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Abstract

7 and 28, out of a possible maximum of 35, with
a median (IQR) of 18 (15-22). HCWs in the age
group 31-40 years, master holders, and doctors ex-
pressed the highest concerns score. The total score

Background: Hospital preparedness planning for
natural and man-made disasters has become the
pressing necessity of hospitals being the principal
habitat of disaster victims. One of the most critical
areas of consideration is hospital preparedness for
epidemic and pandemic events.

Objectives: To assess concerns, perceived impacts
and preparedness of health care workers for epi-
demic and pandemic events in Ministry of Health
(MOH) hospitals, Jazan, 2021.

Methods: An analytical cross-sectional study was
conducted from May 1st, to August 31st, 2021 in
three Ministry of Health hospitals in Jazan city. All
health care workers (HCWSs) working at the three
hospitals were eligible to participate if they were
direct clinical care providers. A valid questionnaire
consisting of five parts was used; including demo-
graphic data, work-related concerns of health care
workers, non-work related concerns of health care
workers, perceived impact of health care workers on
personal life and work and preparedness of health
care workers for epidemic and pandemic events.
Results: The study included 307 healthcare work-
ers. The age of 39.7% of them ranged between
31 and 40 years. Almost two-thirds (62.2%) were
males. The total score of work-related concern of
COVID-19 among the participants ranged between

of non-work-related concern of COVID-19 ranged
between 7 and 35, out of a possible maximum of
35, with a median (“interquartile range “IQR”) of
28 (22-28). HCWs who hold a master degree and
doctors expressed the highest concerns. The total
score of perceived impact on personal life and work
health professionals ranged between 6 and 44, out
of a possible maximum of 50, with a median (IQR)
of 25 (21-30). HCWs in the age group 31-40, and
Master holders had the highest score. The total
score of preparedness for Coronavirus (COVID-19)
pandemic ranged between 15 and 75, out of a pos-
sible maximum of 75, with a median (IQR) of 56
(48- 61). The highest score was observed among
HCWs aged over 50 years.

Conclusion: Some work-related and non-work-relat-
ed concerns of HCWs in Jazan regarding COVID-
19 pandemic have been identified. Also, perceived
impact of the pandemic on HCWs™ work and profes-
sional life has been documented. Their prepared-
ness as well as that of the health care system to
the COVID-19 pandemic was satisfactory in most
aspects.

Key words: COVID-19, concerns, preparedness,
healthcare workers, Saudi Arabia
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Introduction

Epidemic and pandemic events are significant challenges
which pose threats to health security globally. In the past
recentyears, world countries have been exposed to various
epidemic and pandemic events which would disrupt all
economic, social and health aspects of life. Emerging
infectious diseases substantially have been growing in
recent years, particularly HIN1, H5N1, H7N9 and recently
Middle East Respiratory Syndrome (1). During the past
century, 4 influenza pandemics have occurred. In the 21st
century, the first pandemic incident appeared in 2009 in
Mexico where the novel strain H1N1 emerged (2).

Subsequently, it continued to spread rapidly over the world,
and within a few weeks all World Health Organization
(WHO) regions were affected (3). Accordingly the WHO
declared a pandemic event (4). The WHO reported
more than 18,449 deaths at the end of the 2009 H1N1
pandemic(5). In late December 2019, a new (novel)
coronavirus was identified in China causing severe
respiratory disease including pneumonia. It was originally
named Novel Coronavirus. The virus causing the infection
has been named “severe acute respiratory syndrome
coronavirus 2" (SARS-CoV-2) [6].

have emerged and re-emerged in Saudi Arabia, such as
Rift Valley Fever (RTV) in 2000 (7), Alkumra virus infection
(8), and dengue fever reported the earlier cases in the late
1990s (9). Between the period from 2004 to 2013, nearly
20,034 dengue fever cases were reported in Saudi Arabia;
the majority of cases were in Jeddah city. The epidemic of
dengue that occurred in 2013 was the biggest one (10).
Recently, Middle East Respiratory Syndrome coronavirus
(MERS-CoV) is an emerging infectious disease first
reported in 2012 in Saudi Arabia (11). Excess numbers
of cases of MERS-CoV infection occurred in one hospital
in Jeddah city, where 20.9% of cases were medical staff
and 97.3% of these cases had contact with a health care
facility (12). An outbreak of 38 MERS-CoV infection cases
was reported in a multi facility in Taif and 13 cases were
health care workers (13). In Saudi Arabia, on 14 January
2022, there have been 604,672 confirmed cases of
COVID-19 with 8,903 deaths (14). The maijority of patients
were related to a health care facility. This emphasizes an
ill-prepared environment for epidemic events in the health
care system.

Hospital preparedness planning for natural and man-
made disasters has become the pressing necessity of
being hospitals the principal habitat of disaster victims.
One of the most critical areas is hospital preparedness
for epidemic and pandemic events. An epidemic and
pandemic preparedness is a critical matter in responding
to an expected infectious disease outbreaks. From this
standpoint, responding to the existing epidemic events
and preparing for future ones requires functional planning.
Accordingly, the World Health Organization (WHOQO) issued
International Health Regulations after revision (IHR)
(2005) to provide a framework for public health response

to the international spread of disease.(15) WHO provides
guidance ofthe essential elements of preparednesstohelps
countries in developing national pandemic preparedness
plans though capacity building activities.(16)

Eight Central American countries did evaluation of their
pandemic preparedness in three stages in 2008, 2010 and
2012. The United States of America provided funding and
technical assistance to those eight countries. The results
concluded improvements in pandemic preparedness
across consecutive intervals and a positive association
between preparedness outcome and donor funding
(17). Six countries of the Asia-Pacific region processed
a rapid situation analysis of health system preparedness
for a pandemic as a part of the Asia Flu Cap project. A
rapid analysis shows a strong association between
a functional health system capacity and pandemic
preparedness. Therefore, a pandemic preparedness
plan has contributed to an improvement in health system
surveillance, communications and laboratory capacity.
Despite the previous preparation, low-income countries
evidence an inadequate preparedness (18). Therefore,
low and middle-income countries have a more fragile
preparation for pandemic influenza than high-income
countries. A study predicted that 96% of the expected
deaths in a future pandemic would occur in low-income
countries_ (19). During 2005-2009, national pandemic
preparedness was assessed in 43 European countries.
As result of this preparation, the response to the 2009
pandemic was beneficial in most planning aspects
except for some troubles in communication, surveillance,
response resilience, health care workers participation and
vaccination (20-22).

The evolution of pandemic may be restricted by an early
rapid response, non- pharmaceutical interventions and
hospital surge capacity until a vaccine becomes available
(23, 24). Many studies show an early alarm system,
compliance with infection control practice, empowering
human resources by continuous education and training,
national and hospital preparedness planning and
incorporating health workers into preparedness planning
would prevent infection risks to healthcare workers (25,
26).

Over the past few years, humans have constantly
encountered threats from many infectious pathogens.
Outbreaks of severe acute respiratory syndrome (SARS),
bird flu, swine flu, MERS corona and recently COVID-
19 highlight the importance of hospitals and healthcare
systems being prepared for potential threats and the
consequences that occur when a community is not well-
prepared.

Aim of Study

To assess concerns, perceived impacts and preparedness
of health care workers for epidemic and pandemic events
in Ministry of Health hospitals, Jazan, 2021.
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Subjects and Methods

This study followed an analytical cross-sectional design
during May 1st till August 31st, 2021 in two general MOH
hospitals of Jazan City (i.e., King Fahad and Mohamed Bin
Naser hospitals) and El-Erada Psychiatry Hospital.

The study population comprised all health care workers
(HCWs) at the three study hospitals, i.e., physicians,
nurses, pharmacists, laboratory technicians and other
clinical support staff. The study sample was calculated
using the Open Epi Info software (version 3.03a), for an a
of 0.05 and a power (1-B) of 0.80, 95% confidence interval,
and prevalence information from a comparable study which
was 71.6% (27). The minimum sample size was estimated
to be 305.

Multistage sampling was conducted to select the study
sampling of health care workers. In each hospital included
in this study, we selected the health care workers sampling
in two stages, as follows:

* A stratified sampling technique for health care workers.
The stratification was according to job titles (e.g., doctors,
nurses, or clinical support staff).

* A simple random sample in each stratum.

Data collection tools

The study questionnaire was adapted from the original
survey of concerns and preparedness of an avian
influenza pandemic in Singapore 2006 (28). It consists of
five sections, as follows:

1. Demographic data.

2. Work- related concerns of health care workers.

3. Non-work-related concerns of health care workers.

4. Perceived impact of health care workers on personal life
and work.

5. Preparedness of health care workers for epidemic and
pandemic events.

Data collection technique:

The hospitals’ structural preparedness was assessed by a
checklist interview of disaster management directors and
infection control department chiefs across the MOH Jazan
hospital. Participants with responsibility for emergency
management particularly involved in pandemic and
epidemic events preparedness planning were selected to
complete the checklist from every hospital in Jazan city.
Then, the investigators distributed the anonymous self-
administered questionnaire sheets to participants after
briefly and clearly explaining the purpose of the survey. The
command-and-control center decision makers in Jazan city
and disaster management directors in each hospital were
interviewed based on the Core Capabilities for Pandemic
Influenza Preparedness and Response checklist (29).

A pilot study was conducted to test the clarity of the
study questionnaire and the time needed to fill in the
questionnaire. The questionnaire contents were clear,
well-understood and required about 12 minutes to be
completed. Participants’ data in the pilot study were not
included in the final analysis.

The study data were analyzed using the Statistical
Package for Social Sciences (IBM, SPSS version 26). The
quantitative data were reported as a mean and standard
deviation (SD), and the qualitative data were reported
as frequencies and percentages. Kolmogorov—Smirnov
test was applied to assess normality of data distribution.
Accordingly, non- parametric statistical tests were applied,
i.e., Mann-Whitney to compare two groups and Kruskal-
Wallis to compare more than two groups. P-values less
than 0.05 were considered as statistically significant.

This study was approved by an Ethics Review Committee.
Verbal informed consent was obtained from all participants.
All collected data were kept confidential and were not used
except for study purposes.

Demographic characteristics

Table 1 presents participants’ demographic characteristics.
The age of 39.7% ranged between 31 and 40 years
whereas that of 8.8% exceeded 50 years. Almost two-
thirds (62.2%) were males and most of them (72.6%) were
married. More than half of them (53.7%) were Bachelor
Degree holders whereas 24.5% were postgraduates.
Physicians and nurses represented 39.7% and 21.9% of
the respondents, respectively.

Work- related concerns

Table 2 shows that most HCWs (72%) either agreed or
strongly agreed that they are confident that their employer
would look after their medical needs if they were to fall
ill with Covid-19 and the risk of contracting COVID-19 is
part of their job (67.5%) while only 13.3% either agreed
or strongly agreed that they would consider it acceptable
if their colleagues resign because of their fear of COVID-
19; they might look for another job or consider resigning
because of the risk of contracting COVID-19 (6.6%) and
they feel that they should not be looking after patients with
COVID-19 (8.1%).

The total score of work-related concern of Covid-19
among the participants ranged between 7 and 28, out of
a possible maximum of 35, with a mean +SD of 18.314.6
and median (IQR) of 18 (15-22). Regarding education,
the highest work-related concerns score was reported
among master holders (mean rank=172.45), while the
lowest was reported among Diploma holders (mean
rank=90.95), p<0.001. Concerning job title, doctors
expressed the highest concerns (mean rank=141.58),
whereas pharmacists expressed the lowest concerns
(mean rank=93.90), p=0.029, as shown in Table (3).

Non-work-related concerns

The majority of the HCWs either agreed or strongly agreed
that they would be most concerned about themselves
(85.7%), their families (81.7%), close friends (81.4%), and
work colleagues (62.5%). More than half of them (57%)
either agreed or strongly agreed that people close to them
would be worried for their health while 30% either agreed
or strongly agreed that people close to them would be
worried as they may get infected by them (Table 4).
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The total score of non-work-related concern of COVID-19
among the participants ranged between 7 and 35, out of
a possible maximum of 35, with a meantSD of 25.1£4.9
and median (IQR) of 28 (22-28). The highest non-work-
related concern score was observed among HCWs
who hold master degrees (mean rank=162.92) while
the lowest was reported among Diploma holders (mean
rank=113.75), p=0.009. Concerning job title, doctors
expressed the highest concerns (mean rank=142.98)
whereas pharmacists expressed the lowest concerns
(mean rank=82.24), p=0.003, as shown in Table 5.

Perceived impact on personal life and work health
professional

More than half of HCWs either agreed (43.6%) or strongly
agreed (8.5%) that there would be adequate staff at their
workplace to handle the increased demand as a result of
covid-19 pandemic, 41.7% would have to work overtime,
36.1% said | would have an increase in workload whereas
30% would be afraid of telling their family about the risk
they are exposed to. On the other hand, only 13.7 of HCW
either agreed or strongly agreed that people would avoid
their family members because of his/her job and 12% of
them would avoid telling other people about the nature of
their job, as shown in Table 6.

The total score of perceived impact on personal life and
work health professional among the participants ranged
between 6 and 44, out of a possible maximum of 50, with a
mean £SD of 25.24+7.3 and median (IQR) of 25 (21-30). The
highest score of perceived impact of covid-19 on personal
life and work health professional was observed among
HCWs in the age group 31-40 (mean rank=162.55) while
the lowest was reported among those aged over 50 years
(mean rank=90.08), p=0.001. Regarding education, the
highest score of perceived impact of covid-19 on personal
life and work health professional was reported among
master holders (mean rank=189.87) while the lowest was
reported among Diploma holders (mean rank=120.59),
p<0.001, as shown in Table 7.

Preparedness for Coronavirus (COVID-19) pandemic
The majority of healthcare workers either agreed or strongly
agreed regarding the statements of “Over the last 6 months,
| bought masks” (92.5%), “I have been recommended by
my clinic to receive coronavirus vaccination” (90.5%),
“‘Over the last 6 months, | have received coronavirus
vaccination “ (87.2%), “I received adequate personal
protective equipment training” (86.9%), “| have received
training for infection control at my clinic’ (82.1%), ‘I
have seen the plan to combat COVID-19 infection in my
hospital” (76.9%), “I am personally prepared for COVID-
19 outbreak” (75.8%), “I have someone to turn to if unsure
of use of personal protective equipment” (74.2%) and “My
clinic has a preparedness plan for COVID-19 outbreak”
(73.3%), as shown in Table 8.

The total score of preparedness for COVID-19 pandemic
among health professionals ranged between 15 and 75,
out of a possible maximum of 75, with a mean £SD of
53.7+11.1 and median (IQR) of 56 (48-61). The highest
score of hospital and HCWs preparedness for COVID-19
pandemic was observed among HCWSs aged over 50 years
(mean rank=213.81) while the lowest was reported among
those aged between 31 and 40 years (mean rank=141.13),
p<0.001, as shown in Table 9.
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Table 1: Demographic characteristics of the participants (n=307)

Characteristics Mo, %
Age {years)
. =30 10= EERS
* 31-40 122 397
* 41-50 Lo 179
* =50 27 3.8
SEx
* IMale 121 22
* Female 11s 37.8
Marital status
* Single (] 225
* Iarried 223 T2.6
* Divorced! Widow 15 4.9
Educational level
* Diploma &7 218
* Eachelor 1a5 3.7
* IMaster 44 16.0
* FhDy/ G/ Fellowship 26 2.5
lob title
* Doctor 122 397
* Murse o7 21.9
* Laboratory personnel 30 23
* Pharmacist 28 a1
* Other G0 195
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Table 2: Work related concerns of the participants regarding COVID-19 pandemic

Work-related Strongly Mot Strongly Mot
Concerns disagree Disagree SUre Agree agree applicable

Ly job wouldputme at T3i23.8) e (2150 26 (8.5 T925.6) 57 (15.6) B 2.0}
great riskof exposureto
COWID-19
| am afraid of fallingill with T2 1235 ed 20087 [ 34 (1115 95 (30.9) 247.8) 15459
COVID-19
| should not belooking after 150 4395 [ 97 (3L.6) 24 (7.8} 160525 S2.9 11 (3.6}
[pati ents with COVID-19
| accepttherisk of 12T 25081 2407.8) | 1244370 | 73 (23.8) 12439,
contracting COVID-12 as part
of my jolb
| might look for another 177 057.6) [ 81 (26.3) 22 (7.2) 14 4.6 B0 23
job orconsider resigning
because of therisk of
contracing COVID-19
| would consider it 130 44,35 | 780254 | 42 (137 40{13.0) 103 10433
acceptable if my
colleaguesresign
because of theirfear of
COVID-19
| am confident that my 20 3.5 12039} 4201370 154 050,25 | &7 (2LE) 12039

employer would ook
after my meadical neads
if weratofallillwith
COVID-19
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Table 3: Factors associated with work-related concerns of healthcare workers about COVID-19 pandemic

Score of work-related concerns of
Personal characteristics COVID-19 P-value
Median Interguartile | Mean rank
Range
Age (years)
* =30 {(n=87) 1z 15-21 121.90
* 31-40 (n=27) 20 17-23 145,61
* 41-50 (n=15) 17 14-195 104 58
* B0 (n=21) 14 115-215 B87.07 <(1.001=
SEX
* Male (n=152} 14 15-22 130.97
* Female (n=22) 1= 15-21 117.01 0,135+
Marital status
* Single(n=52} 1295 1e-2275% 140.47
* Married{n=185%) 1= 15-22 12217
* Divorced/ Widow (n=13) 12 145-215 1130 0.221=
Educational level
. Diploma (n=50) 155 11-195 90.95
* Bachelor{n=142} 18 15-21 12161
* Master/equivalent (n=35) 22 17.75-24 17245
* FhD/Equivalent {n=20} 21 17.25-22 150.33 “.001=
lob title
* Doctorin=22) 20 1a-23 141.58
* Murse (n=3) 1= 15-21 11512
* Laboratory personnelin=2&) 18 16-20.25 115.33
* Pharmacist (n=26) 1a 14.75-19.25 93.90
* Otherin=47} 1z 14-22 121.73 0.029=

TMann-Whitney test TKruskal Wallis test
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Table 4: Non-work-related concerns of the participants regarding COVID-19 pandemic

Work related concerns Strongly Disagree Mot Agree | Strongly Mot
Health Professional disagree AN agree applicable
FPeoplecloseto me 20 o3 &l 106 =T 10
wouldbeathigh risk of (5.5 (205 (1550 i34 59 (155 (3.3
getting 0OV D-19
becauseof my job
| wouldbemost 5 15 2. 163 100 3
concerned for myself (L) 4.9 (.30 531} (32.6) (1.0}
[y family 1= 2 153 G 2
(2a (5.2 (8.8 {5S5) (221 (0.7
Iy closefriends 3 14 2 121 e b
(29 (5.2 (7.5 (G 9 (225 (2.0
Iy work colleaguss b 27 74 1=9 53
(200 (8.8 2419 (45 2 (17.3) (2.6)
Peoplecloseto me 5 45 73 141 34 2
wouldbeworriedfor my (L) (147} (23.8) 45,9 (111} (2.9
Health
Peoplecloseto me 5o 100 32 T7 15 2
wouldbeworried asthey (175 (32.8) (10,4} (251} 4.9 (=1}
may getinfectad by me

Table 5: Factors associated with non-work-related concerns of healthcare workers about COVID-19 pandemic

Score of non-work-related concerns of
COVID-19 F
Personal characteristics Median | Interguartile |Mean rank| value
Range

Age(years)

* 30 (n=A7) 25 22-2 127.59

. 31-40 (n=97) 26 22-28.25 12534

* 41-50 (n=45) 25 21-27 113.24

* B0 in=21} 2 22 75-285 13808 0.3a92=
SEX

* Male in=152) 26 22-2 135.81

. Femalein=2g) 5 21-2 11565 0.0a9+
Marital status

* Singlein=52} 26 22-28.25 136.05

* Marriedin=125) 26 22-28 12931

* Divarced/ Widow (n=13) 24 21-255 a3.08 0.167=
Educational level

. Diploma (n=50) 25 21-2 11375

. Eachelorin=142) 25 22-2 124 08

* Mastar/equivalent (n=32) 27 25-30 1s2.92

. PhD/ equivalent (n=20) 26 21.5-29 130,91 00092
lob title

* Doctor (n=2a) 26 23.25-29 142 98

. Murse (in=53} 26 22-2 12813

* Laboratory personnel {n=26} 255 21-27.25 11521

* Pharmadcis in=2G} 22 20-25 3224

* Other (n=17) 25 21-2 11904 0.003=

TMann-Whitney test TKruskal Wallis test
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Table 6: Perceived impact of COVID-19 pandemic on personal life and work health professional of healthcare

workers

Perceived impact on

personal life and work health | Strongly Disagree Mot Agree Strongly Mot
professionals disagree Sure agree applicable
| wouldbe afraidof 55 100 2 7 15 28
tellingmy family albout (L7, 5 (32.6) (10,45 (2510 495 (9L
the riskl amexposedto
Feoplewouldavoid me =T 72 o4 S E 25
becauseof myjolb (1560 (23.5] (30.67 1520 (1.0 (a1
Feoplewouldzavoid my 72 82 a0 365 b 21
family members i23.5) (2670 (2930 i11.71 (200 (080
becauseof my job
| wouldavaoidtelling 99 110 a4 32 5 2
otherpeople aboutthe (322} (35.8) (111} i10.4) (L) (2.8)
nature of my job
There wouldbe 2 28 74 124 26 17
adequate staff at my 9.1 91 i24. 13 435 (8.5 5.5
workplaceto handlethe
increasad demand
Therewouldbemaore 30 a5 7 G b 41
conflick amongst (a) (30,99 (257 (152 (200 (134}
coll eaguesat work
| wouldfesl more 25 1=1 &l &d 20 15
stressed st wark (8.5 (427 =N =Y] (208 (5.5 (.95
| wouldhave anincreass 25 107 41 i 25 22
in warkload (8.5 (3455 i13.45 (2780 (8.5 020
| wouldhaveto work 44 74 47 111 17 14
Dvertime i14.3) i2d. 15 (1530 3520 550 id.ah
| wouldhaveto do work o2 10z 53 G 1= 5
not normally done by me (L. =) (33.7) (20.5) 221} 520 (L)
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Table 7: Factors associated with perceived impact of COVID-19 on personal life and work health professional
of healthcare workers

Score of perceived impact of Covid-19
Personal characteristics on personal life and work health P
professional value
Median | Interguartile |Mean rank
Range

Age (years)

. <30 (n=&7) 26.5 22-30 16181

* 31-40 (=97 26 21.5-31 12 55

* 41-50 (n=15) 24 21-29 13965

* =50 {n=2L1} 1= 1275-255 Q0,02 0001z
Sex

* Male (n=152) 25 20-30 14562

* Female (n=02) 26 21-29.25 15585 05537
Marital status

* Singlain=52) 27 21-31.75 1ai.74

* Married{n=185%) 25 21-29 147 .83

* Civorced Widow in=13} 255 19-29 14532 0.288=
Educational level

* Ciplomain=50) 22 15-28.75 12059

* Bachelor{n=142} 25 21-25.75 145 36

. Master/equivalent (n=32) 29 24.5-32.5 15987

* FhD/equivalent {n=20) 5.5 23.75-33 15090 <0.001L=
lob title

* Doctorin="8) 26 22-30 156 50

* Murse {n=53) 20 21-34.5 16650

* Laboratory personnelin=24 255 22-27 13573

* Fharmacist in=2&) 235 19.5-27 12695

* Otherin=47) 25 17.75-29.75% 144 23 0.234=

TMann-Whitney test TKruskal Wallis test
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Table 8: Hospital and healthcare workers preparedness for COVID-19 among health professionals

Preparedness for COVID-19 Strangly Disagres Mat Agree Strangly Mat
pandemic health professionals dizagres Sure Bgres applicahle
Thereis aninfection 1t 45 23 1343 41 44
contral committes inmy i4.9 i14.7) (7.5 45,20 i13.4 i14.3
clinic
| hawve receivadtraining b 13 25 187 65 11
forinfection control at i2.00 4.2 (2.1 (60.9) i21.2) (3.6)
my clinic
Ireceived adequats B & 149 173 94 7
parsanal protactive (2.8 i2.00 (5.2 (GR.30 (30.6) (2.3
equiprment training
I have someons toturn 3 14 45 175 L3 11
toifunsure of use of (2.9 (4.6} i14.7) (Gh.9) {17.3) (3.6}
persanal protedive
quipment
I hawve been i 3 14 1318 140 5
recommendead by my (2.3 (1.00 4.6 45,00 {45.5l (1.6

clinicto receive
coronavirusvaccination

There is infection contraol 12 £l 22 130 L2 40
staffin my clinic (3.9 (16.6) (7.2 i42.4) i(16.9) i13.00
My clinic has a 1t 5 40 141 a4 22
preparednessplanfor 4.9 (1.6} i13.00 {45.9) (27 .4} (7.2
COVID-19 autlbreak

I have seentheplanto 15 1z 249 156 20 14
combat COVID-19infectionin my i4.9) 4.2 (9.4} (C0.2) i26.1) 4.6
hospital

lam personally preparsd 20 10 a7 138 a5 7
for COVID-19 autbraak (5.5 (3.3 i12.1 i44.9) (30.9 (2.3
Owverthe last 6 months, | 1z 27 22 171 30 39
have attended infection iC.a) (2.2 (7.2 {CC.6) {9.2) i12.7}
controltraining sessions

Owverthe last 6months, | 17 =1 34 132 149 449
have participatad in (5.5 i12.2 i11.1i 4300 (6.2 i16.0
infection cantral audits

Ovarthe last 6 manths, | 21 Eq1] 22 167 3a a7
have attended infection contral (6.3 (9.2} (7.2 54,30 {9.8) i12.1}
related mestings

Owyerthe last 6 months, | 10 16 10 130 138 3
have received (3.3 (5.2} (3.3 i42.2) 45.00 (1.00
coronavirusvaccination

Owyerthe last 6months, | 41 =1 27 1a0 24 19
bought anti-COVIL-19 i13.4) i31.3 (2.3 (32.5 (7.2 (6.2
medication

Overthe last 6 months, | 1 5 11 108 176 3
bought masks (1.30  i1.8) (3.6 (35,20 (57.3) (1.0
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Table 9: Factors associated with preparedness of hospital and healthcare workers for COVID-19 pandemic
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Score of preparedness for COVID-19
Personal characteristics pandemic F
Median Interguartile | Mean rank | Value
Range

Aoe {(years)

* 230 {n=27} S 47-ai0 150.03

* 31-40 (n=97) o4 45-00. 25 141.1=

* 41-50 (n=45) 53 B0-52 1a0.62

* B0 in=21}) G2 Sa-od4 21381 <0001 =
Sex

* Male in=152) S& 47-al 152.0

* Female (n=03) =T 45-02 157.29 0.el3+
Marital status

* Singlein=52) o4 44 5-60 1z6.20

* Married{n=155%} 57 S0-62 15002

* Divorced/ Widow (n=13) L 44-06 16123 N
Educaticnal level

* Diplomain=50} 56 45-52 15258

* Bachelor (n=142) 57 44.5-62 164,30

* Master/equivalent (n=32) =1 45-50 1=8.96

* PhD/equivalent {n=20) 53 S-S50, 25 12062 0062
lob title

* Dioctor (n=2%3) 56.5 47-52 155.69

* Murse (n=53) 57 43-62 157.05

* Laboratory personnel {n=26) =4 49.5-60.25 14912

. Pharmacist (n=26} 5E.5 50.25-50.75 15063

* Otherin=47) ST 45-al 15117 0.989:

TMann-Whitney test IKruskal Wallis test

Discussion

Since the time of declaring COVID-19 outbreak as a
pandemic, by the World Health Organization (WHO),
authorities in many countries all over the world, including
Saudi Arabia considered it as a serious concern for both
public and health care workers (64). Health care workers
(HCWs) work closely in contact with infected individuals
which put them under higher risk of infection.(65, 66).
Additionally, the preparedness of the health care systems
to the covid-19 pandemic on a national level has become
essential in evaluating risks, and after that monitoring and
limiting the viral spread (65). Therefore, the present study
was carried out mainly to assess concerns, perceived
impacts and preparedness of health care workers for
epidemic and pandemic events in MOH hospitals in Jazan,
Southern Saudi Arabia.

In the current survey, most of the HCWs were confident
that their employer would look after their medical needs
if they were to fall ill with COVID-19 and they agreed that
the risk of contracting COVID-19 is part of their job. On
the other hand, only a minority of them (13.3%) agreed

that they would consider it acceptable if their colleagues
resign because of their fear of COVID-19 and only 6.6%
might look for another job or consider resigning because
of the risk of contracting COVID-19 and 8.1% feel that they
should not be looking after patients with COVID-19. In a
recent study carried out in Italy (67), half of the HCWs were
extremely worried about being infected with COVID-19.

Also, over 50% of HCWs in other places were afraid of being
infected during the current pandemic (68, 69). A previous
study reported that concerns of HCWSs about being infected
were a vital factor associated their unavailability to work
during an epidemic(70). In the present study, only 13.7%
of HCWs were afraid of falling ill with COVID-19. This could
be attributed to receiving sufficient training. Furthermore,
Muller et al reported that concerns of HCWs about being
infected were among the commonest factors associated
with higher risk of psychological health problems among
them(71).

Regarding non-work related concerns, the majority of
the HCWs in the present study (>80%) would be most
concerned about themselves, their families, close friends,
and to a lesser degree work colleagues. Additionally,
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more than half of them agreed that people close to them
would be worried for their health while 30% agreed that
people close to them would be worried as they may get
infected by them. In ltaly (67), over 60% of the HCWs
were concerned about infecting their family, friends and
patients. The higher concern among our population could
reflect a cultural difference between Saudi Arabia and Italy
in this regards. Other studies carried out on the SARS and
Avian flu outbreaks reported quite similar findings (72, 73).

Therefore, the quarantine of HCWs who deal with COVID-
19 patients is mandatory to assure a safety sense for the
HCWs and their families.

In the present study, relatively younger HCWs (31-40),
and Master holders were more concerned about COVID-
19. This might be explained by their lesser experience.
Concerning job title, doctors expressed the highest
concerns whereas pharmacists expressed the lowest
concerns. This is quite logical as a result of the nature
of their job in dealing directly and closely with infected
patients. About half of HCWs reported that there would be
adequate staff at their workplace to handle the increased
demand as a result of the COVID-19 pandemic. Almost
one-third of them would be afraid of telling their family
about the risk they are exposed to. On the other hand,
only 13.7% saw that people would avoid their family
members because of their job and 12% would avoid
telling other people about the nature of their job. In ltaly
(67) , “social ostracism” for HCWs and their families was
reported by about 10% of HCWSs. On the other hand, over
60% of HCWs during SARS epidemic reported “social
ostracism” (74, 75). In another Italian study, discrimination
was reported by almost a quarter of HCWs (76). This
discrepancy between studies could be explained by the
fact that the ltalian study was carried out early in the
pandemic (first wave) and in our community, we did not
face an outbreak as happened in ltaly, while in other
communities, the studies were carried out during the later
waves of the epidemic where the fear and concerns of
people towards HCWs increased.

In the current study, a considerable proportion of HCWs
(between 27.3% and 41.7%) would feel more stressed at
work, have an increase in workload, have to work overtime,
and have to do work not normally done by them. Other
studies reported that about half of HCWs had to change
their job demands and duties and increase workload
during pandemics (67, 74, 77).

In the present study, it seems that on a personal level,
HCWs were sufficiently prepared for the COVID-19
pandemic as above 80% of them bought masks and have
received coronavirus vaccination, and had adequate
personal protective equipment training and training for
infection control at their clinics. Furthermore, about three-
quarters of them have seen the plan to combat COVID-19
infection in their hospitals, have personally prepared for
COVID-19 outbreak, had someone to turn to if unsure of
use of personal protective equipment, and their clinic has
a preparedness plan for COVID-19 outbreak.

These findings are not in line with those reported
from a similar study carried out in ltaly as 90% of the
HCWs claimed that they were not prepared well from a
professional point of view for this pandemic and above
80% of them described the training regarding COVID-19
and the use of PPE as inadequate (67). In Japan (78),
hospital preparedness in the early phase of the pandemic
was inadequate.

This difference could be due to the fact that the pandemic
exploded extensively first in Italy and Japan, while other
countries, including Saudi Arabia prepared themselves
much better for the pandemic. Sufficient training and PPE
availability with proper training on its utilization play an
essential role in perception of safety at workplace. It has
been shown previously that training and the provision of
PPE were the two most important factors associated with
preparedness of HCWs to work during pandemics (70).

The present study has some few limitations. Causal
association between dependentandindependentvariables
cannot be assured due to the cross-sectional nature of the
study design. Self-administered nature of the study tool is
subjected to bias in trying of the participants to over- or
under-estimate the situation. Despite those limitations, the
study could have important implications in exploring the
concerns of physicians regarding the COVID-19 pandemic
as well as to investigate their preparedness and the whole
healthcare system in facing such pandemics.

Conclusion

Some work-related and non-work-related concerns of
HCWs in Jazan regarding COVID-19 pandemic have
been identified. Also, perceived impact of the pandemic on
HCWs™ work and professional life has been documented.
Younger HCWs (31-40), and Master holders were more
concerned about COVID-19. Regarding job title, doctors
expressed the highest concerns whereas pharmacists
expressed the lowest concerns. Their preparedness as
well as the preparedness of the health care system to the
COVID-19 pandemic was satisfactory in most aspects.
Older HCWs were more satisfied with preparedness of
hospitals to face the pandemic.

Therefore, to reduce the HCWs™ concerns of epidemics
and pandemics, stress management courses should be
applied to them. Providing psychological support to HCWs
during epidemics and pandemics is essential to help them
in facing such situations. Improvement of preparedness
of both HCWs and healthcare settings to epidemics and
pandemics through more training and provision of PPE
and organizing plans to face these situations efficiently
will assist.
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