiety and stress during the
pandemic.11 25 Similar findings have been reported in a
study in Oman.27 In an analysis of an Indian study during
the COVID-19 pandemic, the risk factors for depression,
5
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Characteristics
 

Depression
Mean (SD)

Gender
 Male

7.98 (8.08)

 Female

9.63 (8.32)

Anxiety
P value
0.065

Mean (SD)
8.84 (10.02)

Stress
P value

Mean (SD)

P value

0.002*

5.51 (8.60)

0.006*

11.82 (9.92)

8.14 (8.90)

Profession
 Physicians

10.07 (8.30)

0.097

11.90 (10.29)

0.044*

7.99 (9.26)

 Nurses

7.48 (7.39)

7.81 (8.89)

5.29 (6.34)

 Lab workers

7.32 (7.88)

8.59 (8.96)

5.26 (8.17)

 Pharmacists

9.66 (7.78)

12.48 (9.60)

8.34 (9.67)

 Others

8.31 (8.95)

9.97 (10.68)

0.138

7.73 (8.80)

Age
 30 and below

10.88 (8.75)

<0.001*

13.21 (11.15)

<0.001*

8.94 (9.86)

 31–40

8.69 (8.01)

9.81 (8.92)

6.35 (7.89)

 41–50

6.31 (6.83)

7.86 (8.86)

5.82 (7.99)

 Above 50

5.43 (6.17)

5.90 (6.43)

4.86 (7.68)

0.014*

Nationality
 Trinbagonian

9.36 (8.27)

 CARICOM

7.14 (7.68)

0.188

11.14 (10.15)
7.71 (9.10)

0.093

4.76 (8.54)

7.58 (8.97)

 Others

6.67 (8.54)

7.43 (8.65)

5.14 (7.09)

0.193

Marital status
 Married
 Single
 Common law

7.15 (7.65)

<0.001*

8.29 (8.50)

<0.001*

5.17 (7.45)

10.64 (8.41)

12.70 (10.73)

8.80 (9.45)

8.38 (8.68)

10.13 (10.42)

8.88 (10.46)

<0.001*

Work experience
 1–10 years

10.00 (8.48)

 11–20 years

6.84 (7.05)

0.003*

11.75 (10.41)
8.60 (8.76)

0.009*

5.45 (7.84)

7.97 (9.07)

 Above 20 years

7.06 (8.10)

7.06 (8.10)

6.19 (9.18)

0.057

Average duty hours per week
 Below 50
 51–70
 Above 70

8.72 (8.11)

0.317

10.09 (9.61)

0.093

6.95 (8.60)

9.77 (8.12)

12.83 (10.24)

8.13 (9.12)

10.59 (9.62)

11.57 (10.06)

8.16 (10.43)

0.486

Sleep duration
 Below 7 hours

9.45 (8.47)

 7 hours and above

7.57 (7.19)

0.077

11.44 (10.02)

0.005*

7.84 (9.76)

7.71 (9.07)

0.055

5.51 (7.79)

Contact with patients with suspected COVID-19
 Yes

10.35 (7.45)

 No

7.45 (7.72)

0.001*

12.12 (10.06)

0.002*

8.96 (9.80)

8.36 (9.21)

0.006*

5.89 (8.24)

Contact with patients with confirmed COVID-19
 Yes

7.98 (7.14)

 No

9.39 (8.53)

0.167

10.10 (8.84)

0.501

10.94 (10.36)

6.34 (7.32)

0.275

7.55 (9.24)

Direct contact with COVID-19 lab specimen
 Yes
 No

8.98 (8.50)
9.17 (8.15)

0.827

11.09 (9.76)
10.58 (10.24)

0.625

7.12 (8.88)
7.40 (8.89)

0.761

*Significant at 0.05 level.
CARICOM, Caribbean community.
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Table 2 Comparative analysis of depression, anxiety and stress based on sociodemographic characteristics (n=395)
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Unstandardised
coefficient

Standardised
Coefficient

95% CI

Dependent
variable

Independent
variable

B

SE

Beta

t

P value

Lower
bound

Upper
bound

Depression

CCCP
CSCP

4.926
−3.463

0.943
0.901

0.737
−0.427

5.000
−3.845

<0.001
<0.001

3.072
−5.233

6.781
−1.692

Anxiety

Gender

3.790

0.833

0.448

4.549

<0.001

2.152

5.427

Stress

Marital status
CSCP

2.796
−3.478

0.750
0.960

0.327
−0.458

3.729
−3.624

<0.001
<0.001

1.322
−5.364

4.270
−1.591

B, unstandardised beta; CCCP, contact with confirmed COVID-19 patients; CSCP, contact with suspected COVID-19 patients.

anxiety and stress symptoms revealed that female gender
was a significant factor.28 Evidence from previous studies
has shown the positive effect of social support on the
mental health of the HCWs.29 30 Furthermore, it is well
known that women are more vulnerable to developing
depressive symptoms and that adequate social support
provided by partners or spouses represents a protective
factor for the psychological well‐being.31 In our study, we
found that marital status was significantly related to the
psychological impact. Marriage and family support can
effectively alleviate the mental status of the HCWs. The
negative psychological impact on single HCWs may be a
result of the lack of personal committed relationships to
assist with coping with the daily challenges of the work
environment and the risk of contracting COVID-19. Our
findings were contradictory with one review study where
the authors did not find strong evidence suggesting that
personal factors make the difference in the maladaptive
psychological responses reported by HCWs.22
The contributory demographic and associated occupational factors cannot be ignored. They warrant the need
for continued assessment of the psychological well-being
of our HCWs during this unprecedented pandemic to
be done anonymously. It is important to strengthen the
psychological well-
being of our frontline HCWs, who
are a vital resource to the quality of the medical services
provided during this pandemic.23 This evidence highlights the importance of developing support systems and
strategies via country-guided policies governing the health
institutions to mitigate this observation. Local health institutions had already implemented activities to notify, share
and educate HCWs though workshops, lectures, seminars and electronic broadcasting. This enabled HCWs to
be better prepared for the challenges by learning from
the other parts of the world that were affected by the
pandemic before the first case of COVID-19 manifested
in Trinidad and Tobago on 12 March 2020.
We have identified HCWs with potentially new or
underlying psychological stressors, and intervention may
be beneficial. It is recommended that new survey technology to identify the high-risk workers and mechanisms
to address broader aspects of wellness with greater staff
social support by the Ministry of Health is required.
Nayak BS, et al. BMJ Open 2021;11:e044397. doi:10.1136/bmjopen-2020-044397

This will help identify the workers who may benefit from
medical guidance, as part of our commitment to the
continuum of healthcare. One strategy can provide counselling services and outreach gatherings or workshops at
each of the regional hospitals which will be made readily
available so that staff can access them anonymously.
Psychological treatment such as cognitive–behavioural
therapy and mindfulness therapy could be helpful.32
Currently, a staff clinic is set up at one location with access
to psychological counselling on a 24-hour basis. However,
there is justification for more of this kind with additive
supportive systems for HCWs and by extension of their
families.

CONCLUSION
This study found high levels of anxiety, stress and depression, respectively, among HCWs who responded. The
main observation was evident particularly among the
single, female HCWs and those in contact with patients
with either confirmed or suspected COVID-19. It supports
the need for further planning for the effective psychological well-being of HCWs which has also been echoed
in other similar studies. The implication of the strategies within the health institutions will ultimately mitigate
some psychological issues among frontline HCWs who
are essential for the sustainment and effectiveness of the
healthcare systems in our country. These strategies may
be developed to target HCWs who are female, single and
all HCWs who are in contact with patients with suspected
COVID-19 during their routine practice.
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