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Abstract 

Objectives: This study was conducted to assess the perceptions and the opinions of our anesthesia and critical care 
staff at King Abdulaziz University Hospital regarding the preparation strategy during the COVID-19 pandemic. 

Methodology: In this cross-sectional study, an electronic questionnaire was constructed using Google forms and 
sent to staff. The questionnaire included questions on the demographic information of the participants and the 
department’s strategic plans, preparedness and protective measures taken to protect staff during the COVID-19 
outbreak.  

Results: A response rate of 71% was achieved. The results revealed that 75% of the participants felt that they were 
trained well enough to handle a positive or suspected COVID-19 patient. Stress levels increased during the initial 
COVID-19 outbreak then decreased after the department began providing COVID-19 educational activities (such as 
PPE courses and virtual Monday grand rounds) (p < 0.001). There was a significant correlation between stress levels 
before and after the introduction of continuous medical education courses (SP = 0.68, p < 0.001). 

Conclusion: In crisis management plans, psychological pressure management includes the effective use of 
continuous medical education, periodic group meetings, and mental health wellbeing clinics. For confidence 
development among healthcare workers, clinical simulation drills can be a key management strategy.  
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1. Introduction  
The first case of COVID-19 infection was identified in 

Wuhan, China, in December 2019. Soon after, the disease 

spread rapidly to other countries. The World Health  

 

Organization (WHO) declared it a public health 

emergency of international concern on January 30, 2020.1 

In Saudi Arabia, the first case was confirmed on March 

2, 2020.2 
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One of the main challenges facing health services during 

the pandemic is the adoption of new practices and 

modification of existing protocols to meet specific 

operational needs. Clinical guideline development and 

implementation usually takes months to years. However, 

the rapid viral spread of COVID-19 did not allow 

sufficient time for lengthy preparations. Within two 

months of the outbreak in China, there were over 74,000 

confirmed COVID-19 cases worldwide. Governments 

were instituting regulations to limit the spread. This was 

an attempt to ‘buy time’ for scientists to better understand 

the virus and how to control it.3 Berwick raised the 

concern that the US healthcare system was not prepared 

for 21st century threats. He emphasized the importance 

of a national system and a regional standard for 

excellence in preparedness. He also highlighted two 

technical barriers: data sharing and supply chain 

management.4 

The Saudi government implemented restrictive measures 

to limit the local spread of infection. On March 24, 2020, 

a nationwide curfew was imposed. The Ministry of 

Health (MOH) ensured that the public had access to 

updated recommendations about ‘how to stay safe’. It 

also emphasized that limiting the spread is everyone’s 

responsibility.5 Hospitals began to develop plans to 

prepare healthcare workers (HCWs) and institutions to 

face the pandemic. Due to the lack of high-quality trials, 

most of the health system actions were largely based 

upon published experience with the disease, worldwide 

guidelines, and local experience from previous similar 

outbreaks.6  

HCWs carry a high risk of contracting the disease. In 

Italy, one month from the start of the outbreak, a total of 

1028 out of 5200 intensive care unit beds were occupied 

by SARS-CoV-2 infected patients.7 Furthermore, 20% of 

the HCWs became infected.8 To maintain a high standard 

of healthcare, protecting the workforce is essential. 

However, limited personal protective equipment supply 

was not the only obstacle. HCWs required psychological 

support, family support, and much needed rest after 

strenuous work for prolonged duty hours.9 

Internationally, many studies have examined similar 

challenges. Osuchowski et al. identified the need for 

rapid capacity building to help HCWs deal with rapidly 

evolving clinical information. They highlighted the 

importance of identifying existing gaps to overcome the 

COVID-19 crisis.10 Similarly, Parajuli et al. identified a 

significant attitude effect of HCWs secondary to the 

COVID-19 information gap in Nepal.11 At the national 

level, a countrywide survey in Saudi Arabia showed 

similar knowledge and attitudes across all regions. The 

authors stated that more educational programs are needed 

to overcome the knowledge gap among HCWs.12 

Three questions regarding Anesthesia staff at King 

Abdulaziz University Hospital (KAUH), specifically 

those facing COVID-19 as first line workers, were raised 

at that time. First, what are the immediate needs for 

continuous medical education training and education 

courses on COVID-19? Second, what are their 

perceptions of the strategies followed in the department 

to face the COVID-19 outbreak? Finally, do the training 

courses and/or other measures taken by the department 

help alleviate stress?  

The present study aimed to evaluate the anesthesia staff’s 

perceptions of their department’s strategy in facing the 

COVID-19 pandemic, their stress levels, and identify 

factors affecting staff well-being during the planning and 

preparing stages of the COVID-19 pandemic. We 

hypothesized that the anesthesia staff felt that they were 

well trained to handle a COVID-19 patient and that the 

training and educational courses helped alleviate stress.  

2. Methodology 
An immediate plan to face the sudden COVID-19 

outbreak was developed by the Anesthesia and Critical 

Care Department at King Abdulaziz University Hospital 

(KAUH). The aim was to ensure that they were able to 

provide the best clinical patient care while at the same 

time preventing the staff from becoming exhausted and 

emotionally depleted. The preparedness plan covered the 

following five strategies: personal protective equipment 

(PPE), COVID-19 crisis committee, continuous medical 

education, simulation, and staff well-being. 

2.1.  Background 

2.1.1. Personal Protective Equipment (PPE):  

COVID-19 PPE simulation-based training at the King 

Abdulaziz University Clinical Skills & Simulation 

Centre started on March 15, 2020. The Anesthesia and 

Critical Care Department enrolled all anesthesiologists, 

anesthesia technicians, and nurses in the course. In 

addition, high filtration respirator mask (N95) fit testing 

sessions were arranged for the department staff with the 

Infectious Control Unit on March 24, 2020. Powered air 

purifying accelerators (PAPRs) were not available for 

training or clinical use in the facility during the first three 

months. 

2.1.2. Covid-19 Crisis Committee: 

On March 19, 2020, the Anesthesia & Critical Care 

Department established a COVID-19 Crisis Committee, 

and a hospital-wide COVID-19 Committee was 

established five days later. The taskforce of the 

department COVID-19 crisis committee included 

members of the Anesthesia & Critical Care Department. 

Its main focus was on establishing a COVID-19 pre-

surge plan and surge plan. As guidelines and 
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recommendations regarding COVID-19 were rapidly 

evolving, the team met twice to revise the department’s 

plan.  

 In an effort to protect staff and limit chances of 

transmitting the virus, on March 24, 2020, the hospital 

suspended all elective surgeries. The anesthesia staff 

members were split into two teams. Each team worked 

on alternate weeks. On April 9, 2020, the COVID-19 

KAUH crisis committee established an airway team 

across the hospital. The airway team was staffed, 

managed, and operated by the anesthesia team. The aim 

of the airway team facilitated and managed intubations 

for all suspected and confirmed COVID-19 cases. The 

airway team included an anesthesia physician and a 

technician, and they covered an 8-hour shift. The airway 

team operated 24 hours a day, 7 days a week.  

2.1.3. Continuous Medical Education: 

With the rapid evolution of worldwide COVID-19 

guidelines and management protocols, it is important that 

all members of the department be updated. All teaching 

activities, except for the PPE course, were provided 

online. The grand rounds of the Anesthesia & Critical 

Care department continued to run once per week via the 

online meeting platform Zoom©. All hospital memos or 

protocols were distributed via email. A departmental 

“WhatsApp©” group was used to share COVID-19 

related publications, assist with emotional support, and 

provide positive reinforcement for the staff.  

2.1.4. Simulation: 

With the cooperation of the Anesthesia and Critical Care 

Department and the Clinical Skills & Simulation Centre, 

HCWs conducted a total of six simulation drills between 

March 16, 2020 and April 23, 2020. The aim of the 

simulation drills was to plan, achieve, and identify the 

challenges with the newly implemented hospital and 

departmental clinical pathways and policies for the 

management of COVID-19. 

A total of six simulation cases were conducted for the 

following sites: the pre-operation negative pressure 

room, labour and delivery unit, operating room, intensive 

care unit, pediatric operating room, and recovery room. 

Two observers watched the participants’ performance 

and completed a checklist. After termination of the 

scenario, a debriefing discussion took place between the 

observers and participants. All comments, debriefing 

notes, and discussions were reported to the anesthesia 

department and the department’s COVID-19 crisis 

committee. 

2.1.5. Staff Wellbeing: 

A “WhatsApp©” group that included all members of the 

department was utilized for wellbeing support, 

motivation and positive reinforcement. The Anesthesia 

and Critical Care department encouraged consultants to 

motivate the staff through small group debriefings after 

managing COVID-19 patients, including airway team 

cases and operating room cases. The department sent a 

memo to all staff with information on how to access 

mental health clinics and provided a 24-hour hotline for 

staff support. 

2.2. Study Design 

This cross-sectional study was conducted at the KAUH 

in Jeddah, Saudi Arabia. Ethical approval was obtained 

from the Research Ethics Committee of the King 

Abdulaziz University Faculty of Medicine and KAUH. 

The questionnaire was conducted via a web-based 

platform (Google forms) (Supplementary 1). The 

participants' consent was integrated at the beginning of 

the electronic questionnaire. Data collection was carried 

out between April 26, 2020 and May 6, 2020. 

The inclusion criteria were as follows: participants 

should be anesthesia staff, including physicians, at all 

different work experience levels (consultants, senior 

registrar, registrar, clinical fellows, and residents) and 

anesthesia technicians. Critical care staff were excluded.  

The questionnaire was divided into three parts. The first 

part included demographic data and participants’ work 

experiences. The second part inquired about protective 

and supportive measures taken by staff related to 

COVID-19. These included attending the departmental 

educational rounds, attending the PPE course, 

undergoing a mask fit test, and using alternative methods 

of protection from the virus. The third part evaluated the 

staff’s stress level and fear of contracting the infection. 

The staff were asked to recall their stress levels at three 

different points in time: before the pandemic, during the 

pandemic but before the institution of the weekly 

educational departmental rounds, and finally after the 

start of the weekly educational departmental rounds. 

These variables were measured using a Likert scale 

ranging from to 1–10 (1 being the lowest and 10 being 

the highest). We also included questions about staff's fear 

of being infected or passing the infection to their families. 

A link to the questionnaire was distributed using the 

instant messaging software WhatsApp (WhatsApp Inc., 

Mountain View, California, USA). Participation in the 

questionnaire was voluntary. 

Statistical Analysis: Data were entered and analyzed 

using SPSS software for Windows (Version 20, SPSS 

Inc., IBM, and Somers, New York, USA). Frequency-

descriptive statistics were also obtained. The results of 

some variables were summarized as median and 

interquartile range (IQR), or percentage and numbers. 

The test of significance was performed at 0.05. The 

Friedman test was used to assess the statistically 

significant differences between stress levels at different 

time points. 
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3. Results 
3.1. Demographic Characteristics: 

The questionnaire was sent to all the anesthesia 

department staff (95 staff members) who fulfilled the 

inclusion criteria. Investigators were excluded from this 

study. Responses were received from 68 participants, 

with a response rate of 71%. The age of the participants 

ranged from 25–65 to y; one participant was younger than 

25 y old, whereas the others (74%) were mostly aged 

between 26–45 y. Approximately 80% of the participants 

were men. A total of 25% of the participants were 

consultants and the rest were registrars (20.6%), residents 

(20.6%), senior registrars (14.7%), or anesthesia 

technicians (19.1%). Of the participants, 36.8% had 11–

20 y of experience in anesthesia, with only 3% of them 

having more than 30 y of experience (Table 1).  

3.2. Participants in the Department’s Strategic 

Plans / Protection of Staff against COVID-19: 

Approximately 66% of the participants underwent N95 

mask fitting, and 88.8 % had a successful fitting test. 

Among the 11.1% (5 participants) who did not have a 

successful fitting test, only two of them had an alternative 

(one used a helmet and the other participant reported 

another method of protection); the other three 

participants reported a lack of an alternative method of 

protection (Table 1). Almost all participants had attended 

the PPE course before completing this survey, and about 

65% of the participants were part of the airway team. The 

majority (77.9%) of the participants found the virtual 

Monday ground round meetings sufficient to keep them 

updated with COVID-19 and the hospital’s policies.  

More than half of the participants (54.4%) were not 

satisfied with the measures taken by the hospital to ensure 

their safety. The majority of the staff (97.1%) were 

satisfied with dividing the teams into A and B. A total of 

60% of the participants felt that the workload decreased 

after dividing the teams into A and B, while 25% reported 

no changes in workload. Of the participants, 85% thought 

that continued departmental education (such as PPE 

courses and virtual Monday grand rounds) would help 

reduce the risk of contracting the infection from patients. 

Only 25% reported that they did not feel that they had 

sufficient training to handle a positive or suspected 

COVID-19 patient (Table 2).  

3.3. The Wellbeing of Participants during the 
Pandemic: 

About half of the participants (51.5%) had been in 

contact with a positive or suspected COVID-19 patient. 

When participants were asked about their fear of 

acquiring the infection, 82.4% reported a fear of 

contracting COVID-19, and 95.6% were afraid that they 

may infect their family. About 56% thought that stress 

did not affect their concentration, relationships with 

colleagues, and/or work performance. When asked about 

the 8-hr airway team shifts, 60% of the participants were 

part of the airway team, 82.9% of the team felt that the 8-

hr team was not overwhelming, while only seven 

participants (17.1% of the team) reported that the shifts 

were too overwhelming. Among all participants, 82.4% 

reported that they got enough rest. Regarding the mental 

health clinic during the COVID-19 pandemic, 66% of the 

participants did not know if they had access to this clinic, 

while 27.9% reported that they did not have access (Table 

3). 

3.4. Stress Level of Participants at Different 
Time Points: 

The participants’ responses regarding their stress levels 

before the COVID-19 pandemic and after the COVID-19 

Figure 1: A: Stress level of participants at different time points. B: A Spearman's rank-order correlation 
between stress level before and after introducing continuous medical education courses 
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pandemic, before and after 

the departmental 

continuous medical 

education activities (such 

as PPE courses and virtual 

Monday grand round), 

were ranked on a 10-point 

Likert scale. The 

Friedman test was used to 

assess the statistically 

significant differences 

between stress levels at 

different time points (P < 

0.001). We can see that 

the basal median and IQR 

of stress level [5 (3–6)] 

increased after COVID-

19 [8 (5.25–9)] and then 

decreased after the 

department began 

providing COVID-19 

educational activities [6 

(5–7.75); Table 4 and 

Figure 1A]. 

Spearman's rank-order 

correlation was used to 

determine the 

relationship between 

stress levels before and 

after the introduction of 

the continuous medical 

education courses. There 

was a strong, positive 

correlation, which was 

statistically significant (p 

= 0.684, p < 0.001) 

(Figure 1B).  

Table 5 shows that there 

was no statistical 

significance between 

feeling well trained to 

handle a positive or 

suspected COVID-19 

patient and other 

variables such as sex, 

position, performing the 

N95 mask fitting test, and 

attending the PPE course. 

As for the open-ended 

questions in the survey, 

responses to those 

questions for all participants (n = 68) were analyzed and 

categorized as shown in Table 6. It should be noted that 

some participants had more than one response when 

answering the questions. The four open-ended questions 

were focused on participants’ suggestions regarding 

improving the quality of the departmental continuous 

medical education and how to decrease workloads and 

stress levels. We also invited suggestions for alternative 

Figure 2: A: Suggestions for improvement the quality of the department’s 
continuous education. B: Measures to help decreasing the workload. C: Ways 
in which we can prevent the infection from spreading to our families 
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ways by which the hospital can prevent the spread of the 

infection to the staff’s families. Suggestions regarding 

improvement in the quality of the departmental 

continuous medical education were concentrated more on 

protective equipment (increase the amount of N95s, add 

face shields, include more fitting tests, no 

reusing PPE, and employing full PPE), 

simulations (increase courses, drills, and use 

inside ORs), and education (broad scope 

outside anesthesia, clear safety instructions, 

workshops, and questions after courses) 

(Figure 2A). Suggestions to help decrease the 

workload included having an 8-hour shift, 

decreasing night work, increasing rest periods, 

having a separate room for airway team to rest 

and not be mixed in with other teams, more 

staff and help from colleagues, divide the 

taskforce into three teams with one team 

working then taking two weeks off, and 

admission of only confirmed COVID-19 cases 

(Figure 2B). Ways in which we can prevent the 

infection from spreading to our families 

concentrated on more protective equipment, 

education on the protocol of COVID-19 cases, 

hygiene, social distance, and isolation from 

families (Figure 2C). Suggestions to help 

decrease the stress level concentrated on more 

protective equipment, fair division and 

collaboration between colleagues, staff 

support, reassurance, and education (Figure 

2D). 

4. Discussion 
Due to the active role of the anesthesia team in 

managing COVID-19 patients, they are at high 

risk of acquiring the virus. One of the initial 

reports from Wuhan, China, found that 

approximately 30% of the people who 

developed COVID-19 were 

healthcare workers.13 In 

Italy, 9% of COVID-19 

infections occurred among 

healthcare workers.14 From 

the data collected in this 

study, it was discovered 

that 82.4% of staff were 

afraid of being infected, 

and the majority were 

concerned about infecting 

their families. Healthcare 

systems around the world 

are struggling as healthcare 

workers refuse to work 

with COVID-19 patients 

due to the concern of 

endangering their families. 

Many healthcare workers are torn between performing 

their clinical duties and protecting their families.14 In our 

survey, 85% of participants thought that the department’s 

Figure 2D: Suggestions to help decrease the stress level 
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continuous medical education 

(PPE courses and virtual grand 

rounds) would help to reduce the 

risk of infection and transmission 

of the disease to their families. All 

participants, except one, attended 

the PPE course before completing 

this survey. We used the virtual 

grand rounds Zoom® calls and the 

WhatsApp© messaging support 

group to emphasize COVID-19 

infection control and prevention 

using updated guidelines of the 

WHO and Saudi Arabia’s MOH 

webpage.5, 15 By April 2020, K. 

Prescott et al. examined HCW 

preparedness in England. They 

confirmed that HCWs must be 

provided with key guidance to 

reduce their anxiety and optimize 

their performance.16  

Attention to HCWs’ psychological 

well-being is a priority for 

maintaining a safe working 

environment. During the time of a 

pandemic, disaster planners and 

managers should communicate the 

risks clearly to HCWs and provide 

them with as much support and 

protection as possible.17 Situations 

like this pandemic might generate 

fear of the unknown among 

HCWs. It is essential that risk 

communication techniques be 

performed by appropriate institute 

leaders and managers by stating the 

actual risk, risk level, and 

management plans that have been 

implemented to minimize or 

manage the risk.18 In China, the 

Psychological Clinical Research 

Centers responded rapidly to 

psychological pressure on staff. 

HCWs stated that they needed 

more rest and that they were 

concerned about the shortage of 

PPE supplies and transmitting the 

infection to their families. Health 

institutes were advised to provide 

their workers with rest, food, and 

daily supplies. Many HCWs are 

worried about global PPE 

shortages. Hospitals have been advised to develop 

detailed rules on using and managing PPE to reduce 

HCWs’ concerns.19 During the pandemic, healthcare 

institutes need to remind HCWs of the availability of 

psychological support. Of the participants in this study, 

66% did not know if they had access to a mental health 

clinic. The Anesthesia and Critical Care Department sent 

a memo to all the staff with information on how to access 
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the mental health clinics and provided a 24-hour hotline 

for staff support.  

When Saudi Arabia announced the first case of COVID-

19, the department arranged for staff to conduct an N95 

mask fit test. It was found that 66.2% of the participants 

were able to complete it. The Anesthesia residents and 

Anesthesia technicians were among the participants who 

were unable to conduct the N95 mask fit test. At the 

beginning of the pandemic, the hospital informed the 

heads of the departments about the low supply of PPE. 

HCWs who were first liners in the management of 

COVID-19 cases were a priority to be tested. As airway  

Table 4: stress level of participants at different time points on 10 points Likert scale: 

Stress level Median(Q1-Q3) Range 

Before the COVID-19 pandemic? 5 (3-6) 2-10 

After the COVID-19 pandemic but before the continuous departmental medical 
education (such as PPE courses and virtual Monday grand round)? 

8 (5.25-9) 3-10 

After the department began providing COVID-19 educational activities (such as 
PPE courses and virtual Monday grand round)?  

6 (5-7.75) 2-10 

P1, P2, P3, P4 < 0.001 

Note: All variables are summarized as median and IQR. The test of significance was carried out at 0.05 levels  

Friedman test was used to assess the statistical significant difference between stress level in different time points 
where; P1 overall significance difference; P2 before COVID 19 versus after COVID 19; P3 before COVID 19 
versus after educational activities, and P4 after COVID 19 versus after educational activities 
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Table 6: Suggestions to help improve the quality of the department’s continuous education? 

Open ended questions n 

Suggestions to help improve the quality of the department’s continuous education 

  Protective equipment(increase N95, face shield , more fitting test, no reuse, full PPE) 6 

 Simulations(increase courses, drills, use inside OR) 5 

 Education(broad scope outside anaesthesia, clear safety instructions, workshops , questions after courses 5 

 Nothing/ No response 52 

Suggestions to help decrease the workload? 

 Already achieved 8 

 Having 8 h shifts ,decrease night work, more break 4 

 Specific room for airway team to rest and no mixing with teams 3 

 More staff and help from colleagues 2 

 Dividing into 3 teams ,1 team work then take 2 weeks off 1 

 Admission of only confirmed COVID 19 cases 1 

 No response 47 

Ways in which we can prevent the infection from spreading to our families 

 More protective equipment 10 

 Education of protocol of COVID 19 cases , hygiene and social distance) 7 

 Isolation from families 4 

 Simulation/ Drills 2 

 Confirmed cases only handled by expert physicians 1 

 Shower and change uniform at the end of the shift 1 

 Accommodation as front line 1 

 No response 45 

Suggestion to help decrease the stress level 

 More protective equipment 5 

 Fair division and collaboration between colleagues 4 

 Staff support , reassurance , education 3 

 Simulation  2 

 Routine screening for COVID19 2 

 Occupational insurance 2 

 Less exams 1 

 Exercise room 1 

 No response 51 

Note. Some participants gave more than one answer 

guidelines and recommendations emphasize that the most 

experienced/ skilled airway clinician manages the 

airway, the department requested that the senior staff get 

mask fit tested first.20 For 11.1% of staff who did not have 

a successful mask-fitting test, the Anesthesia & Critical 

Care Department informed the hospital director the 

urgency of providing an alternative to the N95 mask, 

such as a PAPR. As per the open-ended questions in the 

survey, the answers suggested more PPE supply concerns 

and the importance of providing staff with designated rest 

areas in order to improve staff well-being. 

The participants’ stress levels during the COVID-19 

pandemic showed a median and IQR score of 6 (5 –7.75). 

With this pandemic, there was a rapid change in the 

guidelines pertaining to COVID-19. Healthcare systems 

must attempt to remain up-to-date with new clinical 
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information, guidelines, and management strategies. 

Continuing medical education is crucial to discuss the 

latest publications. Even at the start of the pandemic, the 

Department of Anesthesia and Critical Care continued 

their morning weekly grand rounds through Zoom®. The 

majority of the participants (about 79%) were satisfied 

with efficacy of the virtual ground rounds in keeping 

them updated with the latest publications and hospital 

policies related to the COVID-19 outbreak. Similar 

findings were reported by Tarchichi and Szymusiak.21 

They showed that continuous medical education at a time 

of social distancing as well as high-quality podcasts were 

crucial during a global pandemic.21 Participants 

suggested increasing the number of clinical simulation 

drills. 

The Anesthesia and Critical Care Department conducted 

a total of six simulation clinical drills early at the start of 

the pandemic to discover challenges with the 

department's preparedness. In response to a question on 

how to improve our educational programs, participants 

indicated that they would like to see more simulation 

drills that are performed under pressure and with the use 

of full PPE. Of the participants, 51.5% had dealt with a 

positive or suspected COVID-19 patient, and 25% 

reported that they did not feel that they were trained well 

enough to handle COVID-19 patients. Simulation-based 

medical education facilitates the transfer of knowledge, 

skills, and attitudes to healthcare providers in a 

psychologically safe manner.22 

In response to departmental preparedness plans, the 

majority of participants (97.1%) were satisfied with 

dividing the teams, and they felt that the workload had 

decreased. This could be explained by the decrease in the 

number of operating rooms to make room for critical care 

beds for the oncoming COVID-19 cases. Since the 

establishment of the airway team on April 9, 2020, 60% 

of the participants were part of the airway team, and only 

seven participants (17.1% of the team) reported that the 

airway shifts were too overwhelming for them. This 

could be due to the overwhelming nature of the duties 

required, which included managing a large number of 

highly infectious and unstable patients. This topic was 

beyond the scope of our study and should be further 

investigated in future research.  

There was no statistically significant difference between 

feeling well trained to handle a positive or suspected 

COVID-19 patient and other variables such as sex, 

position, performing the N95 mask fitting test, and 

attending the PPE course. 

Upon in-depth analysis of the participants’ opinions, 

82.4% reported that they got enough rest. Staff well-

being is crucial in such times. The WHO in 2020 

emphasized HCWs’ mental health and psychosocial 

considerations during the COVID-19 outbreak. The 

WHO gave mental health advice to team leaders and 

health facility managers.23 The Anesthesia and Critical 

Care Department had a WhatsApp© social department 

group for well-being support, motivation, and positive 

reinforcement. Anesthesia consultants were encouraged 

to motivate anesthesia staff through small debriefing 

groups after management of COVID-19 cases and to 

report signs of staff burnout to the head of the 

department. 

5. Limitations 
The limitations of this study were the small sample size, 

relatively low response rate, possible recall bias, and 

optional open-ended questions. A baseline data 

collection would be useful to compare results and 

variables at times of crisis and pandemics. We suggest an 

ongoing dynamic mechanism of data collection and 

monitoring as key indicators for early identification of 

issues. Such preparedness for disasters could help in 

gathering important information during and immediately 

after disaster occurrences.  

6. Conclusion 
The challenges with this novel virus are the rapidly 

evolving international recommendations and guidelines. 

Staff perception of strategic plans could help guide 

healthcare institute and clinical department preparedness, 

as well as detect obstacles during the time of 

implementation. Thus, continuous analysis of healthcare 

workers’ perceptions at different levels of the pandemic 

can be one of the keys in planning. In crisis management 

plans, HCW psychological pressure management 

includes effective continuous medical education, 

periodic group meetings, and mental health well-being 

services or clinics. For confidence development among 

healthcare workers, clinical simulation drills could be a 

key management tactic. Post-disaster HCWs’ needs can 

be anticipated and considered during future crisis 

strategic plan development phases. 
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