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ABSTRACT

Setting The State of Qatar has had one of the highest
COVID-19 infection rates globally and has used state-
managed quarantine and isolation centres to limit the
spread of infection. Quarantine and isolation have been
shown to negatively affect the mental health of individuals.
Qatar has a unique population, with around 90% of the
population being economic migrants and a majority being
blue-collar workers and labourers.

Objectives This study was carried out to evaluate

the psychological impact of institutional isolation and
quarantine during the COVID-19 pandemic outbreak in
Qatar. The study also explored the sociodemographic
correlates of this psychological impact.

Design, participants and intervention A cross-
sectional study involving 748 consenting individuals in
institutional quarantine and isolation in Qatar during the
months of June and July 2020 was carried out. Relevant
sociodemographic data along with depressive and anxiety
symptomatology scores were collected from consenting
adults at these facilities.

Results 37.4% (n=270) of respondents reported depressive
symptoms and 25.9% (n=189) reported anxiety symptoms.
The scores were higher for individuals in isolation facilities
and higher for migrants from poor socioeconomic group
(p<0.001 for both). Within this group, although worries about
infection were widely reported, lack of contact with the
family was cited as one of the most important sources of
distress. Respondents reported that contact with the family
and reliable information were important factors that helped
during the duration of isolation and quarantine.
Conclusions Our study reported significantly elevated
scores for depression and anxiety during institutional
quarantine, which is in keeping with emerging evidence.
However, in contrast to other studies reporting mostly
from native populations, this study of a population with

an overwhelming majority of immigrants highlights the
special mental health needs of this specific group and can
inform future healthcare policies.

Strengths and limitations of this study

» A large nationwide, cross-sectional study of ade-
quate power.

» Use of validated tools for assessment of anxiety and
depressive symptomatology.

» Studies previously unexplored area of psychological
impact of institutional quarantine/isolation and relat-
ed these to sociodemographic variables.

» Snapshot cross-sectional design does not allow
for follow-up to explore the stability of the reported
results.

» Relies on self-reported symptoms.

BACKGROUND

COVID-19 was declared an international
public health emergency on 30 January 2020
by the WHO.' Isolation and quarantine of
affected or suspected individuals were imple-
mented on unprecedented large scales on
populations across the globe to limit the
spread of infection.” By early April 2020, 90%
of the world’s population was subject to some
restriction of movement to limit the spread of
infection.” The nature and degree of quaran-
tine during this public health emergency have
not been uniform and have varied depending
on the burden of infection, state responses
and resources available to countries. The
State of Qatar has been affected significantly
by this pandemic. In fact, Qatar has had one
of the highest numbers of COVID-19-positive
patients per million population.*® The State
of Qatar launched a nationwide public health
strategy of institutional quarantine, resulting
in the commissioning of 51 state-managed
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dedicated quarantine and isolation sites across the
country beginning from 26 February 2020. People with
confirmed infection were placed in hospital isolation
centres.’ Individuals with exposure or suspected exposure
to confirmed COVID-19 cases and all incoming travellers
were placed in state-managed quarantine centres.” These
arrangements have since changed over time in response
to the changing severity of the pandemic.

In Qatar, the public health sector plays a major role in
healthcare provision in general and during the pandemic
in particular. Both locals and migrants have ready access
to heavily subsidised public healthcare facilities (primary
healthcare centres and secondary and tertiary care
hospitals).

Isolation and quarantine in times of epidemics have
been known to have negative impacts on the psychoso-
cial well-being. Studies have reported on the psycho-
logical impact of quarantine during previous infectious
outbreaks. These studies have included people with
SARS, Ebola, HIN1 influenza, Middle Eastern respira-
tory syndrome and equine influenza.” General themes
of psychological impact reported by these studies are
fear of falling sick or dying, feelings of helplessness,
increased levels of self-blame and depression. These have
been well summarised by Brooks et al’ who conclude that
the psychological impact of quarantine is wide-ranging,
substantial and can be long-lasting. Published studies
exploring the psychological impact experienced during
the current COVID-19 pandemic across the world report
higher levels of depression, anxiety and post-traumatic
symptoms in home-quarantined populations.** Women
and individuals aged between 18 and 30 years or older
than 60 years have been reported to be more vulnerable
to the psychological effects of quarantine.” '’ "> However,
these studies have not reported on individuals within
institutional isolation facilities or within institutional
quarantine facilities, which places individuals outside
their home environments. Arguably, institutional quaran-
tine may have contributed towards limiting the spread of
infection, but it is qualitatively different from home and
community-based quarantine.

Furthermore, researchers have attempted to
explore factors that help to mitigate this mental health
impact on quarantined populations. Here, physical
activity,” '* providing information’ ' and provision of
adequate supplies'® to individuals in quarantine are some
of the factors that have been noted to be helpful in coping
with the psychological effects.

To our knowledge, therefore, ours is the first study
that attempts to explore the mental health effects on
individuals placed within institutional isolation and quar-
antine. Furthermore, we have reported on populations
from the Middle East and North African region with its
unique demographic and sociocultural context and high
immigrant population. We aim to evaluate the charac-
teristics of psychological impact and coping mechanisms
in this specific population, which can inform mitigation
strategies.

Aims

This study aimed to evaluate the psychological impact
of institutional isolation and quarantine during the
COVID-19 pandemic outbreak in Qatar. It also evaluated
the correlation between psychological impact and clin-
ical, demographic and socioeconomic characteristics of
the quarantined population. A further aim was to explore
measures that help reduce the burden of psychological
impact of quarantine and isolation.

MATERIALS AND METHODS

The State of Qatar established dedicated government
facilities as part of its pandemic response. In addition to
designated hospital sites for treatment of patients with
symptomatic COVID-19, there were government-run
isolation centres that catered to the infected but asymp-
tomatic individuals. Furthermore, there were designated
hotel/hostel quarantine centres for suspected cases and
those awaiting test results. Individuals in the isolation
centres were transferred to the quarantine centres after
the first negative result for infection, and they remained
there till they tested negative a second time. The second
test was carried out around a week after the first negative
result. Individuals returning from overseas and those who
were suspected of close high-risk contact with a confirmed
positive case were also placed at the state quarantine
centres. Again, the first negative result was followed by
a second test a week later before quarantine was ended.
The isolation centres were hospital-based, and individ-
uals were placed in hospital wards with limited access to
outside space and limited internet access. The quarantine
centres were converted and catered hostel/hotel accom-
modations with limited communal areas/outside space,
and most centres provided internet access.

We carried out a cross-sectional, nationwide study
across the major quarantine and isolation centres estab-
lished for the COVID-19 pandemic in Qatar starting from
1 June 2020 till 31 July 2020 with the following inclusion/
exclusion criteria for participation:

Inclusion criteria: consenting adults aged 218 years, in
quarantine or isolation due to the COVID-19 pandemic.

Exclusion criteria: inability to consent for participation in
the study due to underlying mental health conditions or
severe physical health symptoms due to COVID-19 infec-
tion; inability to engage with the written questionnaires
due to illiteracy, learning difficulty or other.

Sampling

There were about 5000 individuals in COVID-19 quar-
antine and isolation at the start of April 2020 across 50
quarantine and isolation sites in Qatar. To calculate the
required sample size, we used the prevalence of anxiety
and depression symptoms (25% and 28%, respectively)
during the COVID-19 outbreak in China as reported by
Ren et al’s meta—amalysis.17 For a 95% CI and a margin of
error of 3% of the estimated prevalence, the required
sample size was n=735.
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Table 1 Sociodemographic and clinical features of the
studied sample

Ages, years, 38.6+12.1
mean+SD
Sex, male, n (%) 388 (51.9)
Nationality, n (%) Qatari 78 (10.5)
Non-Qatari Arab 88 (11.9)
Indian subcontinent 260 (35.0)
Southeast Asia 144 (19.4)
European 42 (5.7)
North American 22 (3.0)
Other 108 (14.5)
Occupation, n (%)  White collar 456 (61.0)
Labourer 188 (25.2)
Unemployed 103 (13.8)
COVID-19 PCR test Negative 269 (40.1)
result, n (%) Positive 394 (58.8)
Inconclusive 7(1.0)
Duration of quarantine, days, mean+SD 7.0+£4.9
History of depression, n (%) 21 (2.8)
History of anxiety, 43 (5.7)
n (%)
History of psychosis, n (%) 1(0.1)
History of psychotropic medication intake, 26 (3.5)
n (%)
History of admission to psychiatry, n (%) 17 (2.3)
History of psychotherapy/counselling, n 13 (1.7)
(%)
GAD-7 score, mean+SD 3.7+4.5
PHQ-9 score, mean+SD 4.6+5.0
Anxiety, n (%) None 549 (74.1)
Mild 123 (16.6)
Moderate 50 (6.7)
Severe 19 (2.6)
Depression, n (%)  None 460 (62.6)
Mild 153 (20.8)
Moderate 75 (10.2)
Moderately severe 38 (5.2)
Severe 9(1.2)

.GAD-7, seven-item Generalised Anxiety Disorder scale; PHQ-9,
Patient Health Questionnaire nine-item depression scale.

The selection of participants was randomised using
a system based on room number allocation (every fifth
room number at larger facilities and alternate room
numbers at smaller facilities).

Patient and public involvement

Patients or the public were not involved in the design or
conduct of this research or in the dissemination of the
research plans.

Survey and assessment of depressive and anxiety symptoms
A paper-based survey tool was used to collect data. The
survey questionnaire included two sections. The first
section was designed to collect data on demographic
characteristics, duration of the quarantine, facilities
and conditions in the facility, pre-existing mental health
conditions, current or past use of mental health treat-
ments (including medication) and COVID-19 infection
testing status. The second section assessed depressive and
anxiety symptoms using the Patient Health Questionnaire
Anxiety—Depression Scale (PHQ-ADS), which is a vali-
dated and established self-administered tool combining
the Patient Health Questionnaire nine-item depression
scale (PHQ-9) and the seven-item Generalised Anxiety
Disorder scale (GAD-7)."® The survey questionnaires were
in English and Arabic, and the validated Arabic transla-
tion was used for PHQ-ADS."

For PHQ-9, we used scores of 5, 10, 15 and 20 as
cut-off points for mild, moderate, moderately severe
and severe depression, respectively.”’ For GAD-7, we
used scores of 5, 10 and 15 as cut-off points for mild,
moderate and severe anxiety, respectivcs:ly.21 Calculation
of prevalence rates for depressive symptoms included
all PHQ-9 scores b and for anxiety symptoms, all GAD-7
scores 5.

Statistical analysis
Data were analysed using IBM SPSS Statistics for Windows
V.25.0 (IBM).

For categorical variables, we calculated absolute and
relative frequencies. For the prevalence of depression
and anxiety, we also calculated 95% ClIs. For continuous
variables, we calculated the mean and SD. Whenever the
variable did not follow the normal distribution, median
and IQR were calculated.

To compare scores of depression and anxiety among
categorical groups, we used ttest for independent
samples whenever the size of each of the groups was at
least 30. Otherwise, Mann-Whitney U test was used.

To examine the associations between depression and
anxiety scores and continuous variables (age, duration of
quarantine), we used Spearman’s correlations (because
none of these variables followed the normal distribution,
as per the Shapiro-Wilk test).

We constructed multiple linear regression models (one
with the PHQ-9 score as a dependent variable and the
other with the GAD-7 score as a dependent variable) with
age, sex, occupation (white collar vs labourer/unem-
ployed), COVID-19 test result, duration of quarantine
and psychiatric history (positive vs negative) as indepen-
dent variables. For each of the linear regression models,
the adjusted R?, the unstandardised B coefficient with its
95% CI, the partial correlation coefficient (r) and the p
value were calculated.

For all tests, the significance level was set at 0=0.05, and
all tests were two-tailed. In case of multiple comparison, p
values were adjusted using the Holm-Bonferroni method.
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Table 2 Sociodemographic and clinical factors associated with depression and anxiety symptoms

Gender P value Occupation P value COVID test result P value
Female Male White collar Labourer or unemployed Negative Positive
GAD-7 score 3.7 3.7 0916 3.1 4.4 <0.001 2.3 4.8 <0.001
PHQ-9 score 4.1 50 0.034 3.7 6.1 <0.001 2.8 6.1 <0.001

P values were adjusted for multiple comparison using the Holm-Bonferroni method.
GAD-7, seven-item Generalised Anxiety Disorder scale; PHQ-9, Patient Health Questionnaire nine-item depression scale.

RESULTS

General characteristics and prevalence of depressive and
anxiety symptoms

Our sample consisted of 748 individuals, 51.9% (n=388)
of whom were men, with a median age of 36 years (IQR:
18; extremes of 18 and 94). More than half (58.8%,
n=394) had positive COVID-19 PCR results. The median
duration of quarantine/isolation was 6days (IQR: 7;
extremes of 1 and 41).

The prevalence of depressive symptoms was 37.4%
(n=270, 95%CI= 33.7% to 41.1%). The prevalence of
anxiety symptoms was 25.9% (n=189, 95% CI=22.6% to
29.3%). Table 1 summarises the main sociodemographic
and clinical characteristics of the sample.

When asked what worried them most during quaran-
tine, participants reported isolation (40.4%, n=302),
infection (39.4%, n=295), family health (32.9%, n=246)
and finances (32.5%, n=243). Among things that helped
them the most during quarantine, participants reported
talking to family (54.0%, n=404), internet (38.9%,
n=291), information (31.2%, n=233), exercise (23.8%,
n=178), reading (22.2%, n=166) and access to outside
world (12.8%, n=96).

Factors associated with depression and anxiety (univariate
analysis)
Tables 2 and 3 show the associations between the categor-
ical sociodemographic and clinical factors and depressive
and anxiety symptoms. Men had higher PHQ-9 scores
than women (5.0 vs 4.1; p=0.034), but no difference was
found between genders in anxiety scores. No link was
found between age and depressive or anxiety symptoms.
Labourers and unemployed participants exhibited
more pronounced depressive (6.1 vs 3.7; p<0.001) and
anxiety symptoms (4.4 vs 3.1; p<0.001) than white-collar
participants.

In addition, participants with positive PCR COVID-19
tests had significantly higher levels of depressive (6.1 vs
2.8; p<0.001) and anxiety (4.8 vs 2.3; p<0.001) symptoms
than participants with negative tests. We also found nega-
tive weak correlations between the duration in quaran-
tine, and PHQ-9 and GAD-7 scores (rho=-0.083, p=0.029
and rho=-0.101, p=0.008, respectively).

A history of depression, a history of anxiety and a
history of admission to psychiatry were associated with
higher PHQ-9 and GAD-7 scores (table 3).

In addition, a strong positive correlation was noted
between depression and anxiety scores (rho=0.760,
p<0.001).

GAD-7 score was significantly higher in participants
who said they were particularly worried about infection
or about their family’s health, whereas PHQ-9 score was
significantly higher in participants who said they were
mostly worried about isolation or about their family’s
health (table 4). GAD-7 and PHQ-9 scores were signifi-
cantly lower in individuals who reported the most helpful
thing during quarantine to be access to internet, reading
or exercise, but not in those who said the most helpful
thing was going outside, talking to the family or having
been provided with information (table 5).

Multiple linear regression analysis
In multiple regression analysis, higher GAD-7 scores were
significantly linked to female gender (B=-0.885 (-1.710
to —0.061); p=0.035, r=-0.91), a positive COVID-19 PCR
result (B=2.387 (1.492 to 3.282); p<0.001, r=0.222), the
presence of a positive psychiatric history (B=4.115 (2.655
to 5.576); p<0.001, r=0.234) and a lower duration of quar-
antine (B=-0.103 (-0.177 to -0.028); p=0.007, r=—-0.117),
but not with age. The adjusted R* was 0.133 (table 6).
Higher PHQ-9 scores were significantly linked to a
positive COVID-19 PCR result (B=2.904 (1.905 to 3.904);

Table 3 Associations between psychiatric history and depression and anxiety symptoms

History of admission to

History of depression P value History of anxiety P value psychiatry P value
No Yes No Yes No Yes
GAD-7 score &5 11.3 <0.001 3.4 <0.001 3.6 8.2 <0.001
PHQ-9 score 4.4 12.5 <0.001 4.3 <0.001 4.4 10.3 <0.001

P values were adjusted for multiple comparison using the Holm-Bonferroni method.
GAD-7, seven-item Generalised Anxiety Disorder scale; PHQ-9, Patient Health Questionnaire nine-item depression scale.
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Table 4 Associations between the most important worries reported during quarantine and depression and anxiety symptoms

Worried Worried
Worried Worried about Worried about
about P about P family about P getting P
isolation value infection value health P value finances value food value
No Yes No Yes No Yes No Yes No Yes
GAD-7 score 3.4 4.2 0.072 3.3 4.3 0.016 32 49 <0.001 3.6 4.0 0209 3.6 50 0.208
PHQ-9 score 4.2 52 0.024 4.3 5.1 0.120 4.0 5.7 <0.001 4.5 4.7 0.578 4.5 6.1 0.136

P values were adjusted for multiple comparison using the Holm-Bonferroni method.
GAD-7, seven-item Generalised Anxiety Disorder scale; PHQ-9, Patient Health Questionnaire nine-item depression scale.

p<0.001, r=0.241), the presence of a positive psychiatric
history (B=4.731 (3.099 to 6.362); p<0.001, r=0.241) and
a lower duration of quarantine (B=-0.106 (-0.189 to
—-0.024); p=0.012, r=-0.109), but not with age or sex. The
adjusted R? was 0.163 (table 7).

DISCUSSION
To our knowledge, this is the first study of its kind that
explores a nationwide sample from state-managed insti-
tutional isolation and quarantine centres and one that
explores immigrant mental health in the context of this
pandemic.

The main finding of the study was high levels of anxiety
and depressive symptoms among individuals placed
within state-managed isolation and quarantine centres.

As many as 37.4% of the respondents in our study
reported depressive symptoms, with nearly half of these
approaching scores of moderate to severe depression.
Around 26% of the respondents reported anxiety symp-
toms, and almost a third among these had moderate to
severe anxiety. These rates are significantly higher than
the self-reported history of depression and anxiety, by this
study population, which were in the region of 3% and
6%, respectively. Furthermore, these are higher rates
even when compared with the prepandemic prevalence
rates of depression and anxiety in Qatar, which are 13.8%
and 12.1%, respectively.”” Evidence of the psychological
impact of quarantine for COVID-19 is still emerging, and
when compared with the few other studies on quaran-
tined populations,g_12 the rates and severity of anxiety and
depression in this study were towards the higher side. Paz

et al’ in their study on a home-quarantined population in
Ecuador used the same instruments as that in this study
on a similar sample size and reported comparable rates
of moderate to severe anxiety and depression. An Irish
study on home-quarantined population reported anxiety
rates of 20% and depression rates of 22.8% also using the
same instruments as those in this study.'” Studies from
China looking at depression and anxiety rates among
home-quarantined populations using self-rating scales
have reported anxiety rates ranging from 6.2% to 12.9%
and depression rates of up to 22.4%.% "' '* This study’s
high rates could be because the other studies examined
individuals in home and community-based quarantine,
whereas our study looked at institutional quarantine
where individuals are removed from their home environ-
ments. These rates could have been further influenced by
the unique sociodemographic composition of the study
population as we discuss below.

Respondents who were unemployed, had lost their
jobs or were in low-paid jobs reported significantly
higher scores for both depression and anxiety. Nearly
40% of the respondents cited social isolation as their
biggest source of distress, followed closely by fear of the
COVID-19 disease itself and then financial worries. More
than half of the respondents reported that it was contact
with their family and friends that provided the biggest
source of coping with their quarantine. This can be better
understood by placing these findings within the sociode-
mographic context of Qatar. Qatar’s population is some-
what unique in that the majority of the population (up
to 88%) comprise foreign nationals who are working in

Table 5 Associations between coping tools deemed most helpful to reduce the psychological distress in quarantine and

depression and anxiety symptoms

Access to
Takingto P P P P outside P
family value Internet value Information P value Exercise value Reading value world value
No Yes No Yes No Yes No Yes No Yes No Yes
GAD-7 39 36 0866 41 3.1 0.006 3.8 3.6 0866 40 29 0006 40 29 0.016 3.7 42 0.774
score
PHQ-9 49 43 0288 51 3.7 0.001 4.6 4.6 0.973 49 36 0001 50 32 0.001 45 51 0.522
score

P values were adjusted for multiple comparison using the Holm-Bonferroni method.
GAD-7, seven-item Generalised Anxiety Disorder scale; PHQ-9, Patient Health Questionnaire nine-item depression scale.
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Table 6 Variables associated with anxiety symptoms—multiple linear regression analysis

95% ClI for B

Variable B P value Lower bound Upper bound Partial correlation coefficient
Age —-0.010  0.561 —-0.044 0.024 -0.025
Gender -0.885 0.035 -1.710 -0.061 -0.091
Occupation -0.375 0.433 -1.314 0.565 -0.034
COVID-19 test result 2.387  0.000 1.492 3.282 0.222
Duration of quarantine -0.103  0.007 -0.177 -0.028 -0.117
Psychiatric history 4115  0.000 2.655 5.576 0.234

this small Arabian Gulf country.” This foreign workforce
comprises predominantly young men and economically
active group who have families in their home countries.
A significant majority work as manual labourers as the
State of Qatar continues to grow economically and in
infrastructure.** The results therefore are influenced by
the anxieties and distress faced by this group who could
not establish contact with their families while placed in
isolation and quarantine facilities and had limited means
to achieve and establish this contact. For various reasons,
many of them did not have smartphones or tablets at their
disposal to communicate with their families. The other
major concerns for this group are perhaps, expectedly,
those related to finance and job security.

Interestingly, in this study, higher GAD-7 and PHQ-9
scores were linked with shorter duration of quarantine.
We believe a potential explanation could be that individ-
uals were likely to be much more anxious and distressed
in the initial period when they had just moved to these
restrictive facilities and had just been tested or had tested
positive for the SARS-CoV-2 infection. Although the high
scores continued during the entirety of the quarantine,
there was some degree of adaptation and reconciling with
the restrictive facilities as the time progressed.

Itis well established that migrant workers form a suscep-
tible group when it comes to mental health stress and
availability of coping mechanisms.” Preliminary reports
note evolving mental health crises among migrants in
Lebanon and India in the context of COVID-19 and
economic downturn.?*? These groups also reported high
rates of anxiety and depression. However, while migrant
groups in India and Lebanon reported poor access to

healthcare as the main cause of distress, the group in
Qatar had access to free, state-provided healthcare, and
their main source of distress was social isolation.

The subgroup of individuals in the isolation centres who
were positive for SARS-CoV-2 infection reported signifi-
cantly higher scores for both depression and anxiety. This
could be explained by the fact that the hospital isolation
facilities allowed even more limited social interaction and
almost no access to outside world. The fear of the disease
itself and paucity of information are more pronounced
in the isolation facilities when compared with quaran-
tine facilities. Following social support, the next biggest
reported category of helpful measures was access to reli-
able information about the disease and factors related to
quarantine. There is evidence that provision of reliable
information and communication can mitigate the nega-
tive psychological impacts of quarantine.’ '* ' These
findings may be used to inform healthcare planning in
the context of institutional quarantine and in migrant
populations.

Strengths and limitations

The strengths of this study lie in the fact that it was nation-
wide, adequately powered and explored yet unchartered
areas of mental health repercussions of the COVID-19
pandemic on individuals in institutional quarantine and
related these to sociodemographic variables. Validated
tools were used to assess anxiety and depressive symp-
tomatology. The limitations of our study include a cross-
sectional design that did not provide for follow-up, so the
stability of the reported symptoms was not explored. In
addition, a selfreport measure was used to collect the

Table 7 Variables associated with depressive symptoms—multiple linear regression analysis

95% ClI for B

Variable B P value Lower bound Upper bound Partial correlation coefficient
Age -0.026  0.196 —-0.064 0.013 —-0.056
Gender -0.417  0.377 -1.343 0.509 -0.038
Occupation 0.222  0.680 —0.832 1.276 0.018
COVID-19 test result 2.904 0.000 1.905 3.904 0.241
Duration of quarantine -0.106  0.012 -0.189 -0.024 -0.109
Psychiatric history 4.731 0.000 3.099 6.362 0.241
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data. Due to practical considerations, patients with severe
illness had to be excluded.

The data set was somewhat self-selecting as only those
who gave consent were included.

CONCLUSION AND IMPLICATIONS

This worldwide public health emergency has had a signif-
icant impact on the mental health of entire populations
and not just those infected with the virus. While the
pandemic has affected individuals physically when they
were infected, it appears that the mental health effects
have been far more widespread.** ™ This is likely to pose
a significant burden for stretched and chronically under-
resourced mental health services,” and we may very well
see a mental health epidemic closely following on the
heels of this pandemic. Although Qatar has had relatively
low mortality and physical morbidity from the COVID-19
pandemic, it has not escaped the mental health impact.
In a way, Qatar’s apparent advantage of having a young,
active population that even when exposed to very high
levels of infection escaped physical health morbidity
has exposed it to a significantly increased mental health
burden as this group had limited means to access social
support from family and friends which has been proven
to be effective.” The importance of these results may not
be limited to this region and can potentially be significant
in a world which is seeing rising numbers of immigrant
populations—individuals who are reliant on communica-
tion and travel and for whom financial uncertainties can
be more damning.

The results of this study suggest that in managing this
and future health emergencies, healthcare planning
should incorporate screening for mental health issues
in vulnerable groups such as migrant populations, and
consideration should be given to maintaining social
support channels and provision of appropriate and reli-
able information.
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