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ABSTRACT  

Introduction: Healthcare workers are at high risk of mental health problems, particularly during the COVID

-19 pandemic. This study evaluates the prevalence of self-reported mental health problems and their associ-

ated factors, amongst doctors and dentists before and during the first wave of the pandemic in Brunei in 

2020. Methods: All 729 doctors and dentists who were registered to work in the government health service 

were invited to complete an online survey to collect data on demographics, mental health and work environ-

ment. Participants were asked to complete the Depression, Anxiety and Stress Scale – 21 items (DASS-21) 

and the Oldenburg Burnout Inventory (OBI). A combined total DASS-21 score of 34 or greater was used as 

the primary outcome measure indicating the presence of a common mental disorder. Results: A total of 

312 doctors and dentists participated, achieving a response rate of 42.80%.  Sixty -seven (21.47%) partici-

pants were found to have a common mental disorder. Univariate analyses found that younger, female, 

unmarried, local permanently employed participants, those who were in training, and those who had experi-

enced previous mental health problems had significantly higher rates of common mental disorders during 

the pandemic. Multi-variate analyses found that being permanently employed and having previous mental 

health problems were the significant independent predictors of common mental disorders. Two hundred and 

sixty - six (85.26%) participants scored a high or medium level of burnout on the OBI. Conclusion: Al-

most a quarter of government doctors and dentists who participated in the study were found to have a com-

mon mental disorder during the first wave of the COVID-19 pandemic in Brunei in 2020. The findings of this 

study should inform the development of a strategic plan to protect workplace mental health.   

 

Keywords: Brunei, COVID-19 pandemic, DASS-21, Dentists, Doctors, Mental health.  



Brunei International Medical Journal (BIMJ) 
Official Publication of  
The Ministry of Health 

and  
Universiti Brunei Darussalam 

EDITORIAL BOARD 
  

 Editor-in-Chief   Ketan PANDE   

 

 Sub-Editors   Vui Heng CHONG 

     William Chee Fui CHONG 

      

  

 Editorial Board Members Muhd Syafiq ABDULLAH 

     Alice Moi Ling YONG 

     Ahmad Yazid ABDUL WAHAB 

     Jackson Chee Seng TAN 

     Pemasiri Upali TELISINGHE 

     Pengiran Khairol Asmee PENGIRAN SABTU 

     Dayangku Siti Nur Ashikin PENGIRAN TENGAH 

 

       

INTERNATIONAL EDITORIAL BOARD MEMBERS 

 Lawrence HO Khek Yu (Singapore)   Chuen Neng LEE (Singapore) 

 Wilfred PEH (Singapore)    Emily Felicia Jan Ee SHEN (Singapore) 

 Surinderpal S BIRRING (United Kingdom)  Leslie GOH (United Kingdom)  

 John YAP (United Kingdom)   Ian BICKLE (United Kingdom)  

 Nazar LUQMAN (Australia)    Christopher HAYWARD (Australia) 

 Jose F LAPENA (Philippines) 

  

 Advisor 

 Wilfred PEH (Singapore) 
 

 Past Editors-in-Chief 

 Nagamuttu RAVINDRANATHAN 

 Kenneth Yuh Yen KOK 

 Chong Vui Heng 

 William Chong Chee Fui 

  
 

 Proof reader 

 John WOLSTENHOLME (CfBT Brunei Darussalam) 

ISSN 1560-5876 Print 
ISSN 2079-3146 Online 

  

 



Aim and Scope of Brunei International Medical Journal 
 
 

 The Brunei International Medical Journal (BIMJ) is a six monthly peer reviewed 
official publication of the Ministry of Health under the auspices of the Clinical Research 
Unit, Ministry of Health, Brunei Darussalam. 
 
 The BIMJ publishes articles ranging from original research papers, review arti-
cles, medical practice papers, special reports, audits, case reports, images of interest, 
education and technical/innovation papers, editorials, commentaries and letters to the 
Editor. Topics of interest include all subjects that relate to clinical practice and research 
in all branches of medicine, basic and clinical including topics related to allied health 
care fields. The BIMJ welcomes manuscripts from contributors, but usually solicits re-
views articles and special reports. Proposals for review papers can be sent to the Man-
aging Editor directly. Please refer to the contact information of the Editorial Office.  
 
 

Instruction to authors 
Manuscript submissions 
All manuscripts should be sent to the Managing 
Editor, BIMJ, Ministry of Health, Brunei Darus-
salam; e-mail: editor-in-chief@bimjonline.com. 
Subsequent correspondence between the BIMJ and 
authors will, as far as possible via should be con-
ducted via email quoting the reference number.  
 
Conditions  
Submission of an article for consideration for publi-
cation implies the transfer of the copyright from the 
authors to the BIMJ upon acceptance. The final 
decision of acceptance rests with the Editor-in-
Chief. All accepted papers become the permanent 
property of the BIMJ and may not be published 
elsewhere without written permission from the 
BIMJ.  
 
Ethics 
Ethical considerations will be taken into account in 
the assessment of papers that have experimental 
investigations of human or animal subjects. Au-
thors should state clearly in the Materials and 
Methods section of the manuscript that institutional 
review board has approved the project. Those in-
vestigators without such review boards should en-
sure that the principles outlined in the Declaration 
of Helsinki have been followed.  
 
Manuscript categories  
Original articles 
These include controlled trials, interventional stud-
ies, studies of screening and diagnostic tests, out-
come studies, cost-effectiveness analyses, and 
large-scale epidemiological studies. Manuscript 
should include the following; introduction, materials  
and methods, results and conclusion. The objective 

should be stated clearly in the introduction. The 

text should not exceed 2500 words and references 

not more than 30.  

  

Review articles 

These are, in general, invited papers, but unsolicit-

ed reviews, if of good quality, may be considered. 

Reviews   are   systematic  critical  assessments  of  

 

literature and data sources pertaining to clinical 

topics, emphasising factors such as cause, diagno-

sis, prognosis, therapy, or prevention. Reviews 

should be made relevant to our local setting and 

preferably supported by local data. The text should 

not exceed 3000 words and references not more 

than 40.  

 

Special Reports 

This section usually consist of invited reports that 

have significant impact on healthcare practice and 

usually cover disease outbreaks, management 

guidelines or policy statement paper. 

 

Audits 

Audits of relevant topics generally follow the same 

format as original article and the text should not 

exceed 1,500 words and references not more than 

20. 

 

Case reports 

Case reports should highlight interesting rare cases 

or provide good learning points. The text should not 

exceed 1000 words; the number of tables, figures, 

or both should not be more than two, and refer-

ences should not be more than 15.  

 

Education section 

This section includes papers (i.e. how to interpret 

ECG or chest radiography) with particular aim of 

broadening knowledge or serve as revision materi-

als. Papers will usually be invited but well written 

paper on relevant topics may be accepted. The text 

should not exceed 1500 words and should include 

not more than 15 figures illustration and references 

 



three relevant references should be included. Only 

images of high quality (at least 300dpi) will be ac-

ceptable. 

 

Technical innovations 

This section include papers looking at novel or new 

techniques that have been developed or introduced 

to the local setting. The text should not exceed 

1000 words and should include not more than 10 

figures illustration and references should not be 

more than 10.  

 

Letters to the Editor 

Letters discussing a recent article published in the 

BIMJ are welcome and should be sent to the Edito-

rial Office by e-mail. The text should not exceed 

250 words; have no more than one figure or table, 

and five references.  

 
Criteria for manuscripts  
Manuscripts submitted to the BIMJ should meet the 

following criteria: the content is original; the writ-

ing is clear; the study methods are appropriate; the 

data are valid; the conclusions are reasonable and 

supported by the data; the information is im-

portant; and the topic has general medical interest. 

Manuscripts will be accepted only if both their con-

tents and style meet the standards required by the 

BIMJ.  

 

Authorship information 

Designate one corresponding author and provide a 

complete address, telephone and fax numbers, and 

e-mail address. The number of authors of each 

paper should not be more than twelve; a greater 

number requires justification. Authors may add a 

publishable footnote explaining order of authorship. 

 

Group authorship 

If authorship is attributed to a group (either solely 

or in addition to one or more individual authors), all 

members of the group must meet the full criteria 

and requirements for authorship described in the 

following paragraphs. One or more authors may 

take responsibility „for‟ a group, in which case the 

other group members are not authors, but may be 

listed in an acknowledgement.  

 

Authorship requirement 

sign, and the analysis and interpretation of the 

data (where applicable); to have made substan-

tial contributions  to  the  writing  or  revision of 

the manuscript; and to have reviewed the final 

version of the submitted manuscript and ap-

proved it for publication. Authors will be asked to 

certify that their contribution represents valid 

work and that neither the manuscript nor one 

with substantially similar content under their au-

thorship has been published or is being consid-

ered for publication elsewhere, except as de-

scribed in an attachment. If requested, authors 

shall provide the data on which the manuscript is 

based for examination by the editors or their as-

signees. 

 

Financial disclosure or conflict of interest 

Any affiliation with or involvement in any organi-

sation or entity with a direct financial interest in 

the subject matter or materials discussed in the 

manuscript should be disclosed in an attachment. 

Any financial or material support should be identi-

fied in the manuscript.  

 

Copyright transfer 

In consideration of the action of the BIMJ in re-

viewing and editing a submission, the author/s 

will transfer, assign, or otherwise convey all cop-

yright ownership to the Clinical Research Unit, 

RIPAS Hospital, Ministry of Health in the event 

that such work is published by the BIMJ. 

 

Acknowledgements 

Only persons who have made substantial contri-

butions but who do not fulfill the authorship crite-

ria should be acknowledged.  

 

Accepted manuscripts 

Authors will be informed of acceptances and ac-

cepted manuscripts will be sent for copyediting. 

During copyediting, there may be some changes 

made to accommodate the style of journal for-

mat. Attempts will be made to ensure that the 

overall meaning of the texts are not altered. Au-

thors will be informed by email of the estimated 

time of publication. Authors may be requested to 

provide raw data, especially those presented in 

graph such as bar charts or figures so that 

presentations can be constructed following the 

format and style of the journal. Proofs will be 

sent to authors to check for any mistakes made 

Brunei Int Med J. 2021; 17 : ii 

DISCLAIMER 
All articles published, including editorials and letters, represent the opinion of the contributors and do not reflect the official 
view or policy of the Clinical Research Unit, the Ministry of Health or the institutions with which the contributors are affi liated 
to unless this is clearly stated. The appearance of advertisement does not necessarily constitute endorsement by the Clinical 
Research Unit or Ministry of Health, Brunei Darussalam. Furthermore, the publisher cannot accept responsibility for the cor-
rectness or accuracy of the advertisers‟ text and/or claim or any opinion expressed.  

 



Research Article Brunei Int Med J.2021;17:124-133 

THE PREVALENCE AND RISK FACTORS 
OF SELF-REPORTED COMMON MENTAL 
DISORDERS AMONGST DOCTORS AND 
DENTISTS DURING THE FIRST WAVE OF 
COVID-19 PANDEMIC IN BRUNEI  
DARUSSALAM. 

Hilda Ho1, Fariza Sani1, Najib Naibi2. 

 
1Psychiatry Services, Ministry of Health, Brunei. 
2Primary Healthcare Services, Ministry of Health, Brunei.   

Corresponding author: Dr Hilda Ho, Consultant 
Psychiatrist, Psychiatry Services, Ministry of Health, 
Simpang 253-79, Kiarong BE 1318, Brunei. 
Email: hilda.ho@moh.gov.bn; Tel: (+673) 2454993. 

Brunei Int Med J.2021;17:124-13310-14                         Published on 15 September 2021, 8 Safar 1443. 

ABSTRACT 
Introduction: Healthcare workers are at high risk of mental health problems, particularly during 

the COVID-19 pandemic. This study evaluates the prevalence of self-reported mental health 

problems and their associated factors, amongst doctors and dentists before and during the first 

wave of the pandemic in Brunei in 2020. Methods: All 729 doctors and dentists who were regis-

tered to work in the government health service were invited to complete an online survey to col-

lect data on demographics, mental health and work environment. Participants were asked to 

complete the Depression, Anxiety and Stress Scale – 21 items (DASS-21) and the Oldenburg 

Burnout Inventory (OBI). A combined total DASS-21 score of 34 or greater was used as the pri-

mary outcome measure indicating the presence of a common mental disorder. Results: A total 

of 312 doctors and dentists participated, achieving a response rate of 42.80%.  Sixty -seven 

(21.47%) participants were found to have a common mental disorder. Univariate analyses 

found that younger, female, unmarried, local permanently employed participants, those who 

were in training, and those who had experienced previous mental health problems had signifi-

cantly higher rates of common mental disorders during the pandemic. Multi-variate analyses 

found that being permanently employed and having previous mental health problems were the 

significant independent predictors of common mental disorders. Two hundred and sixty - six 

(85.26%) participants scored a high or medium level of burnout on the OBI. Conclusion: Al-

most a quarter of government doctors and dentists who participated in the study were found to 

have a common mental disorder during the first wave of the COVID-19 pandemic in Brunei in 

2020. The findings of this study should inform the development of a strategic plan to protect 

workplace mental health.   

 

Keywords: Brunei, COVID-19 pandemic, DASS-21, Dentists, Doctors, Mental health.  

crisis. Most people affected by a crisis will ex-

perience psychological distress. Subsequently 

the prevalence of common mental disorders 

such as depression and anxiety are expected 

to increase, especially amongst those who are 

directly affected by the crisis. Brunei‟s pan-

demic management plan was introduced in 

INTRODUCTION 

The COVID-19 coronavirus pandemic has be-

come a significant worldwide humanitarian 
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March 2020. Doctors and dentists in the gov-

ernment sector were a major group of front-

liners deployed in the pandemic control ef-

fort.  

 

Prior to the pandemic the increased 

risk of mental health problems including anxi-

ety, depression, stress and burnout, has been 

well-documented amongst healthcare work-

ers.1-4 A previous survey in Brunei found high 

rates of stress and burnout amongst hospital 

staff.5 Following the pandemic, high levels of 

mental health problems have been found in 

healthcare workers in other countries. 6,7 It is 

likely that healthcare workers in Brunei will 

also have experienced increased mental 

health problems during this pandemic.  

 

Given that the pandemic is evolving 

into a longer-term issue, healthcare organiza-

tions will have the responsibility to identify, 

manage and support healthcare workers who 

develop mental health problems in order to 

maintain the well-being and sustainability of 

the workforce.8 No previous study has evalu-

ated the prevalence of mental health prob-

lems amongst doctors and dentists in Brunei 

before or after the COVID-19 pandemic. This 

cross-sectional survey aimed to evaluate the 

prevalence of self-reported mental health 

problems including depression, anxiety, 

stress, occupational burnout, and their asso-

ciated factors amongst doctors and dentists 

working in Brunei‟s government health ser-

vice before and during the COVID-19 pan-

demic.  

 

 

METHODS 

Sample 

In July 2020, all 729 government doctors and 

dentists who were registered by the Brunei 

Medical Board were sent an emailed invitation 

to participate via a hyperlink to an anony-

mous Google form. A reminder email was 

sent one month later and the survey was 

closed in September 2020.  
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Assessment tools 

A questionnaire was designed to collect data 

on demographics, work environment and 

mental health. This included questions re-

garding participants‟ experience of “recent 

mental health problems” within the past six 

months since the emergence of the pandem-

ic, and “previous mental health problems” 

more than six months ago prior to the pan-

demic. The questionnaire design was guided 

by previous published surveys.2,6  

 

The Depression, Anxiety and Stress 

Scale – 21 items (DASS-21) was used to 

measure the negative emotional states of 

anxiety, depression and stress. Participants 

were asked to rate twenty-one statements 

regarding the frequency of negative emotions 

over the previous week, using a four - point 

scale. Participants were categorised as mild, 

moderate, severe and extremely severe 

symptomatic categories based on their sub-

scale scores.9 This tool has been validated for 

use in a non-clinical general adult population 

and measures the experience of negative 

emotions using three subscales, namely de-

pression, anxiety and stress.10 A DASS-21 

total score of ≥ 34 was considered to be a 

positive outcome for a common mental disor-

der including depression and anxiety.11  

 

The Oldenburg Burnout Inventory 

(OBI) was used to measure rates of burn-

out.12 This inventory measures two areas of 

burnout using two subscales; disengagement 

and exhaustion. Exhaustion is defined as a 

consequence of intense physical, affective, 

and cognitive strain, and a long-term conse-

quence of prolonged exposure to specific job 

demands. Disengagement is related to a hav-

ing a negative relationship with your job, 

which may cause you to distance yourself 

from your work.13 Each subscale consists of 

eight statements, four positively-worded and 

four negatively worded. Participants were 

asked to rate their agreement or disagree-

ment with statements based on a four - point 



scale. Average total and subscale scores were 

calculated by dividing the total score by the 

number of items on the scale or subscale. 

Participants were grouped into high, medium 

or low categories of burnout based on the 

mean average total and subscale scores of 

the sample. Individual average OBI scores 

below one standard deviation of the mean 

were classified as low, scores within one 

standard deviation of the mean were classi-

fied as medium, and scores above one stand-

ard deviation of the mean were classified as 

high.14 An average exhaustion subscale score 

of 2.25 or greater and an average disengage-

ment subscale score of 2.1 or greater were 

set to indicate a high level of burnout in each 

subscale.15 

 

Ethical Considerations 

Approval for this study was obtained from the 

Medical and Health Research Ethics Commit-

tee of the Ministry of Health in Brunei. The 

survey contained details on how participants 

could access help for their mental health.  

 

Statistical Analyses 

Data were analyzed using SPSS, version 26. 

T-tests were performed for comparison of 

means. Univariate analysis was performed 

using Pearson Chi-squared tests. For categor-

ical variables with less than 5 responses, 

Fisher‟s Exact test were performed instead. 

Significant variables were then entered into 

multivariate logistic regression analysis to 

evaluate independent predictors of common 

mental disorders during the first wave COVID

-19 pandemic in 2020. Primary outcome was 

set at total DASS score of ≥34, as an indica-

tor of a common mental health disorder11. 

Significance level was set at p<0.05.  

 

 

RESULTS 

Demographics (Table I) 

Three hundred and twelve completed ques-

tionnaires were received, achieving a re-

sponse rate of 42.80%. There were 139 

(44.55%) males and 173 (55.45%) females. 

The age distribution of the sample is given in 

Table I. Two-hundred and twenty - nine 

(73.40%) participants were married. One 

hundred and fifty-five (49.68%) participants 

were local staff who were employed perma-

nently. One-hundred and fifty-seven 

(50.32%) participants were foreign fixed- 

term contract staff recruited from overseas.  

 

Specialty, grade, training and work-

pattern (Table I)   

Twenty - three (7.37%) participants were 

foundation trainee doctors, 190 (60.90%) 

were medical or dental officers, 54 (17.31%) 

were senior medical or dental officers, 17 

(5.45%) were associate specialists, and 28 

(8.97%) were consultants. One hundred and 

seventy-one (54.80%) participants worked in 

a hospital- or community-based medical spe-

cialty. Eighty-six (27.56%) worked in primary 

healthcare, 17 (5.45%) worked in public 

health or health promotion, 20 (6.41%) were 

currently undergoing foundation year training 

rotations and 18 (5.77%) worked in other 

undefined specialties including administration. 

Seventy - nine (25.32%) participants were 

undergoing a post-graduate training pro-

gramme such as foundation training, basic or 

advanced specialty training. Two-hundred 

and forty-six (78.85%) participants worked 

office hours whilst 66 (21.15%) worked in 

shifts.  

 

Covid-19 Pandemic Involvement 

One hundred and seventy-eight (57.05%) 

participants had been directly involved in the 

treatment and management of COVID-19 pa-

tients (Table I). One hundred and seventy 

(54.48%) participants reported being fearful 

of spreading infection to their family.  

 

Self-reported Mental Health Problems 

When asked if they had experienced previous 

mental health problems such as anxiety, de-

pression, severe work stress and burnout 

more than six months ago, 108 (34.62%) 

Ho et al. Brunei Int Med J. 2021;17:126 



Table I: Demographics of doctors and dentists reporting mental health problems during the first wave COVID-19 

pandemic (2020) in Brunei Darussalam. 

Group N 

No mental health 

problems 
(DASS<34) 

n (%) 

Experiencing mental 

health problems 

(DASS≥34) 
n (%) 

p 

Age (years)        

20-29 46 26 (45.65) 20 (54.35) 

< 0.001*  

30-39 108 83 (61.11) 25 (38.89) 

40-49 102 82 (65.69) 20 (34.31) 

50-59 35 33 (85.71) 2 (14.29) 

60-69 20 20 (95.00) 0 (5.00) 

70 + 1  1 (100.00)    0 (0.00) 

Gender        

Male 139 124 (77.70) 15 (22.30) 
< 0.001*  

Female 173 121 (55.49) 52 (44.51) 

Marital Status        

Married 229 192 (83.84) 37 (16.16) 
< 0.001*  

Not married 83 53 (63.86) 30 (36.14) 

Employment        

Permanent 155 98 (63.23) 57 (36.77) 
< 0.001*  

Contract 157 147 (93.63) 10 (6.37) 

Grade        

Consultant 28 19 (67.86) 9 (32.14) 

< 0.002*  
Associate Specialist 17 14 (82.35) 3 (17.65) 

Senior Medical Officer 54 39 (72.22) 15 (27.78) 

Medical Officer 190 161 (84.74) 29 (15.26) 

Foundation Year 23 12 (52.17) 11 (47.83) 

Specialty        

Medical 171 136 (79.53) 35 (20.47) 

0.570  
Public Health/Health Promotion 17 14 (82.35) 3 (17.65) 

Primary Health 86 70 (81.40) 16 (18.60) 

Foundation Year 20 10 (50.00) 10 (50.00) 

Other (including Administration) 18 14 (77.78) 4 (22.22) 

In a training programme        

Yes 79 53 (67.09) 26 (32.91) 
0.005  

No 233 192 (82.40) 41 (17.60) 

Shift        

Shiftwork 66 62 (93.94) 4 (6.06) 
0.001  

Office Hours 246 183 (74.39) 63 (25.61) 

Previous mental health problems (> 6 months ago)  
Yes 108 60 (55.56) 48 (44.44) 

<0.001  
No 204 185 (90.69) 19 (9.31) 

Direct involvement in managing Covid-19 patients 

Yes 178 140 (78.65) 38 (21.35) 
0.950  

No 134 105 (78.36) 29 (21.64) 

Univariate analysis using Pearson Chi-Square. *For cells with less than 5 values, Fisher‟ Exact test is used. 
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participants reported that they had. When 

asked if they had experienced these problems 

recently within the past six months, 130 

(41.67%) participants reported that they had. 

Only three (0.96%) participants had received 

a formal diagnosis of a mental health condi-

tion such as anxiety and depression made by 

a medical practitioner within the past six 

months whilst 14 (4.49%) participants had 

received this more than six months ago.  

 

Dass-21 Scores 

In the Dass-21 subscale analyses, partici-

pants who had mild, moderate, severe or 

extremely severe scores on each subscale 

were regarded as symptomatic in Table II 

above.  Eighty–five (27.24%) participants 

had a symptomatic score on the depression 

subscale, 71 (22.76 %) had a symptomatic 

score on the anxiety subscale, and 55 

(17.63%) had a symptomatic score on the 

stress subscale (see Table II).  

 

Female participants, those in perma-

nent employment and those who had experi-

enced previous mental health problems had 

significantly higher mean total and subscale 

scores than their comparison groups (Table 

III).  Unmarried participants had significant-

ly higher mean depression subscale scores 

than married participants. There was no sig-

nificant difference in mean DASS-21 total or 

subscale scores between participants who 

had been directly involved in the manage-

ment of COVID-19 patients and those who 

had not (Table III).   

Sixty -seven (21.47%) participants 

were found to have a common mental disor-

der using the DASS-21 total score results of 

≥34.  Univariate analyses using Pearson Chi-

Squared tests found that the variables sig-

nificantly associated with an outcome of 

common mental disorder were self-reported 

experience of previous mental health prob-

lems, younger age, female gender, not being 

married, permanent employment, being in a 

training programme and working office 

hours instead of shifts. There was a signifi-

cant difference between grades of doctors 

and dentists, with 32.1% of consultants and 

47.8% of foundation doctors having a com-

mon mental disorder during the pandemic. 

No significant difference was found between 

specialties, or between those who had direct 

involvement in the management of COVID-

patients and those who had not (Table I).  

 

Multivariate analyses showed that 

the significant independent predictors of 

common mental disorders were previous 

mental health problems and being in perma-

nent employment (Table IV). The odds ratios 

showed that those who had reported previ-

ous mental health problems were more than 

four times more likely to have a common 

mental disorder compared to those without 

previous mental health problems. Those in 

permanent employment were more than 

three times more likely to have a common 

mental disorder compared to those on fixed-

term contracts.  

Table II: Depression, Anxiety and Stress sub-scale categories of the DASS-21 among the study participants. 

Severity Depression 

Sub-scale 

score 

Depression 

Sub-scale 
n (%) 

Anxiety Sub-

scale score 
Anxiety Sub-

scale 
n (%) 

Stress Sub-

scale score 
Stress Sub-

scale 
n (%) 

Normal 0-9 227 (72.76) 0-7 241 (77.24) 0-14 257 (82.37) 

Mild 10-13 29 (9.29) 8-9 21 (6.73) 15-18 16 (5.13) 

Moderate 14-20 37 (11.86) 10-14 36 (11.54) 19-25 31 (9.94) 

Severe 21-27 9 (2.88) 15-19 5 (1.60) 26-33 3 (0.96) 

Extremely  

severe 
28+ 10 (3.21) 20+ 9 (2.88) 34+ 5 (1.60) 
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Suicidal Thoughts 

Seven (2.24%) participants had experienced 

suicidal thoughts recently within the past six 

months. Those who met the primary outcome 

of a common mental disorder were signifi-

cantly more likely to have experienced recent 

suicidal thoughts (χ2(1) = 10.60, p < 0.01). 

Those who reported previous mental health 

problems were also significantly more likely 

to report recent suicidal thoughts (χ2(1) = 

8.26, p < 0.01). No significant difference was 

found between those who had been directly 

involved in the management of COVID-19 

patients and those who had not (χ2(1) = 

0.00, p = 0.99).  

 

Oldenburgh Burnout Inventory Scores 

The mean average OBI score was 2.29 (1.31–

3.19, sd=0.28). 45 (14.42%) participants 

were classified at a high level of burnout, 221 

(70.83%) were at medium level and 46 

(14.74%) were at low level of burnout. The 

mean average exhaustion subscale score was 

2.20 (1.38–3.13, sd=0.314) and the mean 

average disengagement subscale score was 

2.38 (1.25–3.25, sd=0.321). This indicates 

that burnout in this sample was driven by 

higher scores on the disengagement sub-

scale.  

 

Participant views and suggestions. 

Participants‟ views of the likely causes of 

workplace mental health problems and sug-

gestions for improving workplace mental 

health were tabulated into several themes 

(see Table V).  The full verbatim comments 

are available in Appendix 1.  

 

 

DISCUSSION 

The results of this study indicate considerable 

rates of self-reported mental health problems 

such as anxiety, depression, work stress and 

burnout, amongst doctors and dentists work-

ing in Brunei during the Covid-19 pandemic. 

Self-reported mental health problems such as 

anxiety, depression, severe work stress and 

burnout, increased modestly during the pan-

demic with 34.62% of the sample reporting 

these problems prior to the pandemic to 

Table III: Comparison of mean DASS-21 total and subscale scores among study participants based on de-
mographics. 

Group N 
Total DASS-

21 score  
(Mean±SD) 

p 
Total subscale score 

Depression 
(Mean±SD) p Anxiety 

(Mean±SD) p Stress 
(Mean±SD) p 

All participants 312 18.87±20.21  6.40±8.10  4.12±5.80  8.35±8.19  

Gender               

Male 139 11.29±15.51 
< 0.01 

3.83±6.33 
< 0.01 

2.40±4.27 
< 0.01 

5.06±6.41 
< 0.01 

Female 173 24.95±21.49 8.47±8.75 5.49±6.47 10.98±8.52 

Employment               

Permanent 155 29.34±21.07 
< 0.01 

10.31±9.03 
< 0.01 

6.23±6.38 
< 0.01 

12.80±8.05 
< 0.01 

Contract 157 8.52±12.61 2.55±4.47 2.03±4.25 3.95±5.52 

Marital Status               

Married 229 15.57±19.25 
0.21 

4.98±7.20 
< 0.05 

3.52±5.65 
0.49 

7.07±7.82 
0.37 

Not married 83 27.95±20.11 10.34±9.11 5.76±5.92) 11.86±8.22 

Previous Mental Health Problems           

Yes 108 32.98±22.11 
<0.01 

11.50±9.32 
<0.01 

7.43±7.28 
<0.01 

14.06±8.35 
<0.01 

No 204 11.39±14.35 3.17±5.78 2.36±3.83 5.32±6.28 

Direct Involvement in Managing Covid-19 Patients           

Yes 178 18.10±21.32 
0.35 

5.98±8.07 
0.98 

4.24±6.29 
0.15 

7.89±8.54 
0.63 

No 134 19.88±18.66 6.97±8.12 3.96±5.19 8.96±7.69 

Scores are multiplied by two to obtain full scores. 

All Analysis performed using independent student t test, p<0.05 considered statistically significant. 
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41.67% during the pandemic. 21.47% met 

the primary outcome measure of having a 

common mental disorder using a Dass-21 

score of ≥34 during the pandemic.  

 

The findings of this study are compa-

rable to previous studies of mental health 

problems in doctors before2,13 and after the 

emergence of the COVID-19 pandemic.6,7 

Younger, female, unmarried, permanently 

employed participants appeared to be more 

vulnerable to having common mental disor-

ders during the pandemic. Previous studies 

have shown a similar protective effect of mar-

riage, and increased vulnerability to mental 

health problems in younger, female frontline 

health workers who had less professional ex-

perience.2,7 Being in training particularly at 

foundation trainee level, also appeared to 

increase the risk of common mental disor-

ders. This may be due to the additional pres-

sure of meeting training requirements. How-

ever, this could also reflect the younger age 

and relative inexperience of doctors who are 

in training. Interestingly this study also found 

that consultants were also at higher risk of 

mental health problems. This could be due to 

the increased responsibility and pressure on 

senior staff during the pandemic. The signifi-

cance of increased risk for those working of-

fice-hours compared to shift work is not clear. 

However, it may be related to the common 

practice for most office-hours doctors and 

dentists having to participate in “on-call” ros-

ters to provide out-of-hours services. This 

may have a more detrimental effect on men-

tal health that working full shifts where the 

hours of work are more clearly delineated.  

 

Local participants on permanent em-

ployment had significantly higher rates of 

common mental disorders than foreign con-

tract workers and being employed perma-

nently was an independent predictor of hav-

ing a common mental disorder. This appears 

to be the main driver for the increased risk 

seen in other groups in the univariate anal-

yses. The reasons for this require further ex-

ploration, however they may be related to 

socio-cultural factors such as the common 

practice of giving local workers more training 

opportunities, and greater leadership and ad-

ministrative responsibilities. Locally employed 

participants may have been more worried 

about their families and the risk of spread of 

infection locally. Foreign contract workers 

may have been more reluctant to report 

mental health problems for fear of losing their 

employment. There are no anti-discrimination 

laws to protect employees. Unfortunately, 

Table IV: Multivariate analysis of participants variables of interests for outcome of DASS-21 total score (≥34) 
indicating a common mental disorder (depression, anxiety and stress) encountered during the first-wave COVID
-19 pandemic in 2020 among healthcare workers in Brunei Darussalam. 

Variables B Std. Error Wald df Sig. OR 
95% CI  

Lower Upper 

Gender (1) .395 0.405 .947 1 0.331 0.674 0.305 1.492 

Age   2.236 5 0.816    

Marital Status (1) 0.100 0.447 0.050 1 0.823 0.905 0.377 2.174 

*Employment (1) -1.237 0.521 5.631 1 0.018 3.448 1.241 9.615 

Grade   0.675 4 0.954    

Undergoing Training (1) 0.443 0.504 0.772 1 0.380 0.642 0.239 1.724 

Shift (1) 1.104 0.609 3.279 1 0.070 0.332 0.100 1.095 

*Previous mental health problems (1) -1.475 .353 17.475 1 <0.001 4.367 2.188 8.696 

Constant -21.636 40192.703 0.000 1 1.000 0.000     

Variable(s) entered: Gender (Female=1; Male=2), Age (20-29, 30-39, 40-49, 50-59, 60-69 or 70 and above), Marital Status 
(Not married=1; Married=2), Employment (Permanent=1; Contract=2), Grade (Associate Specialist=1; Consultant=2; FY=3; 
MO=4; SMO=5), Undergoing Training (Yes=1; No=2), Shift (1 = Office hours, 2= Shifts), Experienced previous mental 
health problems > 6 months ago (Yes=1, No=2). 
*Statistically Significant variables. 
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mental health stigma and fear of discrimina-

tion remains prevalent in Brunei society.16 

Perhaps unsurprisingly, having previous men-

tal health problems was an independent risk 

factor for having a common mental disorder 

during the pandemic, and both variables were 

significantly associated with suicidal thoughts 

during the pandemic.  

 

Although nearly half the sample self-

reported experiencing mental health prob-

lems during the pandemic, a smaller propor-

tion had the primary outcome measure of a 

common mental disorder or scored within 

symptomatic sub-categories of the DASS-21 

which measured symptoms experienced with-

in the previous week. This reflects the fluctu-

ating nature of emotional and psychological 

distress. Although its prevalence may be low-

er at a point in time, a larger proportion have 

experienced emotional and psychological dis-

tress over a longer period. Nevertheless, 

those who had previous mental health prob-

lems were significantly more likely to have a 

common mental disorder during the pandem-

ic, and they had significantly higher mean 

DASS-21 total and sub-scale scores, suggest-

ing the persistence of some mental health 

problems in this sample. The results in this 

study sample were comparable to other stud-

ies that have evaluated symptoms of depres-

sion, anxiety and stress in health profession-

als either before17 or during the COVID-19 

pandemic7.  Despite higher rates of common 

mental disorders, only a very small propor-

tion had received a diagnosis of a mental 

health condition. This suggests that many 

participants who experienced mental health 

problems either did not meet the criteria for a 

diagnosis of a mental health disorder, or did 

not seek medical help. The high burnout rates 

in this sample appeared to be driven by dis-

engagement, which indicates feelings of de-

tachment and negativity about their work. 

 

The participants‟ views of the causes 

and suggestions for improvement of work-

place mental health problems have provided 

further insight into this important issue. This 

information can be used to plan and imple-

ment strategies to address the issue. 

 

Brunei managed to contain the first 

community spread of COVID-19 relatively 

successfully and had not detected any com-

munity cases since May 2020 until the time of 

this study. This may have attenuated the 

rates of mental health problems experienced 

by the sample during the pandemic. There 

was no significant difference found in the 

rates of common mental disorders, or mean 

DASS-21 total or subscale scores between 

participants who had worked directly with 

COVID-19 patients and those who had not.  

This suggests that participants may have ex-

perienced common stressors within their or-

ganization and environment, regardless of 

their direct involvement with COVID-19 pa-

Table V. Participant views of the causes of workplace mental health problems and suggestions for improving 
workplace mental health.  

 
Causes of workplace mental health problems 
  

Suggestions for improving workplace mental health 
  

i Poor communication and work relationships Provision of training in mental health awareness, 

ii Lack of support from bureaucratic management systems 
or teamwork 

To have supportive occupational health policies and easy 
access to support and treatment 

iii Bullying and discrimination Provision of regular supervision and team building exer-
cises to improve workplace communication 

iv 
Given excessive duties beyond what they could cope with 
or outside their field of expertise, which included adminis-
trative or leadership duties without suitable adjustments 
to their clinical workload 

Improvement in facilities and organizational systems with 
clear job plans, protected time for clinical and non-clinical 
work 

v Unrealistic expectations from their managers and the pub-
lic 

Better leadership and acknowledgement of work contribu-
tions 

vi Difficulties in adjusting to sudden change of work environ-
ment and scope arising from the pandemic 

Assistance with career progression. 
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tients. The pandemic management effort thus 

far has required significant front-line and sup-

portive work by doctors and dentists across 

the country and this is likely to continue long-

er-term, particularly with the emergence of a 

more widespread second-wave of the pan-

demic locally in August 2021. It is likely that 

this second-wave will have a greater negative 

impact on mental health.  

 

The study had some limitations. It 

collected self-reported data. Participation was 

voluntary and may have been affected by 

response bias. Doctors and dentists may have 

been reluctant to participate, or to report 

mental health problems due to stigma and 

fear of losing their employment or license to 

practice.  The response rate for this study 

was 42.80% which is comparable to previous-

ly suggested required response rates for 

online surveys.18 

 

 

CONCLUSIONS 

This study found that nearly a quarter of gov-

ernment doctors and dentists had a common 

mental disorder during the first wave of the 

COVID-19 pandemic in Brunei in 2020. The 

findings of this study should guide the urgent 

implementation of a workplace mental health 

and well-being plan that could include strate-

gies such promoting mental health awareness 

and engagement with employees, improving 

access to support, reducing stigma and dis-

crimination, and providing augmented assis-

tance for high-risk groups. This is particularly 

urgent now that Brunei has experienced a 

second wave of Covid-19 infections since Au-

gust 2021.  
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