
Work 70 (2021) 1057–1067
DOI:10.3233/WOR-210648
IOS Press

1057

Determinants of increased frequency of
depressive and anxiety symptoms in
exercise professionals during the COVID-19
pandemic

Natan Fetera,b,c,d,∗, Eduardo L. Caputoa,b,d, Igor R. Doringb, Marcelo C. da Silvaa,b,
Felipe F. Reicherta,b and Airton J. Rombaldia,b,d

aPostgraduate Program in Physical Education, Federal University of Pelotas, Pelotas, Brazil
bGEEAF, Physical Activity Epidemiology Research Group, Pelotas, Brazil
cSchool of Human Movement and Nutrition Sciences, The University of Queensland, St Lucia, QLD, Australia
dNeuroscience and Physical Activity Research Group, Pelotas, Brazil

Received 26 April 2021
Accepted 13 July 2021

Abstract.
BACKGROUND: The coronavirus disease (COVID-19) pandemic has affected workers in different health services including
exercise professionals (EP). The urgent need to adapt in-person to online activities might have led to increased frequency of
anxiety and depressive symptoms.
OBJECTIVE: We aimed to identify the determinants of aggravated depressive and anxiety symptoms in EP in southern
Brazil during social distancing from the COVID-19.
METHODS: A cross-sectional study was conducted with EP who worked at fitness centers, sports clubs, private schools, or
at a public exercise program offered by the municipal council. We used an online-based, self-administered, adapted version of
the Hospital Anxiety and Depression scale to compare symptoms of depression and anxiety pre- and during social distancing.
RESULTS: Participants (n = 201) had a mean age of 32.7 ± 8.0 years, with more than half being male, white, and having
an university degree. We observed that 81% and 71% of respondents reported higher frequency in anxiety and depression
symptoms, respectively, during social distancing than in the period before it. Physical education teachers, women, non-white
professionals, and those with chronic disease were more likely to worsen anxiety symptoms. Women had higher odds to
increased frequency in depressive symptoms. Physical activity and previous experience with internet-based tools for working
activities reduced the risk of increased depressive symptoms.
CONCLUSIONS: Sex, ethnicity, chronic diseases, educational level, physical activity, and experience with online tools
were determinants for increased frequency of depression and anxiety symptoms in EP.
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1. Introduction

Since the World Health Organization (WHO)
declared the new coronavirus disease (COVID-19)
a pandemic in March 11, 2020 [1], more than
150 million cases and three million deaths due
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to COVID-19 have been identified worldwide [2].
Disease-modifying treatments have not been devel-
oped and vaccine campaigns are yet in initial phases
in some countries. Thus, non-pharmacological and
simple strategies such as good personal hygiene and
social distancing are among the best approaches
available to reduce virus transmission and associ-
ated mortality [3–5]. Social distancing actions require
interrupting all non-essential activities and services,
such as schools and gyms, and cancelling sports
events and concerts [4].

Social distancing might also be followed by health-
related side effects such as poor mental health
[6]. Before the COVID-19 pandemic, Brazil had
the world’s fifth highest prevalence of depression
(9.3%), and the world’s highest prevalence of anx-
iety (5.8%) [7]. Further, the Rio Grande do Sul state
has the highest proportion of people with depres-
sion among all Brazilian states (13.2%) [8]. However,
data from a longitudinal study with adults from the
state suggested that the proportion of adults at-risk
for depression and anxiety disorders increased 6.6
and 7.4 times compared to before the pandemic [9].
Although previous data have been published about
the impact of this pandemic on mental health in nurses
and physicians [10–14], exercise professionals, have
been disregarded by the recent COVID-19 side-effect
studies.

In Pelotas, a medium size city (∼320,000 inhabi-
tants) in the Rio Grande do Sul state, it is estimated to
have 170 gyms and sports clubs and 99 private schools
[15, 16]. In this study, we considered exercise profes-
sionals as those who work at schools (as physical
education [PE] teachers), gyms, and governmen-
tal projects (e.g., “Vida Ativa” project). In Pelotas,
several private schools have their in-person classes
suspended since March, 2020 due to the COVID-
19 pandemic and initiated some type of home-based
classes through online activities, including PE classes
[17]. Similarly, the “Vida Ativa” Project, a physi-
cal activity promotion project with 70 sites spread
by the city, stopped their face-to-face activities in
the same period and internet-based activities were
offered. This project funded by the municipal gov-
ernment is target for a low-income population and
offers more than 20 different exercise modalities free
of charge. Regarding the fitness centers, the munici-
pal decree published in April 22nd 2020 [18] closed
temporarily all sports clubs in the city. After the next
decree in May 13, sports clubs were allowed to re-
open but following several restrictions, including a
reduced capacity of practitioners [19].

Consequently, exercise professionals needed to
adapt their classes to keep their jobs and preserve
their monthly income. Thus, prescribing and monitor-
ing exercise and PE classes through videoconference
platforms and social media had to be abruptly
introduced in the day-to-day professional practice.
However, even such approaches do not prevent acute
economic strain and work-related problems, such as
job losses. Some private schools, sports clubs, and fit-
ness centers had to dismiss some professionals due to
financial issues induced by the pandemic. These prob-
lems, associated with an uncertainty about the future,
might aggravate symptoms of anxiety and depression
in this population. Therefore, we aimed to identify
the determinants for increased frequency in depres-
sive and anxiety symptoms in exercise professionals
in southern Brazil during social distancing.

2. Materials and methods

2.1. Study design

A cross-sectional study was conducted in Pelotas,
a medium size city (344,000 inhabitants) in the Rio
Grande do Sul state, Brazil. The latest census revealed
that there were 170 gyms and sports clubs and 99
private schools [15, 16]. The study protocol was
approved by the local ethics committee board (proto-
col no. 4.046.038).

2.2. Sampling process

The target population was workers with a bachelor
degree in exercise science. Eligible participants were
exercise science professionals who worked at fitness
centers or sport clubs (hereafter referred as sports
clubs), PE teachers who worked at private schools
(pre-school, elementary, or high school), and pro-
fessionals from a public exercise program offered
by the municipal council to adults living in the
city (the “Vida-Ativa” project). These three settings
(gym clubs, schools or The “Vida-Ativa” project)
were chosen because most of the exercise-related
professionals from the city work in one of them.
For example, from the 257 respondents who were
exercise professionals in the city of Pelotas, 81.7%
worked in some of the three settings, as shown in
Fig. 1. We only selected professionals with a univer-
sity degree because in Brazil it is mandatory to have
such a degree to work in any of the included sectors
[20].
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Fig. 1. Flowchart of the sampling process.

The following sampling strategy was used: First,
we accessed the Regional Council of Physical Edu-
cation (CREF, acronyms in Portuguese) website
to identify the name and e-mail of all authorized
and registered sports clubs in the city. Second, we
extracted from the Regional Coordination of Edu-
cation, area 5 (5ªCRE, acronyms in Portuguese)
website a list with all private schools in Pelotas.
Both lists were imported into a Microsoft Excel®
spreadsheet, so sports clubs and schools were con-
tacted using social media (Instagram®, Facebook®
and WhatsApp®), e-mail, and phone call. When
available, all approaches were used. Finally, the main
coordinator of the “Vida Ativa” project was contacted
and asked to promote the questionnaire’s link via
social media among all exercise professionals work-
ing in the project. To ensure participants were not able
to fill the questionnaire more than once, the name and
e-mail address were asked as the two first questions.
Also, an independent researcher analyzed the dataset
searching for duplicates but none were found.

An online-based, self-administered questionnaire
to examine the effects of social distancing on depres-
sive and anxiety symptoms was developed using

Google® Forms platform. The average time to
answer the survey in a pilot study was 10 minutes,
ranging from 7 to 12 minutes. During the recruit-
ment phase (May 28th to June 21st, 2020), the social
distancing restrictions were eased in the city. Then,
gyms and sport clubs were allowed to open again
although with reduced capacity. However, schools
were still closed so PE classes were delivered by vir-
tual activities. In-person activities of the “Vida Ativa”
project were suspended during the recruitment phase.
The following sections describe each questionnaire
segment.

2.3. Outcome

Depressive and anxiety symptoms were assessed
by an adapted version of the Hospital Anxiety and
Depression scale (HADS) to compare symptoms of
depression and anxiety pre- and during social dis-
tancing. This 14-item scale was designed to provide
a simple and reliable tool for use in both community
settings and primary care medical practice [21]. Each
domain (i.e., depression and anxiety) has seven items
and both present sufficient sensitivity (depression:
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90%; anxiety: 88%) and specificity (depression and
anxiety: 91%) for general population [22]. In the
original questionnaire, each question scores between
0 and 3. The instrument was adapted to compare
the frequency of the symptoms pre- versus during
social distancing. Thus, the adapted introductory sen-
tence was used: “Select the alternative that best
describes your situation, comparing today’s date
with the pre-Covid-19 period”. Each question had the
options “More”, “Equal”, and “Less”. Anxiety and
depressive symptoms that were more frequent were
scored as one. When participants reported symp-
toms less frequent or equal to pre-Covid-19, he or
she scored 0. Questions such as “I feel happy” were
scored inversely (less frequent = 1; equal or more fre-
quent = 0). Thus, the higher the score, the higher the
impact of the social distancing on depressive and anx-
iety symptoms. The questions used and the number
of items per domain (i.e., seven questions in each
domain) in the validated version were not changed to
preserve the psychometric aspects of the question-
naire. For descriptive and analytical purposes, the
data were operationalized as the proportion of pro-
fessionals with none, one, two or three, and four or
more depressive and anxiety symptoms with higher
frequencies than before the pandemic. In a pilot study,
fifteen exercise professionals with different back-
grounds answered the adapted questionnaire twice,
seven days apart. The instrument was found to be
reliable given the strong correlation between answers
from both assessments (Pearson’s correlation coeffi-
cient: r = 0.79; p = 0.039).

2.4. Exposures

2.4.1. Sociodemographic and economic
information

Sociodemographic and economic information was
assessed in the first part of the questionnaire. Age,
gender (male, female, other/prefer do not say), ethnic-
ity (white, black, yellow, mixed, indigenous, other),
number of people living in the same household, and
other professional activities were asked. The high-
est educational level achieved, monthly income, and
the quantity and subject of complementary short-
duration courses were also asked.

2.5. Income

Participants were asked to report the monthly
income before the COVID-19 pandemic. For anal-
ysis purposes, this variable was reported as quintile

intervals with the highest quintile composed by pro-
fessionals with the highest monthly income.

2.6. Professional activity

Participants reported total time dedicated to work
before and during social distancing. For analysis pur-
poses a variable with the following categories was
created: increased, no change, decreased less than
50%, decreased between 50 and 74%, and decreased
more than 75%. Although any decrease in working
hours is important to be evaluated, we considered the
first cut-off at 50% due to sample distribution. The
next intervals at 25% might provide a dose-response
relationship between the outcome and working hours
changes. We also examined whether participant used
any internet-based tool as an approach for PE classes
or exercise training and prescription.

2.7. Covid-19 and social distancing

Self-rated knowledge regarding the new coron-
avirus (SARS-CoV-2) was rated as “bad”, “regular”,
“good”, “very good”, or “excellent”. For analysis pur-
poses, we merged the two options in each extreme.
Compliance with social distancing were asked by the
following question: “Regarding the social distance
that is being guided by health authorities, that is,
staying at home and avoiding contact with other peo-
ple, how much do you think you are managing to
do?”. The options available were “very little”, “lit-
tle”, “somewhat”, “very much”, “totally isolated”.
The same question was used in a large, national-
based survey of antibodies against SARS-CoV-2 in
Southern Brazil [23]. As the question before, extreme
categories were merged for analysis purposes.

2.8. Physical activity

Physical activity during social distancing was
assessed by a single validated question: “In the past
week, on how many days have you done a total
of 30 minutes or more of physical activity, which
was enough to raise your breathing rate? This may
include sport, exercise, and brisk walking or cycling
for recreation or to get to and from places, but should
not include housework or physical activity that may
be part of your job” [24]. This question presented a
strong agreement to classify subjects as physically
active (kappa = 0.63, 95% CI 0.54 to 0.72) compared
to a longer questionnaire (e.g., Global Physical Activ-
ity Questionnaire) [24]. Further, participants were
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classified as physically inactive or active Participants
were categorized based on the latest World Health
Organization guideline for physical activity [25]. The
categories were none, between one and four days, and
five days or more of physical activity. The latest were
considered as achieving the recommendation of 150
minutes per week. This strategy was used to verify
if even participants who did not achieve the recom-
mended weekly volume of physical activity would
have a reduced risk of higher frequency of depressive
and anxiety symptoms.

2.9. Chronic diseases

Diagnosis of chronic diseases, was evaluated with
the same question used in the Brazilian Surveil-
lance System of Risk Factors for Chronic Diseases
by Telephone Interviews (VIGITEL) [26]. Briefly,
participants were asked whether they ever received
medical diagnosis of any chronic conditions such as
coronary heart disease, diabetes, hypertension, low
back pain, and other.

2.10. Data analysis

Data were exported from Google® Sheets to
a Microsoft® Excel spreadsheet. After cleaning
process, data were imported into Stata IC 13.1.
Descriptive data are reported as mean ± standard
deviation (SD) or absolute and relative values, when
applicable. To identify the determinants of depressive
and anxiety symptoms, crude and adjusted ordi-
nal logistic regression was used. Coefficients were
reported as odds ratio (OR) and 95% CI, indicating
the odds of higher frequency of depressive or anxiety
symptoms (none, one, two to three, four or more).
Models were adjusted for sex, skin color, monthly
income, educational level, physical activity, chronic
diseases, change in working hours, and self-rated
knowledge about Covid-19. Further, proportional OR
assumption was verified by the Brant test and all vari-
ables included in the adjusted model met the criteria
(p > 0.10).

3. Results

From 293 people who answered the questionnaire,
36 (12.3%) were not living in the city of Pelotas,
28 (9.5%) were not working in any of the included
sectors (gyms/sports clubs, private schools, munici-
pal physical activity program), and 19 (6.5%) were

unemployed at the moment of the survey. Then, 210
participants were included in the final sample. It
should be noted that some participants reported to
work in more than one place (e.g., sports club and
private school). Sampling process is presented in
Fig. 1.

Participants mean age was 32.7 ± 8 years, with
more than half of our sample being male, white, and
having an university degree as the highest educational
level (Table 1). Further, 70% did not attend to any
course related to internet-based platform use to pre-
scribe physical exercise. We also observed that 81%
and 71% of our sample reported higher frequency in
anxiety and depression symptoms, respectively, dur-
ing social distancing restriction in comparison with
the period before it.

Crude and adjusted analysis to identify the
determinants of anxiety symptoms in exercise pro-
fessionals during social distancing are presented in
Table 2. PE teachers were more likely to report anx-
iety symptoms more frequently (OR: 1.91; 95% CI:
1.04, 3.51). Also, female sex (OR: 1.67; 95% CI: 1.03,
2.73), non-white (OR: 1.94; 95% CI: 1.04, 3.62),
and pre-existent chronic disease (OR: 1.68; 95% CI:
1.01, 2.81) were associated with increased risk for
more frequent anxiety symptoms. Also, we observed
that participants who reported a decrease lower than
50% in working hours had lower odds to report more
increased frequency of anxiety symptoms compared
to the group who increased the working hours during
the same period (OR: 0.19; 95% CI: 0.06, 0.56).

Table 3 illustrates crude and adjusted analysis of
determinants of depression symptoms in exercise
professionals during social distancing. Our findings
revealed that female participants (OR: 2.60; 95% CI:
1.55, 4.36) had higher odds to report increased fre-
quency of depression symptom than male. On the
other hand, participants with completed specializa-
tion degree had lower odds (OR: 0.51; 95% CI: 0.28;
0.93) to present increased frequency of depression
symptom than university-level professionals.

Exercise professionals with previous experience in
use of internet-based tool to delivery physical exer-
cise at either gym or school settings had lower odds
for increased depressive symptoms frequency (OR:
0.52; 95% CI: 0.30; 0.90). We revealed an inverse
linear trend between physical activity and depression
symptoms (p = 0.032), where more days of physi-
cal activity practice were associated with lower odds
of reporting higher frequency in more depressive
symptoms during social distancing than the period
before it.
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Table 1
Sociodemographic, economic and health-related characteristics of included participants, Pelotas, Brazil. N = 210

Total Sport clubs Schools “Vida Ativa”
(n = 210) (n = 160) (n = 44) project

(n = 24)

Age, mean ± SD 32.7 ± 7.9 32.5 ± 7.2 34.2 ± 9.7 34.5 ± 7.2
Sex, n (%)

Male 111 (52.9) 85 (53.1) 24 (54.5) 9 (37.5)
Female 99 (47.1) 75 (48.9) 20 (45.5) 15 (62.5)

Skin color, n (%)
White 173 (82.4) 131 (81.9) 38 (86.4) 19 (79.2)
Non-white 37 (17.6) 29 (18.1) 6 (13.6) 5 (20.8)

Income (quintile), n (%)
1st (poorest) 41 (20.1) 32 (20.7) 7 (16.7) 8 (33.3)
2nd 43 (21.1) 32 (20.7) 7 (16.7) 10 (41.7)
3rd 51 (25) 41 (26.5) 7 (16.7) 3 (12.5)
4th 35 (17.2) 26 (16.8) 11 (26.1) 0 (0.0)
5th (wealthiest) 34 (16.7) 24 (15.5) 10 (23.8) 3 (12.5)

Other professional activity, n (%)
No 194 (92.4) 142 (88.7) 18 (40.9) 11 (45.8)
Yes 16 (7.6) 18 (11.3) 26 (59.1) 13 (54.2)

Highest educational degree, n (%)∗
University-level education 106 (50.7) 79 (49.7) 17 (38.6) 8 (33.3)
Specialization 68 (32.5) 53 (33.3) 14 (31.8) 13 (54.2)
Master/Doctoral 35 (16.7) 27 (17.0) 13 (29.6) 3 (12.5)

Short-duration course about internet-based tools to
prescribe exercise, n (%)
No 144 (68.6) 106 (66.2) 29 (65.9) 15 (62.5)
Yes 66 (31.4) 54 (33.8) 15 (34.1) 9 (37.5)

Use of internet-based tools
Before∗
No 121 (57.9) 77 (48.4) 33 (75.0) 12 (50.0)
Yes 88 (42.1) 82 (51.6) 11 (25.0) 12 (50.0)

During
No 53 (25.2) 44 (27.5) 7 (15.9) 7 (29.2)
Yes 157 (74.8) 116 (72.5) 37 (84.1) 17 (70.8)

Chronic disease
No 132 (62.9) 102 (63.7) 28 (63.6) 17 (70.8)
Yes 78 (37.1) 58 (36.3) 16 (36.4) 7 (29.2)

Physical activity during social distancing
None 29 (13.8) 20 (12.5) 6 (13.6) 4 (16.7)
1–4 days per week 122 (58.1) 95 (59.4) 28 (63.6) 15 (62.5)
5+ days per week 59 (28.1) 45 (28.1) 10 (22.7) 5 (20.8)

Anxiety symptoms rated as more frequent, n (%)
None 40 (19.1) 31 (19.4) 6 (13.6) 6 (25.0)
1 20 (9.5) 18 (11.3) 2 (4.6) 3 (12.5)
2–3 69 (32.9) 51 (31.9) 17 (38.6) 9 (37.5)
4 or more 81 (38.6) 60 (37.5) 19 (43.2) 6 (25.0)

Depressive symptoms rated as more frequent, n (%)
None 61 (29.1) 48 (30.0) 10 (22.7) 9 (37.5)
1 61 (29.1) 49 (30.6) 11 (25.0) 6 (25.0)
2–3 62 (29.5) 46 (28.8) 14 (31.8) 4 (16.7)
4 or more 26 (12.4) 17 (10.6) 9 (20.5) 5 (20.8)

SD: standard deviation; ∗ N = 209.

4. Discussion

To the best of our knowledge this is the first study
that examined the determinants of depressive and
anxiety symptoms during COVID-19 pandemic in
exercise professionals. Overall, our data identify an
increase in the symptoms of depression and anxiety

during the pandemic time. Participants who were
older, female, non-white, and with diagnosed chronic
disease had higher risk for increased frequency of
anxiety symptoms than their counterparts. Similarly,
women had higher odds to report more depressive
symptoms. On the other hand, professionals who
reported practice of physical activity during social
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Table 2
Crude and adjusted association between higher frequency in anxiety symptoms and independent variables among exercise science/PE

professionals, Pelotas, Brazil, 2020. (N = 210)

Crude Adjusted

OR (95% CI) p-value OR (95% CI) p-value
Age, years 1.01 (0.97; 1.04) 0.567a 1.01 (0.98; 1.05) 0.370a

Sex 0.056b 0.037b

Male 1.00 1.00
Female 1.60 (0.99; 2.58) 1.67 (1.03; 2.73)

Skin color 0.118b 0.036b

White 1.00 1.00
Non-white 1.37 (0.92; 2.04) 1.94 (1.04; 3.62)

Highest educational level 0.276a 0.348a

0.321b 0.637b

University-level degree 1.00 1.00
Specialization 1.02 (0.60; 1.74) 0.89 (0.48; 2.67)
Master/doctoral 1.62 (0.84; 3.12) 1.32 (0.65; 1.65)

Monthly income, quintile 0.185a 0.217a

0.344b 0.549b

1st (poorest) 1.00 1.00
2nd 0.54 (0.25; 1.15) 0.63 (0.28; 1.43)
3rd 0.63 (0.31; 1.31) 0.78 (0.36; 1.68)
4th 0.45 (0.20; 1.00) 0.52 (0.22; 1.23)
5th 0.61 (0.28; 1.31) 0.56 (0.24; 1.33)

Sport clubs 0.108b 0.613b

No 1.00 1.00
Yes 0.63 (0.36; 1.11) 1.22 (0.56; 2.66)

Private schools 0.041b 0.038b

No 1.00 1.00
Yes 1.83 (1.02; 3.28) 1.91 (1.04; 3.51)

“Vida Ativa” project 0.375b 0.348b

No 1.00 1.00
Yes 0.71 (0.33; 1.52) 0.68 (0.30; 1.53)

Change in working hours 0.011a 0.017b

0.017a 0.025b

Increased 1.00 1.00
No change 0.45 (0.14; 1.38) 0.43 (0.14; 1.34)
Reduced (<less than 50% 0.20 (0.07; 0.59) 0.19 (0.06; 0.56)
Reduced (50%–74%) 0.40 (0.15; 1.05) 0.38 (0.14; 1.03)
Reduced (≥75%) 0.60 (0.23; 1.54) 0.54 (0.21; 1.40)

Use of internet-based tools 0.264b 0.348b

Before
No 1.00 1.00
Yes 0.76 (0.47; 1.23) 0.79 (0.48; 1.30)

During 0.889b 0.815b

No 1.00 1.00
Yes 0.96 (0.56; 1.65) 0.93 (0.51; 1.70)

Physical activity during social distancing 0.321a 0.703a

0.132b 0.433b

None 1.00 1.00
1–4 0.75 (0.39; 1.48) 0.94 (0.44; 2.00)
5+ 0.56 (0.26; 1.21) 0.75 (0.33; 1.72)

Chronic disease 0.015b 0.047b

No 1.00 1.00
Yes 1.86 (1.13; 3.08) 1.68 (1.01; 2.81)

Knowledge about COVID-19 0.280a 0.217a

0.190b 0.233b

Bad/regular 1.00 1.00
Good 0.73 (0.34; 1.56) 0.81 (0.37; 1.80)
Very good/ excellent 1.16 (0.55; 2.46) 1.28 (0.59; 2.79)

How much are you doing social distancing? 0.916a 0.854a

0.941b 0.931b

Not at all/ too little 1.00 1.00
Regularly 0.90 (0.33; 2.46) 0.83 (0.28; 2.48)
A lot / isolated 0.98 (0.38; 2.53) 0.91 (0.33; 2.53)

Abbreviations: OR: odds ratio; CI: confidence interval; PE: physical education. ap for heterogeneity; bp for linear trend; cAdjusted for sex,
skin color, monthly income, educational level. physical activity, chronic diseases, change in working hours, and self-rated knowledge about
COVID-19.
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Table 3
Crude and adjusted association between higher frequency in depressive symptoms and independent variables among exercise

professionals, Pelotas, Brazil, 2020. (N = 210)

Crude Adjusted

OR (95%CI) p-value OR (95%CI) p-value
Age, years 1.01 (0.98; 1.04) 0.347a 1.03 (1.00; 1.06) 0.078
Sex <0.001b <0.001

Male 1.00 1.00
Female 2.49 (1.51; 4.08) 2.60 (1.55; 4.36)

Skin color 0.466b 0.336b

White 1.00 1.00
Non-white 1.25 (0.69; 2.25) 1.37 (0.72; 2.58)

Highest educational level 0.625a 0.496a

0.096b 0.041b

University-level degree 1.00 1.00
Specialization 0.73 (0.42; 1.27) 0.51 (0.28; 0.93)
Master/doctoral 1.64 (0.84; 3.20) 1.26 (0.61; 2.60)

Monthly income, quintile 0.855a 0.808a

0.640b 0.223b

1st (poorest) 1.00 1.00
2nd 0.88 (0.41; 1.91) 1.17 (0.52; 2.65)
3rd 1.28 (0.62; 2.61) 1.70 (0.80; 3.62)
4th 1.24 (0.57; 2.69) 1.60 (0.68; 3.74)
5th 0.74 (0.33; 1.65) 0.71 (0.30; 1.65)

Sport clubs 0.109b 0.761b

No 1.00 1.00
Yes 0.62 (0.35; 1.11) 0.91 (0.49; 1.69)

Private schools 0.036b 0.128b

No 1.00 1.00
Yes 1.92 (1.05; 3.53) 1.66 (0.86; 3.18)

“Vida Ativa” project 0.741b 0.627b

No 1.00 1.00
Yes 0.87 (0.39; 1.95) 0.81 (0.34; 1.90)

Change in working hours 0.077a 0.159a

0.140b 0.219b

Increased 1.00 1.00
No change 0.67 (0.20; 2.22) 0.92 (0.28; 3.05)
Reduced (<less than 50% 0.34 (0.11; 1.05) 0.44 (0.14; 1.37)
Reduced (50%–74%) 0.50 (0.18; 1.38) 0.69 (0.25; 1.90)
Reduced (≥75%) 0.80 (0.29; 2.17) 1.07 (0.39; 2.90)

Use of internet-based tools <0.001b 0.019b

Before
No 1.00 1.00
Yes 0.36 (0.22; 0.61) 0.52 (0.30; 0.90)

During 0.139b 0.267b

No 1.00 1.00
Yes 0.66 (0.39; 1.14) 0.71 (0.39; 1.30)

Physical activity during social distancing 0.039a 0.023a

0.061b 0.032b

None 1.00 1.00
1–4 0.38 (0.18; 0.83) 0.36 (0.16; 0.79)
5+ 0.37 (0.16; 0.84) 0.32 (0.13; 0.75)

Chronic disease 0.098b 0.362b

No 1.00 1.00
Yes 1.52 (0.92; 2.53) 1.28 (0.75; 2.19)

Knowledge about COVID-19 0.285a 0.223a

0.517b 0.442b

Bad/regular 1.00 1.00
Good 0.72 (0.33; 1.53) 0.69 (0.30; 1.57)
Very good/ excellent 0.64 (0.30; 1.36) 0.60 (0.27; 1.32)

How much are you doing social distancing? 0.429a 0.401a

0.726b 0.642b

Not at all/ too little 1.00 1.00
Regularly 1.19 (0.44; 3.25) 1.08 (0.37; 3.20)
A lot / isolated 1.38 (0.56; 3.45) 1.38 (0.50; 3.81)

Abbreviations: OR: odds ratio; CI: confidence interval; PE: physical education. ap for heterogeneity; bp for linear trend; Adjusted for sex,
skin color, monthly income, educational level. physical activity, chronic diseases, change in working hours, and self-rated knowledge about
COVID-19.
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distancing and with specialization degree presented
lower risk for higher frequency of anxiety symp-
toms. Previous experience in internet-based tools
for professional activity before COVID-19 pandemic
reduced the odds for more depressive symptoms com-
pared to participants with no previous practice.

Exercise professionals in Brazil had to change the
way that physical activity in either gyms or schools
setting were prescribed. Due to social distancing,
there was a need to use internet-based tools such as
WhatsApp® and Facebook® in work-related activi-
ties [27, 28]. However, only 42.1% of participants had
used such platforms before COVID-19 pandemic,
with lower proportion in PE teachers (25%). This
abruptly need of change in working strategies, along
with the social and economic impact of the pandemic
in countries such as Brazil, might have contributed
to the increased frequency of depressive symptoms
in this population especially among PE teachers. We
revealed that professionals with previous experience
in internet-based tools in work-related activities had
lower risk for higher frequency of depression symp-
toms. This may be associated with a reduced effort for
these professionals to adapt themselves to the “new”
working reality, resulting in less struggle to manage
and delivery exercise class during social distancing
restrictions.

Furthermore, in the same model, we revealed that
physical activity was associated with a reduced risk
for higher frequency of depressive symptoms in exer-
cise professionals. In previous studies, we suggested
that physical activity before and during the social
distancing induced by the COVID-19 pandemic
reduces the risk of aggravated anxiety and depres-
sive symptoms [9] and subjective memory decline
[29]. Physical activity is a known protective agent
against both depression [30, 31] and anxiety [31, 32].
Although is beyond the scope of this study, some
of the biological mechanisms that may be related to
this protective association are the increase in avail-
ability of serotonin, norepinephrine, and endorphin,
decreased inflammatory and oxidative stress markers
[33]. Then, home-based physical activity must be pro-
moted in this population to mitigate the detrimental
effects of COVID-19 pandemic on mental health.

Participants who were women, non-white, and had
any pre-existent chronic disease reported higher risk
for more anxiety symptoms than before the COVID-
19 pandemic. Previous studies observed that female
sex [34] and low educational level [35, 36] were
associated with an increased risk of depression. Like-
wise, in a large population-based survey, age, female

sex, and chronic diseases were also determinants for
worse anxiety and depressive symptoms [9], corrob-
orating the findings from the present study. Similarly,
in a survey conducted in India, two thirds of women
reported being stressed during the pandemic period
compared to 34% of men [34]. Due to gender inequal-
ity in household activities, many women might be
facing increased demand from daily tasks such as
home schooling and caring older people, which made
the World Health Organization classify them as a
high-risk group for impaired mental health during
COVID-19 pandemic [37].

Further, the latest National Health Survey con-
ducted in Brazil revealed that 79% of people with
depression did not receive any type of treatment. Fur-
ther, white subjects are more likely to have access
to treatment than non-white individuals [38]. How-
ever, during COVID-19 pandemic healthcare systems
particularly in low- and middle-income countries are
disrupted [39]. For example, people with depression
are more likely to have impaired access to prescribed
medicines during social distancing in Brazil [40].
Further, people are afraid to get out their home and
seek for health care due to fear of contagious by
SARS-CoV-2 [40], increasing the risk for untreated
mental disorders such as anxiety and depression.
Strategies to reduce inequality in treatment for men-
tal health disorders are urgently needed in order to
reduce the burden of COVID-19 pandemic on mental
health.

Some important limitations of the present study
need to be acknowledged. First, the use of the modi-
fied HADS must be highlighted. A modified version
of the HADS was applied, otherwise the participants
would need to complete the HADS twice (one section
relaying on the before Covid-19 period and another
on the moment the survey was taken). The latest
would be more time demanding for the respondent
increasing the risk of non-respondent bias. Interpre-
tation of the present findings deserves caution as there
are limitations inherent to an online, self-reported
survey during the COVID-19 pandemic [41]. Sec-
ond, memory bias is a concern, since participants
were asked to compare the frequency of symptoms
of depression and anxiety between the current period
with the period before social distancing restrictions.
However, COVID-19 is the greatest global sanitary
crisis in our time and given magnitude and singularity
of this moment, it is likely that individuals remember
how their lives before the pandemic were. Third, the
websurvey did not allow us to calculate losses and
refusals, thus we cannot rule out the risk of selection
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bias [41]. Fourth, the cross-sectional design does not
allow us to draw causal relationship. Notwithstanding
our limitations, exercise professionals are considered
health professionals, acting in both prevention and
treatment of communicable and non-communicable
diseases. This population needs to be included when
analyzing the impact of COVID-19 in healthcare
workers.

5. Conclusion

We concluded that sex, ethnicity, presence of
chronic diseases, educational level, change in work-
ing hours, and physical inactivity were determinants
for increased frequency of symptoms of depression
and anxiety in exercise professionals. Further, we
revealed that participants with previous experience
in use internet-based tools in working setting have
lower odds for depressive symptom compared to
those who not have used these tools before COVID-
19 pandemic. Although our findings bring light to
the discussion on the impact of COVID-19 pandemic
in exercise professionals, studies with longitudi-
nal design are warranted to confirm or refuse our
conclusions.
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