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Examination of the psychosocial effects of the coronavirus 
2019 (COVID-19) pandemic

Severe acute respiratory syndrome coronavirus 2 (SARS CoV 
2) is a strain of coronavirus that causes coronavirus dis-

ease 2019 (COVID-19). The virus first emerged in China in late 
2019 and spread rapidly, leading to a significant number of 
deaths and widespread disruption. The World Health Organi-
zation declared COVID-19 a pandemic just a few months af-
ter the outbreak.[1–3] In response, countries around the world 
implemented a variety of comprehensive measures intend-
ed to control the spread of infection, such as restrictions on 
group gatherings, curfews, travel restrictions, contact trac-
ing, and emergency response programs.[4,5] Nonetheless, the 
virus spread and the number of those infected grew. As this 
was a new virus, there was particular uncertainty and anxiety, 
intense media coverage, and abrupt changes to ordinary ac-
tivities. Worry about becoming infected with this novel and 
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Abstract

What is presently known on this subject?

•	 The outbreak of  coronavirus disease 2019 (COVID-19) quickly became a 
global pandemic. Fear related to a previously unknown and potentially 
deadly virus as well as measures implemented to control the spread of 
infection had widespread effects, including multiple psychosocial con-
sequences at the individual, family, and societal levels. 

What does this article add to the existing knowledge? 

•	 The extensive changes to daily life brought on by the COVID-19 pan-
demic had economic and psychosocial effects, including mild to moder-
ate levels of depression, anxiety, and stress. 

What are the implications for practice?

•	 Determining the psychosocial effects of the COVID-19 pandemic is very 
important in order to be prepared to provide necessary and appropriate 
intervention. The consequences may be long-lasting. Empowering in-
dividuals to manage symptoms and disorders is important to ensuring 
healthy individual and societal function.
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potentially deadly virus and a variety of sudden changes in 
lifestyle, including isolation measures and in some cases loss 
of income, had effects on psychological health.[6–12]

Studies of the COVID-19 pandemic have shown that many 
symptoms of mental disorders, such as depression, anxiety, 
post-traumatic stress disorder, sleep disorders, obsessive-
compulsive disorder, avoidance behaviors, and social with-
drawal, have been observed.[1,8,10,13–16] It has even been re-
ported that the long-term mental health effects may be more 
dangerous than the virus itself.[17–19] Other studies have also 
noted significant and lasting effects on national economies. 
The sudden inability to work due to a pandemic can lead to 
significant individual economic losses and associated anxiety 
and other mental health concerns.[17,19] In the context of an 
unpredictable and rapidly spreading pandemic, some individ-
uals may also experience behavioral disorders. Faced with un-
certainty and restrictions, some individuals may be sufficiently 
worried to overstock items such as food, medicine, disinfec-
tant, masks, toilet paper, and cleaning products.[17] In addition, 
anxiety about becoming infected can lead to stigmatization 
and discrimination.[17,20,21] Individuals who become sick dur-
ing a pandemic may be exposed to significant stigma and 
rejection, even after recovery.[22] The effects of stigma due to 
disease have previously been reported to continue for many 
years.[23–25] 

As a result, the uncertainty and difficulty related to the 
COVID-19 pandemic, including limitations to social interac-
tion and the risk of economic loss created or contributed to 
a variety of potential sources of insecurity that are both eco-
nomic and psychosocial.[26] Studies are needed to determine 
the psychosocial effects of the COVID-19 pandemic world-
wide. This study is a contribution to the literature related to 
the investigation of the effects of the pandemic and was de-
signed help with efforts to address the existing consequences 
as well as prepare for future events. 

Materials and Method
Ethical Considerations
The ethics committee of Artvin Çoruh University granted ap-
proval for this study on May 8, 2020 (no: 2020/7) and online 
consent was obtained from the participants.

Study Design
This study was conducted as a web-based cross-sectional 
study due to the isolation measures in place to prevent the 
spread of the virus. The data were collected electronically be-
tween May 9 and July 16, 2020 via an online survey platform 
(Google Forms; Google LLC, Mountain View, CA, USA). The 
link to the data collection form was widely distributed via 
e-mail, Facebook, and WhatsApp (Facebook Inc./Meta Plat-
forms, Inc., Menlo Park, CA, USA). The researchers wrote and 
shared a description of the study with contacts, various asso-
ciations, and social media page managers who also shared 

the link to the study, which provided a brief explanation 
as well as the assessment tools. A total of 1420 individuals 
participated. The respondents provided demographic data, 
information about their experiences during the COVID-19 
pandemic, and completed the Depression, Anxiety, Stress 
Scale-42 (DASS-42).

Study Population and Sample
The aim was to reach as many individuals as possible; no sam-
ple was selected. Adults in Turkey aged ≥18 years who had In-
ternet access and agreed to participate were included in the 
study. A total of 1420 responses were returned and analyzed.

Data Collection Tools
The research data were collected using a personal data form, 
a form requesting information about the individuals' experi-
ences during the COVID-19 pandemic, and the DASS-42 scale.

 

Personal Information Form 
The personal information form used was created by a re-
searcher based on a review of the relevant literature to deter-
mine the demographic characteristics of age, gender, marital 
status, educational status, and occupation.

Information Form About COVID-19 Pandemic Experience
Participants were asked to respond to 10 questions related 
to their attitudes and experience during the COVID-19 pan-
demic: frequency of following developments on television or 
social media, sleep patterns, eating habits, inclination to stock 
up on basic supplies, hygiene habits, physical distancing and 
relationships, family relations, economic conditions, and atti-
tudes about a diagnosis of COVID-19.

Depression, Anxiety, Stress Scale-42
The DASS-42 was developed by Lovibond and Lovibond and 
adapted for use with a Turkish study group by Akın and Çetin.
[27] The instrument consists of 42 items, 14 of which are related 
to depression, 14 to stress, and 14 to anxiety experienced in 
the previous week. Items 3, 5, 10, 13, 16, 17, 21, 24, 26, 31, 34, 
37, 38, and 42 measure the level of depression; items 1, 6, 8, 
11, 12, 14, 18, 22, 27, 29, 32, 33, 35, and 39 measure the respon-
dent’s stress level; and items 2, 4, 7, 9, 15, 19, 20, 23, 25, 28, 30, 
36, 40, and 41 measure the level of anxiety. The scale uses a 
4-point Likert-type rating: 0=never/does not apply to me at 
all, 1=sometimes/applies to me to some degree, 2=quite of-
ten/applies to me to a considerable degree, and 3=most of the 
time/applies to me very much. No items are reverse-scored. A 
high score in any of the dimensions (depression, anxiety, and 
stress) suggests greater severity or frequency of these nega-
tive emotional symptoms. The maximum score for each sub-
dimension is 42.
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Data Analysis
The data were analyzed using IBM SPSS Statistics for Windows, 
Version 25.0 software (IBM Corp., Armonk, NY, USA). Descrip-
tive statistics (number, percentage, mean, SD) were used to 
evaluate and present the data. Conformity to normality tests 
and platykurtic distribution-skew distribution was used to as-
sess the data. The analysis indicated that the assumption of 
normal distribution was not present (p>0.05). The Mann-Whit-
ney U test was used to compare quantitative data between 2 
groups. The Kruskal-Wallis test was used to compare quantita-
tive data between >2 groups. A multiple comparison test was 
conducted to further analyses of differences. The reliability co-
efficient of the DASS-42 scale in this study was determined to 
be α=0.940 for the depression subscale, α=0.926 for the anx-
ietya subscale, and α=0.944 for stress subscale, and α=0.968 
for the total scale score.

Results

Table 1 demonstrates the demographic characteristics of the 
study participants. In all, 59.7% were female, 53% were mar-

ried, 26.0% were ≥41 years of age, 56.6% had a university 
undergraduate education, and 47.6% were public sector em-
ployees.
The responses of participants regarding their experiences dur-
ing the pandemic are provided in Table 2. Among the findings, 
it was determined that 38.6% frequently followed the devel-
opments related to COVID-19 on television or social media, 
42.6% replied that they had difficulty sleeping/were sleeping 
less than prior to the pandemic, 51.0% did not see a change 
in their eating habits, 55.8% reported some stockpiling of ba-
sic necessities, 61.5% indicated that they had increased their 
cleaning efforts, 59.1% indicated that physical distancing and 
social isolation practices did not lead to a change in their re-
lationships with their loved ones, 48.7% observed no change 
in their family relationships, 51.4% experienced no change 
in economic status, 44.8% said that they would hide a posi-
tive COVID-19 diagnosis from those close to them, and 40.1% 
responded that they would not want to meet with someone 
who had been diagnosed with the disease.
Table 3 shows the prevalence of depression, anxiety, and stress 
in the study participants. In all, 44.8% experienced mild de-
pression, 36.1% demonstrated moderate anxiety, and 40.8% 
had moderate stress.
The DASS-42 subdimension scores for depression, anxiety, 
and stress are given in Table 4. The mean depression score was 
11.42±6.80 (min-max: 0.00–-42.00), the mean anxiety score 
was 12.84± 7.42 (min-max: 0.00–-42.00), and the mean stress 
subscale score was 16.20±9.60 (min-max: 0.00–-42.00).
Table 5 presents a comparison of the median depression, anxi-
ety, and stress values according to demographic variables. The 
results were significantly different when examined by gender: 
all of the subscore values were higher among female partic-
ipants (p<0.05). Marital status also revealed a significant dif-
ference: those who were not married had higher depression, 
anxiety, and stress scores (p<0.05). The median DASS-42 score 
of participants aged ≤24 years was also significantly higher 
than that of other age groups (p<0.05). The median values 
depression and stress scores of undergraduate graduates 
were significantly higher than those of postgraduate gradu-
ates (p<0.05). The median anxiety value was not significantly 
different according to education level (p>0.05). Employment 
status also revealed significant differences: the median de-
pression, anxiety, and stress values of students and those who 
were unemployed were higher (p<0.05).
Table 6 provides a comparison of experiences during the 
COVID-19 pandemic and the DASS-42 scores. Participants 
who followed developments about COVID-19 on television or 
social media frequently had higher depression, anxiety, and 
stress values (p<0.01). Participants who followed the devel-
opments about COVID-19 on television or social media con-
stantly had the stress values (p<0.01). Individuals who had 
decreased/disrupted sleep also demonstrated higher levels of 
depression, anxiety, and stress (p<0.01). Those who reported 
eating more since the pandemic also had higher depression, 

Table 1. Sociodemographic characteristics of the participants 
(n=1420)

		  n	 %

Age (years)
	 ≤24	 349	 24.6
	 25-32	 354	 24.9
	 33-40	 348	 24.5
	 ≥41	 369	 26.0
	 (Mean±SD) 	 33.62±11.18
		  (min-max:15-70)
Sex
	 Female	 848	 59.7
	 Male	 572	 40.3
Marital status
	 Married 	 753	 53.0
	 Not married	 667	 47.0
Education  level
	 Primary school	 118	 8.3
	 High school	 309	 21.8
	 Undergraduate	 804	 56.6
	 Postgraduate	 189	 13.3
Occupation
	 Not employed	 94	 6.6
	 Student	 211	 14.9
	 Public sector employee	 676	 47.6
	 Private sector employee	 199	 14.0
	 Self-employed	 112	 7.9
	 Retired	 33	 2.3
	 Housewife	 95	 6.7
Total	 1420	 100.0
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anxiety, and stress values (p<0.01). In addition, it was observed 

that participants who engaged in stockpiling of supplies and 

additional cleaning had higher depression, anxiety, and stress 
values (p<0.01). 

The depression, anxiety, and stress level values of individuals 
who expressed a feeling of loneliness following the implemen-

Table 2. Participant experiences during the COVID-19 pandemic (n=1420)

		  n	 %

How often do you follow developments about COVID-19	 Never1	 28	 2.0
on television or social media?	 Occasionally2 	 401	 28.2
	 Frequently3	 548	 38.6
	 Constantly4	 443	 31.2
How would you evaluate your sleep pattern since	 No change1	 332	 23.4
the COVID-19 pandemic?	 I sleep more than before2	 483	 34.0
	 I sleep less than before; I wake up frequently at night3 	 605	 42.6
How would you evaluate your diet since	 No change1	 724	 51.0
the COVID-19 pandemic?	 I eat more than before2	 527	 37.1
	 I eat less than before3	 169	 11.9
Have you stocked up on essential supplies since	 No1	 588	 41.4
the COVID-19 pandemic?	 Somewhat2	 792	 55.8
	 A lot3	 40	 2.8
How would you evaluate your cleaning habits since	 No change1	 477	 33.6
the COVID-19 pandemic?	 Significant increase2	 873	 61.5
	 Decreased3	 14	 1.0
	 Partial increase4	 56	 3.9
How have physical distance and social isolation measures	 No change1	 839	 59.1
affected your relationships with loved ones?	 I miss them; I feel lonely2	 327	 23.0
	 Improved3	 254	 17.9
How would you evaluate your family relationships since	 No change1	 692	 48.7
the COVID-19 pandemic?	 Stronger2	 477	 33.6
	 Tense/conflicts3	 251	 17.7
How would you evaluate your economic situation since	 No change1	 730	 51.4
the COVID-19 pandemic?	 Economic status increased2	 232	 16.4
	 Economic status decreased3	 458	 32.2
If I am diagnosed with COVID-19, I will hide it from 	 Yes1	 636	 44.8
those around me. 	 No2	 359	 25.3
	 I don’t know3	 425	 29.9
If I have a relative/acquaintance diagnosed with COVID-19, 	 Yes1	 570	 40.1
I will not meet with her/him again.	 No2	 474	 33.4
	 I don’t know3	 376	 26.5
Total		  1420	 100.0

Table 3. Prevalence and severity levels of depression, anxiety, 
and stress (n=1420)

DASS-42 scale	 Depression	 Anxiety	 Stress
severity level	 n (%)	 n (%)	 n (%)

Normal	 140 (9.9)	 125 (8.8)	 328 (23.1)
Mild	 636 (44.8)	 293 (20.6)	 264 (18.6)
Moderate	 281 (19.8)	 513 (36.1)	 579 (40.8)
Severe	 238 (16.8)	 308 (21.7)	 180 (12.7)
Extremely severe	 125 (8.8)	 181 (12.7)	 69 (4.9)

DASS-42: Depression, Anxiety, and Stress Scale.

Table 4. Depression, Anxiety, and Stress Scale Mean Scores 
(n=1420)

DASS-42 scale	 Min 	 Max	 Mean	 SD
subdimensions

Depression	 0.00	 42.00	 11.42 	 6.80
Anxiety	 0.00	 42.00	 12.84 	 7.42
Stress	 0.00	 42.00	 16.20	 9.60

DASS-42: Depression, Anxiety, and Stress Scale.
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tation of physical distancing and social isolation were signifi-
cantly higher (p<0.01). Participants who reported a decrease 
in their economic status since the pandemic also had higher 
depression, anxiety, and stress values (p<0.01). The depression, 
anxiety, and stress values of those who said they would conceal 
a positive COVID-19 diagnosis were higher than those of the re-
spondents who said they would not hide it (p<0.01) and those 
who said that they would not meet with a relative/acquain-
tance diagnosed with COVID-19 or did not know if they would 
high depression, anxiety, and stress values (p<0.01).

Discussion

The Prevalence of Depression, Anxiety, and Stress

The results revealed a mildly high rate of depression. Wang et 
al.[16] found that the participants in their study reported mod-
erate to severe symptoms of depression, and Cellini et al.[29] 
observed moderate to extremely severe symptoms of depres-
sion. Other research has yielded normal levels of depression 
symptoms during the COVID-19 pandemic.[10,28] In the study 
was determined a moderate level of anxiety. In the literature, 

Table 5. Depression, Anxiety, and Stress Median  values according to demographic variables

Demographic variables	 Depression 	 Anxiety 	 Stress

		  Med (Min-Max)	 Med (Min-Max)	 Med (Min-Max)

Sex
	 Female	 22.00 (0.00-41.0)	 18.00 (0.00-38.00)	 20.00 (0.00-42.00)
	 Male	 13.00 (0.00-42.0)	 14.00 (0.00- 42.00)	 12.00 (0.00-42.00)
	 U	 -5.523	 -5.749	 -7.301
	 p 	 0.000	 0.000	 0.000
Marital status
	 Married 	 17.00 (0.00-42.00)	 14.00 (0.00-42.00)	 16.00 (0.00-40.00)
	 Not married	 18.00 (0.00-41.00)	 20.00 (0.00-39.00)	 19.00 (0.00-42.00)
	 U	 -5.792	 -4.654	 -5.645
	 p 	 0.000	 0.000	 0.000
Age (years)
	 ≤241	 12.00 (0.00-41.00)	 7.00 (0.00-39.00)	 14.00 (0.00-42.00)
	 25-322	 7.00 (0.00-42.00)	 5.00 (0.00-42.00)	 9.00 (0.00-42.00)
	 33-403	 6.50 (0.00- 42.00)	 4.00 (0.0- 42.00)	 9.00 (0.00-38.00)
	 ≥414	 7.00 (0.00-42.00)	 4.00 (0.00-42.00)	 9.00 (0.00-41.00)
	 KW	 47.966	 28.611	 52.185
	 p 	 0.000	 0.008	 0.000
Post hoc	 1>2,3,4	 1>2,3,4	 1>2,3,4
	 Education  level
	 Primary school1	 9.00 (0.00-42.00)	 7.00 (0.00-42.00)	 10.00 (0.00-42.00)
	 High school2	 11.00 (0.00-41.00)	 8.00 (0.00-35.00)	 11.00 (0.00-40.00)
	 Undergraduate3	 12.00 (0.00-41.00)	 9.00 (0.00-42.00)	 11.00 (0.00-42.00)
	 Postgraduate4	 6.00 (0.00-38.00)	 4.00 (0.00-35.00)	 9.00 (0.00-40.00)
	 KW	 10.184	 5.510	 9.777
	 p	 0.017	 0.138	 0.021
	 Post hoc	 3>4	 ----	 3>4
Occupation
	 Unemployed1	 17.00 (0.00-42.00)	 13.00 (0.00-42.00)	 15.00 (0.00-40.00)
	 Student2	 16.00 (0.00-42.00)	 14.00 (0.00-41.00)	 12.00 (0.00-42.00)
	 Public sector employee3	 10.00 (0.00-42.00)	 8.00 (0.00-42.00)	 10.00 (0.00-42.00)
	 Private sector employee4	 11.00 (0.00-38.00)	 7.00 (0.00-42.00)	 9.00 (0.00-42.00)
	 Self-employed5	 12.00 (0.00-42.00)	 8.00 (0.00-40.00)	 8.00 (0.00-42.00)
	 Retired6	 10.00 (0.00-41.00)	 9.00 (0.00-42.00)	 7.00 (0.00-36.00)
	 Housewife7	 10.00 (0.00-42.00)	 7.00 (0.00-39.00)	 8.00 (0.00-42.00)
	 KW	 34.922	 18.219	 20.020
	 p	 0.012	 0.004	 0.027
	 Post hoc	 1,2>3,4,5,6,7	 1,2>3,4,5,6,7	 1,2>3,4,5,6,7
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authors have noted anxiety due to the pandemic that was nor-
mal,[10,28] moderate to severe,[16,30] and moderate to extremely 
severe.[29] In this study, the findings indicated a moderate level 
of stress symptoms. Other reports from around the world have 
recorded levels that were normal,[10,28] moderate to severe,[16,30] 
and moderate to extremely severe.[29] 

Symptoms of unease can be expected during a pandemic. 
Wang et al.[16] noted that a lower level of psychological symp-
toms was related to accurate and timely information about 
drugs, vaccines, transmission routes of the virus, and the 
number of patients who became infected and how many re-
covered. Furthermore, individual protective measures, such as 
hygiene practices and the use of masks to prevent the spread 
of the virus, may be associated with lower levels of depression, 
anxiety, and stress. Ozamiz-Etxebarria et al.[31] noted that lower 
symptoms of depression, anxiety, and stress in their study 
compared with those seen in a Chinese study may have been 
related to the emergence of the outbreak in China, seen as far 
away by Spanish respondents, or that the benefit of time to 
learn about the virus may have contributed to the results. Tee 
et al.[30] reported that adequate health information, individual 
perception of well-being, and trust in doctors were associated 
with fewer psychological effects. It has been observed previ-
ously in the literature that it is important for the government 
and health authorities to provide accurate and up-to-date in-
formation.[16]

Various restrictions were imposed on social life and activity in 
Türkiye to reduce the spread of the virus. In addition, a scien-
tific committee was established in this country that provided 
regular information to the public about the virus.[32] Health 
authorities also provided regular updates on details such as 
the reported number of cases, the number of patients who 
had died, the number of those infected, and the latest devel-
opments regarding the virus. These measures may have con-
tributed to reducing the psychological effects of the COVID-19 
pandemic in this country.
It is important to plan initiatives to address the psychologi-
cal effects due to the pandemic and reduce the incidence of 
symptoms and disorders as an element of primary prevention. 
Efforts to increase the capacity of the individual, the family, 
and society to cope with stressful circumstances will benefit 
all and encourage growth and success. Psychiatric nurses, as 
always, played a key role during the pandemic as part of men-
tal health screening teams, and will continue to do so moving 
forward; it should not be forgotten that psychosocial effects of 
the pandemic may be long-lasting.[33,34]

The results of this study indicated that the median depression, 
anxiety, and stress values of females were higher than those 
of males (Table 5). This is not uncommon.[10,16,28,30,35] Rehman et 
al.[36] found that while female participants' depression, stress, 
and anxiety scores were higher, it was not statistically signifi-
cant. Other studies have found that the anxiety levels of men 
were higher than those of women, or that there was no sig-
nificant difference in the depression and stress levels based 

on gender.[14,37] In general, women have often been reported 
to be more vulnerable to stress and anxiety. This may be the 
result of numerous factors. However, during the pandemic, 
these may have included additional circumstances such as in-
creased social isolation due to restrictions, an increased work-
load at home, and other pressures of stay-at-home orders that 
may have led to tension and conflicts.

The depression, anxiety, and stress values of single individuals 
in this study were higher than those of married participants 
(Table 5). Tee et al.[30] determined in their study that single 
respondents demonstrated significantly higher depression, 
anxiety, and stress scores. Other research in the literature has 
suggested that marital status was related to depression, anx-
iety, and stress levels,[28] and studies have also indicated that 
there was no significant difference based on marital status in 
terms of depression, anxiety, and stress scores.[10,14] While in 
some cases, the pandemic restrictions and effects may have 
added to difficulties in relationships, it may be that in some in-
stances, the pandemic reinforced togetherness and those who 
were not alone had access to emotional support and a greater 
sense of economic security, whereas isolation contributed to 
difficulty for those who were living alone. 

The depression and stress score values of undergraduates 
were higher than those of respondents with a higher degree 
(Table 5). In the literature, individuals with high education lev-
els have been found to have higher levels of depression, anx-
iety, and stress related to the COVID-19 pandemic,[10,38] while 
in another study, there was a relationship between a low edu-
cation level and high levels of depression, anxiety, and stress.
[16] Goularte et al.[39] also observed that there is a strong rela-
tionship between a low education level and susceptibility to 
depression, anxiety, and stress. Those with a higher level of 
education may experience more symptoms of mental health 
distress as a result of greater access to information and a high-
er awareness of their own health and the difficulties caused by 
the pandemic.[10]

In this study, individuals aged <24 years had higher depression, 
anxiety, and stress scores (Table 5). Although some studies in 
the literature have indicated that there was no relationship 
between age and depression, anxiety, and stress values,[10,14] 
other authors have similarly found that younger respondents 
had higher levels of depression, anxiety, and stress.[31,35] Tee et 
al.[30] stated in their study that individuals in the 12-21.4 age 
group had significantly higher depression, anxiety, and stress 
scores. Al Banna et al.[28] stated in their study that those aged 
≥ 40 had a high level of anxiety symptoms, while individuals 
aged ≤23 demonstrated a high level of depressive symptoms. 
High depression, anxiety, and stress score in young individuals 
may be related to the fact that they access information more 
frequently and were more affected by some of the restrictions 
implemented (e.g., curfews, face-to-face education ban). Older 
individuals’ concerns awareness and concern about their own 
health and the health of their loved ones may have contrib-
uted to the intensity of the symptoms reported in this group.
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The findings in this study indicated that those who were un-
employed and students had high depression, anxiety, and 
stress scores (Table 5). Kamal and Othman[10] noted in their re-
search that the prevalence of depression was high among un-
employed individuals and students, and Al Banna et al.[28] also 
found that the unemployed experienced greater stress. Verma 
and Mishra[14] observed that employment status was signifi-
cantly associated with depression and anxiety. Concern about 
meeting their daily needs and uncertainty and insecurity about 
the future could contribute to depression, anxiety, and stress 
among the unemployed. In contrast, another study found no 
relationship between employment status and stress rate.[35] 
Various factors may have contributed to greater depression, 
anxiety, and stress in students, including younger age, weak 
psychological resilience, quarantine measures and restrictions 
on social life, the termination of face-to-face education and dif-
ficulties associated with the transition to online education, and 
disruption to or concerns about plans for the future.

The DASS-42 Scale Results and Individual Experiences 
Individuals who followed the pandemic developments fre-
quently on television or social media demonstrated high 
depression, anxiety, and stress scores (Table 6). Gao et al.[8] 
reported a positive relationship between the frequency of ex-
posure to social media and mental health symptoms during 
the COVID-19 pandemic process, noting that individuals who 
accessed social media excessively demonstrated greater anxi-
ety and depression. Bendau et al.[40] also determined a positive 
relationship between the frequency of media exposure and 
depression symptoms, specific anxiety, and COVID-19-related 
anxiety symptoms. The findings of our study were consistent. 
Social media can be helpful, but excessive or undiscriminating 
use can lead to information overload, including consumption 
of false content, and may engender the growth and spread of 
negative emotions such as anxiety, panic, and fear
Individuals who reported sleeping less than before since the 
COVID-19 pandemic had higher depression, stress, and anx-
iety scores than other study participants (Table 6). Cellini et 
al.[29] observed that their sleep patterns changed significantly 
during the COVID-19 pandemic, resulting in in poorer sleep 
quality. The authors also found that sleep problems were more 
intense in those with high levels of depression, anxiety, and 
stress symptoms. Others have also remarked on a relationship 
between sleep and depression, anxiety, and stress during the 
pandemic.[15,41] Li et al.[42] indicated that insomnia was common 
and that there was a relationship between insomnia and psy-
chological symptoms. Priego-Parra et al.[43] also observed an 
association between depression and anxiety. It is not surpris-
ing that the myriad difficulties and uncertainty caused by the 
COVID-19 pandemic affected sleep quality. Excessive use of 
electronic devices may also have added to sleep disruptions. 
Respondents who reported changes in their diet due to the 
COVID-19 pandemic had significantly higher depression, anx-
iety, and stress scores (Table 6). Other researchers have ob-

served changes in eating behavior during the COVID-19 pan-
demic and a relationship to anxiety symptoms.[44–48] Di Renzo 
et al.[48] described participants recounting that participants ate 
more to relieve feelings of depression and anxiety. Şimşek and 
Şen[49] also reported findings of changes in eating behavior, in-
cluding increased emotional eating and uncontrolled eating. 
The depression, anxiety, and stress experienced during the 
COVID-19 pandemic appear to have had an effect on eating 
behaviors.
Individuals who reported storing extra supplies of basic ne-
cessities had higher depression, anxiety, and stress scores 
compared with those who did not elect to stock up (Table 6). 
Reports in the literature have remarked that a tendency to 
stockpile increased during the COVID-19 pandemic as a re-
sult of intense anxiety.[50,51] Some people experienced fear of 
uncontrolled spread of the virus and subsequent effects on 
society and the ability to meet basic needs, which prompted a 
desire to be prepared.[17] Keane and Neal[52] noted that it is not 
uncommon to stock more consumer goods in times of natural 
disaster or crisis. The new and particular uncertainties during 
the COVID-19 pandemic likely added to this tendency.
Excessive cleaning habits during the COVID-19 pandemic 
were also associated with higher levels of depression, anxi-
ety, and stress in this study (Table 6). Literature findings re-
veal other examples of increased hygiene practices during 
the pandemic and a relationship between a high anxiety level 
and intense efforts to ensure hygiene.[53,54] Bults et al.[55] stated 
that high anxiety was significantly associated with adopting 
preventive measures and hygiene practices such as washing 
hands more frequently, using handkerchiefs when coughing 
or sneezing, and wearing a face mask during the influenza A 
(H1N1) outbreak.
In this study, the depression scores of individuals who ex-
pressed a sentiment of feeling lonely due to isolation and sep-
aration from loved ones were significantly higher (Table 6). 
Killgore et al.[56] observed greater loneliness during COVID-19 
restrictions and a relationship between loneliness and depres-
sion. It was also stated in the same study that social isolation 
can increase loneliness. Other research has similarly found in-
creased loneliness during the pandemic and that loneliness 
was a risk factor for depression and anxiety.[57,58] The inability 
to be with friends and loved ones due to pandemic restrictions 
could be expected to add to depression, anxiety, and stress.
Reduced economic status was also found to be related to 
higher depression, anxiety, and stress scores (Table 6). Lei et 
al.[19] found that those who did not experience economic loss 
during the COVID-19 pandemic had lower levels of anxiety and 
depression than other groups. A poor or tenuous economic 
situation and unemployment has been reported to be an im-
portant risk factor for symptoms of mental health disorders, 
and particularly depression.[8,19,59] However, Al Banna et al.[28] 
observed that individuals with a higher income experienced 
more stress symptoms. In this study, economic security may 
have been a protective factor for some of the participants.
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The findings in this study revealed significantly higher depres-
sion, anxiety, and stress values among individuals who said that 
if I had a relative/acquaintance diagnosed with COVID-19 they 
would never see them again (Table 6). Psychological problems 
related to stigma are not unexpected.[18] The easy transmission 
of the disease, fear of infection, and intense public anxiety are 
potential contributing factors.[20] Stigmatization has been ob-
served in studies of previous outbreaks of infectious disease 
and has been associated with psychological difficulties.[60] The 
easy transmission of the virus that causes COVID-19 and the 
associated mortality rate likely contributed to anxiety levels.
The depression, anxiety, and stress scores of individuals who 
said that they would not disclose a positive COVID-19 diagno-
sis to those around them, as well as those respondents who 
were unsure of their reaction, were higher than those who 
replied that they would not hide the diagnosis (Table 6). Fear 
of stigmatization and rejection may have been a factor in the 
responses.[18] Stigmatizing behaviors can have a significant in-
fluence on mental health. Bai et al.[61] reported that healthcare 
workers said that people in their neighborhood stigmatized 
and avoided them because they worked in a hospital during 
a SARS outbreak.

Conclusion 

The COVID-19 pandemic has had and will continue to have 
multiple economic and psychosocial effects. Psychiatric nurs-
es are important members of the team that can help indi-
viduals resolve psychosocial problems. They can identify risk 
factors, determine the physical and psychological effects, and 
help provide for a successful recovery from traumatic events. 
It is important to provide psychiatric nurses and others with 
adequate awareness of the potential psychosocial outcomes 
of the COVID-19 pandemic and other disasters in order to be 
prepared and ensure individual and social resilience.
The results of this study and others worldwide indicate that the 
COVID-19 pandemic has led to symptoms of depression, anx-
iety, and stress in society. Programs to screen groups at high 
risk, such as women and vulnerable groups in the population, 
could be very useful to resolve effects of the extraordinary con-
ditions and prevent lingering unresolved symptoms and per-
haps more severe outcomes. Enhanced resiliency, coping skills, 
and other tools could provide broad benefit to individuals in 
their daily lives and to the general public. Additional studies are 
also recommended to further explore and determine precise 
needs, lasting effects, and effective intervention strategies.
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