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INTRODUCTION
An epidemic that occurred in China toward the end of 2019 and identified as linked to the 
novel Coronavirus (SARS-CoV-2) rapidly spread and transformed into a pandemic.[1,2] Millions 
of patients in hundreds of countries have been affected by the pandemic and the deaths 
recorded are in the range of hundreds of thousands.[3] As the clinical, virologic, and epide-
miologic features and transmission routes of this initially uncertain disease have been uncov-
ered, advances have been recorded in the domains of diagnosis, treatment, and transmission 
prevention. To prevent transmission to health personnel at increased risk, the importance of 
personal protective equipment and related regulations to use were clarified.[4–6] In spite of 
precautionary measures, many health personnel have been infected and unfortunately died, 
which has made the situation more distressing.[7,8] Moreover, the occurrence of patients with 
asymptomatic disease and the finding that these patients may carry the virus for durations 
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longer than two weeks has caused health personnel to ap-
ply many different isolation procedures within family life.
[7,9] This study was aimed to evaluate the changes in home 
and family life of health personnel during the COVID-19 
pandemic.

METHOD
The survey of this cross-sectional study was open at web 
for 6 days from May 9, 2020 to May 15, 2020. The study 
included doctors, nurses, assisting health personnel and 
technical personnel from universities, training and re-
search hospitals, state hospitals, private hospitals, and 
other organizations in Ordu, Istanbul and Ankara. The 
survey questions were sent to health personnel through 
social networks and communication applications via an 
electronic platform and were answered on a voluntary ba-
sis. A questionnaire consisting of 16 questions prepared by 
the researchers was used. There were 7 questions about 
demographic information (organization, occupation, de-
partment of employment, age, gender, marital status, and 
number of children) and 9 questions about the relating to 
the topic of research. Responses were multiple choice, with 
participants requested to mark only one choice. 

Statistical analyses used the Statistical Package for Social 
Sciences (IBM SPSS for Mac, ver.21). The frequency and per-
centage were used in descriptive statistical methods. Chi-
square analysis was used to compare independent groups 
containing categorical variables. A p value<0.05 was con-
sidered to have statistical significance.

RESULTS
The survey was answered by 2050 health personnel. So-
ciodemographic and work-related characteristics of health 
professionals are summarized in Table 1. 

Of the 2017 participants who responded to the question 
about transmission, 78 (3.9%) stated that they or at least 
one of their family members developed the COVID-19 dis-
ease. The precautions applied by healthcare professionals 
are summarized Table 2. 

There was no significant difference identified with respect 
to the development of the disease in themselves or family 
according to duty related to patients with COVID-19, doc-
tor, nurse and other occupational groups, staying home 
or away after work, age groups, gender, and department 
of employment (p=0.415, p=0.206, p=0.118, p=0.572, 
p=0.185 and p=0.319, respectively). In the comparison’s 
based on organization, there was a significant difference 
identified between private health organization employees 
and state hospital employees (20 (6.8%) vs. 24 (2.8%), re-
spectively, p=0.014). 

A significant correlation was identified between the choice 
of continuously staying elsewhere with duties related to 
patients with COVID-19, being under 30 years of age, male 
gender, being single, and not having children (p<0.001). 

Table 1. Sociodemographic and work-related 
characteristics of health professionals

		  n (%)

Organization (n=2050)

	 State hospital 	 846 (41.3)	

	 University/TRH	 858 (41.8)

	 Private hospital	 295 (14.4)

	 Other	 51 (2.5)

Occupation (n=2050)

	 Doctor	 591 (28.8)

	 Nurse	 903 (44.0)

	 Laboratory technician	 78 (3.8)

	 Anesthesia technician	 38 (1.9)

	 Cleaning personnel	 161 (7.9)

	 Emergency medicine technician	 40 (2.0)

	 Other	 239 (11.6)

Do you work with COVID-19 patients? (n=2017)

	 Yes	 1417 (70.3)

	 No	 600 (29.7)

What do you do? (n=1499)

	 Emergency service and COVID-19 clinic	 291 (19.4)

	 Clinic	 224 (14.9)

	 Ward	 640 (42.7)

	 Intensive care	 344 (23.0)

Age groups (n=2019)

	 20 – 29 years	 394 (19.5)

	 30 – 39 years	 664 (32.9)

	 40 – 49 years	 797 (39.5)

	 50 – 59 years	 164 (8.1)

Gender (n=2020)

	 Female	 1422 (70.4)

	 Male	 598 (29.6)

Marital status (n=2023)

	 Single	 517 (25.6)

	 Married	 1506 (74.4)

Number of children (n=1982)

	 None	 481 (24.3)

	 One child	 455 (23.0)

	 Two children	 831 (41.9)

	 Three children	 185 (9.3)

	 Four children or more	 30 (1.5)

TRH: Training and research hospital.
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Single and childless respondents tended to avoid physical 
contact completely, while those who were married and had 
children tended to reduce contact rather than cut it com-
pletely. While avoidance of contact was the majority in par-

ticipants over 50 and under 30 years of age, reduction of 
contact was predominant in participants aged 30–50 years. 
Staying at home and physical contact status according to 
the sociodemographic characteristics of the participants 
are summarized Table 3. 

While the rate of physicians who did not avoid contact was 
significantly higher than that of other occupational groups, 
the rate of avoiding contact completely was also found to 
be significantly lower. It was observed that state and uni-
versity hospital employees preferred to reduce physical 
contact and private hospital employees preferred to cut it 
completely. Staff working in roles related to COVID-19 pa-
tients reduced or completely cut off physical contact at a 
higher rate. Staying at home and physical contact status 
according to the work-related characteristics of the partici-
pants are summarized in Table 4.

DISCUSSION
In the present study, an insignificant portion of health per-
sonnel (6.3%) appeared to stay continuously in places other 
than their homes after work during the pandemic. Howev-
er, when the proportion of those who sometimes stayed at 
home and sometimes elsewhere was added to this rate, it 
rose to 16.1%. Even personnel who did not have duties re-
lated to patients with COVID-19 had rates of 2.5% and 7.7% 
for staying away from home continuously or intermittently. 
It appeared that mainly males, singles, and personnel un-
der the age of 30 years tended to stay away from home. 
These results may be explained by the difficulty in staying 
away from home for individuals who are married or have 
children and women with family responsibilities. Though 
a significant difference was not identified in the present 
study between the place stayed in and development of in-
fection in the health personnel themselves or family indi-
viduals, these rates may valuable in terms of reflecting the 
concerns and anxiety of personnel.

Health personnel may experience inadequacy related to 
high infection risk in the fight against COVID-19, insuffi-
cient protective precautionary measures against contami-
nation, overwork, exhaustion, discrimination, isolation, 
and meeting with families.[10] These may have outcomes 
like stress, anxiety, depression, insomnia, anger, and fear in 
severe situations. These mental health problems affect the 
attention, understanding, and decision-making of medi-
cal personnel but also affect interventions for COVID-19. 
Consequently, long-term control of the pandemic is im-
portant for preserving and supporting the mental health 
of health personnel. Although healthcare professionals of-
ten acknowledge the increased risk of infection as part of 
their chosen profession, those with family members who 

Table 2. The precautions applied by healthcare professionals

		  n (%)

Where did you stay during the pandemic?

	 I continuously stayed at home	 1689 (83.9)

	 I sometimes stayed at home	 198 (9.8)

	 I was continuously away from home	 126 (6.3)

How frequently did you stay at home?

	 Every 2nd day	 1236 (77.9)

	 1-2 days/week	 215 (13.6)

	 Once every 10 days	 26 (1.6)

	 Once every 15 days	 29 (1.8)

	 Once a month	 80 (5.1)

What practices did you do on entry to your home?

	 As always	 51 (2.5)

	 Only hand hygiene	 119 (5.9)

	 Change clothes	 104 (5.2)

	 Change clothes and shower	 1740 (86.4)

Did you isolate within your own home?

	 Not at all	 767 (38.5)

	 When I felt sick	 399 (20.0)

	 I continuously isolated	 827 (41.5)

What type of isolation did you practice at home?

	 I stayed in a separate room	 905 (61.9)

	 I stayed in the same room with a mask	 557 (38.1)

Is there anyone over 60 years at home?

	 No	 1621 (80.5)

	 Yes	 281 (13.9)

	 Yes, but we stayed in separate houses	 113 (5.6)

Did you avoid physical contact and kissing your

partner and children?

	 I have not avoided it	 157 (8.1)

	 I reduced but did not stop	 653 (33.7)

	 I avoided in certain periods	 287 (14.8)

	 I completely avoided it	 840 (43.4)

Have you ever been infected with COVID-19 disease?

	 None	 1939 (96.1)

	 I have been 	 50 (2.5)

	 My partner has been	 10 (0.5)

	 My child has been	 4 (0.2)

	 My mother/father has been	 14 (0.7)

Some variables were missing.

The data were presented as n (%).
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are elderly, immunocompromised, 
or have chronic illnesses are par-
ticularly concerned about domestic 
transmission.[11] While many medi-
cal organizations offer clear recom-
mendations, it is clear that more is 
needed to optimize safety in the 
current environment. Healthcare 
professionals may request that fam-
ily members be given priority for 
testing, vaccination, and treatment. 
Providing reassurance to the family 
members of healthcare profession-
als will increase workforce confi-
dence and productivity; however, 
the feasibility and advice of fam-
ily priority has not yet been estab-
lished.

In a study on health personnel in a 
Chinese pandemic hospital found 
a 50.4% frequency of depression, 
44.6% anxiety, 34% insomnia, and 
a 71.5% frequency of psychological 
distress. This situation is thought to 
be caused by differing conditions in 
the workplace, concerns about viral 
spread, concerns about their per-
sonal health and that of their family 
members, and concerns about iso-
lation.[12] In a cross-sectional study 
of 1422 healthcare workers in Spain, 
it was found that 56.6% of the 
healthcare workers showed post-
traumatic stress disorder, 58.6% 
showed anxiety disorder, 46% had 
depressive disorder symptoms, and 
41.1% felt emotionally exhausted.
[13] In the COVID-19 pandemic, the 
most important cause of concern 
affecting the emotional and mental 
states of healthcare workers is the 
possibility of infecting family mem-
bers and friends.[14,15] Despite this, 
it has also been shown that good 
family relationships have a positive 
effect on anxiety and depression 
in healthcare workers.[14] In a study 
conducted in Saudi Arabia, it was 
determined that healthcare work-
ers are generally aware that they 
will have to work longer than dur-Ta
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ing normal working conditions 
in cases of epidemics and disas-
ters and are aware of their roles.
[16] When asked about the cause 
of concern among healthcare 
workers during the COVID-19 
outbreak, 57.5% expressed 
fear of their family members' 
health status, while only 35.1% 
expressed concern about their 
personal safety and that of other 
healthcare professionals.

It is clear that these concerns 
directed health workers toward 
new behaviors involving a vari-
ety of difficulties and sacrifices. 
However, the necessity of these 
practices performed out of con-
cern has not been proven and 
requires debate and study.

It is known that the mortal-
ity rates of COVID-19 clearly in-
crease with advanced age.[17,18] 
Consequently, in Turkey there 
are limitations on people over 
65 years being outside of the 
home. The reflection of the worry 
caused by this information is ob-
served in some health workers 
separating their homes from that 
of family members over 60 years 
of age. However, an insignificant 
frequency (13.9%) continued to 
live together. The presence of 
asymptomatic COVID-19 carri-
ers led health personnel to con-
tinue worrying even when they 
did not feel sick.[19,20] Screening 
with polymerase chain reaction 
(PCR) of 565 Japanese citizens 
evacuated from Wuhan identi-
fied positive results for 12 in-
dividuals.[21] Five individuals of 
these were asymptomatic and 
it is estimated that the disease 
may progress silently in over 
40% of patients with COVID-19. 
Screening of health workers in 
England reported that 27% of 44 
health workers with a positive Ta
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PCR test were asymptomatic.[22] Routine screening is still 
not performed on symptom-free health personnel in our 
country. Screening with molecular methods is performed 
after development of symptoms or risky contact with a pa-
tient with COVID-19. Moreover, there are studies showing 
that the main transmission route of infection of droplets 
may travel further distances than what is known.[23] Con-
sequently, the majority of health workers staying at home 
practiced a meticulous “home entry procedure” and after 
this, were identified to apply precautionary measures that 
may have destructive psychological outcomes like stay-
ing in separate rooms from that of family members, using 
masks in the same environment and reducing or fully stop-
ping physical contact with partners, parents, and children.

The epidemic also had significant psychological effects on 
the family members of healthcare workers. In one study, 
anxiety and depression symptoms were found in one third 
of the participants who were relatives of healthcare work-
ers.[24] In the current study, while the contact of the health-
care worker with the definite or suspected patient with 
COVID-19 and long working hours were risk factors for de-
pression and anxiety; the use of personal protective equip-
ment was determined as a protective factor.

The limitations of the present study were the participants 
had to access the survey in an electronic platform, the mul-
tiple-choice responses and that only one choice could be 
selected. These features limit the participants’ self-expres-
sion and caused some questions to be left unanswered by 
many respondents. Many situations that can be investi-
gated related to the topic, concerns representing the basis 
of participant practices and psychological outcomes could 
not be questioned. The access method of the survey for 
medical workers caused uncertainty about the population 
in the study. Again, the uncertain and broad study popula-
tion may contribute to representing the country in general 
rather than just certain cities. Further, there are no studies 
on similar topics reflecting data from other countries in the 
literature to compare with the results of our screening. 

CONCLUSION
This data may guide health managers in their duties related 
to planning and preparation related to the topic. In Turkey, 
Ministry of Health guidelines categorized risky contact that 
health workers are exposed to as low, moderate, and high 
risk and published isolation and prophylaxis approaches to 
be followed afterwards based on the contact risk. However, 
protocols related to where health personnel should stay 
after work or home entry procedures or relationships with 
family members are uncertain and left to the employee’s 
own choice. It will be beneficial to discuss these topics in 

the scientific environment and determine recommenda-
tions. In Turkey, many health organizations allocated dor-
mitories, hotels, and guest houses for health workers to 
stay in if desired. It is known through the media and per-
sonal witnesses that many health workers did not stay in 
their own homes in order to protect family members. How-
ever, there is no data about the frequency of use for this 
method. From this aspect, the present study has the fea-
ture of being the first study to provide data about this topic 
in our country. Moreover, there is no data in the literature 
about new precautionary attitudes and behavior in family 
life practices by health workers who chose to stay at home. 
In addition to difficulties experienced in working life, it is 
thought that this data is important in terms of illuminat-
ing the sacrifices made in social life by health personnel in 
pandemic.
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