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Abstract
What do we know about this
issue?
From studies about epidemics prior to
COVID-19, it is known that about a third
of the affected population needed care
for mental health services, mainly due to
anxiety disorders, post-traumatic stress
disorder and depression.

The 2019 coronavirus pandemic (COVID-19) is a public health emergency of international concern, which
poses a major challenge to mental health as a result of its unprecedented impact in this 21st century.
Research in past epidemics has revealed a deep and wide range of psychosocial consequences at the
individual and collective level. There are multiple associated psychological disturbances, ranging from
isolated symptoms to complex disorders with marked impairment of functionality, such as insomnia,
anxiety, depression, and post-traumatic stress disorder. Therefore, it is necessary for mental health
services to develop strategies that allow them to react skillfully and provide support to health workers
and the affected population so as to reduce the psychological impact as well as the development of
psychiatric symptoms. The purpose of this reflection article is to show the possible consequences on the
mental health of the population as a result of social isolation due to the COVID-19 pandemic.

¿What is this study’s contribution?
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Resumen
La pandemia por coronavirus 2019 (COVID-19) es una emergencia de salud pública de preocupación
internacional, con impactos sin precedentes en el siglo XXI y hoy representa un gran desafío a la salud
mental. Estudios en epidemias anteriores han revelado una profunda y amplia gama de consecuencias
psicosociales a nivel individual y comunitario durante los brotes. Son múltiples las alteraciones
psicológicas asociadas, que van desde síntomas aislados hasta trastornos complejos, con un deterioro
marcado de la funcionalidad, como insomnio, ansiedad, depresión y trastorno por estrés postraumático.
En este contexto es necesario que las entidades de salud mental desarrollen estrategias que permitan
reaccionar con destreza y que logren un soporte al personal de salud y a la población afectada, en aras
de reducir el impacto psicológico y de los síntomas psiquiátricos. Este artículo de reflexión tiene por
objetivo mostrar las posibles consecuencias en la salud mental de la población, como resultado del
aislamiento social debido a la pandemia de la COVID-19.
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INTRODUCTION
The unavoidable focus on the issue of
transmission and the physical repercussions
of COVID-19 worldwide might well
minimize public interest in the psychosocial
consequences for the people affected by
the virus (1). It is worth highlighting that the
emerging mental health issues may evolve
into health problems in the near future.
During the epidemics of severe acute
respiratory syndrome (SARS) and SARS-CoV
in 2003, and the Middle-East respiratory
syndrome in 2012 (in which the number
of people affected by the infection was no
where near that of the current pandemic), it
was found that nearly 35% of those people
who survived the first outbreak developed
psychiatric symptoms during the early
recovery phase (2,3). In the case of MERSCoV, close to 40% of the people affected
required psychiatric intervention (4).
In normal circumstances, people in social
isolation, with restricted mobility and
little contact with other individuals, are
prone to develop psychiatric complications
ranging from isolated symptoms to overt
mental disorders such as insomnia,
anxiety, depression and post-traumatic
stress disorder (PTSD) (5). In the context
of a pandemic, it is important to take into
consideration the loss of functionality
associated with the acquired disease which
may translate into a feeling of dejection
and helplessness, leading even to a state
of bereavement (5). On the other hand,
people under the stress of the outbreak
may exhibit marked anxiety and significant
decline in social or occupational function,
resulting in adaptation disorders and, in
the event of sad mood persistence, in major
depression disorder (MDD) (5). Moreover,
proximity to events that threaten life and
survival, as is the case of the disease itself,
may trigger the development of PTSD, so
much so, that it has been suggested that
the combined effect of loss and threat
may explain the frequent concomitant
occurrence of PTSD and depression (6).
Although a large number of people are
affected by the pandemic, vulnerable

populations require special attention.
These include, 1) patients and their families,
2) people with pre-existing physical and/
or mental medical conditions, and 3)
healthcare workers, in particular nurses and
physicians working directly with patients
and quarantined populations (1). It is worth
mentioning that patients with a history of
mental disease deserve special attention
(7), because treatment discontinuation
due to challenges with follow-up, limited
specialized care, poor dosing control
and low availability of medications may
unleash careless behaviors due to impaired
judgement, leading to risky behaviors and
difficulty following instructions and public
regulations. This engenders the risk of
infringement of the measures designed to
keep the outbreak at bay (5,8).
Another significantly affected group
is that of healthcare workers. They have
been found to exhibit mental disorders,
in particular PTSD in up to 20% of cases
(9), depressive disorder or adjustment
responses with higher levels of anxiety
after an outbreak. This is due mainly to
social isolation and separation from their
loved ones as a result of their duties at
work; direct exposure to the disease and
fear of acquiring the infection while on
duty (8,10); ethical dilemmas pertaining
to the allocation of scarce resources to
patients with the same needs, and having
to provide care to severely ill patients with
limited or inadequate resources (11). How
to balance their own needs for physical and
mental health with those of their patients?
How can they align their wishes and duties
towards their patients with those of their
relatives and friends? (11). Having to witness
how throngs of patients and healthcare
workers die, working in highly stressful
environments with a shortage of staff or
replacements are risk factors for developing
burnout syndrome (5). The objective of
this article is to show the potential mental
health consequences for the population as
a result of mandatory social isolation due to
the COVID-19 pandemic.

BACKGROUND
Psychosocial impact of the SARSCoV (2003) and MERS-CoV (2012)
pandemics
A population exposed to an epidemic may
experience multiple psychosocial effects.
For example, in the wake of the SARSCoV outbreak in Taiwan, a pessimistic
view of life was evident in close to 10% of
the population, together with an 11.7%
prevalence of psychiatric morbidity during
the ensuing months. (12) Around the same
time, in Singapore, close to 27% of the
healthcare workforce reported psychiatric
symptoms after the epidemic (13). Likewise,
PTSD was found in 20% of physicians
and nurses, and the analysis showed that
those who received support from their
supervisors and peers were less prone to
developing PTSD (9). Along the same lines
of research, a study in Hong Kong reported
that 89% of the healthcare workers who
were in high risk situations exhibited
psychological symptoms (14,15). Another
cohort study carried out in the same
region found that the rates of PTSD were
higher among healthcare workers when
compared to SARS-CoV survivors (40.7%
vs. 19%) (3). The cumulative incidence of
mental disorders among survivors was
58.9%, broken down as follows: depressive
disorders 44%, PTSD 47.8% at some point
after the outbreak, panic disorder 13.3%,
agoraphobia 6.6%, and social phobia
1.1% (3). Thirty months after the SARSCoV outbreak, the prevalence of mental
disorders in the last month was 33.3%, with
PTSD being the most common diagnosis
(25.6%), followed by depressive disorders
(15.6%). Moreover, 61% of the SARSCoV survivors with a current diagnosis of
PTSD also suffered from other psychiatric
disorders (3).

Post-traumatic stress disorder (PTSD)
Depending on the social isolation
characteristics, many events may become
traumatic (5). A study conducted in
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Canada after the SARS-CoV identified
psychological stress factors among
healthcare workers, including a perception
of being at risk of acquiring the infection,
the impact of the outbreak on work life,
a depressive mood, working in a high
risk unit, caring for just one patient with
SARS-CoV as opposed to many patients
with the disease (6). Consistent with these
findings, in healthcare workers followed
during a three-year period in China, it was
found that 10% experienced high levels of
symptoms attributable to PTSD (16), and
those who had been quarantined, those
who had worked with SARS-CoV patients
on their shifts, and those who had friends
or relatives who had acquired the disease
had a 2-3 fold probability of having PTSD
symptoms, as compared to those who had
not had those exposures (16). Moreover,
they still had symptoms by 2006: close
to 40% of the sample still had PTSD
symptoms (16). A French study showed the
impact on survivors of a pandemic outbreak
in patients who required admission to the
intensive care unit secondary to the H1N1
infection, 40% of whom developed PTSD (17).

Depression and anxiety
In this current situation of worldwide
confinement at home due to the COVID-19
outbreak, the vast majority of people
are exposed to unprecedented stressful
situations for an unknown period of time.
This may not only increase the levels of
stress, anxiety and depression during the
day, but also disrupt sleep. It is important
to highlight that, given the key role of
sleep in regulating emotions, altered
sleep patterns may have a direct impact on
emotional performance the following day
(18). Several factors may be associated with
the normal response to stress in the form
of depression and anxiety manifestations
in patients quarantined due a pandemic.
(5). A feeling of losing control is frequent
in this context because, many times,
individuals lack certainty about the end
result or when the crisis will be over. That

feeling of uncertainty, as well as restrictions
derived from preventive social isolation,
the possibility of all future plans changing
dramatically, and sudden separation from
the social or family context, are frequent
catalysts of depression and anxiety
(19). These clinical conditions, in social
isolation circumstances, may occur as part
of an adaptive disorder or an adjustment
reaction which, in many cases, does not
warrant pharmacological treatment (8). A
7% prevalence of MDD has been suggested
following an outbreak (1). Other studies
have shown that 10-35% of the SARS-CoV
survivors exhibited symptoms suggestive
of anxiety, depression, or both, during the
early recovery phase (2,3), while close to
44% of the survivors with some form of
psychiatric disturbance had a depressive
disorder (3). Proposed risk factors include:
female gender, low socioeconomic level,
inter-personal conflicts, frequent use of
social media, low resilience, and lack of
social support (1,20).
Regarding social stigma, during the
SARS-CoV outbreak, close to 20% of
healthcare-related population perceived
discrimination from some of the people
with whom they interacted (21). Specifically
in Singapore, up to 49% of healthcare
workers had similar perceptions when
interacting with the general population (21).
Regarding willingness and ability to
come to work during catastrophic events,
a survey conducted among medical staff
in New York (22) found that a higher
proportion of practitioners would show
up to work at the health service in
circumstances such as a snow storm (80%)
or a natural disaster (84%), and were less
willing to go to work in circumstances
associated with perceived personal risk,
such as the SARS-CoV outbreak (48%), a
radiological hazard (57%), or a chemical
event (68%) (22). It is worth noting that
one of the measures that has enabled
healthcare professionals to feel safer in
their work places and which contributes to
their sense of wellbeing is the availability
of personal protection equipment (PPE).
It was found that these people would be

more willing to work during a catastrophic
event if they had adequate PPE, given that
the perception of personal risk or risk to
their families is one of the factors which
greatly influences the willingness to show
up to work in those situations (22). Both
during the SARS-CoV outbreak as well as
during this current COVID-19 pandemic,
one of the determinantes of the high rate
of adjustment reactions and psychiatric
illnesses is the nature of a new and highly
contagious virus of unpredictable behavior
which has required mandatory social
isolation (9) and which, moreover, poses
an impending threat to life and physical
health (for the healthcare staff) and
creates the fear of cross contamination of
families and friends. Additionally, during
clinical practice, physicians are faced with
professional dilemmas due to the lack of
resources and disproportionate number of
clinical cases, increasing the level of stress (11).

COVID-19 MENTAL HEALTH
DISTURBANCES IN THE
AFFECTED POPULATION
In a pandemic, fear heightens stress
and anxiety in healthy individuals and
intensifies symptoms in people with preexisting mental disorders (23). Patients
diagnosed with COVID-19 or suspected of
having the infection may experience intense
emotions and behavioral responses, apart
from fear, boredom, loneliness, insomnia
or rage (23). These conditions may evolve
to disorders such as depression, panic
attacks, PTSD, psychotic symptoms and
suicide (19), which are especially prevalent
among quarantined patients, in whom
psychological stress is greater (24).
A study conducted among 1210
inhabitants in 194 cities in China, using
the Impact of Event Scale-Revised and the
Anxiety and Stress Scale, revealed that
53.8% of the participants had experienced
moderate or severe psychological impact
(7); 16.5% moderate-to-severe depressive
symptoms; 28.8% moderate-to-severe
anxiety; and 8.1% moderate-to-severe
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stress levels (7). The majority of respondents
(84.7%) spent 20-24 hours a day at home;
75.2% were worried that their relatives
could acquire the COVID-19 infection, and
75.1% were satisfied with the amount of
health information available (7).
Another study performed during the
early days of the COVID-19 outbreak in 2020
reported a 34.0% prevalence of insomnia
in frontline healthcare professionals (14),
compared with a study in 1563 healthcare
professionals that found that close to 36.1%
had sleep disorders, more than half (50.7%)
reported depressive symptoms, and 44.7%
reported anxiety symptoms (25,26).
Using the 9-item Patient Health
Questionnaire, another cross-sectional
study carried out among 1257 healthcare
workers in 34 hospitals caring for COVID-19
patients in China, found that, of the medical
and nursing staff working in Wuhan, 34.4%
had mild disorders (PHQ-9 average: 9.0)
with 6.2% having severe disturbances
(PHQ-9 average: 15.1) immediately after
the epidemic (14). Moreover, 36.3% had
looked into psychological content such
as books on mental health, 50.4% had
accessed psychological resources available
in the media, such as on-line information
on mental health and coping methods, and
17.5% had participated in counseling or
psychotherapy sessions (14).
In terms of the consequences of a
pandemic, there are two sides to the coin,
particularly as relates to the consequences
of social isolation. Although the vast
majority of mental health repercussions
have been reported in prior studies
conducted during past epidemiological
outbreaks and studies derived from this
pandemic have been negative, it is also
important to assess the positive impact of
social isolation. A survey conducted among
families in Hong Kong at the end of the
SARS-CoV epidemic reported that 60%
were more concerned with the feelings
of their family members, two-thirds paid
more attention to their mental health after
the outbreak, and 35-40% devoted more
time to rest and exercise (27).

RECOMMENDATIONS
The main short-term measures include
the use of psychological first aid (PFA) (5),
designed to foster a respectful support
relationship between patients and
therapists, assessment of critical needs
and early intervention in an attempt at
bringing stress or bereavement responses
to an “expected normal level” (5). The aim
of this intervention model is to provide
immediate help and support to individuals
living in anguish due to a recent crisis, and
requires active listening without feeling
the pressure to talk; it is not intrusive
because it recognizes that people have the
right to accept or reject the intervention
(28). PFA is a crucial first step to ensure
care, reassurance and support; it does not
provide treatment for a mental health
problem and it cannot be expected to be
a long-term solution (29). The model also
seeks to promote and support positive
thinking about the future and educate in
techniques to reduce stress and hyperresponsiveness levels, including deep or
diaphragmatic breathing, progressive
muscle relaxation and guided imagery
(5). Early support must also be provided to
the healthcare team to ensure adequate
preparedness of the staff for facing work
and its associated challenges, within the
framework of a respectful and transparent
relationship, without false guarantees or
hopes, providing a comprehensive and
accurate view of what they will have to face,
with no euphemisms and in simple terms
(11). This could be accomplished by means
of discussions based on Schwarz rounds
(30) and Balint groups (31). It is important to
highlight that avoidance is a core symptom
in trauma (11): the staff is “too busy” or
repeatedly “unavailable” to attend these
discussions. If it is associated with lower
performance as a result of poor mental
health, it will undoubtedly have a direct
impact on the ability to operate and on the
health of the team members. Therefore,
leadership must make it their duty to be
aware of the physical and mental health
status of their people and communicate
with them constantly in order to ensure
early identification and support (11).

Measures that can be implemented
long-term or after an outbreak include
the use of trauma-centered therapies.
Cognitive-behavioral therapy is designed
to diminish or dismantle automatic
negative, catastrophic and pessimistic
thoughts about the future (5). Moreover,
a support approach must be put in place,
with psychotherapeutic interventions
focused on recovering the sense of
autonomy, emphasizing the acceptance of
loss (5). Notable in this group is cognitive
processing therapy (CPT) because it
focuses on trauma and aims to resolve
dysfunctional beliefs and attributions
associated with the traumatic event; for
example, beliefs associated with COVID-19
could be “if I leave my home, I will fall
ill and die” or “I am completely helpless,
there is nothing I can do”. These are then
confronted through the process of weighing
the evidence, reviewing exceptions, and
recognizing problem thought patterns such
as “jumping to conclusions”(32). Another
form of therapy that could be implemented
is eye movement desensitization and
reprocessing (EMDR) for PTSD. These
therapies are complemented with
psychopharmacological treatment, mainly
based on the use of selective serotonin
or noradrenaline re-uptake inhibitors (SSRI/
SNRI) during a period of 6 to 12 months to
prevent relapses and symptom recurrences
(5).
Measures that may help cope with the
challenges inherent to the service must be
designed to reflect and learn from difficult
experiences in order to create a meaningful
narrative instead of a traumatic one (11).
This includes sharing the experience with
a fellow worker, systematic and organized
implementation of break schedules, and
organization of events designed to provide
verbal and other forms of recognition of the
staff for their work (5).
It is important to translate scientific
knowledge into timely pragmatic public
health measures, as well as to prepare
the community, in order to prevent and
mitigate the neuropsychiatric sequelae of
an outbreak. This is a critical step towards
reducing long-term consequences and
costs (Table 1) (5). Three main factors
must be considered when developing
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mental health strategies: 1) setting up
multidisciplinary mental health teams
consisting of psychiatrists, psychiatric
nurses, clinical psychologists and other
mental health professionals; 2) ensuring
clear communication at all times, with
accurate and regular updates on the
COVID-19 pandemic; and 3) setting up
psychological counseling services through
telemedicine (11,33-35). On the other
hand, interventions should be centered on
three key components: 1) understanding
the mental health status in different
populations affected by the COVID-19
outbreak; 2) identification of people
at a high risk of suicide and aggression;
3) provision of adequate psychological
interventions for those people who need
them (26). Another useful recommendation
is to prioritize or create a hierarchy of
interventions, dividing the population
according to a 4-level classification (26):
Level 1 includes the most vulnerable
individuals to mental health problems,
i.e., hospitalized patients with confirmed

infection or severe physical conditions,
frontline healthcare professionals and
administrative staff; Level 2 includes
isolated patients with symptoms of
infection, close contacts and patients
admitted to clinical centers serving people
affected by the outbreak; Level 3 includes
individuals in close contact with people
in levels 1 and 2, i.e., family members,
colleagues, friends and volunteer first
responders; Level 4 includes individuals
involved in prevention and control of the
epidemic, e.g., healthy individuals in social
isolation (26).
Considering that confinement time
during an outbreak may be used to create
positive and healthier changes in lifestyle
and to improve family relationships, mental
health campaigns may be designed to focus
on these areas in order to make sure that
the changes can be maintained over time
(27). At this time, the general population
confined in their homes, but particularly
healthcare, support, administrative and

housekeeping staff who are in the
frontlines in the battle against COVID-19,
are experiencing great uncertainty.
Additionally, healthcare workers have
to face a greater work load with high
exposure to the virus and to the hospital
environment. This is compounded by the
stigma associated with their condition
as healthcare workers, the burden of
family duties and the need to look out for
emotional manifestations in their patients
and family members. Consequently, the
resilience of this population group is put
to the test in the face of adversity. It is
known that pandemics can trigger various
cognitive, behavioral, affective and physical
reactions among healthcare workers,
creating the need for psychological and/
or psychiatric support. All this makes
it necessary to ensure that healthcare
workers look after their mental health
and not hesitate to resort to the mental
health services offered currently through
telemedicine by most health insurance
companies (Chart 1).

table 1. Mental health recommendations during the COVID-19 pandemic.

Recommendation

Objective

Providing useful information (5,36).

It is important for people to understand the data correctly in order
to temper excess stress (e.g., anxiety, depression, etc.) due to
inappropriate perceptions (37).

Working with public health officials to create communication
that is appropriate for the culture of the population in order to
mobilize preparedness without creating panic (5,36).

To provide permanent information about the progress of the
measures adopted in order to reduce stress and create awareness
regarding public participation (37).

Working with public health officials and healthcare
institutions to ensure that support is provided to patients in
quarantine and/or social isolation (5,36).

To ensure medical treatment provision. Setting up a medical service
to treat the disease and informing the people about how to gain
access is critical. That way, people will be able to receive help on time
if they have the infection and improve their sense of control over the
risks, in order to avoid an exaggerated perception of social risk (37).

Working with local health officials and organizations to
ensure the provision of psychosocial and other forms of
support for healthcare staff (5,36).

To provide more leisure services in order to improve quality of life.
People may be more willing to cooperate when their vital and leisure
needs are met (things such as on-line shopping, entertainment, etc.)
(37).

source: Authors, based on Huremovic (5); Manderscheid (36); Li et al. (37).
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Chart 1. Recommendations for coping with stress.

Whenever possible, maintain your usual routines
• Keep busy and focus on your daily activities.
• Make sure you allocate enough time to eat, exercise and rest.
• Avoid the use of psychoactive drugs and alcohol.
• Keep in touch with family and friends.
• Shy away from too much information about the pandemic.
• Pay attention to information on how to remain safe and healthy.
• Try to talk with someone about your feelings in case you are overcome by fear or worry.

Think about the children
• Discuss feelings together, with the family, and explain that it is normal to be worried
when going through a stressful situation.
• Share information that they may understand.
• Let them know that, as a family, they will remain protected, and reassure them.
• Show them that you care, and hug them often.
• Maintain their routines with play and fun.
• Teach them self-care habits to ward off infectious diseases, such as hand washing.
Source: Authors, based on Elizarrarás-Rivas et al. (38)
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