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ABSTRACT
Background: Various coping strategies have differing effects on ameliorating or potentiating anxiety symptoms. There was a dearth of empirical data to corroborate this assertion among health care workers (HCWs) during the coronavirus (COVID-19) pandemic in Nigeria.
Objectives: The general objective of this study is to assess the coping strategies that were predominantly used by the health care workers and determine the relationship between coping strategy and anxiety disorder.
Materials and Methods: The study was cross-sectional observational in design conducted among eligible healthcare workers at a tertiary institution in Benin City. The 28-item Brief COPE Inventory, 7-item Generalized Anxiety Disorder (GAD-7) Scale and a Socio-demographic data collection sheet were used to collect data from health care workers who met the study eligibility criteria, and were selected using convenience sampling technique. Data analysis was done using SPSS version 26 and the level of significance was set at <0.05.
Results: Two hundred and thirteen (213) HCWs participated in the study, their mean age was 37.31+9.917 years and the prevalence of GAD among them was 25.4%. In terms of the frequency of use, Acceptance, Active coping and Instrumental support were the adaptive styles most frequently practiced with mean scores of 4.24, 4.23 and 4.23 respectively, but in terms of the proportion of respondents that practiced each style, emotional support (44.6%), active coping (46.0%), instrumental support (45.5%) and acceptance (44.6%) were practiced by the highest proportions of the HCWs. Although none of these coping strategies was significantly independently associated with a reduction in the risk of anxiety disorder, they had a significant joint effect in reducing its risk (OR = 4.210, p < 0.001, and 95% CI = 0.182- -0.066). In the maladaptive scale, the highest mean score (4.00) was recorded on the Self- distraction subscale and the same strategy was also adhered to by the majority (58.7%) of the respondents. Both self-distraction and substance use significantly independently increase the risk of anxiety disorder (OR = 1.622, p = <0.001, 95% CI = 1.301 – 2.023 and OR = 1.481, p = 0.015, 95% CI = 1.079 – 2.033) respectively.  Maladaptive coping strategies had significant joint effect in increasing the risk of anxiety disorder (OR= 3.992, p = < 0.001, 95% CI = 0.130 – 0.382)). 
Conclusion 
Among the adaptive coping strategies, Acceptance, Active coping and Instrumental support were most frequently used; while self-distraction was most frequently used among the maladaptive coping strategies. Emotional support, active coping, instrumental support, and acceptance were the strategies practiced by the highest proportions of the HCWs. Expectedly, adaptive coping strategies jointly had significant inverse relationship with anxiety symptoms (reduced risk of anxiety symptoms); while maladaptive coping strategies jointly had significant direct relationship with anxiety symptoms (increased risk of anxiety). Planning and development of effective treatment intervention for HCWs should take cognisance of the coping strategies of the majority of them and aim at appropriately directing their coping mechanisms as this will go a long way to enhance their mental stability.
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INTRODUCTION
Different individuals use different coping styles to cope with their problems1, such coping mechanisms are important both in periods of acute stress and in patients suffering from chronic illnesses.2 Coping strategies are described as a set of cognitive and behavioural efforts made to interpret and correct a stressful situation, thereby reducing its resulting suffering.3 Costa and his colleagues defined coping as a special category of adaptation elicited in normal individuals by unusually taxing circumstances.4 Coping strategies have been traditionally dichotomized into many categories; most frequently referred to among them are: problem focussed versus emotion focussed5; and adaptive versus maladaptive.6 Others are functional versus dysfunctional, and approach versus avoidance.7 In problem focused process, individuals deal with the cause of their stress and make targeted efforts to resolve the problem while in emotion based process, people try to regulate their emotional response in order to reduce the stress and not the logical solving of the problem.8,9 Adaptation is the degree to which patients cope psychologically, socially and physiologically with their illness or stressful situation.10 
For the purpose of this study, the terms adaptive versus maladaptive coping were adopted. Meyer, described the adaptive strategies measured by Brief-COPE as: positive reframing, planning, instrumental support, active coping, use of emotional support, acceptance, religion and humour; while maladaptive coping measures include denial, substance use, behavioural disengagement, venting, self-distraction and self-blame.11 According to Vosvick et al, the use of maladaptive coping strategies may result in poorer health outcome3 The aggregate of the problem focussed strategies is said to be adaptive as against the aggregate of the emotion focussed which could result in poorer health outcome.12
The COVID-19 pandemic, like any pandemic outbreak, created a stressful workplace setting for HCWs, thereby increasing the risk of anxiety disorder among them.13  Many studies conducted since the onset of COVID-19 pandemic showed that anxiety symptoms have been at the centre of psychological disturbances experienced across different populations.14,15 Severe and/or persistent anxiety may be distressing and when it is not treated promptly and adequately, it could have grave implications for patients’ psychological outcome and normal function, including work performance.16 This underscores the importance of appropriate interventions aimed at ameliorating the symptoms among HCWs. 
The relationship between coping strategy and anxiety disorder has received considerable attention in a number of studies since the 80s and the predominance of dysfunctional or maladaptive coping style has been reported in patients with anxiety disorder.17 Karlsen et al, reported that the support that HCWs received and the coping strategies they adopted during an infectious disease pandemic has significant relationship with their psychological status during the pandemic.18 Less support and more negative coping strategies are common predictors of both acute and chronic mental health problems.19  Thus, besides the traditional pharmacological intervention, psychological intervention plays significant role. In order to promote the mental health of HCWs who have symptoms of anxiety, the development of evidence-based psychological intervention to lessen the impact of anxiety symptoms becomes imperative. Undoubtedly, application of adaptive (problem focussed) coping strategy is a major perspective to psychological intervention. 
Although anxiety symptoms related to COVID-19 has been a topic of interest among researchers20,21, most of the studies were conducted among the general population and few among HCWs. Besides, at the present, there is a dearth of information about the predominant coping strategies used by healthcare workers, especially in Nigeria, and its relationship with their anxiety symptoms, during the COVID-19 pandemic. To this end, there is a need to identify the coping strategies that were being employed by the majority of HCWs in the face of the coronavirus pandemic. Furthermore, knowledge of these coping strategies by the treating physicians can have important implications for treatment plan and outcome. 
Based on previous research findings, we hypothesized that: 1) the adoption of predominant problem-focussed (adaptive) coping strategies is related to less anxiety symptoms; 2) the use of predominant emotion-focussed (maladaptive) coping strategies is related to increased anxiety symptoms. The aims of this study were to determine the predominant coping strategies that were most frequently used by HCWs during the COVID-19 pandemic, the proportion of the HCWS that used adaptive strategies, and determine the relationship between anxiety disorder and the various coping strategies. 

MATERIALS AND METHODS
Study location and design
This study was conducted at the University of Benin Teaching Hospital, Benin City, Edo State, Nigeria. The hospital serves as a major referral center for many primary and secondary hospitals in the entire state, as well as some neighboring states. Besides, it is a major referral center for the management of patients with COVID-19 infection due to the availability of a COVID-19 management and isolation ward as well as expert care. Thus, many HCWs are often drafted to the isolation ward to render services. A cross- sectional design was adopted and data collection was from May, 2021- July, 2021.
Study population
Participants included different categories of health care workers (HCWs) in the tertiary hospital. The HCWs were stratified into two categories comprising “medical” and “non-medical” personnel. For the purpose of this study, we defined medical personnel as HCWs who provide direct clinical services or care for patients; they often have varying degrees of contact with patients; while the non-medical personnel include those who perform services that do not constitute the practice of medicine or nursing. They consist, essentially, of workers in the administrative and maintenance units of the hospital and include accountants, engineers, medical record officers, receptionists, cleaners and so forth. In this study, the medical personnel were purposefully targeted. Their proximity to the patients might put them at higher risk of contracting COVID-19 and developing anxiety symptoms. Thus, participants were recruited from among the doctors, nurses, pharmacists, physiotherapists, occupational therapists and medical laboratory scientists. However, a seventh category of workers (medical record officers) was selected by balloting from among the non-medical personnel, for the purpose of comparison of findings across the two categories. 
Eligibility criteria
HCWs who are bona fide staff of the hospital, aged 18 years and above, have been working in the hospital prior to the outbreak of the COVID-19 pandemic in Nigeria, have no history of a chronic illness like hypertension, diabetes, mental illness and so forth (self-reported), and willing to participate and sign informed consent were considered eligible to participate. Individuals with chronic medical conditions often have anxiety, secondary to the underlying medical conditions, thus, they were excluded. HCWs who did not meet any of the above criteria were also excluded from the study.
Sample size determination
The sample size for this study was calculated using single population proportion formula,   , where z = constant standard deviation usually set at 1.95 (at 95% Confidence level), p = estimated prevalence of GAD (based on previous studies), q= 1-p and d = degree of accuracy set at 0.05.22 A previous study in Nigeria found a prevalence rate (p) of 24.9% for GAD among HCWs.23 That prevalence rate was adopted in calculating the sample size in this study. Thus, a sample size of 284 was calculated.
Sampling technique
A convenience sampling technique was employed (due to restrictions in movement and interpersonal interaction occasioned by the pandemic) in selecting the participants within each category of HCWs.
Data collection tool
The questionnaire for data collection was divided into four sections described below:
Section A: Socio-demographic data collection sheet designed by the authors was used to obtain information regarding participants’ demographic characteristics (such as age, gender, marital status, religion). 
Section B: The Brief Coping Orientation to Problems Experienced (Brief COPE) Inventory24 is a 28-item multidimensional measure of strategies used for coping or regulating cognitions in response to stressors. It is a self-report questionnaire consisting of 14 subscales; eight of them represent adaptive strategies, such as: 1) Acceptance, 2) Active coping, 3) Planning, 4) Instrumental support and so forth. The remaining six subscales represent maladaptive coping strategies, such as: 1) Denial. 2) Substance use, 3) Self-blaming and so forth. Each of the 14 subscales is measured by two items, making a total of 28 items. Examples of items on the adaptive subscales include: 1) “I have been taking action to try and make the situation better” (active coping), 2) “I have been getting help and advice from other people” (instrumental support), and so forth. The maladaptive subscales consist of items such as: 1) “I have been refusing to believe that COVID-19 is real” (denial), 2) “I have been using alcohol or other drugs to help me go through the stress” (substance use), and so forth. Each item is rated on a 4-point Likert-scale (from 1= “I have not been doing this at all”, to 4= “I have been doing this a lot”). The higher the score on each subscale (adaptive or maladaptive) the greater the adherence to its practice. The adaptive and maladaptive subscales were analyzed separately looking at the relation of each to anxiety disorder.
Section C: The Generalized Anxiety Disorder 7-item (GAD-7) scale was used to measure anxiety in the participants. It is a self-report scale developed to assess the defining symptoms of anxiety.25 The items are rated on a 4-point Likert-type scale (from 0 = not at all, to 3 = nearly every day), and the overall scores range from 0 to 21. The GAD-7 has been used in earlier COVID-19 studies and a cut-off score of > 8 is recommended to identify clinically important anxiety symptoms with adequate specificity (82.0%) and sensitivity (77.0%).20The original Cronbach’s Alpha of the 7-item GAD Scale was 0.92.20 In this study, the computed Cronbach’s Alpha Coefficient was 0.86 using the split-half method.
Procedure
Data collection was done among the HCWs in the departments of the hospital that were selected for the study by distributing the questionnaires to eligible HCWs on each working day (Monday to Friday) between 12 and 3pm; using the convenience sampling technique. The questionnaires, which were written in English, were self-administered, but participants were told to feel free to seek clarification on any item of the questionnaire as the need arose. 
Statistical analysis
Data were analyzed using SPSS version 21. Categorical variables were dichotomized as necessary, descriptive statistics was used to generate frequency tables, percentages and means.  Pearson correlation analysis and multivariate regression analyses were used to test significant relationship between anxiety disorder and the different coping strategies. The level of statistical significance was set at < 0.05.
Ethical issue
Ethical clearance was obtained from the Ethics and Research Committee of the University of Benin Teaching Hospital (ADM/E22/A/VOL.VII/14831107). The nature and purpose of the study was explained to the participants, they were informed of their liberty to either participate voluntarily or decline participation. Confidentiality was assured and verbal informed consent was obtained from each willing participant.
RESULTS
Out of all the questionnaires distributed to respondents who consented to participate in the study, 269 questionnaires were retrieved giving a response rate of 83.8%. However, 213 properly filled questionnaires were statistically analyzed.
One hundred and twenty seven of them (59.6%) were females. The highest proportion of the respondents (31.8%), were in the age group of 30-39 years, and the mean age was 37.31+ 9.917 years. Respondents were predominantly Nigerians (99.5%), Christians (85.9%), and more than half of them (55.4%) were married. About one quarter (25.4%) had clinically detectable generalized anxiety disorder (table 1).
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Table 2 shows that, in the adaptive scale, Acceptance, Active coping and Instrumental support had the highest mean scores (4.24, 4.23 and 4.23 respectively), thus, individuals who practiced these coping strategies adhered to them frequently. However, each of them is practiced by less than half of the population of the respondents, 44.6%, 46.0% and 45.5% respectively.  Emotional support, though not as frequently adhered to as the above three subscales (mean score = 3.70) is practiced by a higher proportion (51.6%) of the respondents. It is followed by Active coping (46.0%), Instrumental support (45.5%), and Acceptance (44.6%).

In the maladaptive scale, the highest mean score (4.00) was recorded on the Self- distraction subscale and the same strategy was adhered to by the majority (58.7%) of the respondents. It is followed by venting at 41.3%, while all the other strategies were practiced by < 35% of the respondents.         
[image: ]
In table 3, Pearson correlation analysis showed that anxiety scores had significant negative correlation with the adaptive scale (r= -0.250, p = <0.001), and significant positive correlation with maladaptive scale (r= 0.234, p = 0.001).
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Table 4 shows the logistic regression for predictors of anxiety disorder with the subscales of adaptive and maladaptive coping strategies as independent variables and anxiety disorder as outcome variable. Although humour, positive reframing and instrumental support had inverse relationship with anxiety disorder (B = -0.096, -0.160 and -0.251 respectively, none of them significantly independently predicted a reduction in the risk of anxiety disorder (p = 0.459, 0.233 and 0.133 respectively). 
In the maladaptive scale, self-distraction and substance use had direct (positive) relationship with anxiety disorder and they significantly independently increase the risk of anxiety disorder (OR= 1.622, P= <0.001, 95% CI = 1.301 – 2.023; and OR= 1.481, P= 0.015, 95% CI= 1.079 = 2.033 respectively). 
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Table 5 is the linear regression showing the main (joint) effect of adaptive and maladaptive scales as independent variables on anxiety disorder as outcome variable. Adaptive coping strategies had significant reduction effect on the risk of anxiety (t= -4.210, p= 0.001, and 95% CI= -0.182 – -0.066) while maladaptive coping strategies significantly increase the risk of anxiety (t= 3.992, p= <0.001 and 95% CI= 0.130 – 0.382).
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DISCUSSION

This cross-sectional study assessed HCWs’ anxiety, determined the predominant coping strategies that were being used by HCWs during the COVID-19 pandemic, the proportion of the HCWs that used the different coping strategies and how the coping strategies were related to anxiety disorder. The prevalence of anxiety disorder in this study was found to be 25.4%. This rate falls within the range of prevalence of anxiety symptoms reported in previous studies associated with COVID-19 infection pandemic, which varied between 11.7% and 50%.14,23. Plausible explanations for the differences in rates across studies are: the characteristics of the course of infections in different countries, the conditions of the healthcare system, the measurement tools used and the point in the course of the pandemic, that the study was carried out while some studies were conducted during the first wave of the pandemic, a period of worry and high threat of the pandemic14, others, like this study, were conducted during the second wave, yet others were conducted much later with progressive decline in mortality, morbidity and threat. However, we considered that a prevalence of 25.4% among the HCWs in this study, wherein, one out of every four HCWs had anxiety disorder, is high. The worry about the possibility of being infected with the corona virus and the fear of death, no doubt contributed to this high rate. It is not surprising therefore, that appreciable proportions of the HCWs resorted to the use of various psychological coping mechanisms to bring about a relief of the anxiety symptoms.    
Across cultures, many people have found different ways of coping with stressful situations generally, but in particular the stress caused by COVID-19 pandemic. Although people tend to cope differently depending on culture, personality and the context of the outbreak, there is a validated assumption that individuals’ preferred coping strategies remain largely unchanged across many cultures.24
Among the adaptive coping strategies, acceptance, active coping and instrumental support (having the highest mean scores) were most frequently employed by the HCWs, followed by emotional support. This finding is in keeping with a previous research observation.14. It is understandable that the HCWs used these measures to keep their minds off the psychological distress associated with the possibility of being infected with COVID-19, especially against the background of little information regarding the disease at the time. While it is encouraging that these adaptive coping strategies were being relatively frequently employed, it is worthy of note that most of them were practiced by less than 50% of the HCWs. So, in terms of the proportion of the HCWs that practiced adaptive coping strategies, much is left to be desired. It is plausible to assume that the awareness and knowledge of adaptive coping strategies, as well as their roles in preventing or ameliorating anxiety symptoms is deficient among the HCWs.  A noticeable exception is emotional support, which is practiced by about half of the respondents who, perhaps, recognized the value of seeking emotional support from families, friends and colleagues during the pandemic. Emotional support has been shown to alleviate feelings of isolation, bear association with resilience, which is a protective factor against psychological distress and promote positive mental health.26 
Among the maladaptive strategies, self-distraction was being most frequently practiced, and by the highest proportion of HCWs. This finding is comparable to those of previous studies.11,14 All the other maladaptive strategies, apart from venting, were practiced by < 35% of the respondents. Overall, in terms of frequency of use and the proportions of HCWs that used them, the adaptive coping strategies were more favoured than the maladaptive strategies by the HCWs. It is possible that this finding attenuated the prevalence of anxiety which could have been higher.
It is worthy to note the simultaneous use of adaptive coping strategies along with maladaptive coping strategies by the HCWs in our study; similarly Folkmans et al observed in their study that problem-focussed and emotion-focussed coping strategies may be used simultaneously or alternatively, thus, it might sometimes be difficult to discriminate between them in the coping process.17 Often the use of either of them and the impact might depend on the nature of the illness or stressor as well as the specific constraints imposed by the stressors.18
Our findings indicated that anxiety scores had significant negative (inverse) correlation with the adaptive coping strategies and significant positive correlation with maladaptive scale. Similar finding was reported in a study by Si et al who found a strong association between the use of maladaptive coping strategies and anxiety symptoms among medical workers in China during COVID-19 pandemic.19 A clear set of adaptive coping skills, including how to think optimistically and how to approach problems and adverse events has been shown to help HCWs deal with psychological distress. Hence, adaptive behaviour wherein individuals make reasonably realistic appraisals of problems and try to prevent adverse effects of existing events may provide guidance to a more positive view of the future thereby reducing anxiety symptoms.
Although humour, positive reframing and instrumental support had inverse relationship with anxiety disorders in this study, none of them significantly independently predicted a reduction in the risk of anxiety disorder.  This finding is contrary to the findings of Eisenberg et al where they found humour as an independent coping strategy that significantly predicted reduction in anxiety symptoms.28 Our finding in this regard is also not in keeping with existing postulations about the relationship among anxiety, humour and instrumental support. One theory is that humour helps to distract individuals from their anxious thoughts providing a long term reprieve from anxiety. In addition, humour and instrumental support have the potential to promote social connections and support which can be beneficial for persons with anxiety.27   It is important to note that the specific mechanisms underlying the relationship between humour and anxiety symptoms are still being studied, and more research is needed.
Self-distraction and substance use were found to have direct positive relationship with anxiety disorder and they significantly independently increase the risk of anxiety disorder. This is in keeping with the finding of Tuncay et al who reported that self-distraction and substance use were associated with higher levels of anxiety.12 Self-distraction refers to using distraction to avoid stressor-related thoughts when it is not possible to avoid the stressor itself. The possible explanation for the reinforcing effect of self-distraction on anxiety is that it may prevent individuals from confronting and resolving stressors leading to increased anxiety symptoms over time. A study of nurses working in intensive care units, for example, reveals that self-distraction is associated with future development of anxiety.27
Substance use can also disrupt brain chemistry and alter mood regulation, potentially leading to increased anxiety symptoms.12 Considering the relationship of self-distraction and substance use with anxiety, their detection and appropriate intervention to discourage their practice will go a long way to ameliorate anxiety symptoms among HCWs, and, in a broader sense, prevent both acute and delayed adverse psychological outcomes.
A significant reduction in the risk of anxiety was associated with the aggregate of adaptive styles, while the aggregate of maladaptive styles was associated with a significant increase in the risk of anxiety as found in this study. This is consistent with previous findings where they reported that adaptive coping strategies help to reduce anxiety and are more likely to lead to long term well being.29, 30 Cardinal to the anxiolytic effect of the adaptive coping mechanisms is their problem solving approach. The adherents tried to cope by searching for a solution to the modifiable problem before them. Thus, this approach helps individuals regain a sense of control over their circumstances and decreases feelings of helplessness and uncertainty.

SUMMARY
Among the adaptive coping strategies, Acceptance, Active coping and Instrumental support were most frequently used; while self-distraction was most frequently used among the maladaptive coping strategies. Emotional support, active coping, instrumental support, and acceptance were the strategies practiced by the highest proportions of the HCWs. Out of the five most frequently used coping strategies, four belonged to the adaptive domain. Furthermore, more respondents used the adaptive coping strategies than maladaptive coping sttrategies. Thus, there was a more favourable disposition towards the use of adaptive strategies. Adaptive coping strategies jointly had significant inverse relationship with anxiety symptoms (reduced risk of anxiety symptoms); while maladaptive coping strategies jointly had significant direct relationship with anxiety symptoms (increased risk of anxiety). However, a more frequent and wider use of adaptive strategies among the HCWs is, undoubtedly, imperative.
This study has highlighted the crucial role of effective (adaptive) coping strategies in the therapeutic intervention for pandemic related anxiety disorder; a finding that corroborates those of many previous studies. 

RECOMMENDATION
The findings in this study have contributed to bringing to the fore the need for the adoption and incorporation of psychological interventions, beyond anxiolytic medication, into the management of anxiety disorder in the context of a pandemic.  Physicians, especially psychiatrists and clinical psychologists need to keep abreast of adaptive coping strategies for them to be able to deliver prompt and appropriate therapeutic interventions to the HCWs as the need arises.
A spontaneous assessment of the coping strategies of HCWs with features of anxiety should be done routinely with the aim of helping them to adopt appropriate strategies. Maintaining the mental wellbeing and the quality of life of HCWs is a business for all relevant stakeholders; government, health institutions, policy makers, mental health professionals and non-governmental organizations. To this end, the need for a collaborative approach cannot be overemphasised. 

LIMITATIONS OF THE STUDY

The study is not without limitations. First, only one health facility was surveyed, which limits the scope of the study and hamper generalized interpretation of findings not be a true representation of the anxiety symptoms among HCWs in Nigeria at large. Secondly, causal effect cannot be established as this is a cross sectional study; therefore, the findings in our study were interpreted 
with caution.
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Table 4: Logistic  regression for Predictors of Anxiety disorder  

    ADAPTIVE SUBSCALE S               B      Odds  Ratio                     P - value      95% Confidence *   interval  

Acceptance  0.189  1.202  0.193  0.911  –   1.587  

Emotional support  0.037  1.038  0.747  0.828  –   1.301  

Humour  - 0.096  0.908  0.459  0.704  –   1.172  

Positive reframing  - 0.166  0.847  0.233  0.645  –   1.113  

Religion  0.205  1.227  0.109  0.955  –   1.576  

Active coping  0.228  1.256  0.059  0.992  –   1.591  

Instrumental support  - 0.251  0.778  0.133  0.560  –   1.080  

Planning  0.127  1.136  0.351  0.869  –   1.485  

Constant  - 2.376  0.093  <0.001   

                                          MALDAPTIVE  SUBSCALES      

Behavioural disengagement  0.033  1.034  0.815  0.782  –   1.367  

Denial  - 0.342  0.710  0.023  0.528  –   0.955  

Self -   distraction  0.484  1.622  <0.001  1.301  –   2.023  

Self - blaming  - 0.139  0.870  0.481  0.592  –   1.280  

Substance use  0.393  1.481  0.015  1.079  –   2.033  

Venting  0.148  1.160  0.399  0.822  –   1.637  

Constant  - 3.392  0.034  <0.001   

  B : Regression coefficient   * Statistically significant  p - value                                *95% Confidence interval of adjusted odds ratio  
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Table 5: Liner regression of anxiety scores on the independent variables  

Independent variable  Beta  OR  P  95% confidence  interval  

Constant   2.506  0.013  0.860  –   7.203  

Adaptive coping  - 0.272  - 4.210  0.000  - 0.182  -   - 0.066  

Maladaptive coping  0.258  3.992  0.000  0.130  –   0.382  
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Table 1: Socio - demographic and clinical profile of respondents  

Variable  Frequency  Percent  

Sex    

Female  127  59.6  

Male     86  40.4  

Age (Years)    

<30     57  26.8  

30 - 39     68  31.8  

40 - 49     54  25.4  

50 and above     34  16.0  

Marital status    

Single     78  36.6  

Married  118  55.4  

Previously married     17     8.0  

Religion    

Islam     27  12.7  

Christianity  183  85.9  

Other religions        3     1.4  

Category of HCWs    

Admin  staff      25  11.7  

Doctors      66  31.0  

Nurses      51  23.9  

Lab scientists      13     6.1  

Physiotherapists      20     9.4  

Occupational therapist      21     9.9  

Pharmacists      17     8.0  

Generalized anxiety disorder     

Absent  159  74.6  

Present      54  25.4  
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Table 2: Sample mean score and proportion of respondents who scored <mean and  >   mean                          on each subscale  

Coping strategies                 Subscales  Sample mean   score (SD)  <   Mean score         n (%)    >    Mean score           n (%)  

Adaptive  Acceptance  4.24 (1.739)  118 (55.4)  95 (44.6)  

 Emotional support  3.70 (1.836)  103 (48.4)  110 (51.6)  

 Humour  2.83 (1.339)  132 (62.0)  81 (38.0)  

 Positive reframing  4.14 (1.842)  138 (64.8)  75 (35.2)  

 Religion  4.13 (1.861)  123 (57.7)  90  (42.3)  

 Active coping  4.23(1.983)  115 (54.0)  98 (46.0)  

 Instrumental support  4.23 (1.653)  116 (54.5)  97 (45.5)  

 Planning  3.74 (1.742)  142 (66.7)  71 (33.3)  

Maladaptive  Behavioural disengagement  2.80 (1.443)  146 (68.5)  67 (31.5)  

 Denial  3.05  (1.448)  137 (64.3)  76 (35.7)  

 Self -   distraction  4.00 (1.774)  88 (47.3)  125 (58.7)  

 Self - blaming  2.44 (1.042)  167 (78.4)  48 (21.6)  

 Substance use  2.44 (1.104)  169 (79.3)  44 (20.7)  

 Venting  3.40 (1.253)  125 (58.7)  88 (41.3)  
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Table 3:  Correlation of anxiety scores with other continuous variables  

   Age  (years)  GAD  score  Adaptive  coping  Maladaptive  coping  

Age (years)  Pearson  Correlation  1  .090  .057  - .092  

P   .193  .409  .179  

GAD score  Pearson  Correlation  .090  1  - .250 **  .234 **  

P  .193   .000  .001  

Adaptive coping  Pearson  Correlation  .057  - .250 **  1  .087  

P  .409  .000   .206  

Maladaptive  coping  Pearson  Correlation  - .092  .234 **  .087  1  

P  .179  .001  .206   

  **Correlation is significant at 0.01 level (2 - tailed)  


