
Stigma-related Factors and their Effects on Health-care 
Workers during COVID-19 Pandemics in Turkey:
A Multicenter Study

Objectives: Infectious diseases–related stigmatization is a common feature in health-care workers (HCWs). This study aims to evaluate 
the factors associated with stigmas and the effects of stigmatization in HCWs during the coronavirus disease (COVID-19) pandemic.
Methods: This study was conducted by an anonymous online survey of 452 actively working HCWs during the COVID-19 pan-
demic. All subjects provided informed consent electronically before registration and completed the sociodemographic data form, 
a questionnaire about COVID-19 pandemics, a COVID-19 stigmatization questionnaire for health-care workers, a hospital anxiety 
depression scale form (HADS), a psychological well-being scale form, the World Health Organization Quality of Life Scale short form 
(WHO-QOL BREF) and Coping Styles Scale brief form (CBSS-BF).
Results: Perception of stigma score was significantly higher among HCWs with one or more of the following characteristics: they 
had worked with patients with COVID-19 (+) but had no specific training related to coronavirus, experienced COVID-19 symptoms 
themselves, delayed testing due to anxiety, received psychological support during COVID-19 pandemics, suffered from a psycho-
logical disorder, or had suicidal thoughts/attempts before or during the COVID-19 pandemic (p<0.05). A statistically significant 
positive correlation was observed between the perception of stigmatization score and HAD-S (p<0.05). A statistically significant 
negative correlation was observed between the perception of the stigmatization score and the Psychological Well-Being Score, 
CSS-BF problem-focused coping and emotion-focused coping, and all subscales of WHOQOL-BRIEF (p<0.05).
Conclusion: The findings of our study showed that the negative perception of stigma in HCWs could affect their psychological 
well-being and life satisfaction. During the pandemic, it is necessary to prevent stigmatizing HCWs and improve coping strategies 
to protect their mental health and increase their life quality.
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The coronavirus disease (COVID-19) pandemic spread 
across the planet, quarantined populations, filled hos-

pitals with patients, and resulted in an increase in global 
mortality. Concerning mental health effects from such a 
pandemic, one must consider the potential psychological 
impact of quarantine on the general population and indi-
viduals suffering from mental disorders as well as the im-
pact on health-care workers (HCWs).[1]

HCWs face many challenges, such as direct exposure to 
patients and the risk of infection, physical exhaustion, re-
organization of work spaces, and adaptation to rigid work 
schedules. As a result, HCWs are at increased risk of devel-
oping mental disorders.

Assessing the psychological impacts of the pandemic 
outbreaks on health professionals is nothing new. Several 
surveys of hospital staff revealed that HCWs had anxiety 
symptoms with concerns focused on the viral infection 
itself, the fear of infecting relatives, and the attendant 
damage to their health.[2, 3] These studies showed that be-
ing in contact with infected patients could increase the 
anxiety linked to the infection and feelings of possible 
psychosomatic exhaustion.[2, 4] Other factors that increase 
the risk of psychiatric symptoms in HCWs include: a lack of 
counseling and psychological support, feeling the impact 
of social isolation, viral-infection-related stigma, fear of 
infecting their children, and fear of family stigmatization 
and the negative effects on their children's social and ed-
ucational life.[2, 4]

Like other pandemics, health-care professionals working 
in the middle of the COVID-19 pandemic have been ex-
periencing mental health problems. In a study conducted 
with health-care professionals working with patients with 
COVID-19, a significant proportion experienced symptoms 
of anxiety, depression, and insomnia; and more than 70% 
experienced psychological distress.[5] A recent study involv-
ing 1.563 health professionals reported that more than half 
(50.7%) of the participants reported depressive symptoms: 
44.7% anxiety and 36.1% sleep disturbance.[6] Insufficient 
information about the COVİD-19 pandemic will contribute 
to the potential psychological impact on HCWs.[7]

Stigma is a concern that affects the quality of life and should 
be addressed among HCWs related to infectious disease.[8, 9] 
Studies showed that those HCWs felt not only uncertainty 
and stigmatization but also contemplated resigning from 
their positions.[8] Approximately 20% of the HCWs affected 
by the SARS outbreak in Taiwan felt stigmatized and ostra-
cized by their neighbors.[9] In a study conducted with nurses 
caring for MERS CoV patients, it was found that stigma has 
both direct and indirect stress-related effects on mental 
health.[10] Stigmatization has also been as a possible source 

of stress.[11] In line with this, recent studies have presented 
that stigmatized people living with infectious diseases, 
and the HCWs caring for them, experience depression, 
anxiety, and a lower quality of life.[12] During the COVID-19 
pandemic, changing working and living conditions (isola-
tion and separation from family), stigma perception, and 
physical and mental health conditions of HCWs can affect 
their quality of life. Overall, there are many different work-
related stressors that negatively affect the quality of life in 
hospital workers.[13]

People use coping mechanisms to deal with stressful events.
[14] Two general coping strategies have been identified: one 
strategy is problem-focused coping, its purpose is to solve 
problems; the other strategy is emotion-focused coping, 
which aims to reduce emotional distress.[15] Although infec-
tious diseases have a huge impact on mental health and 
people’s emotional responses, not everyone experiences 
the same degree of impact.[16] Based on a recent systematic 
review of the impact of the disaster on the mental health 
of HCWs, the identified common risk factors for developing 
psychological morbidities include a lack of social support 
and communication, maladaptive coping, and a lack of 
training.[17] In addition to the impact of COVID-19 on peo-
ple's emotions, people's coping strategies will also change.

The mental and physical health of HCWs may be affected 
during the pandemic period. Perceptions of stigma may 
occur. All of this may affect the quality of life of health-care 
professionals. In this challenging scenario, it is necessary to 
take measures to protect the mental health of HCWs and 
increase their quality of life. This study aims to evaluate 
stigma-related factors and their effects on mental health 
and life quality in health-care workers during the COVID-19 
pandemic in Turkey. We also aim to investigate the relation-
ship between the perception of stigmatization and coping 
strategies in HCWs.

Methods
This cross-sectional study was conducted between 20 
May 2020 and 10 June 2020 by applying an anonymous 
online survey to HCWs who were actively working during 
the COVID-19 pandemic. All subjects provided informed 
consent electronically before registration. Only subjects 
who agreed to participate voluntarily were included in this 
study, and subjects could quit the process at any time. Only 
one response per person to the questionnaire was permit-
ted. Incomplete surveys were not included in this study.

This study was approved by the Clinical Research Ethics 
Committee of University of Health Sciences, Sisli Hamidi-
ye Etfal Research and training hospital (approval number: 
2782; approval date: 12/05/2020).
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Research Tools
The questionnaire consisted of five parts: online in-
formed consent, sociodemographic data form, the ques-
tionnaire about COVID-19 pandemics, COVID-19 stigma-
tization questionnaire for health care workers and rating 
scales, including Hospital anxiety depression scale, Psycho-
logical well-being scale, World Health Organization Qual-
ity of Life Scale-Short form (WHO-QOL BREF) and Coping 
Styles Scale Brief Form (CBSS-BF).

Sociodemographic Data Form: The researchers prepared 
this form to assess the participants’ sociodemographic 
characteristics. It includes questions about the participants’ 
age, gender, marital status, education, occupation and type 
of worked hospital.

COVID-19 Questionnaire: This questionnaire was pre-
pared by the researcher to evaluate the working conditions, 
COVID-19 exposures, and the physical and mental health of 
the participants after the COVID-19 pandemic. The answer 
to each question was yes or no. The form contains the fol-
lowing questions: 

1.	 Do you work with COVID-19 (+) patients? 

2.	 If you work with COVID-19 (+) patients, did you receive 
previous training?

3.	 Do you think you have enough medical information 
about COVID-19?

4.	 Do you think you have enough medical equipment?

5.	 Have your working hours changed during the COVID-19 
pandemic?

6.	 Have you been experiencing COVID-19 symptoms?

7.	 Has your COVID-19 test been administered? 

8.	 Have you delayed testing due to anxiety? 

9.	 Have you been quarantined or in self-isolation?

10.	Is there anyone with COVID-19 (+) in your family?

11.	Is there anyone in your family who died from COVID-19?

12.	Is there anyone in the COVID-19 risk group among indi-
viduals living together?

13.	Do you have access to psychological support during the 
COVID-19 pandemic? 

14.	Do you have a psychological disorder? 

15.	Is there anyone with a psychological disorder in your 
family?

16.	Did you attempt suicide or have suicidal thoughts be-
fore the COVID-19 pandemic? 

17.	Have you attempted suicide or had suicidal thoughts 
during the COVID-19 pandemic?

COVID-19 Stigmatization Questionnaire for Health-

Care Workers: This form, prepared by the researcher, con-
sists of 15 statements to identify the events experienced 
by health-care professionals during the pandemic and 
the feelings and thoughts they have experienced. There 
are five response options for each question on the form, 
scored between 0 and 4 (0: strongly disagree, 1: disagree, 
2: indecisive, 3: agree, 4: strongly agree). Questions in the 
survey are scored in ascending order, but only the eleventh 
question is scored in descending order. As the total score 
gets higher, the perception of stigma increases.

Hospital Anxiety Depression Scale (HADS): The Hospi-
tal Anxiety and Depression Scale (HADS) was developed 
in 1983 by Zigmond et al.[18] to evaluate mood disorders. It 
can be easily used in the community and hospital areas. In 
the scale, psychiatric symptoms are tried to separate from 
physical disorders. HADS consists of 14 items and odd-
numbered items investigate anxiety and even-numbered 
items investigate the depression. The scale is a self-report, 
four-point Likert -type and the scores of the items are be-
tween 0-3. In 1997, Turkish validity and reliability of the 
scale was performed by Aydemir et al.[19]

Psychological Well-being Scale: Psychological well-being 
is a concept that includes support human well-being, from 
positive relationships to having a purposeful life. It was 
developed by Dinner in 2009, and the Turkish validity and 
reliability study was carried out by Telef in 2013.[20, 21] It is a 
seven-point Likert-type scale with one sub-dimension con-
sisting of 8 items. The score obtained from the scale varies 
between 8-56. High score shows that the person has many 
psychological resources and powers. 

World Health Organization Quality of Life Scale-Short 
form (WHOQOL-BRIEF): It is a self-report tool that allows 
us to quantitatively evaluating the quality of life. The scale 
consists of 27 questions and each question is scored be-
tween 1 and 5. It has 4 subscales: 1. Physical area, 2. Mental 
area, 3. Social relations area, 4. Environmental area. Ques-
tion 27 is only available in the Turkish version of the scale 
and, when used, the environmental score is called the en-
vironment-TR. The quality of life increases as the score gets 
higher.[22]

Coping Styles Scale Brief Form (CSS-BF): Coping Styles 
Scale Brief Form (CSS-BF) is a short form developed by 
Carver (1997) by revising its long-form.[23] Coping Strategies 
Short Form consists of 28 questions and 14 subscales. The 
answers to each item are from “I never do this” to “I do this 
a lot” between 1-4 is evaluated. The subscales of the form 
are 14 and include;

1.	 Using Instrumental Social Support, 

2.	 Suppression of Competing Activities, 
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3.	 Restraint Coping, 

4.	 Planning, 

5.	 Positive Reinterpretation, 

6.	 Turning to religion, 

7.	 Humor, 

8.	 Using Emotional Social Support,

9.	 Acceptance, 

10.	Mental Disengagement, 

11.	Focus on and Venting of Emotions,

12.	Denial,

13.	Behavioral Disengagement, 

14.	Substance Use. 

The sum of the scores of the first four subscales gives the 
Problem-focused coping score, the sum of the scores of 5.-
9. Subscales give the emotion-focused coping score; the 
sum of the scores of last five subscales gives the non-func-
tional coping score. Turkish validity and reliability studies 
were conducted by Bacanlı et al.[24]

Statistical Analysis
Statistical analysis was performed using SPSS 22.0 for Win-
dows statistical software. p-value <0.05 was considered to 
be statistically significant. Descriptive statistical methods, 
including mean, standard deviation, minimum and maxi-
mum, frequency and ratio values, were used. Distribution of 
the variables was detected with the Kolmogorov–Smirnov 
test. Independent samples t-test, in addition to Mann-Whit-
ney U test, was used for the quantitative independent data. 
The chi-square test was used for the analysis of qualitative 
independent data and the Fisher test was used when the 
chi-square test conditions were not met. One-way ANOVA 
and post hoc analyzes were used in assessing two or more 
independent groups. Spearman correlation analysis was 
used for correlation analysis.

Results
In our study, we enrolled 452 HCWs whom 153 (33.8%) 
males and 299 (66.2%)  females between 21 and 70 with 
an average age of 35.8±8.9. 247 (54.6%) were married, 
178 (39.4%) were single and 27 (6.0%) were divorced/wid-
ow.318 (70.4%) HCWs had worked in a pandemic hospital. 
Table 1 outlines the baseline characteristics of the partici-
pants. The scores of Covid-19 stigmatization questionnaire 
for HCWs, HAD-S, Psychological Well-being Scale, WHO-
QOL-BRIEF and CBSS-BF applied to the participants are giv-
en in Table 1.

Data on the relationship between the sociodemographic 
characteristics of the participants and the perception of 

Table 1. Sociodemographic Characteristics and Perception of Stigma 
Score, Psychological Well-Being Scale, HAD-S, WHOQOL-BRIEF, CSS-BF 
Scale Scores of the Participants

		  Min.-Max.		  Mean±SD
			   n		  %

Age	 21.0-70.0		  35.8±8.9
Gender
	 Female		  299		  66.2
	 Male		  153		  33.8
Marital status
	 Single	  	 178		  39.4
	 Married		  247		  54.6
	 Divorced/Widow	  	 27		  6.0
Number of children	 0.0-4.0		  0.8±0.9
Whom live with during outbreak
	 With family	  	 292.0		  64.6
	 Alone at home		  103.0		  22.8
	 Alone at hotel		  18.0		  4.0
	 Others		  39.0		  8.6
Education
	 High school		  20.0		  4.4
	 Pre-bachelor		  35.0		  7.7
	 Bachelor		  121.0		  26.8
	 Master		  58.0		  12.8
	 PhD		  218.0		  48.2
Occupation
	 Doctor	  	 248		  54.9
	 Dentist		  15		  3.3
	 Nurse		  110		  24.3
	 Psychologist/Pedagogue		  8		  1.8
	 Health technician		  32		  7.1
	 Secretary		  20		  4.4
	 Laboratory Assistant		  5		  1.1
	 Security guard		  8		  1.8
	 Others	  	 6	  	 1.3
Type of hospital
	 Pandemic hospital		  318	  	 70.4
	 Non-pandemic Hospital	  	 134	  	 29.6
Perception of Stigma Score	 0.0-50.0		  17.0±10.2
Psychological Well-Being Scale	 8.0-56.0		  42.3±8.3
HAD-S
	 HAD-A	 0.0-21.0		  7.8±4.3
	 HAD-D	 0.0-21.0	  	 7.2±4.2
WHOQOL-BRIEF
	 General area	 2.0-10.0		  6.6±1.6
	 Physical area	 8.0-35.0		  25.3±4.9
	 Mental area	 6.0-30.0		  20.9±4.0
	 Social relations area	 3.0-15.0		  9.8±2.4
	 Environment area	 13.0-44.0	  	 29.8±5.0
CSS-BF
	 Problem-focused coping	 16.0-32.0	  	 24.0±3.4
	 Using Instrumental Social Support	 2.0-8.0		  6.4±1.3
	 Suppression of Competing Activities	 2.0-8.0		  5.5±1.2
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stigmatization score are presented in the Table 2. 

Perception of stigma score was significantly higher in 
healthcare professionals, who are working with the 
COVID-19 (+) patients, did not receive training before work-
ing with COVID-19 patients, experienced COVID-19 symp-
toms, delayed testing due to anxiety, got psychological 
support during COVID-19 pandemics, had a psychological 
disease, had suicidal thought/attempt before or during the 
COVID-19 pandemic  than individuals who did not (p<0.05) 
(Table 3).

The data on the correlations between the stigma percep-
tion scores of the participants and the HAD-S, Psychologi-
cal well-being scale, CSS-BF and WHOQOL-BRİEF scores are 
given in Tables 4, 5 and 6.

A statistically significant positive correlation was observed 
between the perception of stigmatization score and HAD-A, 
HAD-D. A statistically significant negative correlation was 
observed between the perception of stigmatization score 
and Psychological Well-Being Score (p<0.05) (Table 4).

A statistically significant negative correlation was observed 
between the perception of stigmatization score and all 
subscales of WHOQOL-BRIEF (p<0.05) (Table 5).

Correlations between the perception of stigma and CSS-BF 
subscales are given in Table 5. A statistically significant neg-
ative correlation was observed between the perception of 
stigmatization score and CSS-BF problem-focused coping 
and emotion focusing coping (p<0.05). A statistically signif-

icant positive correlation was observed between the per-
ception of stigmatization score and CSS-BF non-functional 
coping (p<0.05) (Table 6).

Discussion
The present investigation focuses on the perception of 
stigma and related features in HCWs who have one or more 
of the following characteristics: they have been working 
with COVID-19 (+) patients, have no training related to 
COVID-19, have been experiencing COVID-19 symptoms, 
are receiving psychological support, and had a psycholog-
ical disorder before and during COVID-19 pandemic. HCWs 
with the aforementioned characteristics expected to expe-
rience higher levels of stigmatization increased anxiety and 
depression and decreased quality of life and well-being. 
Moreover, HCWs with higher levels of problem-focused and 
emotion-focused coping had lower perceptions of stigma.

Stigmatization is a common problem that people with in-
fectious diseases and mental disorders often experience 
and have difficulty overcoming.[25] In line with this, we 
found that the HCWs who perceived higher degrees of stig-

Table 1. CONT.

		  Min.-Max.		  Mean±SD
			   n		  %

	 Restraint Coping	 2.0-8.0		  5.4±1.2
	 Planning	 3.0-8.0		  6.7±1.2
	 Emotion-focused coping	 14.0-40.0		  28.9±4.4
	 Positive Reinterpretation 	 2.0-8.0		  6.1±1.4
	 Turning to religion	 2.0-8.0		  5.9±2.0
	 Humor	 2.0-8.0		  4.9±1.7
	 Using Emotional Social Support 	 2.0-8.0		  5.7±1.4
	 Acceptance	 2.0-8.0		  6.4±1.3
	 Non-functional coping	 10.0-35.0		  20.7±4.0
	 Mental Disengagement	 2.0-8.0		  5.0±1.4
	 Focus on and Venting of Emotions 	 2.0-8.0		  5.7±1.4
	 Denial	 2.0-8.0		  3.6±1.4
	 Behavioral Disengagement	 2.0-8.0		  3.8±1.4
	 Substance Use 	 2.0-8.0		  2.7±1.3

Min: Minimum; Max: Maximum; SD: Standard deviation; n: number of 
participants; HAD-S: Hospital anxiety depression scale; HAD-A: Anxiety 
subscale of hospital anxiety depression scale; HAD-D: Depression subscale of 
hospital anxiety depression scale; WHOQOL-BRIEF: World Health Organization 
Quality of Life Scale-Short form; CSS-BF: Coping Styles Scale Brief Form.

Table 2. The relationship of the sociodemographic characteristics 
with the perception of stigma score

		  n	 Min.-Max.	 Mean±SD	 p

Gender
	 Female	 299	 0.0-50.0	 18.1±10.5	 0.001m

	 Male	 153	 0.0-49.0	 14.8±9.4
Marital status
	 Single	 247	 0.0-50.0	 16.8±10.1	 0.915
	 Married	 178	 0.0-46.0	 17.3±10.2
	 Divorced/Widow	 27	 0.0-43.0	 17.5±12.4
Whom live with during
outbreak
	 With family	 307	 0.0-50.0	 17.0±9.9	 0.179
	 Alone at home	 104	 0.0-46.0	 18.0±11.1
	 Alone at hotel	 18	 3.0-39.0	 16.2±11.1
	 Others	 23	 4.0-33.0	 13.1±9.4
Education
High school	 20	 1.0-33.0	 12.5±9.4	 0.508
	 Pre-bachelor	 35	 3.0-36.0	 18.6±9.0
	 Bachelor	 121	 0.0-50.0	 19.0±10.6
	 Master	 58	 3.0-41.0	 18.3±10.8
	 PhD	 218	 0.0-49.0	 15.7±9.9 
Type of hospital
	 Pandemic hospital	 323	 0.0-50.0	 17.3±10.1	 0.409t

	 Non-pandemic hospital	 128	 0.0-43.0	 16.4±10.7

mMann-Whitney U test/ t Student’s t-test; One-way Anova; Post hoc: tukey. 
Min: Minimum; Max: Maximum; SD: Standard deviation; n: number of 
participants; p-value of <0.05 was considered as statistically significant and 
shown in bold.
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matization experienced symptoms of COVID-19 had a psy-
chological disorder and had suicidal thoughts or attempts 
before or during the COVID-19 pandemic. There are studies 
showing that HCWs dealing with the treatment of infec-
tious diseases are stigmatized.[2] In a study that investigat-
ed the perception of stigmatization in HCWs, health-care 
professionals who directly cared for infected SARS patients 
had higher perceptions of stigmatization than individuals 
who did not directly care for these patients.[26] Similarly, 
we found that HCWs working with COVID-19(+) patients 

felt more stigmatization than individuals not working with 
these patients.

In a study conducted with 3.011 people in Hong Kong, the 
disease indicated by the participant group as the most stig-
matizing was HIV/AIDS. This was followed by tuberculosis 
and SARS.[33] The most important factors contributing to the 
stigma associated with HIV/AIDS are the lethal dimensions 
of the disease and the fear of transmission through person-
to-person contact; in the early days of the disease, people 
had scant information about the disease, or they misunder-

Table 3. The relationship of health-care workers characteristics with perception of stigma score

Question	 Condition	 n	 Min.-Max.	 Mean±SD	 p

Working with COVID-19 (+) patients	 Yes	 307	 0.0-50.0	 17.9±10.3	 0.008t

		  No	 145	 0.0-43.0	 15.1±9.9
If you are working with COVID-19 (+) patients, have you received training before?	 Yes	 241	 0.0-50.0	 16.2±9.7	 0.019t

		  No	 165	 0.0-49.0	 18.7±11.0
Do you think you have enough medical information about COVID-19?	 Yes	 361	 0.0-50.0	 16.3±10.1	 0.002t

		  No	 91	 1.0-43.0	 19.9±10.4
Do you think you have enough medical equipment?	 Yes	 201	 0.0-49.0	 15.2±9.3	 0.001t

		  No	 251	 0.0-50.0	 18.4±10.8
Change in working hours during COVID-19 pandemic	 Yes, increase	 74	 3.0-39.0	 18.8±9.6	 0.178
		  Yes, decrease	 264	 0.0-49.0	 16.4±10.5
		  No	 114	 1.0-50.0	 17.3±9.9
Experiencing COVID-19 symptoms	 Yes	 121	 2.0-49.0	 21.8±10.3	 0.000t

		  No	 331	 0.0-50.0	 15.2±9.6
Is the COVID-19 test administered?	 No	 275	 0.0-49.0	 16.6±10.3	 0.438
		  Yes, positive	 16	 3.0-34.0	 19.4±10.2
		  Yes, negative	 161	 0.0-50.0	 17.4±10.2
Delaying testing due to anxiety	 Yes	 71	 1.0-49.0	 24.4±9.9	 0.000t

		  No	 381	 0.0-50.0	 15.6±9.7
Quarantine/isolation	 Yes	 46	 1.0-39.0	 19.3±10.4	 0.110t

		  No	 406	 0.0-50.0	 16.7±10.2
Is there anyone with COVID-19(+) in your family?	 Yes	 139	 1.0-43.0	 18.1±9.6	 0.117t

		  No	 313	 0.0-50.0	 16.5±10.5
Is there anyone in your family who died due to COVID-19?	 Yes	 37	 2.0-50.0	 19.4±11.2	 0.140t

		  No	 415	 0.0-49.0	 16.8±10.1
Is there anyone in the COVID-19 risk group among individuals living together?	 Yes	 130	 2.0-49.0	 17.7±10.3	 0.359t

		  No	 322	 0.0-50.0	 16.7±10.2
Getting psychological support during the Covid-19 pandemic	 Yes	 23	 11.0-49.0	 28.9±9.1	 0.000t

		  No	 429	 0.0-50.0	 16.4±9.9
Having psychological disorder	 Yes	 71	 2.0-49.0	 21.0±11.2	 0.000t

		  No	 381	 0.0-50.0	 16.3±9.9
Having psychological disorder in your family	 Yes	 79	 0.0-49.0	 18.1±11.5	 0.297t

		  No	 373	 0.0-50.0	 16.8±10.0
Suicide attempt before Covid-19 pandemic	 Yes	 13	 7.0-49.0	 22.8±12.1	 0.039t

		  No	 439	 0.0-50.0	 16.8±10.2
Suicidal thought/attempt during the Covid-19 pandemic	 Yes	 8	 25.0-49.0	 32.4±7.9	 0.000t

		  No	 444	 0.0-50.0	 16.7±10.1

tStudent’s t-test; One-way Anova; Post hoc: tukey. Min: Minimum; Max: Maximum; SD: Standard deviation; n: number of participants; 
p-value of <0.05 was considered statistically significant and shown in bold.
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stood issues concerning transmission.[27] Our study found 
that individuals who think that health-care professionals 
do not have enough information about COVID-19 have a 

higher perception of stigma. The COVID-19 pandemic had 
quickly brought the world into effect in 2019. As effective 
treatments were found for many infectious diseases in the 
past, the intensity of stigmatization associated with these 
diseases decreased over time.[27] Organizing informative 
in-service seminars on the disease and holding them in 
public at periodic intervals can reduce stigmatization asso-
ciated with infectious diseases, such as COVID-19. 

The available literature indicates a possible association be-
tween HCWs stigmatization and psychological health.[28] 
Fear of labeling, stigmatization, and discrimination poten-
tially often result in a multitude of psychological problems 
such as acute fear and anxiety.[29] Similarly, the level of anx-
iety and depression scores were positively correlated with 
the level of stigma perception among HCWs in the current 
study, and these results point to the success of psychologi-
cal interventions among HCWs. However, in China, individ-
ual nurses were reported to refuse any psychological help 
and deny any problems despite showing excitability, irrita-
bility, unwillingness to rest, and signs of psychological dis-
tress.[30] The reasons for not seeking psychological help for 
their problems were the following: they did not want their 
families to be worried or to be afraid of them bringing the 
virus home; they did not know how to deal with patients 
who were unwilling to be quarantined at the hospital, or 
they did not cooperate with medical measures for what-
ever reason.[30] By contrast, we found that HCWs who did 
get psychological support had higher stigma scores. This 
difference maybe having something to do with different 
occurrences of the disease over time. China was the first 
place where COVID-19 pandemic occurred. The first case 

Table 6. Correlation with the perception of stigmatization with CSS-BF

CSS-BF	 Problem-focused	 Using Instrumental	 Suppression of	 Restraint Coping	 Planning
		  coping	 Social Support	 Competing Activities

Perception of
Stigma Score	 r	 -0.203	 -0.122	 -0.106	 -0.050	 -0.277
		  p	 0.000	 0.009	 0.024	 0.293	 0.000

CSS-BF	 Emotion-focused	 Positive	 Turning to	 Humor	 Using Emotional	 Acceptance
		  coping	 Reinterpretation 	 Religion		  Social Support 

Perception of
Stigma Score	 r	 -0.135	 -0.195	 -0.096	 0.007	 -0.009	 -0.111

		  p	 0.004	 0.000	 0.042	 0.887	 0.854	 0.019
CSS-BF	 Non-functional	 Mental	 Focus on and	 Denial	 Behavioral	 Substance Use
		  coping	 Disengagement	 Venting of Emotions 		  Disengagement

Perception of
Stigma Score	 r	 0.266	 0.070	 0.037	 0.163	 0.264	 0.236
		  p	 0.000	 0.140	 0.435	 0.001	 0.000	 0.000

Pearson Correlation. CSS-BF: Coping Styles Scale Brief Form. p-value of <0.05 was considered as statistically significant and shown in bold.

Table 4. Correlation with the perception of stigmatization with 
HAD Scale and Psychological Well-Being Scale

HAD		  HAD-A	 HAD-D

Perception of Stigma Score	 r	 0.588	 0.537
		  p	 0.000	 0.000
Psychological Well-Being Scale		  Psychological
			   Well-Being Score
Perception of Stigma Score	 r	 -0.415
		  p	 0.000

Pearson Correlation. Hospital anxiety depression scale, HAD-A: Anxiety 
subscale of hospital anxiety depression scale, HAD-D: Depression subscale 
of hospital anxiety depression scale. p-value of <0.05 was considered as 
statistically significant and shown in bold.

Table 5. Correlation with the perception of stigmatization with 
WHOQOL-BRIEF

WHOQOL-BRIEF		  General area	 Physical area	 Mental area

Perception of
Stigma Score	 r	 -0.431	 -0.475	 -0.465
		  p	 0.000	 0.000	 0.000
WHOQOL-BRIEF		  Social relations	 Environment
			   area	 area

Perception of
Stigma Score	 r	 -0.368	 -0.385
		  p	 0.000	 0.000

Pearson Correlation. WHOQOL-BRIEF: World Health Organization Quality 
of Life Scale-Short form. p-value of <0.05 was considered as statistically 
significant and shown in bold.
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of COVID-19 in Turkey was detected on March 11, 2020, 
and the first death was reported on March 17. After the 
first case was detected, radical interventions were imple-
mented by the Turkish government to prevent the spread 
of the disease. In Turkey, accordingly, previous experiences 
with COVID-19 led to some psychological interventions be-
ing adjusted. RUHSAD, an online therapy outlet for HCWs 
during the COVID-19 pandemic, is one of these interven-
tions. Telepsychiatry has been used increasingly frequently 
during the COVID-19 pandemic; turning to our telepsychi-
atry experts to formulate best processes and messaging 
might be an important development to address. 

There are several significant ways that stigma could po-
tentially affect HCWs. The importance of stigma to quality 
of life (QOL) is well recognized in HIV research and care: 
Stigma is included as a domain in the World Health Or-
ganisation’s HIV-specific measure of QOL. Although the 
psychosocial and occupational effects of HCWs expo-
sure to blood-borne viral agents, such as HIV,[31] hepatitis 
B[32] and other infectious agents, have been investigated, 
COVID-19 presents a new challenge for HCWs. This is be-
cause COVID-19 is much more communicable in health-
care settings through the droplet-based transmission. 
In a study by Holzemer et al.,[33] HIV-related stigma was 
claimed to have a more significant negative impact on 
the quality of life than persons living with HIV infection. 
Our results showed that perceived stigmatization was 
negatively correlated with quality of life among HCWs. In 
a study by Grace et al., physicians’ main concerns were the 
increasing inability to care for non-SARS patients during 
the SARS (also a droplet-based transmission) outbreaks 
and personal loss of income.[34] HCWs who later became 
infected felt, the loss in the occupational sphere of life as 
they transitioned from the role of a health-care provider 
to that of a patient.[35] Due to social isolation, economic 
versus conclusions, higher COVID-19-related stigmatiza-
tion seems to lead to a decrease in quality of life.

Being aware of potentially stigmatizing attitudes and be-
haviors might act as a protective measure against the 
impact of stigmatization on HCWs. Since stigmatization 
could affect a person’s self-esteem,[36] life satisfaction[37] and 
professional quality of life (leading to stress, burnout and 
self-engagement),[33] exploring coping strategies should be 
emphasized for HCWs. Mok et al.[35] reported that social sup-
port, religious practices, faith, prayer, and reflection were 
the coping responses of their study sample, which included 
nurses who contracted SARS in Hong Kong. A recent study 
claimed that a wider social environment was an import-
ant topic that needed to be considered during the current 
COVID-19 pandemic, with an emphasis on raising aware-
ness of the range of possible psychosocial responses, ac-

cess to psychological help, self-care, empowering self-sup-
port groups and sustained engagement with updated, 
reliable information about the outbreak.[38] Similarly, in our 
study sample, HCWs with higher levels of problem-focused 
and emotion-focused coping had lower stigma perception. 
Using instrumental social support, suppression of compet-
ing activities and planning were the effective problem-fo-
cused coping strategies, whereas positive reinterpretation, 
turning to religion, and acceptance was the effective emo-
tion-focused coping strategies in the current study. Howev-
er, non-functional coping strategies like denial, behavioral 
disengagement, and substance abuse increased stigma 
perception. Chew et al.[38] reported that avoidance as a cop-
ing strategy was associated with higher levels of perceived 
stigma. Avoidance as a coping strategy could paradoxically 
result in greater stress and emotional exhaustion.[39] The in-
ternalization of stigma could also reinforce their avoidance 
behavior and social isolation.[40] Strategies were psycholog-
ical interventions like leisure activities and training on how 
to relax and regular visits by psychological counselors to 
listen to traumatic experiences from staff members. These 
strategies might help the problem- and emotion-focused 
coping strategies with perceived stigma. 

Our study has certain limitations, as this study was con-
ducted with cross-sectional and limited sample size. Addi-
tionally, in the sample of our study, doctors are more than 
other health-care professionals. To our knowledge, there 
is no scale of validity and reliability studies evaluating 
COVID-19 related stigma. Therefore, the perception of stig-
matization on HCWs was examined with the form created 
by the researchers.

Conclusion
In conclusion, working with potentially highly infectious 
patients leads to considerable stigmatization. It is impor-
tant to study these stigma-related factors and provide 
preventive measures for health-care workers during pan-
demics. Our study is crucial because it is one of the few 
studies investigating the effects of stigmatization on HCWs 
during the COVID-19 pandemic. Our findings show that 
stigma is an important predictor affecting mental health 
and quality of life. Our study may also be significant con-
cerning providing insight into infectious diseases–related 
stigmatization and the potential consequences of it.
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