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INTRODUCTION
Coronavirus outbreak first appeared in Wuhan, China’s Hubai 

Region, in December 2019 (1), and spread rapidly in China and 

other countries (2). With globalization, the spread of pathological 

agents has become easier, resulting in the pandemics (3).

In Turkey, the first coronavirus disease-2019 (COVID-19) case 

was identified in March 2020, and after the first death was 

subsequently reported on March 17, 2020. In Turkey’s pandemic 

plan, teams were formed to take the necessary measures and 

conduct the work. Starting from March 2020, working hours 

became more flexible, compulsory weekend curfews and 

curfews for citizens under the age of 20 and over the age of 65 

were imposed, inter-city travel restrictions were implemented, 

and mass gatherings were prohibited. As of June 2020, with the 

normalization process, some of these prohibitions were lifted by 

taking certain measures (4).

Fear of infection is very common during a pandemic (5). On 

an individual level, it can trigger feelings of despair, sickness, 

and death. Fear is usually a primitive emotion and it occurs 

despite a real or perceived threat. Some physiological signs, 

such as increased heart rate, muscle tension, and accelerated 

respiration, prepare the body to find a solution despite danger. 

However, fear reveals changes in the cognitive system, such as 

distraction (6). Additionally, during infectious disease outbreaks, 

individuals can misinterpret health stimuli such as worsening 
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mental health, bodily senses, and changes due to fear. People 
may misinterpret harmless bodily senses or changes as signs of 
infection, which could lead them to be redundantly anxious (7).

Nationwide measures and compulsory curfew implementation 
can lead to mass hysteria, anxiety, and stress accompanied by 
loss of control and feeling trapped. The necessity of separation 
from the family, the uncertainty of the progression of the disease, 
the insufficiency of basic necessities, financial loss, increased 
risk perception resulting from uncertain information, and 
inappropriate communication with the media in the early stages 
of the pandemic could enhance this situation (8-10). People were 
also worried that the health system would not be able to cope 
with the COVID-19 outbreak due to the lack of sufficient hospital 
beds and ventilators for the number of estimated COVID-19 
cases increase during the outbreak (5).

Accompanists of COVID-19 patients were included in this study. 
These people have been in contact with the COVID-19 pathogen 
for a long time without protective measures. The relationship 
between death anxiety and fear of COVID-19 with anxiety was 
evaluated in these individuals. We believe that these variables 
will help the mental health follow-up studies of society during 
the pandemic.

METHODS
This study was conducted between August 10 and September 
10, 2020, using the quantitative research method, cross-
sectional method. Accompanists of patients receiving treatment 
in inpatient clinics who were diagnosed with COVID-19 were 
included in the study. 

People over the age of 18 who agreed to participate, who had 
sufficient cognitive ability to answer the questions and answered 
all the questions, and who were not diagnosed with COVID-19 
or who tested negative/not yet received their test results were 
included in this study. Individuals who had been diagnosed with 
COVID-19 or who had recovered from COVID-19 were excluded.

Participants filled in the following forms prepared by us: Socio-
demographic data form, the fear of COVID-19 scale (FCS), the 
Templer death anxiety scale (DAS), and the Hamilton anxiety 
rating scale (HAM-A).

Socio-demographic Data Form

The form prepared by the researchers includes information 
such as age, gender, educational and marital status, occupation, 
income perception, the presence of a chronic disease, voluntary 
or compulsory quarantine period, number of people living in 
the house and the number of children.

The Fear of COVID-19 Scale

It was developed by Ahorsu et al. (11) in 2020. It is a one-
dimensional seven-item Likert-type scale. The highest score that 
can be obtained from the scale is 35 and a higher score indicates 
higher fear from COVID-19. The scale is correlated with perceived 
insecurity, hospital anxiety, and depression (11). Turkish validity 
and reliability study by Haktanir et al. (12). In this study, the 
Cronbach’s alpha value was found as 0.86 (12).

The Templer Death Anxiety Scale

It was developed by Templer in 1970. In a Turkish validity and 
reliability study were carried out by Şenol (13) in 1989. This scale 
measures anxiety and fears of the individual about death and 
the risk of death of oneself. It is a 15 item scale answered as true-
false. The highest score that can be obtained from the scale is 
15 and a higher score indicates higher death anxiety. It could be 
evaluated that people who have an average score of 7 or higher 
have more death anxiety (14). Şenol (13) applied a reliability 
study, which was conducted with the “Test-Retest” method, 
twice with an interval of 3 weeks. The correlation between both 
application scores was found 0.86 (14). Templer, following the 
same method in the reliability study, found the “Test-Retest” 
reliability as 0.83 (15).

The Hamilton Anxiety Rating Scale

It was developed by Hamilton (16) in 1959. The Turkish validity 
and reliability study was conducted by Yazıcı et al. (17). It is one 
of the most frequently used scales to determine the levels of 
anxiety in studies on anxiety disorders. This was based on expert 
ratings (17). Regarding the evaluation of the scores obtained 
from the scale; 0-5 is considered no anxiety, 6-14 is considered 
minor anxiety, 15 and above is considered major anxiety. In this 
study, we considered 15 and above as anxiety (18). Yazıcı et al. 
(17) reported a mean correlation coefficient of 0.72 for individual 
items and 0.94 for a total score.

Approval of the Ministry of Health (approval code: T10_51_47) 
and University of Health Sciences Turkey, Prof. Dr. Cemil 
Tascioglu City Hospital Research Ethics Committee (approval 
code: 48670771-514.10) was obtained. Verbal and written 
consent was obtained from the participants by providing detailed 
information before completing the questionnaire forms.

Statistical Analysis

In this study, to conduct statistical analysis, IBM 21.0 SPSS 21 
software was use. to First, descriptive analysis was carried out 
to demonstrate the frequency distribution of socio-demographic 
variables. Also, chi-square test was performed to investigate 
the relationship of demographic variables to HAM-A and DAS. 
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Then, the normal distribution was checked to determine which 
comparison analysis will be used. It was determined that the 
use of parametric tests was suitable for this. Finally, multiple 
linear regression analysis was performed to measure the effect 
of variables on each other. 

RESULTS
The participants were 56 individuals between the ages of 18 and 
75. The socio-demographic characteristics of the participants in 
this study appear in Table 1.

The socio-demographic distribution of the participants, chi-
square analysis was performed to determine whether there was a 
relationship between these variables and HAM-A (Table 2). These 
variables statistically significantly predicted fear of COVID-19 
F(52): 3.955, p< 0.0001, R2: 0.543. R square value showed that 
about 54% of the variance in fear of COVID-19 is explained by the 
eleven predictor variables. The β values indicated the relative 
impact of the variables, so, HAM-A had the greatest influence on 
fear of COVID-19 (β: 5.50, t(52): 2.91, p<0.01) and followed by 
DAS (β: 3.70, t(52): 2.15, p<0.05) (Table 3).

Also, chi-square analysis was performed to determine whether 
there was a relationship between these variables and DAS. 
Looking at the analysis result, it was seen that there was no 
relationship between DAS and socio-demographic variables 
since the p value is greater than the significance level (p=0.05) 
for all variables.

We examined independent sample t-test to reveal the difference 
between those the ages of 18-49 and those over the age of 50 
according to the FCS. The results indicated that people who the 
ages of 18-49 (n=40, M: 17.62) had significantly different total 
scores than those over the age of 50 (n=66, M: 13.37), t(13.487): 
2.10, (p=0.001). In other words, people between the ages of 18-
49 are more afraid of COVID-19 than people aged 50 and over.

Following the analysis of the differences for these socio-
demographic variables, to reveal differences between 
individuals with and without DAS according to FCS, we carried 
out independent sample t-test. The results showed that people 
with DAS (n=31, M: 19.66) had significantly different total scores 
than people who without it (n=25, M: 12.39), t(5.77): -4.49, 
(p=0.000). In other words, people with death anxiety are more 
afraid of COVID-19 than those without it. 

Finally, we conducted independent sample t-test to demonstrate 
the difference between people who have HAM-A and those have 
not. The results indicated that people who have HAM-A score 
(n=14, M: 21.35) had significantly different total scores than 

Table 1. Socio-demographic characteristics of participants

Total sample: 56

Frequency (n) Percent (%)

Age

Mean (SD) 41.07 (±12.78)
Range 18-75
Number of persons at home

Mean (SD) 3.59 (±1.24)
Range 2-7
Number of children

Mean (SD) 1.5 (±1.4)
Range 0-5
Maximum stay at home 

Mean (SD) 26.31 (±25.58)
Range 2-120
Gender

Male 24 42.9

Female 32 57.1
Marital status

Married 34 60.7

Single 18 32.1

Separated 3 5.4
Occupation status

Employed 29 51.8

Unemployed 27 48.2
Income perception

Very bad 3 5.4

Bad 17 30.4

Middle 33 58.9

Good 3 5.4
People who have COVID-19

Spouse 14 25

Child 6 10.7

Parents 25 44.6

Parents-in-law 3 5.4

Sibling 2 3.5

Caregiver 4 7.1

Grand parents 1 1.8
Chronic disease

Heart disease 3 5.4

Respiratory disease 2 3.6

Hypertension 4 7.1

Diabetes mellitus 1 1.8

Hepatitis B 2 3.6

Endometrium cancer 1 1.8

None 43 76.8
Education time

Mean (SD) 9.58 (±5.24)
COVID-19: Coronavirus disease-2019, SD: Standard deviation
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people who did not (n=42, M: 14.76), t(0.017): -3.44, (p=0.000) 

(Table 4).

In of these analyses, we conducted correlation analysis to 

evaluate the relationships between HAM-A, DAS, and FCS. 

According to correlation analysis, while there was no significant 

relation between HAM-A and DAS, there was a positive and 

significant relation between FCS and HAM-A (r=0.410, p<0.01), 

also there was a positive and significant relation between FCS 

and HAM-A (r=0.522, p<0.01). 

Multiple regression was carried out to predict fear of COVID-19 

from HAM-A and DAS. These variables statistically significantly 

predicted fear of COVID-19 F(55): 15.785, p<0.0001, R2: 0.350. 

R square value showed that about 35% of the variance in fear 

of COVID-19 is explained by the two predictor variables. The 

β values indicated the relative impact of the variables, so, 

HAM-A had the greatest influence on fear of COVID-19 (β: 6.47, 

t(55): 4.15, p<0.001) and followed by DAS (β: 5.20, t(55): 2.92, 

p<0.01). In other words, whether an individual has the HAM-A 

is the highest contributing (6.48) predictor to explain the fear of 

COVID-19, and the next is whether an individual has the death 

anxiety cut-off score (5.20). The direction of influence for the two 

is positive (Table 5).

In addition to the explanation above, having the HAM-A increases 

the fear of COVID-19 by approximately 6.5 units, and having the 

DAS increases the fear of COVID-19 by 5.2 units. 

DISCUSSION
Studies conducted worldwide have clearly revealed that facing 

an unexpected threat has negative psychological effects on 

individuals. Many different variables affect people’s mental 

health. Socio-demographic variables are one of these conditions. 

In our study, we found that some socio-demographic variables 

were associated with fear of coronavirus, anxiety, and fear of 

death.

We found that the anxiety levels were higher in individuals 

under the age of 50 compared with individuals over the age 

of 50. Similarly, in a study conducted with many participants 

online in China, mental health symptoms were reported to be 

more common under the age of 40. In that study, in the younger 

group, the presence of symptoms was explained with the use 

of social media and wider access to misleading information on 

the Internet. The importance of obtaining the right information 

during the pandemic process has been emphasized (19). In 

another article, it was stated that negative information about 

infection increases the perception of personal risk and causes 

Table 2. Relationship between socio-demographic variables 
and HAM-A

Variables
Hamilton anxiety scale

No Yes

Gender

Male 18 (42.9%) 6 (42.9%)

Female 24 (57.1%) 8 (57.1%)

p value 1.00

Marital status

Married 27 (64.3%) 7 (50.0%)

Single 12 (28.6%) 6 (42.9%)

Separated 24.8% 1 (7.1%)

p value 0.69

Occupation status

Employed 19 (45.2%) 10 (71.4%)

Unemployed 23 (54.8%) 4 (28.6%)

p value 0.12

Income perception

Very bad 2 (4.8%) 1 (7.1%)

Bad 13 (31.0%) 4 (28.6%)

Middle 25 (59.5%) 8 (57.1%)

Good 2 (4.8%) 1 (7.1%)

p value 0.96

People who have 
COVID-19

Spouse 11 (26.8%) 3 (21.4%)

Child 5 (12.2%) 1 (7.1%)

Parents 17 (41.5%) 8 (57.1%)

Parents-in-law 2 (4.9%) 1 (7.1%)

Sibling 2 (4.9%) 0 (0%)

Caregiver 4 (9.8%) 0 (0%)

Grand parents 0 (0.0%) 7 (1%)

p value 0.42

Age

18-49 27 (64.3%) 13 (92.9%)

+50 15 (35.7%) 1 (7.1%)

p value 0.047*

Number of person at 
home

≤4 30 (71.4%) 14 (100%)

≥5 12 (28.6%) 0 (0%)

p value 0.026*

Number of children 

≤2 28 (66.7%) 14 (100%)

≥3 14 (33.3%) 0 (0%)

p value 0.012*

Maximum stay at 
home 

≤60 37 (92.5%) 13 (92.9%)

≥61 3 (7.5%) 1 (7.1%)

p value 1.00

Chronic disease

Yes 10 (23.8%) 3 (21.4%)

No 32 (76.2%) 11 (78.6%)

p value 1.00

Education time

≤10 21 (51.2%) 20 (57.1%)

≥11 8 (48.8%) 6 (42.9%)

p value 0.76

*p<0.05 (p value significant), COVID-19: Coronavirus disease-2019, HAM-A: 
Hamilton anxiety rating scale
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nervousness or fear (20). In another study in Spain, it was 

stated that young people between the ages of 18-25 had more 

anxiety, and the importance of adding programs to reduce stress 

symptoms in education programs was mentioned (21).

We found that although the increase in the level of anxiety was 

more evident in younger people, fear of COVID was higher in 

adults over the age of 50. It has been reported in the literature 

that older age groups are at higher risk in terms of depression 

and anxiety due to reasons including quarantine enforcement 

and the presence of additional diseases (22). The reason for the 

increased fear of COVID in older people may be the selected 

population composed of accompanists. In general information 

about the disease, the fact that the disease prognosis is worse 

in the older population compared to the younger population 

may appear as a fear of coronavirus more specifically in this age 

group. In our study, we could not find a relationship between 

age and the duration of the quarantine. However, we found a 

relationship between the duration of quarantine and the fear 

of COVID. This situation might be explained by the voluntary 

quarantine practices of people with fear of COVID.

In our study, we could not find a difference between genders there 

was in the study conducted in Spain (21). Differently, a large-scale 

study in China reported higher mental health symptoms in men (19). 

Studies have defined male gender as a poor prognostic factor in terms 

of the course of infection (23). The difference in results could be due 

to the selection of different sample groups and to some sample 

groups not having information about the virus.

Table 3. Comparing to socio-demographic variables, HAM-A, DAS according to FCS

Variables β SE t p

(Constant) 13.085 9.069 1.443 0.157

HAM-A 5.504 1.885 2.919 0.006**

DAS 3.769 1.748 2.156 0.037*

Age -0.045 0.080 -0.560 0.579

Gender 4.019 1.855 2.166 0.036*

Educational status -0.354 0.178 -1.987 0.054

Occupation -0.994 1.852 -0.537 0.594

Marital status -2.907 1.708 -1.702 0.097

The number of children 0.189 0.783 0.242 0.810

Number of people living in the house 0.338 0.687 0.493 0.625

Income perception 1.561 1.328 1.176 0.247

Voluntary/compulsory quarantine period -0.079 0.035 -2.225 0.032*

Presence of a chronic disease 0.474 2.302 0.206 0.838

R2: 0.543; F: 3.955; p<0.001

*p<0.05, **p<0.01. Dependent variable: FCS, independent variable: DAS, HAM-A, socio-demographic variables. HAM-A: Hamilton anxiety rating scale, DAS: Death anxiety scale, 
FCS: Fear of COVID-19 scale, SE: Standard error of mean

Table 5. Predictor of FCS

Variables β SE t p

(Constant) 11.527 1.170 9.853 0.000***

DAS 5.209 1.782 2.923 0.005**

HAM-A 6.471 1.552 4.169 0.000***

R2: 0.350, F: 15.785, p<0.001

**p<0.01, ***p<0.001. Dependent variable: FCS, independent variable: DAS, 
HAM-A. FCS: Fear of COVID-19 scale, DAS: Death anxiety scale, HAM-A: Hamilton 
anxiety rating scale, SE: Standard error of mean

Table 4. Comparing to ages, maximum stay at home, chronic 
disease, DAS, HAM-A according to FCS

Groups n Mean SD t p

Those between the ages 
of 18-49 40 17.62 7.62

2.105 0.001*
Those over the age 
of 50 16 13.37 4.08

Those stay home for up 
to 60 days 50 16.64 7.06

0.239 0.491
Those stay at home for 
more than 60 days 4 15.75 8.46

Chronic disease yes 13 17.76 7.24
0.792 0.546

Chronic disease no 43 16.00 7.00

DAS high 31 19.667 6.92
-4.49 0.000*

DAS low 25 12.360 4.75

HAM-A high 14 21.35 6.59
-3.443 0.002*

HAM-A low 42 14.76 6.97

*p<0.05 (p value significant), DAS: Death anxiety scale, HAM-A: Hamilton anxiety 
rating scale, FCS: Fear of COVID-19 scale
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In numerous studies, it has been reported that quarantine 

practices have negative effects on mental health. This situation has 

been attributed to fear of infection, reduced flow of information, 

and insufficient access to main resources. Interestingly, we could 

not find a difference in terms of the quarantine period and 

the fear of COVID-19. It was thought that this situation may be 

related to the period of the study (the summer period, during 

the normalization process, in which there was a perception that 

the infection was partially under control), as well as the state 

policy to provide basic necessities during the quarantine period.

Interestingly, while we could not find a relationship with the 

quarantine period, we found higher anxiety levels in participants 

with fewer children and live with fewer people. This situation 

might be related to social isolation. Crowded families who live in 

the same house may be changing their focus due to both social 

support and the presence of other people they should take care of.

In our study, we found a relationship between fear of COVID-19 

and anxiety, and fear of COVID-19 and fear of death. Additionally, 

we found that if an individual has anxiety, it increases the fear 

of COVID-19 by 6.5 units, the fear of death by 5.2 units, and if 

an individual has both anxiety and fear of death, it increases the 

fear of COVID-19 by 11.7 units. Studies have reported that the 

family members and friends of COVID-19 patients are prone to 

mental health disorders, and 50% of their family members have 

mild to severe mental health symptoms (19). It has also been 

noted that a traumatic event experienced by a loved one plays a 

triggering role in mental health disorders (24,25). Furthermore, 

relatives of patients with COVID may also have a fear of being 

infected, quarantined, or stigmatized. All these situations can 

exacerbate mental health problems (10,26). Supporting this 

argument, Tsang et al. (20) stated that approximately 50% of 

the family members of the infected person had psychological 

problems. They also emphasized that this situation is related to 

feelings of stigmatization (20).

Because to the prevalence of the infection, all resources are 

allocated to the treatment of the disease, or the studies have 

focused more on the public and healthcare professionals. 

However, relatives of those diagnosed with COVID-19 face both 

the fear of losing their loved ones and the risk of getting the 

disease themselves. Therefore, they become more vulnerable to 

the negative psychological effects of the pandemic than other 

people. COVID-19 patients and their families should also be 

evaluated in terms of social and psychological aspects. Early 

strategies are required to prevent and treat the psychological 

effects of the COVID-19 outbreak. As it was stated in several 

studies, there is a need for planning for the prevention and 

treatment of mental health problems caused by the pandemic 
(27). Accordingly, many studies conducted in different sample 
groups will be required.

Study Limitations

Our study has limitations, such as the small sample size and the 
use of this sampling regression analysis. 

CONCLUSION 
The presence of contamination risk in filling the scales by 
meeting face to face with the participants limited reaching more 
participants. There is a need for numerous studies on the near-
term and long-term effects of pandemics on mental health.
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