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INTRODUCTION

In January 2020, the World Health Organization (WHO) 
declared the coronavirus disease 2019  (COVID‑19) 
outbreak an international public health emergency.[1] The 
global community continues to face high transmission rates 

of  this unpredictable, fast‑spreading infectious disease that 
presents serious challenges to global health.[2,3] To slow the 
spread of  the virus, overload of  healthcare systems and 
infection‑related mortality, most governments worldwide 
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have implemented isolation, quarantine and physical and 
social distancing as the fundamental infection control 
measure.[4,5] These unpleasant and unpredictable changes 
bring the perception of  constrained freedom, increased 
psychological distress and community anxiety, elevated 
fears and misconceptions.[5,6] These, in turn, can have 
a profound effect on an individual’s lifestyle and social 
relationships.[7]

COVID‑19 raises a broad range of  public mental health 
concerns, including distress reactions  (sleep disorders, 
anger and extreme fear), health risk behaviors (increased 
substance abuse, social isolation) and lowered perceived 
health.[2,6‑9] These responses affect mental health and quality 
of  life (QoL) at personal and population levels, possibly 
negatively affecting mood and cognition as well as triggering 
social dysfunction, mass hysteria, stigma, discrimination, 
xenophobia and marginalization.[10‑13] Overall, COVID‑19 
challenges the QoL of  people worldwide, exacerbating 
interpersonal issues and raising questions of  self‑acceptance, 
meaning in life and relationships with others.[10]

The first confirmed case in Saudi Arabia was reported on 
March 2, 2020.[14] Among the Gulf  states, Saudi Arabia has 
the highest count of  confirmed cases of  COVID-19,[15] 

with more than 342,000 confirmed cases and 5185 
deaths at the time of  finalizing this paper.[16] This study 
aimed to investigate the effects of  fear of  COVID‑19 
on mental well‑being and QoL among the Saudi adult 
general population and to evaluate the impact of  perceived 
social support. We hypothesized that fear of  COVID‑19 
is associated with anxiety and/or depressive symptoms, 
potentially explaining QoL, but perceived social support 
may ameliorate this impact.

MATERIALS AND METHODS

Participants and procedure
Participants were Saudi adults aged  ≥  18  years. An 
anonymous survey administered through Google Forms 
was used to collect data from participants recruited using 
a snowball sampling technique. Invitations to take part 
in the study were shared through e‑mail to personal 
and professional contacts and posted on social media 
platforms (Twitter, Facebook and LinkedIn) after obtaining 
approval from the Research Ethics Committee of  Taif  
University. Eligible participants were asked to share the 
study with their personal and professional networks. 
Furthermore, participants had to answer all questions to 
submit their responses. Participation was voluntary, and 
all participants provided electronic informed consent. 
Data collection occurred between April 11 and May 11, 

2020. During this period, the daily count of  confirmed 
cases ranged between 382 and 1966 and the total number 
of  confirmed cases had exceeded 41,000.[16] Several 
precautionary measures had also been implemented 
including a 24‑h curfew in Mecca and Medina,[17] lockdown 
in several cities including Riyadh, Jeddah, Taif, Tabuk, 
Dammam and Hofuf, as well as suspension of  international 
and domestic air travels.[18]

Measures
Participants provided information regarding their age, 
sex, marital status, education status, employment status, 
monthly income and region of  residence. In addition, 
participants indicated if  they, or a family member, had a 
COVID‑19 diagnosis (yes/no).

Fear of COVID‑19
The Arabic version of  the Fear of  COVID‑19 
Scale  (FCV‑19S) was used to measure the fear levels of  
COVID‑19.[19] The FCV‑19S consists of  seven items and 
is scored on a 5‑point scale, ranging from 1  (strongly 
disagree) to 5 (strongly agree).[20] A total score is calculated 
by adding all item scores with a possible total score ranging 
from 7 to 35. Higher scores indicate higher levels of  Fear 
of  COVID‑19. The original scale scores as well as scores 
from the Arabic version have shown robust psychometric 
properties.[19,20]

Mental well‑being
The Arabic version of  the Hospital Anxiety and 
Depression Scale  (HADS) was used to measure the 
levels of  psychological distress.[21] The HADS consists 
of  14 items: seven items each for the anxiety (HADS‑A) 
and depression (HADS‑D) subscales. Each item is scored 
on a 4‑point scale and item scores are summed to yield 
HADS‑A and HADS‑D total scores (range 0–21 for each 
subscale). In addition, an overall total score (HADS‑T) is 
computed by adding all item scores (range 0–42). Higher 
scores indicate greater psychological distress.[22] The HADS 
has demonstrated satisfactory psychometric properties in 
patient groups as well as in general populations.[23,24] The 
Arabic version of  the HADS has also shown satisfactory 
psychometric properties.[21]

Quality of life
The Arabic version of  the European Health Interview 
Survey‑Quality of  Life  (EUROHIS‑QOL 8‑item index) 
was used to measure the QoL. The EUROHIS‑QOL is 
a brief  version derived from the WHOQOL‑BREF.[25] It 
consists of  eight items and is scored on a 5‑point scale 
ranging from 1  (not at all/very poor/very dissatisfied) to 
5  (completely/very good/very satisfied). Each domain 
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in the WHOQOL‑BREF  (social, psychological, physical 
and environmental) is represented by two items in the 
EUROHIS‑QOL. An overall QoL score is computed by 
adding all item scores  (range 8–40), with higher scores 
indicating better QoL.[26] The EUROHIS‑QOL has shown 
satisfactory psychometric qualities.[26,27] Although the Arabic 
version of  the EUROHIS‑QOL has not been psychometrically 
tested, the Arabic version of  the WHOQOL‑BREF has also 
demonstrated adequate psychometric properties.[28,29]

Perceived social support
The Arabic version of  the Medical Outcomes Study 
Social Support Survey  (MOS‑SSS‑6) was used to assess 
the perceived social support;[30] this is a shortened version 
of  the original 19‑item questionnaire.[31] Items relate 
to emotional/information support  (2 items), tangible 
support  (2 items), affectionate support  (1 item) and 
positive social interaction (1 item). Items are scored on a 
5‑point scale where 1 represents a little of  the time and 
5 represents all the time and summed to produce a total 
score (range 6–30). Higher scores indicate greater perceived 
social support. The MOS‑SSS‑6 has demonstrated 
satisfactory psychometric properties,[32] similar to the 
original 19‑item measure,[31] as did the Arabic version.[30]

Data analysis
First, descriptive statistics were conducted to provide an 
overview of  the sample characteristics. Second, measures of  
central tendency, kurtosis, skewness, Pearson’s correlation 
coefficients and reliability coefficients were calculated 
for each of  the measures used. Third, a path analysis was 
conducted to investigate the proposed theoretical domain 
structure linking fear of  COVID‑19 with perceived social 
support, mental well‑being and QoL.

Four models were assessed
1.	 Model 1 considered FCV‑19S and MOS‑SSS‑6 on 

the first tier as exogenous variables and its direct 
association with HADS‑T followed by an indirect 
association with QoL [Figure 1, Model 1]

2.	 Model 2 considered FCV‑19S and MOS‑SSS‑6 on 
the first tier as exogenous variables and its direct 
association with QoL followed by an indirect 
association with HADS‑T [Figure 1, Model 2]

3.	 Model 3 considered FCV‑19S and MOS‑SSS‑6 on 
the first tier as exogenous variables and its direct 
association with HADS‑T followed by an indirect 
association with QoL and also considering a direct 
association from FCV‑19 to QoL [Figure 1, Model 3]

4.	 Model 4 considered FCV‑19S and MOS‑SSS‑6 on the 
first tier as exogenous variables and its direct association 
with HADS‑T followed by an indirect association with 

QoL and also considering a direct association from 
MOS‑SSS‑6 to QoL [Figure 1, Model 4].

To conduct the path analysis and compute the fit indices, we 
utilized IBM SPSS AMOS 25 (IBM Corporation, Chicago, 
IL, USA). We assessed the path model fit indices according 
to the following criteria:[33,34]

1.	 Chi‑square values can be inflated, with a larger sample 
size having a higher probability of  a significant result.[35] 
Therefore, this value was used as a guide rather than 
as a definitive criterion

2.	 Root mean square error of  approximation (RMSEA) 
values ≤0.06

3.	 Comparative fit index  (CFI) values >0.90  (or more 
desirably ≥0.95)

4.	 Standardized root means square residual  (SRMR) 
values ≤0.08

5.	 Goodness of  fit index (GFI) ≥0.95
6.	 Normed‑fit index (NFI) ≥0.95
7.	 Tucker Lewis index (TLI) ≥0.95

In developing the best‑fitted model, we compared the 
models on the criteria above and also used Akaike’s 
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Figure  1: Path diagram of the tested structural equation models 
for all study participants. The path standardized regression weight 
estimates were shown only when statistically significant (P < 0.05). For 
nonsignificant relationships, directive arrows are shown with dashed 
lines. Errors for all pertinent measures were removed to improve clarity 
of the figure. FCV‑19S – Fear of COVID‑19 Scale; HADS‑T – Hospital 
Anxiety and Depression Scale‑Total score; EUROHIS‑QOL – European 
Health Interview Survey‑Quality of Life; MOS‑SSS‑6  –  Medical 
Outcomes Study Social Support Survey
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Information Criterion (AIC) and the Bayesian information 
criterion (BIC).[36] The AIC and BIC values allowed us to 
compare the information‑theoretic models developed. 
From the candidate models, the model with the best fit was 
determined by identifying the lowest AIC and BIC values.[37,38]

RESULTS

A total of  1070 responses were recorded, of  which 41 
participants did not provide informed consent. The final 
sample comprised 1029 participants who consented and 
completed all questionnaires. Participants’ mean age was 
33.7  years  (SD 11.5), and male participants accounted 
for 52.7% of  the sample. Most of  the participants were 
married (54.3%), employed (47.2%), had completed or were 
in the process of  completing a university degree (70.0%) 
and earned 9999 Saudi Riyal or less a month  (57.2%). 
All five main geographical regions of  Saudi Arabia 
were represented in our sample, with the majority of  
participants (36%) being from the Western region [Table 1].

Table 2 provides a correlation matrix and an overview of  
the values obtained for each of  the variables. The results 
indicate that the values for each variable approximate a 
normal distribution.[39]

Path analysis
Based on the initial literature review, we mooted an a priori 
conceptual model and tested this proposed model using a 
path analysis approach. We considered four models that could 
fit with our theoretical proposition [Table 3 for fit indices 
attributed to each model]; however, on inspection of  the 
parameters obtained, Model 4 was clearly the best candidate. 
The primary criterion variable was the FCV‑19S. The values 
obtained for the best‑fitted model (Model 4) indicated that 
the model fit was exemplary [Figure 1 and Table 3].

Figure 1 shows the path diagram of  the tested models for 
all the data collected (n = 1029). As a measure of  mental 
well‑being, the HADS‑T was used due to the significant 
high correlations obtained between the HADS‑A and 
HADS‑D scores (r = 0.70, P < 0.001). The path coefficients 
are shown for significant relationships only  (P  <  0.05). 
The results  [Figure 1, Model 4] indicated that FCV‑19S 
significantly influenced mental well‑being  (HADS‑T), 
which in turn influenced QoL. Perceived social 
support  (MOS‑SSS‑6) was included in the model to 
assess its ability to ameliorate the relationships between 
FCV‑19S, mental well‑being and QoL. It should be noted 
that perceived social support had more influence on QoL 
than on mental well‑being, suggesting that perceived social 
support may be more influential when predicting QoL. It is 
also acknowledged that a model including age and sex was 
trialed, but both variables did not significantly add value to 
the model. In addition, a direct link between FCV‑19S and 
QoL was trialed, but this was found to be close to zero.

Hence, the narrative that best describes the path analysis 
is that fear of  COVID-19 directly influences mental 
well‑being, suggesting that participants with high levels 
of  fear toward COVID‑19 are more likely to experience 
anxiety and/or depressive symptoms. Fear of  COVID‑19 
indirectly affects QoL through mental well‑being; hence, 
those participants with relatively higher levels of  fear of  
COVID‑19 are more likely to be either more anxious or 
depressed and, as a consequence, experience relatively lower 
levels of  QoL. The impact on QoL can, to some extent, be 
ameliorated by having good social support systems in place.

DISCUSSION

The findings of  this study indicate significant relationships 
between the fear of  COVID‑19, mental well‑being and 
QoL, with some potential benefits from social support. 
It is widely accepted that outbreaks of  infectious disease 
bring uncertainty and a feeling of  insecurity along with 
decreased rational thinking, leading to psychological 
distress and symptoms of  mental illness.[8,40,41] Fear, 

Table 1: Sociodemographic characteristics of the study 
sample (n=1029)
Characteristics Frequency (%)

Sex
Male 542 (52.7)
Female 487 (47.3)

Marital status
Single 430 (41.8)
Married 559 (54.3)
Divorced 34 (3.3)
Widowed 6 (0.6)

Education level
High school or less 214 (20.8)
Diploma 94 (9.1)
Bachelor 522 (50.7)
Master/PhD 199 (19.3)

Employment
Student 311 (30.2)
Employed 486 (47.2)
Unemployed 169 (16.4)
Retired 63 (6.1)

Monthly income*
9999 or less 589 (57.2)
10,000‑15,999 208 (20.2)
16,000 or more 232 (22.5)

Region
Central region 227 (22.0)
Northern region 77 (7.5)
Southern region 241 (23.4)
Eastern region 114 (11.1)
Western region 370 (36.0)

Personal diagnosis of COVID‑19 (yes) 29 (2.8)
Family member diagnosis of COVID‑19 (yes) 46 (4.5)

*Saudi Riyal
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insecurity, exacerbation of  anxiety and a hypervigilant 
state are core factors that may characterize COVID‑19 as 
a traumatic event.[13,40]

In addition to significantly straining the global healthcare and 
economic systems, COVID‑19 imposes an unprecedented 
level of  physical isolation  (determined by public health 
measures) that challenges our most basic human 
motivations (especially our need for human connection), 
affecting every aspect of  society.[42] The experience of  a 
severe viral pandemic (and its social and economic fallout) 
creates a sense of  uncertainty, triggering psychological 
distress, such as sadness, boredom, worry, fear, anger, 
annoyance, confusion, frustration, grief, guilt, helplessness, 
loneliness and nervousness.[2,4,8,12,41,43,44]

The actual values obtained for each of  the measures [Table 2] 
showed that the sample of  this study was fearful of  
COVID‑19, anxious and depressed but reported high QoL 
scores and had reasonable social support systems. Although 
the FCV‑19S is a developing scale without normative values, 
the FCV‑19S mean score in our sample was comparable 
with scores reported in other studies with Spanish,[45] 
Italian[46] and Vietnamese samples[47] but lower compared 
with other studies conducted with New  Zealand[48] and 
Japanese samples.[49] In accordance with the theory that fear 
of  COVID‑19 influences mental well‑being, the HADS‑T 
mean score appears to be higher in our sample than those 
found in other studies for similar age groups.[50] In addition, 
the findings in our study showed that the sampled population 
reported marginally higher[27] or comparable[26] QoL scores 
than those in the literature, which may be indicative of  the 
social and economic standing of  the sample. The perceived 
social support (MOS‑SSS‑6) scores of  our study population 
were consistent with those cited in the literature.[32]

The current study aimed to explore the interrelationships 
between the aforementioned variables. The rationale behind 
this approach is linked to the concept that COVID‑19 will 
likely lead to substantial and long‑lasting emotional and 
psychological responses in the general population.[5‑7,12] 
It has also been established that social stressors (such as 
health anxiety, fear of  death, fear of  losing loved ones, 
fear of  the unknown, loss of  social connectedness, loss 
of  employment and homelessness) may contribute to 
causing new mental disorders (e.g., depression and anxiety). 
Similarly, such social stressors could possibly exacerbate 
pre‑existing mental health conditions.[9,10] The findings of  
this study indicate that fear of  COVID‑19 has an impact 
on anxiety and depression, which in turn have an adverse 
impact on the QoL. Interestingly, the findings also showed 
that there was no direct link between fear of  COVID‑19 
and QoL, suggesting that only those who incurred anxiety 
and depression were affected.

Our findings indicated that fear of  COVID‑19 was not 
correlated in a meaningful way with perceived social 
support. Pandemics activate annihilation anxiety – the fear 
of  being obliterated, of  annihilation of  the self  and dying 
alone – and separation anxiety – fear of  loss or separation 
from loved ones, or fears following actual loss.[51] This 
may lead to intrusive thoughts related to health and even 
death.[13] COVID‑19 presents high mortality salience (the 
capacity to activate our fear of  death), leading to impulsive, 
skewed, irrational and aggressive action;[51] however, in 
this case, this is likely to be ameliorated by other variables 
rather than those linked with perceived social support, 
such as the influence of  media reporting.[52]

Historically, epidemics have been shaping public health 
standards  (e.g., sanitation, vaccination and healthcare 

Table 2: Correlation matrix of main variables used in the model fit process (including means, standard deviations and 
Cronbach’s alpha coefficients)
Measure 1 2 3 Mean (SD) Skewness Kurtosis Cronbach’s alpha

FCV‑19S 16.73 (5.67) 0.54 0.13 0.87
MOS‑SSS‑6 −0.09* 22.62 (6.37) −0.72 −0.25 0.90
HADS‑T 0.62* −0.22* 10.65 (7.67) 0.87 0.45 0.89
EUROHIS‑QOL −0.31* 0.37* −0.61* 31.32 (6.33) −0.69 0.14 0.87

*P<0.05. SD ‑ Standard deviation; FCV‑19S – Fear of COVID‑19 Scale; HADS‑T – Hospital Anxiety and Depression Scale‑Total score; 
EUROHIS‑QOL – European Health Interview Survey‑Quality of Life; MOS‑SSS‑6 – Medical Outcomes Study Social Support Survey

Table 3: Fit indices for each model assessed
Model χ2 RMSEA (90% CI) CFI SRMR GFI NFI TLI AIC BIC

Model 1 93.392, df=2, P=0.000 0.211 (0.176‑0.248) 0.811 0.077 0.955 0.809 0.432 109.392 109.470
Model 2 247.773, df=2, P=0.000 0.346 (0.310‑0.383) 0.491 0.077 0.879 0.493 0.526 263.773 263.851
Model 3 86.095, df=1, P=0.000 0.288 (0.238‑0.341) 0.824 0.069 0.958 0.824 −0.057 104.095 104.183
Best‑fitted model (Model 4) 6.935, df=1, P=0.008 0.076 (0.031‑0.133) 0.988 0.017 0.997 0.986 0.926 24.935 25.023

df – Degree of freedom; RMSEA – Root mean square error of approximation; CI – Confidence interval; CFI – Comparative fit index; SRMR – Standardized 
root mean square residual; GFI – Goodness of fit; NFI – Normed‑fit index; TLI – Tucker Lewis index; AIC – Akaike’s information criterion; BIC – Bayesian 
information criterion
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management) and demanding global solutions.[53] As 
COVID‑19 and related social distancing measures 
persist (even if  to a lesser degree), determining the level of  
associated fear, worry, helplessness and other mental health 
issues may support the development of  interventions 
focused on promoting mental health and well‑being.[2,4] An 
increase in social support seeking or connectedness may 
assist people as they endure the hardship associated with 
this pandemic,[4] although our findings imply that there 
are other unidentified variables that could further assist 
when coping with the pandemic. Therefore, there is scope 
for further research in identifying these variables, as this 
would provide a more complete picture of  the problem 
and methods to aid in further coping with the pandemic.

Our findings should be viewed in light of  some limitations. 
First, the cross-sectional study design limits the ability to 
definitively infer causal relationships. A second limitation 
is likely linked to not measuring other influential variables, 
such as the influence of  media reporting. Finally, the 
sample consisted of  predominantly well‑educated and 
technologically literate Saudi adults, which may not 
represent the general Saudi population.

CONCLUSION

This study found that the COVID‑19 pandemic was 
associated with heightened levels of  fear, anxiety and 
depression among Saudi adults. Increased fear of  
COVID‑19 was directly associated with poorer mental 
well‑being, which in turn was associated with lower QoL. 
Perceived social support had more influence on QoL than 
mental well‑being. This finding highlights the importance 
of  social support when promoting QoL, and likely has 
implications for coping with the problems associated with 
the COVID‑19 pandemic.
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