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Background: Healthcare workers have to deal with highly demanding work situations, making healthcare as one of the most challenging professions. Up to now, far too little attention has been paid to burnout, resilience and the quality of life among Malaysian healthcare workers. Therefore, this paper explores the correlation between burnout, resilience and quality of life among Malaysian healthcare workers during the COVID-19 pandemic.

Method: A total of 394 healthcare workers reported their responses on Maslach Burnout Inventory questionnaire, World Health Organization Quality of Life (WHOQOL)-BREF, and Brief Resilience Scale. Respondents were contacted through convenience sampling method and targeted population constituted Malaysian healthcare workers aged 18 years and above.

Results: For occupational exhaustion, about 50.5% of participants have moderate degree, 40.6% have high degree, and 8.9% have low degree of burnout. Health workers from age 25 to 35 years have lower physical health compared to health workers aged <25 years (coefficient = −0.77, p = 0.021). Similarly, healthcare workers who were working more than 10 h every day were more likely to report poor psychological health (coefficient = −2.49, p = 0.06). Positive correlation between physical and psychological health was observed. Further, a negative correlation was found between occupational exhaustion and the quality of life.

Conclusion: It is important to target physical as well as psychological wellbeing of the healthcare workers. Also, it is important to understand the contribution of long working hours in declining the quality of life of the healthcare workers. Thus, allocating fixed working hours for healthcare workers would bring a much-required change.
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Introduction

Healthcare workers have to deal with highly demanding work situations, making healthcare as one of the most challenging professions. As a result of the highly stressful nature of the healthcare profession, it requires the healthcare workers to possess a high level of physical and emotional resilience to deal with work-related issues to perform better at work (1). Therefore, the quality of one's mental health determines the capacity of an individual to perform their roles, including their ability to work. The state of good mental health is defined by feeling well and coping well with pressure, adapting to changing conditions, enjoying rewarding relationships and performing duties effectively (2).

It is well-known that stress is a physiological response to pressure in a wide range of situations and events in our lives (3). It is often triggered when we are faced with something unexpected or new in our lives or feel that we have little control over the situation. Our responses to stress differ from one another. Depending on our genetics, our early life experiences, our personalities, and our economic and social circumstances, we all cope with different situations to varying degrees. Our body reacts to stress by producing stress hormones that are responsible for triggering a fight or flight response when faced with stress. This helps us respond quickly to dangerous situations. Getting through fear or pain is sometimes essential for us to succeed in an endeavor and is unlikely that our stress hormones will remain elevated for long after a stressful event has passed. There can, however, be negative effects if too much stress is experienced. Eventually we can end up in a permanent state of fight or flight, overburdened or unable to cope. In the long run, this can have a negative effect on our physical and mental health and lead to disorder.

According to the DSM-5, acute stress disorder is characterized by specific fear behaviors that last from 3 days up to 1 month following a traumatic event (4). The symptoms are always triggered by death, serious injury, or sexual assault. The DSM-5 lists physical attack, physical abuse, mugging, active combat, sexual violence, natural disasters, and serious accidents as traumatic events. Traumatic events or hearing about the violent death of a loved one can also trigger acute stress disorder. It affects every aspect of a patient's life. Depressive symptoms are associated with acute stress disorder, and causes problems with feelings of joy, happiness, satisfaction, and sexual arousal in patients. The negative impact also may lead to being late for work and appointments or missing them altogether. In turn, this will cause sleep problems, which can further lead to mood issues as well as a lack of energy and focus. As these conditions persist on a long-term basis, there are dangers that impulsive behavior, such as gambling, substance abuse, or reckless driving, could occur because of these behaviors. It is extremely common for people to turn to drugs and alcohol after experiencing trauma. It is possible that alcohol or drug abuse may persist after the designated time for acute stress disorder has expired in some cases (5).

However, long-term exposure to work-related stress can cause burnout (2). The term burnout was first introduced in 1974 by Freudenberger due to a professional's physical and mental exhaustion (6). The World Health Organization (WHO) has recently updated the definition of burnout as a chronic stress condition associated with prolonged periods of high-stress levels and is, therefore, an occupational phenomenon (7). WHO defines quality of life as the perception of an individual's life position in relation to the culture, emphasizing that quality of life is subjective that includes both positive and negative facets of life and is multidimensional in nature.

According to the International Classification of Diseases, 11th edition, burnout is an occupational phenomenon associated with employment or unemployment that causes the person to feel tired or drained of energy. Cynicism or negativism about one's job, or an increase in mental distance from it. A reduction in professional effectiveness. The syndrome is specific to work environments and should not be applied elsewhere (8).

Worldwide, there has been an increase in burnout following the outbreak of coronavirus disease 2019 (COVID-19) that resulted in increasing the number of competing demands on the healthcare systems (9–11). In Malaysia, healthcare workers are reported to be more likely to suffer from burnout due to long working hours, lack of social support from their families, and stressful work conditions that leads to high rates of job dissatisfaction and worker migration to other countries (12). Since the spread of COVID-19, burnout has escalated and worsened in many areas of healthcare. Consequently, it negatively impacts the quality of life in a wide range of individuals, as well as quality of care for patients leading to higher levels of emotional exhaustion and turnover for those delivering care to patients (10).

Resilience was reported to be a significant predictor of compassion satisfaction, secondary traumatic stress and burnout as possible protective factors against burnout (13, 14). Recent studies have also described resilience as a critical quality that allows healthcare workers to face challenges amid the COVID-19 pandemic (15). The concept of resilience refers to a dynamic process of positive adaptation in the face of stress or adversity. Experience, learning and training can all contribute to developing this skill. The ability to recover or bounce back from adverse circumstances distinguishes resilient individuals (13, 16, 17).

Healthcare workers or healthcare professionals are provider of healthcare treatment and these can include nurse, physician, internist, surgeon, radiologist, obstetrician, psychiatrist optometrist, medical assistant, midwife, dentist and so on based on their qualification and expertise. Each one of the healthcare professional has different role with varying work burden and therefore it is possible that one type of healthcare professional may feel burnout while other may not and similarly, one may have higher resilience than other healthcare professionals because of different training they have undergone to become one of the healthcare professionals. Doctors and nurses were put under extreme work burden during COVID-19 pandemic and that is why they had poor emotional experience including depression, burnout, and anxiety (18). Tabur et al. (18) in their study noted that around two-fifths (38.6%) of the nurses/midwives and one-sixth (17.3%) of the doctors experienced severe burnout (18). Adequate preparedness for response to COVID-19 was found to be associated with lower burnout among healthcare workers (19). Further, appreciation from management and family support helped healthcare workers in managing their burnout and a study found that these factors were associated with lower burnout risk among healthcare professionals (19). Resilience and burnout go hand in hand as these are interdependent, Di Trani et al. (20), in their study conducted among Italian healthcare workers, noted that high-risk burnout group had lower resilience and greater difficulties in tolerating the uncertainties than the low-risk burnout group (20).

Since the coronavirus pandemic erupted in late 2019, several studies have explored the knowledge, attitude and practices and ill-effects of COVID-19 on population health (21–28). After the advent of COVID-19 vaccines, studies also examined the vaccine hesitancy and effectiveness among various population (29–33). Also, quality of life during COVID-19 pandemic has been reported in abundance (34, 35). In addition, some studies have also explored mental health, risk perception, and coping strategies adopted by healthc are workers during COVID-19 pandemic (36–38). Moreover, Psychological support is largely underutilized due to a lack of awareness, equipment, staff time, or skill for intervention, according to systematic reviews. On the other hand, effective communication, safe and supportive environments for frontline workers, and careful attention to local needs can promote mental health (39).

However, studies examining burnout, resilience, and quality of life altogether are missing in the Malaysian context. Research on early burnout has focused on maintaining the integrity of healthcare workers' mental health. This has emerged as a crucial topic throughout the COVID-19 pandemic and has been receiving attention as a key to preventing the progression of mental disorders (40, 41). A high level of burnout has a negative impact on the healthcare industry, healthcare services, as well as healthcare workers. Little is known about burnout, resilience and the quality of life among healthcare workers in Malaysia, and it is unclear what factors are associated with it (42). This paper explores the correlation between burnout, resilience and quality of life among Malaysian healthcare workers during the COVID-19 pandemic.



Materials and methods


Study population and sampling

This cross-sectional study was conducted between February 15, 2022 and March 15, 2022 to evaluate the level of burnout, quality of life and resilience among healthcare workers from Putrajaya and Selangor hospitals. The study was conducted during the fifth wave fuelled by the Omicron variant that led to maximum daily cases in February and March 2022 (43, 44), but is marked by lower numbers of hospitalizations and deaths than during the spread of the Delta variant (44). In March 2022, the BA.2 Omicron sub-variant is projected to be the dominant strain in the country (45). The country's vaccination programme, which commenced in late February 2021 (46), has fully inoculated over 80% of the population and 97% of adults as of 24 April 2022 (47). On February 13, 2022, the total number of cases in Malaysia exceeded the 3 million mark, reaching 3,040,235 (47). By February 24, 2022, the total number of recoveries had reached the 3 million mark, reaching 3,018,172 (47).

The study used a convenience sampling method for recruitment. The online survey was disseminated via various social media platforms such as Instagram, Twitter, LinkedIn, Facebook, WhatsApp, and Telegram. The target population was adult Malaysian healthcare workers aged 18 years and above. We invited Malaysian assistant medical officers, doctors, health inspectors, hospital food preparation personnel, medical laboratory technologists, nurses, paramedics, pharmacists, physicians, physiotherapists, dieticians, therapists, psychologists, counselors, radiographers, and social workers from public and private healthcare services to enroll in this study. All respondents were informed that their participation was anonymous and voluntary at the beginning of the survey. Consent was implied if the participants started answering the questionnaire. This research complied with the tenets of the Declaration of Helsinki.

Cochran's formula was used to calculate the minimum recommended sampling size (48). The minimal sample size required for this study, with a confidence level of 95%, ± 5% precision and 0.5 estimated proportion, was 385 study participants. A total of 394 completed responses were collected.

The Institutional Review Board granted approval (Above already mention). Participation was voluntary and anonymity was assured. All personal information was kept confidential. Furthermore, researchers analyzed only de-identified data.



Study instruments
 
Sociodemographic and work-related characteristics

The data collection instrument comprised of five parts. The first part of the tool asked questions pertaining sociodemographic and work-related characteristics. The choice of variables was informed by the available literature and inputs from the investigators. Participants were requested to indicate their age, gender, marital status, speciality, educational level, income, number of family members, job title, place of work, years of experience, hours of working, and socialization time per week. This section also asked whether the respondent had been attending COVID-19 patients directly, had been infected with COVID-19, their willingness to having COVID-19 vaccine's booster doses in the future.



Maslach burnout inventory questionnaire

The second part of the study tool was a translated version of Maslach Burnout Inventory (MBI) (49). To limit the study to burnout related to COVID-19, the phrase “due to COVID-19” was added to each item. MBI is an internationally recognized, validated, self-report questionnaire for measuring the severity of workplace burnout, using the three dimensions of emotional exhaustion, depersonalization and personal accomplishment. The questionnaire has 22 items and each item is answered on a seven-point Likert scale. This tool has been extensively used in many studies in different parts of the world and the Malay translation has also been validated previously (50, 51).

Burnout is expressed by scores of each of the three MBI subscales, with a high score meaning a high level of burnout. Each subscale score is calculated by adding up all scores of all items in that subscale, with the notion that the items on personal accomplishment domain are reversely scored (49). Scores range from 0 to 54 for emotional exhaustion (EE), from 0 to 30 for depersonalization (DP) and from 0 to 48 for personal accomplishment (PA) subscale. Scales are scored such that higher scores indicate more of each construct. Higher scores on the EE and DP subscales indicate a higher burnout symptom burden; lower scores on the PA subscale indicate a higher burnout symptom burden. The standard cut-off values were used to define low, moderate, and high levels in each dimension (49).



WHO quality of life-BREF 26

The WHO quality of life (WHOQOL)-BREF is a 26-item instrument consisting of four domains: physical health (7 items), psychological health (6 items), social relationships (3 items) and environmental health (8 items); it also contains QOL and general health items. Each individual item of the WHOQOL-BREF is scored from 1 to 5 on a response scale, which is stipulated as a five-point ordinal scale.

The physical health domain questions are based on daily activities, medical aid, energy, mobility, the extent of pain, sleeping pattern and working capacity. The psychological domain focuses on participants' personal beliefs, positive and negative feelings, self-esteem, body image, thoughts and learning capabilities. The social relationships domain explores the respondent's overall satisfaction with their personal and social life. Lastly, the environmental domain comprises questions about safety and security, contentment with one's property and physical surroundings, finances (does one have enough money to satisfy one's requirements), access to the necessary care, information and transport. Moreover, the questionnaire has two specific questions regarding participants' opinions regarding their overall quality of life and health. We used the Malay validated version of the original WHOQOL-BREF questionnaire (52, 53).



Brief resilience scale

The last section is the Brief Resilience Scale (BRS) questionnaire to assess the perceived ability to bounce back or recover from stress. The scale was developed to assess a unitary construct of resilience, including both positively and negatively worded items.

The Brief Resilience Scale has six items presented in Table 1. Items 1, 3, and 5 are positively worded, and items 2, 4, and 6 are negatively worded. The BRS is scored by reverse coding items 2, 4, and 6 and finding the mean of the six items. The following instructions are used to administer the scale: “Please indicate the extent to which you agree with each of the following statements by using the following scale: 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree.” The possible score range on the BRS is from 1 (low resilience) to 5 (high resilience). It composes of 6 questions with a score on interpretation 1.00–2.99 as low resilience, 3.00–4.30 as normal resilience and 4.31–5.00 as high resilience.


TABLE 1 Socio-demographics of participants (N = 394).

[image: Table 1]




Data analysis

Descriptive statistics are presented in the form of frequencies and percentages for the categorical variables. Mean and standard deviation (SD) are reported for numerical variables. Multiple linear regression was used to study the association of different variables with the outcomes of interest. Correlation between quality of life, burnout, and resilience levels was studied using Pearson's correlation and a heatmap for the correlation coefficients was developed. IBM SPSS 28 for windows software was used for the analysis while Stata 17 software was used for the multiple linear regression. P < 0.05 is considered statistically significant.



Ethic statement

The study was designed and conducted in line with the declaration of Helsinki and was approved by the Ethics Committee of Management and Science University (Ethics Code: MSU-RMC-02/FR01/09/L1/085). Respondents were informed that their participation was voluntary, and written consent was implied on the completion of the questionnaire. All participants were aged 18 years or older.




Results

A total of 394 participants were enrolled in this study. About 87.1% of them were females, while the rest were males (Table 1). 43.1% of the participants belonged to the age group of 25–35 years old, 31.2% were 36 to 55 years old, 20.6% were <25 years, and 5.1% were more than 55 years old. About 62.9% of participants were nurses, 14% were doctors and the rest were from other specialties in the medical field. About 71.6% of participants' income was less than RM 4,850, 25.4% of participants' income was from RM 4,850 to RM 10,959, while the rest took more than RM 10,959 per month. About 47.2% of participants had tertiary education, 45.2% of them had secondary education, while the rest had primary education. About 37.8% of the participants had work experience of more than 10 years, 31.7% had work experience of <5 years, 23.4% had work experience from 5 to 10 years and 7.1% did not have any experience. About 54.8% of participants worked from 8 to 10 hours daily, 29.7% worked 7 h daily, 14.5% worked more than 10 h daily and 1% worked <7 h daily. About 40.1% of participants were socializing more than 10 h weekly, 32.7% were socializing from 5 to 10 h and 24.1% were socializing <5 h weekly, while the rest did not socialize at all. Of all the participants, 45.9% had been infected with COVID-19.

For occupational exhaustion, about 50.5, 40.6, and 8.9% of the participants had moderate, high and low degree of burnout, respectively (Table 2). For degree of depersonalization, high, moderate and low degree of burnout was found in 89.1, 9.6, and 1.3% of participants, respectively. For D]degree of personal accomplishment, about 76.4% of participants have low degree, 15% have moderate degree, and 8.6% have high degree of burnout.


TABLE 2 Maslach burnout inventory questionnaire.

[image: Table 2]

The means and SD for each question and domain are reported in Table 3.


TABLE 3 (WHOQOL-BREF) questionnaire.

[image: Table 3]

Table 4 depicts the mean and SD for BRS questionnaire, about 23.9% of participants have low resilience, 74.6% have normal resilience, and 1.5% has high resilience.


TABLE 4 The brief resilience scale questionnaire.

[image: Table 4]

Multiple linear regressions were done to study the factors associated with physical health (Table 5). The only significant factor was age. Healthcare workers from age 25 to 35 years have lower physical health compared to healthcare workers < 25 years (coefficient = −0.77, P = 0.021).


TABLE 5 Multiple linear regression for the factors associated with physical health.

[image: Table 5]

Multiple linear regressions were done to study the factors associated with psychological health (Table 6). The only significant factors were educational level and working duration. Health workers who have secondary education level had higher psychological health compared to health workers have primary education level (coefficient = 1.0, P = 0.049). Similarly, participants who were working more than 10 h every day were more likely to report poor psychological health.


TABLE 6 Multiple linear regression for the factors associated with psychological health.

[image: Table 6]

Table 7 depicts result for multiple linear regressions for social relationships. None of the background variables were significant predictor for social relationships.


TABLE 7 Multiple linear regressions for the factors associated with social relationships.
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Multiple linear regressions were done to study the factors associated with environment level (Table 8). The only significant factor was income level. Health workers who had Rm 4,850–10,959 have higher environmental level compared to health workers who had < Rm 4,850 (coefficient = 0.81), P = 0.028. Health workers who have > Rm 10,959 have higher environment level compared to health workers have < Rm 4,850 (coefficient =1.92), P = 0.034.


TABLE 8 Multiple linear regressions for the factors associated with environment level.

[image: Table 8]

Multiple linear regressions were done to study the factors associated with level of resilience (Table 9). The only significant factor was gender. Participants aged more than 55 years have higher resilience compared to those aged <25 (coefficient = 0.391, P < 0.001). Participants who took more than Rm 10,959 have higher resilience compared to those taking <Rm 4,850 (coefficient = 0.458, P = 0.001).


TABLE 9 Multiple linear regression for the factors associated with level of resilience.
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Table 10 depicts the correlation between quality of life, burnout and resilience levels. A negative correlation was found between occupational exhaustion and the four domains of quality of life; higher score in occupational exhaustion is associated with lower score in quality of life. Positive correlation was found between occupational exhaustion and resilience; higher score in occupational exhaustion is associated with high resilience level. Positive correlation was found between degree of depersonalization and resilience; higher score in degree of depersonalization was associated with high resilience level. A negative correlation was found between personal accomplishment degree and the four domains of quality of life; higher score in personal accomplishment degree is associated with lower score in quality of life. Negative correlation was found between personal accomplishment degree and resilience; higher score in personal accomplishment degree is associated with high resilience level. A positive correlation was found between resilience level and the four domains of quality of life; higher score in resilience level is associated with higher score in quality of life.


TABLE 10 Correlation between quality of life, burnout, and resilience levels.
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Table 11 shows a heat map for the Correlation between quality of life, burnout, and resilience levels. The darker the color, the stronger is the correlation.


TABLE 11 Heatmap for correlation between quality of life, burnout, and resilience levels.
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Discussion

This study aimed to determine the factors that correlated with burnout, resilience, and quality of life among Malaysian healthcare workers during the COVID-19 pandemic. Approximately half of the healthcare workers in our study had a moderate to a high degree of burnout in occupational exhaustion and depersonalization with a low degree of personal accomplishment. According to the findings regarding quality of life, all four domains (physical health, psychological, social, and environmental) fell below the international standard (54). Of all the analyzed factors, age, education and income level correlated with physical health, psychological and environmental domains. The results of the study did not show any significant differences in the social domain. According to our study, all healthcare workers have an average level of resilience, and females demonstrated a lower level of resilience as compared to males. Systemic reviews have found that COVID-19 patients, psychiatric patients, health care workers, and the public all have mental health consequences during COVID-19 pandemic (55).

Many people across the globe are experiencing unexpected stress and trouble due to COVID-19. As a result, burnout is common among healthcare personnel who work in the COVID-19-affected healthcare system. Many variables, such as heavy workload, limited manpower and facilities to treat the rising number of patients and fear of contracting COVID-19 might be sources of burnout for the healthcare workers (56, 57). According to our study findings, over half of the Malaysian healthcare workers were burned out. These findings were similar to previous studies on healthcare workers in the neighboring countries (58, 59). Compared to the burnout rate before the pandemic, higher rates of burnout reported here indicate that the COVID-19 pandemic may have contributed to the increased staff burnout. During the pandemic crisis, we identified several characteristics positively connected to healthcare worker burnout. These characteristics included female gender, workplace, wage, workload, and finally, the COVID-19 status of a healthcare worker.

In our study, women appeared to be less resilient than men. They usually exhibit more significant emotional tiredness, posttraumatic stress, anxiety and depression than men, based on demographic and work-related characteristics. This result is comparable to the European countries (60, 61). Traditionally, females have been linked to a higher prevalence of these symptoms. This might be attributable to the fact that women have to spend more time in the family to take care of the family members instead of working outside. Most research conducted during the COVID-19 pandemic shows nurses worldwide have moderate resilience levels (62).

According to our study, our nurses have an average resilience score. Therefore, it is essential for healthcare professionals to prioritize assistance and other resources. Support and other resources must be available to people in front-line positions, especially during a pandemic, which presents unique challenges. Intervention should focus on increasing resilience in the health care personnel. These include communicating, evaluating burnout and offering assistance to those at risk for or experiencing burnout. Those healthcare workers who had gone beyond their resilience barrier should be provided with support and therapy before they safely return to work. Nobody should be stigmatized for seeking help for mental health. Mentors and peer support can effectively build a sense of coherence among healthcare workers. They are allowed to express their feelings and concerns openly (63). Constant expression of gratitude is a valuable strategy to promote resilience among health care workers (64).

One of the objectives of this study is to assess the quality of life led by healthcare workers during the COVID-19 pandemic crisis. This finding was consistent with a previous study, which showed that healthcare workers are below the international standard quality of life (65). During this hard time, healthcare workers are the ones that stand on the front line in delivering care to patients. They are usually extremely devoted and dedicated to their work at critical times. However, according to the research, healthcare workers' quality of life is negatively impacted by various factors during pandemics. These include mental and physical health problems such as depression and anxiety, concerns about viral transmission while caring for hospitalized patients and burdens placed on families due to their uncertain health status. These issues, directly and indirectly, are affecting the quality of life for healthcare workers worldwide. Hence, all public and private health institution stakeholders must ensure that healthcare workers have an excellent quality of life.

In our study, multiple linear regression revealed a decline in physical health domain of quality of life between 25 and 35 years of age. We can attribute this to the pre-existing medical condition that begins to manifest in this proportion of responses. In the psychological health domain of quality of life, we observed a positive correlation between quality of life scores and education level among the respondents. These were consistent with the other studies done over the world (66, 67). This is probably because higher education levels can improve financial stability and overall quality of life. Therefore, healthcare workers who received higher education likely experience a better lifestyle due to their higher income, which ensures a higher environmental quality of life. We can prove this as we observed a favorable correlation between the financial solvency of respondents and their environmental domain of quality of life.

This study identified several limitations. Due to the cross-sectional nature of our study, we are unable to determine the temporal relationship between outcome exposure. We did not examine any co-morbid conditions other than psychological distress, religion, or family support that can affect burnout, resilience and quality of life in our study. The study of causality and effectiveness related to improving resilience and quality of life among healthcare workers are recommended for the future studies. Further, the study finding may not have enough confidence on the back of imbalance sample, such as sample had only 51 males as compared to 343 females and similarly, 55 doctors alongside to 248 nurses.



Conclusion

This study used three separate inventories namely MBI, WHOQOL -BREF questionnaire, and BRS to explore burnout, quality of life and resilience, respectively. Lower physical health was reported among healthcare workers aged 25–35 years, poor psychological health was reported by those who were working for more than 10 h every day and environmental level was affected by income level and working hours of the respondents. Findings from this study call for specific interventions. High correlation between physical and psychological health signifies that if a respondent is facing physical health issues, then it is likely that he/she might face some psychological health issues. Therefore, it is important to improve physical as well as psychological wellbeing of the healthcare workers. Further, negative correlation was found between occupational exhaustion and the four domains of quality of life. Higher score in occupational exhaustion is associated with lower score in quality of life. Therefore, it is important to understand the contribution of long working hours in declining the quality of life. Thus, allocating fixed working hours for healthcare workers would bring a much required change. In the future, we need to take swift action if we're going to respond to COVID-19. It's important to involve a variety of community stakeholders, like traditional and religious leaders, opinion leaders, and healthcare workers. Each country's national government should build its capacity while receiving support from other organizations to ensure the safe integration of COVID-19 outbreak response activities and improve healthcare workers' mental health.
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> RM 10,959
Education background
Primary
Secondary
Tertiary
Working experiences
No experience
<5 years
From 5 to 10 years
More than 10 years
Working duration
<7h
7h daily
From 8 to 10 h daily
More than 10h
Family members
<5
5-10
More than 10
Socializing duration
No time
<5h
From 5to 10h
More than 10h
Dealing with COVID-19
No
Yes
Infected with COVID-19
No
Yes
COVID-19 vaccine booster
Very unlikely
Unlikely
Somewhat unlikely
Somewhat likely
Likely
Very likely
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Occupational exhaustion

I feel emotionally exhausted because of my work.
I feel worn out at the end of a working day.

I feel tired as soon as I get up in the morning and
see a new working day stretched out in front of me.
Working with people the whole day is stressful for
me.

I feel burned out because of my work.

I feel frustrated by my work.

I get the feeling that I work too hard.

Being in direct contact with people at work is too
stressful.

1 feel as if I'm at my wits end.

Degree of depersonalization

I get the feeling that I treat some clients/colleagues
impersonally, as if they were objects.

I have become more callous to people since I have
started doing this job.

I'm afraid that my work makes me emotionally
harder.

I'm not really interested in what is going on with
many of my colleagues.

I have the feeling that my colleagues blame me for
some of their problems.

Degree of personal accomplishment

I can easily understand the actions of my
colleagues/supervisors.

I deal with other people’s problems successfully.

I feel that I influence other people positively
through my work.

I feel full of energy.

I find it easy to build a relaxed atmosphere in my
working environment.

I feel stimulated when I had been working closely
with my colleagues.

I have achieved many rewarding objectives in my
work.

In my work, L am very relaxed when dealing with

emotional problems.
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