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Abstract

Background: This study aimed to investigate COVID-19 protective behaviors of Iranian healthcare workers (HCWs) using an ex-
tended parallel process model (EPPM).
Methods: This cross-sectional study was conducted online on a convenience sample of 418 Iranian HCWs in 2020. Data were gath-
ered using a standardized electronic questionnaire published on the Porsline website, designed based on the EPPM, to assess the
relationships between different constructs of EPPM and COVID-19 protective behaviors. For data analysis, statistical tests, such as
descriptive tests, independent t-test, ANOVA, Pearson’s correlation test, and multiple regression analysis, were performed in SPSS
version 18.
Results: Most participants (40.4%) were in the age group of 30-40 years, and most were female (70.6%). Significant associations
were found between COVID-19 protective behaviors and EPPM constructs of perceived self-efficacy (r = 0.373, P = 0.000), perceived
response efficacy (r = 0.120, P = 0.014), and intention (r = 0.462, P = 0.000). Perceived self-efficacy (P = 0.000, beta = 0.398) and
behavioral intention (P = 0.000; Beta = 0.283) were predictors of protective behaviors. Also, 34.4% of the HCWs were involved in the
danger control process.
Conclusions: Only one-third of the HCWs contributed to the process of COVID-19 danger control. The HCWs’ motivation for protec-
tion against COVID-19 depended on their perception of self-efficacy and their perceived efficacy of COVID-19 preventive behaviors.
The present results can be used to design and implement training programs to improve the protective behaviors of HCWs.

Keywords: COVID-19, Iran, Healthcare Workers, Extended Parallel Process Model

1. Background

Coronavirus disease 2019 (COVID-19) is an acute respi-
ratory disease introduced as a public health emergency
and an international concern by the World Health Organi-
zation (WHO) due to its rapid spread. The COVID-19 pan-
demic was declared in March 2020 (1, 2). According to the
WHO, until February 28, 2022, more than 434,154,739 con-
firmed cases were approved, and 5,944,342 deaths were at-
tributed to this disease worldwide (3). In Iran, a total of
7,040,467 confirmed cases and 136,631 deaths due to COVID-
19 were reported (4). This disease has posed major chal-
lenges to individuals’ physical and mental health due to
its rapid spread (5). Healthcare workers (HCWs) who are
at the forefront of combating COVID-19 are exposed to an
increased risk of infection due to long and uncomfortable
work shifts and increased workload to save patients’ lives
(6). A study from China indicated that in the first stage

of the COVID-19 pandemic, infected nurses accounted for
29% of all hospitalized cases with COVID-19 (7). In Iran, at
least 40 HCWs died due to COVID-19, and hundreds of them
have been hospitalized after the onset of symptoms (5). Ev-
idently, the safety of the HCWs is not only crucial for pro-
tecting them against the virus but is also effective in pre-
venting the transmission of the virus (8). Overall, under-
standing and adopting behaviors, such as using appropri-
ate personal protective equipment, by HCWs is important
in COVID-19 prevention (9).

Protective behaviors refer to behaviors that reduce ex-
posure to risk factors, as well as effective actions for the
rapid detection and control of the disease, decelerating the
spread of disease, receiving timely and appropriate treat-
ment, and minimizing complications (10). The WHO has
identified education as one of the most important com-
ponents of preventive programs. Experts also believe that
one of the reasons for the failure of educational programs
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Figure 1. Witte’s extended parallel process model (EPPM)

is the lack of attention to analytical studies and their in-
ability to consider psychosocial models as an intellectual
framework for educational planning (9). One of the im-
portant theories of health education, which has been ap-
plied in various studies to predict protective behaviors, is
the extended parallel process model (EPPM) (11). Based on
the EPPM, when facing a risk factor or threat, individuals
follow one of two pathways based on their perceived self-
efficacy and risk analysis: (1) danger control that enables
the individual to take preventive actions against risks or
exposing factors and (2) fear control that causes the in-
dividual to apply a passive mechanism while facing risk
and avoid preventive behaviors (12). Performing threat ap-
praisal, followed by assessing perceived self-efficacy and
perceived response efficacy, will increase the probability
of change in attitude, intention, and behavior (13). The re-
lationships between the constructs of the model are pre-
sented in Figure 1 (14).

People’s lifestyle in a community concerning emerg-
ing diseases requires awareness and a thorough under-
standing of the disease, adaptation to the disease, in-
creased risk perception, and increased motivation to per-
form protective behaviors (15). Therefore, to encourage
the HCWs to follow COVID-19 health recommendations, it
is crucial to understand how they perceive the COVID-19
pandemic, how they assess the risks, and how such assess-
ments may lead them to change their protective behaviors.

2. Objectives

This study was conducted considering the importance
of identifying the determinants of COVID-19 preventive be-

haviors in the HCWs (due to their high vulnerability) in de-
signing and implementing preventive programs. It aimed
to predict the protective behaviors of Iranian HCWs toward
COVID-19 based on the EPPM.

3. Methods

3.1. Study Design and Population

The current study with a cross-sectional design was
conducted online among a convenience sample of 418 Ira-
nian HCWs, including nurses, physicians, HCWs, labora-
tory technicians, radiologists, and administrative workers,
from May 4 to July 22, 2020. The inclusion criteria were
the HCWs of all centers affiliated with the Iranian health-
care system, willingness to participate in the study, and ac-
cess to the Internet for answering the questions of the elec-
tronic questionnaire. The exclusion criteria were lack of co-
operation in completing questionnaires and incomplete
questionnaires.

Data were collected using an electronic questionnaire
published on the Porsline website. A general announce-
ment was posted on social media through Telegram, Insta-
gram, and WhatsApp to invite people to participate in the
study. Besides, messages were sent to several authorities,
including some managers of hospitals and healthcare cen-
ters who had access to the HCWs, to share the question-
naire link. The required sample size was 422 individuals,
based on the sample size equation (d = 0.05, P = 0.5, and Z
= 0.95), with an estimated attrition rate of 10%.
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Table 1. Description of the Study Instrument

Constructs Scoring (Range) Item Example

Perceived susceptibility: Individual’s perception
of his/her vulnerability to COVID-19

Agree = 3; No idea = 2; Disagree = 1 (1-3) I am worried that I will be infected with COVID-19.

Perceived severity: Individual’s perception of the
severity of COVID-19 risk

Agree = 3; No idea = 2; Disagree = 1 (1-3) COVID-19 is a fatal and threatening disease.

Perceived self-efficacy: Assurance of the
individual about his/her ability to perform
COVID-19 protective behaviors

Agree = 3; No idea = 2; Disagree = 1 (1-3) I can perform COVID-19 protective behaviors every
day, such as wearing masks, gloves, or special clothes.

Perceived response efficacy: Individual’s opinion
about the preventive effects of protective
behaviors for COVID-19

Agree = 3; No idea = 2; Disagree = 1 (1-3) I perform daily protective behaviors, such as wearing
masks, gloves, or special clothes.

Behavioral intention: A person’s perceived
likelihood or "subjective probability" that he/she
will engage in a given behavior

Agree = 3; No idea = 2; Disagree = 1 (1-3) I intend to perform protective behaviors until the
end of the COVID-19 pandemic, such as wearing
masks, gloves, or special clothes.

Behavior: Protective behaviors associated with
COVID-19

Never = 1; Rarely = 2; Sometimes = 3; Often = 4; Always
= 5 (1-5)

I currently do protective behaviors regularly during
my work shift, such as wearing masks, gloves, and
special clothes.

3.2. Theoretical Framework andMeasures

The data collection tool in this study was a researcher-
made questionnaire, including demographic characteris-
tics with eight questions (e.g., age, sex, marital status, edu-
cation level, and job experience) and questions related to
all constructs of the EPPM (Table 1).

3.3. Validity and Reliability

The content validity of the questionnaire was evalu-
ated by measuring the content validity ratio (CVR) and con-
tent validity index (CVI) based on the opinions of 10 experts
(experts in health education, health promotion, and com-
municable diseases). Regarding the total mean score, the
CVI was 0.81 (perceived sensitivity, 0.80; perceived sever-
ity, 0.80; perceived self-efficacy, 0.84; perceived response
efficiency, 0.79; behavioral intention, 0.82; and behavior,
0.81), and the total mean CVR was 0.79 (perceived sensi-
tivity, 0.75; perceived severity, 0.78; perceived self-efficacy,
0.87; perceived response efficiency, 0.76; behavioral in-
tention, 0.81; and behavior, 0.77). Also, the reliability of
the questionnaire was evaluated based on internal con-
sistency (Cronbach’s alpha coefficient) in a sample of 30
HCWs. The total reliability coefficient for the subscales was
0.70.

3.4. Data Analysis and Crisis Point Determination

Data were analyzed in SPSS version 16 using statistical
tests (descriptive tests, independent t-test for mean com-
parisons, ANOVA test, Pearson’s correlation test for mean
comparisons in the subgroups, and multiple regression
analysis for predicting intention and behavior).

To determine the critical point in the EPPM model,
the subtraction of the perceived threat construct (combi-
nation of perceived susceptibility and perceived severity)

with the perceived efficacy construct (combination of per-
ceived self-efficacy and perceived response-efficacy) was
used.

3.5. Ethical Considerations

At the beginning of the questionnaire, the participants
were asked their willingness to answer the questions. Com-
pleting the questionnaire was voluntary, and informed
consent was obtained from the participants after the as-
sessment.

4. Results

A total of 418 respondents were included in the final
analysis. The results showed that most participants (40.4%)
were 30-40 years old, 72% were married, and the majority
were female (70.6%). Also, 49.5% of the participants had a
bachelor’s degree, and 53.6% of the HCWs had job experi-
ence of more than 10 years (Table 2). The relationships be-
tween the EPPM constructs and demographic variables are
computed and presented in Table 2.

According to the findings, there was a significant asso-
ciation between financial status and the EPPM constructs
of perceived severity (P = 0.002), perceived self-efficacy (P =
0.041), and behavior (P = 0.044), between occupation and
perceived response efficacy (P = 0.039), and between sex
and perceived self-efficacy (P = 0.037) and behavior (P =
0.043). No significant association was observed between
other demographic variables and the constructs of EPPM.
Pearson’s correlation test was used to assess the associa-
tion between the constructs of EPPM. There was a signifi-
cant association between the constructs of perceived sus-
ceptibility and perceived severity (r = 0.286, P = 0.000),
perceived self-efficacy and perceived response efficacy (r =
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Table 2. Relationship Between EPPM Constructs and Demographic Characteristics of Participants (N = 418) a

Variables No. (%) Susceptibility Severity Self-efficacy Response-efficacy Intention Behavior

Age

20 - 29 87 (20.8) 2.59 ± 0.70 2.25 ± 0.89 2.52 ± 0.77 2.27 ± 0.81 2.77 ± 0.49 4.03 ± 1.06

30 - 39 169 (40.4) 2.63 ± 0.67 2.31 ± 0.85 2.47 ± 0.79 2.44 ± 0.76 2.79 ± 0.48 4.07 ± 1.13

40 or more 142 (34.0) 2.63 ± 0.62 2.26 ± 0.86 2.66 ± 0.67 2.46 ± 0.79 2.80 ± 0.50 4.16 ± 0.99

P-value 0.907 0.801 0.078 0.174 0.840 0.595

Number of children

No 154 (36.8) 2.67 ± 0.64 2.26 ± 0.87 2.56 ± 0.74 2.29 ± 0.80 2.83 ± 0.43 4.16 ± 1.00

One 100 (23.9) 2.64 ± 0.65 2.26 ± 0.87 2.47 ± 0.79 2.45 ± 0.74 2.73 ± 0.52 4.01 ± 1.05

Two or more 150 (35.9) 2.60 ± 0.66 2.30 ± 0.86 2.60 ± 0.71 2.50 ± 0.78 2.82 ± 0.47 4.04 ± 1.12

P-value 0.660 0.920 0.363 0.069 0.197 0.439

Education status

Associate’s degree 72 (17.2) 2.56 ± 0.66 2.18 ± 0.86 2.56 ± 0.72 2.38 ± 0.77 2.80 ± 0.52 4.15 ± 1.07

Bachelor’s degree 207 (49.5) 2.67 ± 0.62 2.23 ± 0.89 2.51 ± 0.77 2.38 ± 0.82 2.77 ± 0.50 4.02 ± 1.06

Master’s degree or higher 132 (31.6) 2.57 ± 0.71 2.41 ± 0.82 2.64 ± 0.70 2.45 ± 0.74 2.81 ± 0.47 4.18 ± 1.06

P-value 0.291 0.093 0.282 0.722 0.753 0.341

Economic status

Poor 42 (10.0) 2.61 ± 0.69 2.61 ± 0.69 2.30 ± 0.89 2.23 ± 0.84 2.78 ± 0.47 3.71 ± 1.13

Not good, not bad 278 (66.5) 2.63 ± 0.64 2.30 ± 0.86 2.57 ± 0.72 2.38 ± 0.78 2.79 ± 0.50 4.15 ± 1.04

Good 98 (23.4) 2.62 ± 0.68 2.07 ± 0.89 2.65 ± 0.70 2.53 ± 0.74 2.80 ± 0.46 4.11 ± 1.07

P-value 0.975 0.002* 0.041* 0.105 0.962 0.044*

Occupational status

Nurse 133 (31.8) 2.63 ± 0.67 2.36 ± 0.83 2.51 ± 0.79 2.30 ± 0.83 2.80 ± 0.46 4.24 ± 0.93

Health worker 171 (40.9) 2.66 ± 0.63 2.22 ± 0.86 2.54 ± 0.75 2.50 ± 0.73 2.78 ± 0.50 3.96 ± 1.12

Physician 29 (6.9) 2.58 ± 0.73 2.24 ± 0.95 2.55 ± 0.73 2.10 ± 0.85 2.79 ± 0.49 4.17 ± 1.10

Laboratory technician and radiologist 32 (7.7) 2.71 ± 0.58 2.18 ± 0.93 2.71 ± 0.63 2.37 ± 0.83 2.96 ± 0.17 4.31 ± 0.78

Administrative staff 52 (12.4) 2.51 ± 0.67 2.34 ± 0.86 2.65 ± 0.65 2.51 ± 0.69 2.69 ± 0.64 4.00 ± 1.26

P-value 0.633 0.611 0.580 0.039* 0.178 0.140

Work experience

1 - 5 years 106 (25.4) 2.61 ± 0.69 2.21 ± 0.92 2.47 ± 0.81 2.28 ± 0.78 2.80 ± 0.46 3.98 ± 1.04

6 - 10 years 80 (19.1) 2.67 ± 0.66 2.36 ± 0.76 2.51 ± 0.74 2.40 ± 0.78 2.73 ± 0.56 4.10 ± 1.12

10 or more 224 (53.6) 2.64 ± 0.63 2.28 ± 0.87 2.62 ± 0.70 2.45 ± 0.78 2.82 ± 0.45 4.14 ± 1.04

P-value 0.747 0.526 0.173 0.164 0.412 0.413

Gender

Male 123 (29.4) 2.58 ± 0.71 2.34 ± 0.84 2.44 ± 0.081 2.34 ± 0.81 2.76 ± 0.51 3.93 ± 1.08

Female 295 (70.6) 2.65 ± 0.63 2.26 ± 0.87 2.61 ± 0.70 2.43 ± 0.77 2.80 ± 0.48 4.16 ± 1.05

P-value 0.277 0.382 0.037* 0.286 0.434 0.043*

Marital status

Single 117 (28.0) 2.64 ± 0.65 2.25 ± 0.87 2.58 ± 0.75 2.43 ± 0.79 2.79 ± 0.49 4.08 ± 1.06

Married 301 (72.0) 2.59 ± 0.68 2.35 ± 0.84 2.58 ± 0.72 2.33 ± 0.77 2.79 ± 0.50 4.13 ± 1.06

P-value 0.530 0.269 0.772 0.232 0.988 0.665

a Values are expressed as mean ± SD unless otherwise indicated.

4 Health Scope. 2022; 11(4):e121318.



Ghobadi K et al.

Table 3. Correlations Among EPPM Constructs’ Scores in Participants (N = 418) a

Susceptibility Severity Self-efficacy Response-efficacy Intention Behavior

Susceptibility

Pearson correlation

P-value

Severity

Pearson correlation 0.281**

P-value 0.000

Self-efficacy

Pearson correlation -0.020 -0.019

P-value 0.686 0.694

Response efficacy

Pearson correlation 0.031 0.034 0.237**

P-value 0.533 0.492 0.000

Intention

Pearson correlation 0.083 0.025 0.225** 0.147**

P-value 0.090 0.610 0.000 0.003

Behavior

Pearson correlation 0.080 0.023 0.373** 0.120* 0.462**

P-value 0.102 0.632 0.000 0.014 0.000
a ** P-value = 0.01, * P-value = 0.05

Table 4. Regression Findings for Prediction of COVID-19 Protective Intentions and Behaviors

Dependent
Variables

Predictor Variables B SE Beta T P R R2 ADJ.R2

Intention

Constant 2.300 0.101 - 22.880 0.000

0.245 0.060 0.055Self-efficacy 0.134 0.033 0.201 4.108 0.000

Response efficacy 0.063 0.031 0.100 2.032 0.043

Behavior

Constant 0.666 0.271 - 2.456 0.014

0.538 0.289 0.286Intention 0.856 0.091 0.398 9.370 0.000

Self-efficacy 0.405 0.61 0.283 6.572 0.000

0.237, P = 0.000), perceived self-efficacy and intention (r =
0.225, P = 0.000), intention and perceived response efficacy
(r = 0.147, P = 0.003), and protective behaviors for COVID-19
and perceived self-efficacy constructs (r = 0.373, P = 0.000),
perceived response efficacy (r = 0.120, P = 0.014), and inten-
tion (r = 0.462, P = 0.000). All of these associations were
positive (Table 3).

In the first phase of the multiple regression analysis,
to predict intention using the EPPM constructs, among the
constructs of perceived susceptibility, perceived severity,
perceived self-efficacy, and perceived response efficacy in
the model, two constructs of perceived self-efficacy (P =
0.000) and perceived response efficacy (P = 0.043) were
predictors of intention; these variables explained 6% of the
total variance in intention. Also, with a one standard devi-
ation increase in the perceived self-efficacy score and per-
ceived response efficacy, the intention score increased by
0.20 and 0.10, respectively (Table 4).

In the second phase of the multiple regression anal-
ysis, to predict protective behaviors based on the con-

structs of EPPM, it was found that among the constructs of
perceived susceptibility, perceived severity, perceived self-
efficacy, and intention in the model, two variables of per-
ceived self-efficacy (P = 0.000) and intention (P = 0.000)
were predictors of protective behaviors; these variables ex-
plained 28% of the total behavioral variance. Therefore,
with one standard deviation increase in the scores of in-
tention and perceived self-efficacy, the behavior score in-
creased by 39.0 and 28.0, respectively (Table 4).

Moreover, the results of descriptive analysis for deter-
mining the critical point in the EPPM showed that 148
(35.4%) HCWs with a critical point < 1, who were in the pro-
cess of fear control, were probably not performing pro-
tective behaviors; 144 (34.4%) HCWs with a critical point
>1, who were in the danger control process, were proba-
bly performing protective behaviors; and 126 (30.1%) HCWs
with a critical point of zero were indifferent to protec-
tive behaviors of COVID-19 and were considered borderline
(Figure 2).
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Figure 2. Determination of crisis points based on EPPM for participants

5. Discussion

This study aimed to determine the protective behav-
iors for COVID-19 among Iranian HCWs, based on a psy-
chological theoretical framework of EPPM. In the current
study, only 47.8% of the HCWs regularly performed pro-
tective behaviors against COVID-19 (e.g., wearing a mask,
gloves, and special clothes), while the rest were undesir-
able. Therefore, according to the recommendations of
the WHO, regular use of masks and gloves is essential in
all therapeutic procedures during the COVID-19 pandemic
(16). According to the present findings, in the first stage
of the COVID-19 pandemic, infected nurses comprised 29%
of all patients (7). In other studies, protective behaviors
against diseases and injuries related to the work environ-
ment were undesirable among workers (e.g., nurses and
physicians) and students in health and treatment sections
(17, 18); these findings are consistent with the results of the
current study. However, some studies reported inconsis-
tent results with the present study findings. In this regard,
a study by Rajoura et al. showed that 82.6% of physicians
and 85% of Indian nurses wore masks during the epidemic
of H1N1 influenza in their work environment (19).

Moreover, a study by Shirahmadi et al. revealed that
more than 70% of the participants performed the recom-
mended behaviors against COVID-19 (20). Consolo et al. re-
ported inconsistent results with the current findings (21).
The cause of the discrepancy between the present study
and other studies or reasons for undesirable protective be-
haviors in the current study may be the lack of people’s
awareness, non-adherence to long-term use of protective
tools, interference of protective behaviors with other tasks,
waste of time, high level of fatigue, limited understanding
of the importance of adherence to health and protective

principles, and limitations in access to protective facilities
and equipment in Iran. Subsequently, to promote the level
of awareness, attitude, and performance of the HCWs, in-
terventions seem necessary, such as regular monitoring of
the HCWs’ adherence to protective principles and appro-
priate and effective training for this vulnerable group; also,
authorities and managers need to pay particular attention
to meet the requirements.

According to the results of the present study, to deter-
mine the critical point based on the EPPM, almost 35.4%
of the HCWs were in the fear control process (defensive
avoidance, oppositeness, and disagreement), 30.1% were
indifferent to protective behaviors for preventing COVID-
19, and only 34.4% of the HCWs faced COVID-19 in the dan-
ger control process (changes in attitude, intention, and
behavior). In other words, the HCWs did not show desir-
able coping appraisal and preventive behaviors. In con-
trast, perceived susceptibility, perceived severity, and over-
all perceived threat were almost adequate. Generally, the
critical point is a key concept in EPPM. It refers to when
an individual, despite a high perceived threat, realizes that
he/she does not have the ability to prevent the occurrence
of a significant threat, such as COVID-19, due to reasons,
such as the assumed inefficacy of the recommended ap-
proach, costly or time-consuming ways of combating the
risk or problem, or low perceived self-efficacy; therefore,
the process of fear control overcomes the process of dan-
ger control (13). The current study results align with the
findings of studies based on the EPPM on health topics, be-
haviors, and hazards (15, 20, 22). In a study by Rimal and
Real assessing the EPPM constructs, it was found that in-
dividuals with high perceived risk and high perceived ef-
ficacy showed more self-protective behaviors than those
who were inactive, indifferent, or avoidant (23). The HCWs
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are expected to experience the highest threat and efficacy
and are involved in the process of danger control. Also, ac-
cording to the results, the feelings of fear and threat associ-
ated with the mental pressure of COVID-19 have become ex-
cessive among the HCWs in Iran, similar to almost all coun-
tries worldwide. Therefore, it is essential to design more
precise programs to promote workers’ self-efficacy for per-
forming protective behaviors and emphasize the efficacy
of recommended practices and approaches. Also, alarm-
ing messages can be posted about the risks of COVID-19
in retraining programs for workers to promote their pro-
tective behaviors; this final recommendation is based on
the comments of White et al., claiming that messages with
strong fear appeal and high efficacy cause more behavioral
changes, while messages with strong fear appeal and low
efficacy create more defensive responses (13). Based on
the multiple regression analysis results in this study, per-
ceived self-efficacy was a predictor of self-protective behav-
iors. The predictive potential of perceived self-efficacy sug-
gests that promoting workers’ confidence in the impor-
tance of self-protective behaviors can be effective in COVID-
19 prevention under all circumstances. In other studies,
perceived self-efficacy was also an important predictive fac-
tor for behavior (16, 24, 25). Overall, reducing the HCWs’
work shifts, resolving their physical and mental fatigue, in-
corporating a new auxiliary workforce in the health sys-
tem, teaching relaxation techniques, and using motivat-
ing approaches can be effective strategies for promoting
individuals’ self-efficacy.

In addition to the perceived self-efficacy in this study,
the construct of intent also predicted protective behavior
in employees. Self-efficacy and response efficiency also pre-
dicted the intention to perform protective behavior in em-
ployees. This means that to have a greater risk perception
of COVID-19, self-efficacy and higher perceived intent are
likely to be required, and these perceptions will have a pos-
itive effect on the perception of COVID-19 and, thus, the
protective behavior of employees. Therefore, if employees
feel that they can protect themselves against the disease by
themselves and think these measures are effective in pre-
venting COVID-19, the intention and motivation to perform
protective behaviors will increase. In fact, it is the inten-
tion of a conscious plan or decision to act and try to per-
form a behavior. These results are consistent with the find-
ings of other studies (9, 26, 27).

Besides, interventions must concentrate on training
to improve the individuals’ perceptions regarding the effi-
cacy of protective behaviors and provide better technical
and protective facilities and equipment in hospitals and
medical centers.

5.1. Strengths and Limitations

The strength of this study was the use of an online sam-
pling method through the Porsline website to collect data;
this facilitated the well-timed collection of a broad spec-
trum of HCWs in Iran. Other data collection methods were
uncertain and difficult for researchers or patients in the
acute phase of COVID-19. On the other hand, a limitation of
this study was the self-report assessment of behavior; un-
avoidably, such studies can produce bias and false informa-
tion.

5.2. Conclusions

Only one-third of the HCWs contributed to the pro-
cess of COVID-19 danger control. The HCWs’ motivation
for protection against COVID-19 depended on their percep-
tion of self-efficacy and their perceived efficacy of COVID-
19 preventive behaviors. The present results can be used to
design and implement training programs to improve the
protective behaviors of the HCWs.

Acknowledgments

We would like to thank Shahid Beheshti University of
Medical Sciences’ research deputy and all individuals in-
volved in this study.

Footnotes

Authors’ Contribution: K.GH. and F.H. wrote the main
manuscript. S.R. and M.GH. performed data analysis and
prepared Tables 1-3 and Chart 1. M.Gh. prepared the final
manuscript. All of the authors provided critical reviews
and comments. All authors read and approved the final
version of the manuscript.

Conflict of Interests: The authors have no conflicts of in-
terest to declare.

Data Reproducibility: The data presented in this study
are openly available in one of the repositories or will be
available on request from the corresponding author by
this journal representative at any time during submission
or after publication. Otherwise, all consequences of possi-
ble withdrawal or future retraction will be with the corre-
sponding author.

Ethical Approval: This study is approved under the
ethical approval code of Shahid Beheshti University
of Medical Sciences IR.SBMU.PHNS.REC.1399.040 (Link:
ethics.research.ac.ir/EthicsProposalView.php?id = 135765)

Funding/Support: This study was supported by Shahid
Beheshti University of Medical Sciences (Tehran, Iran).

Informed Consent: Informed consent was obtained from
the participants after the assessment.

Health Scope. 2022; 11(4):e121318. 7



Ghobadi K et al.

References

1. Hasan MJ, Anam AM, Huq SMR, Rabbani R. Impact of Comorbidi-
ties on Clinical Outcome of Patients with COVID-19: Evidence
from a Single-center in Bangladesh. Health Scope. 2021;10(1).
https://doi.org/10.5812/jhealthscope.109268.

2. Caridade S, E. Sousa HFP, Dinis MAP. Cyber and Offline Dating Abuse
in a Portuguese Sample: Prevalence and Context of Abuse. Behav
Sci (Basel). 2020;10(10). [PubMed ID: 33027915]. [PubMed Central ID:
PMC7601927]. https://doi.org/10.3390/bs10100152.

3. CoronavirusDisease (COVID-19)Dashboard. World Health Organization;
2022. Available from: https://covid19.who.int/.

4. Coronavirus Disease (COVID-19) Dashboard, Iran (Islamic Republic of).
World Health Organization; 2022. Available from: https://covid19.
who.int/region/emro/country/ir.

5. Yusefi AR, Nikmanesh P, Bordbar S, Khammarnia M, Kavosi Z.
Workload Status and Its Relationship with Job Stress in Nurses
during the COVID-19 Pandemic. Iran J Health Sci. 2022;9(4):1–11.
https://doi.org/10.18502/jhs.v9i4.8214.

6. Velavan TP, Meyer CG. The COVID-19 epidemic. Trop Med Int Health.
2020;25(3):278–80. [PubMed ID: 32052514]. [PubMed Central ID:
PMC7169770]. https://doi.org/10.1111/tmi.13383.

7. Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical Charac-
teristics of 138 Hospitalized Patients With 2019 Novel Coronavirus-
Infected Pneumonia in Wuhan, China. JAMA. 2020;323(11):1061–
9. [PubMed ID: 32031570]. [PubMed Central ID: PMC7042881].
https://doi.org/10.1001/jama.2020.1585.

8. Park JE, Jung S, Kim A, Park JE. MERS transmission and risk
factors: a systematic review. BMC Public Health. 2018;18(1):574.
[PubMed ID: 29716568]. [PubMed Central ID: PMC5930778].
https://doi.org/10.1186/s12889-018-5484-8.

9. Bashirian S, Jenabi E, Khazaei S, Barati M, Karimi-Shahanjarini A,
Zareian S, et al. Factors associated with preventive behaviours of
COVID-19 among hospital staff in Iran in 2020: an application of
the Protection Motivation Theory. J Hosp Infect. 2020;105(3):430–
3. [PubMed ID: 32360337]. [PubMed Central ID: PMC7194681].
https://doi.org/10.1016/j.jhin.2020.04.035.

10. Khoshravash S, Taymoori P, Abdolmaleki S, Khomand P, Parvareh M.
Awareness, risk perception, and protective behaviors in regard to
multiple sclerosis among people in Sanandaj, Iran. Sci J KurdistanUniv
Med Sci. 2016;21(1):10–20.

11. Ghaffari M, Rakhshanderou S, Ezati E. Using the Extended Parallel Pro-
cess Model in World Studies on health Behaviors: A Systematic Review.
J Health Field. 2018;6(1):20–7.

12. Jung T, Brann M. Analyzing the extended parallel process model and
health belief model constructs in texting while driving: news cov-
erage in leading U.S. news media outlets. Int J Health Promot Educ.
2014;52(4):210–21. https://doi.org/10.1080/14635240.2014.906967.

13. Witte K, Cameron KA, McKeon JK, Berkowitz JM. Predicting
risk behaviors: development and validation of a diagnostic
scale. J Health Commun. 1996;1(4):317–41. [PubMed ID: 10947367].
https://doi.org/10.1080/108107396127988.

14. Murray-Johnson L, Witte K, Patel D, Orrego V, Zuckerman C, Max-
field AM, et al. Using the extended parallel process model to
prevent noise-induced hearing loss among coal miners in Ap-
palachia.Health Educ Behav. 2004;31(6):741–55. [PubMed ID: 15539545].
https://doi.org/10.1177/1090198104263396.

15. Parsaee M, Sahbaei F, Hojjati H. [Effect of extended parallel process
pattern on diet adherence in type II diabetic patients]. J Diabetes Nurs.
2019;7(4):958–67. Persian.

16. Jahangiry L, Bakhtari F, Sohrabi Z, Reihani P, Samei S, Ponnet K, et al.
Risk perception related to COVID-19 among the Iranian general pop-
ulation: an application of the extended parallel process model. BMC
Public Health. 2020;20(1):1571. [PubMed ID: 33076875]. [PubMed Cen-
tral ID: PMC7570396]. https://doi.org/10.1186/s12889-020-09681-7.

17. Choi J, Yang N. Perceived knowledge, attitude, and compliance with
preventive behavior on influenza A (H1N1) by university students. Ko-
rean J Adult Nurs. 2010;22(3):250–9.

18. Tam DK, Lee SS, Lee S. Impact of severe acute respiratory syn-
drome and the perceived avian influenza epidemic on the increased
rate of influenza vaccination among nurses in Hong Kong. Infect
Control Hosp Epidemiol. 2008;29(3):256–61. [PubMed ID: 18205529].
https://doi.org/10.1086/527507.

19. Rajoura OP, Roy R, Agarwal P, Kannan AT. A Study of the Swine
Flu (H1N1) Epidemic Among Health Care Providers of a Medical
College Hospital of Delhi. Indian J Community Med. 2011;36(3):187–
90. [PubMed ID: 22090671]. [PubMed Central ID: PMC3214442].
https://doi.org/10.4103/0970-0218.86518.

20. Shirahmadi S, Seyedzadeh-Sabounchi S, Khazaei S, Bashirian S, Mires-
maeili AF, Bayat Z, et al. Fear control and danger control amid COVID-
19 dental crisis: Application of the Extended Parallel Process Model.
PLoSOne. 2020;15(8). e0237490. [PubMed ID: 32790730]. [PubMed Cen-
tral ID: PMC7425864]. https://doi.org/10.1371/journal.pone.0237490.

21. Consolo U, Bellini P, Bencivenni D, Iani C, Checchi V. Epidemiological
Aspects and Psychological Reactions to COVID-19 of Dental Practition-
ers in the Northern Italy Districts of Modena and Reggio Emilia. Int J
EnvironRes PublicHealth. 2020;17(10). [PubMed ID: 32429193]. [PubMed
Central ID: PMC7277877]. https://doi.org/10.3390/ijerph17103459.

22. Khazaei S, Bashirian S, Jenabi E, Barati M, Karimi-Shahanjarini
A, Moeini B, et al. COVID-19 preventive behaviors and its re-
lated beliefs among health workers: The role of threat and
coping appraisals. J Educ Commun Health. 2020;7(3):221–7.
https://doi.org/10.29252/jech.7.3.221.

23. Rimal RN, Real K. Perceived Risk and Efficacy Beliefs as Motivators
of Change: Use of the Risk Perception Attitude (RPA) Framework to
Understand Health Behaviors. Hum Commun Res. 2003;29(3):370–99.
https://doi.org/10.1111/j.1468-2958.2003.tb00844.x.

24. Sadeghnejad F, Niknami S, Hydarnia A, Montazeri A. [Using Extended
Parallel Process Model (EPPM) to improve seat belt wearing among
drivers in Tehran, Iran]. Payesh (Health Monitor). 2016;15(1):103–11. Per-
sian.

25. Salavati S, Shokri H, Tanomand A, Soleimani A, Shirvani Shiri
M, Rostami R. Health Belief Model in Adopting Protective Be-
haviors Against COVID-19 in Iran. Health Scope. 2021;10(4).
https://doi.org/10.5812/jhealthscope.113581.

26. Prasetyo YT, Castillo AM, Salonga LJ, Sia JA, Seneta JA. Factors af-
fecting perceived effectiveness of COVID-19 prevention measures
among Filipinos during Enhanced Community Quarantine in Lu-
zon, Philippines: Integrating Protection Motivation Theory and
extended Theory of Planned Behavior. Int J Infect Dis. 2020;99:312–
23. [PubMed ID: 32768695]. [PubMed Central ID: PMC7406473].
https://doi.org/10.1016/j.ijid.2020.07.074.

27. Khazaee-Pool M, Naghibi M, Pashaei T, Chaleshgar Kordasiabi M. [Use
of protection motivation theory to assess preventive behaviors of
covid-19]. J Mazandaran Univ Med Sci. 2021;31(195):19–29. Persian.

8 Health Scope. 2022; 11(4):e121318.

https://doi.org/10.5812/jhealthscope.109268
http://www.ncbi.nlm.nih.gov/pubmed/33027915
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7601927
https://doi.org/10.3390/bs10100152
https://covid19.who.int/
https://covid19.who.int/region/emro/country/ir
https://covid19.who.int/region/emro/country/ir
https://doi.org/10.18502/jhs.v9i4.8214
http://www.ncbi.nlm.nih.gov/pubmed/32052514
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7169770
https://doi.org/10.1111/tmi.13383
http://www.ncbi.nlm.nih.gov/pubmed/32031570
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7042881
https://doi.org/10.1001/jama.2020.1585
http://www.ncbi.nlm.nih.gov/pubmed/29716568
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5930778
https://doi.org/10.1186/s12889-018-5484-8
http://www.ncbi.nlm.nih.gov/pubmed/32360337
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7194681
https://doi.org/10.1016/j.jhin.2020.04.035
https://doi.org/10.1080/14635240.2014.906967
http://www.ncbi.nlm.nih.gov/pubmed/10947367
https://doi.org/10.1080/108107396127988
http://www.ncbi.nlm.nih.gov/pubmed/15539545
https://doi.org/10.1177/1090198104263396
http://www.ncbi.nlm.nih.gov/pubmed/33076875
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7570396
https://doi.org/10.1186/s12889-020-09681-7
http://www.ncbi.nlm.nih.gov/pubmed/18205529
https://doi.org/10.1086/527507
http://www.ncbi.nlm.nih.gov/pubmed/22090671
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3214442
https://doi.org/10.4103/0970-0218.86518
http://www.ncbi.nlm.nih.gov/pubmed/32790730
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7425864
https://doi.org/10.1371/journal.pone.0237490
http://www.ncbi.nlm.nih.gov/pubmed/32429193
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7277877
https://doi.org/10.3390/ijerph17103459
https://doi.org/10.29252/jech.7.3.221
https://doi.org/10.1111/j.1468-2958.2003.tb00844.x
https://doi.org/10.5812/jhealthscope.113581
http://www.ncbi.nlm.nih.gov/pubmed/32768695
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7406473
https://doi.org/10.1016/j.ijid.2020.07.074

	Abstract
	1. Background
	Figure 1

	2. Objectives
	3. Methods
	3.1. Study Design and Population
	3.2. Theoretical Framework and Measures
	Table 1

	3.3. Validity and Reliability
	3.4. Data Analysis and Crisis Point Determination
	3.5. Ethical Considerations

	4. Results
	Table 2
	Table 3
	Table 4
	Figure 2

	5. Discussion
	5.1. Strengths and Limitations
	5.2. Conclusions

	Acknowledgments
	Footnotes
	Authors' Contribution: 
	Conflict of Interests: 
	Data Reproducibility: 
	Ethical Approval: 
	Funding/Support: 
	Informed Consent: 

	References

