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ABSTRACT- Background & Objectives:High
risk of mental health problems is associated with
Coronavirus Disease 2019 (COVID-19). This study
explored the prevalence of depressive and anxiety
symptoms and assessment of quality of life in
patients of COVID-19.Methodology:It’s a
prospective study of 120 COVID-19 positive
participants who were assessed by using Beck
Depression Inventory-11(BDI-II), Hamilton
Anxiety Rating Scale(HAM-A), World Health
Organization Quality of Life
Instruments(WHOQOL-BREF) during day 0 and 2
months. Those having above cut off value were
interviewed clinically for any psychiatric signs and
symptoms.Results: It was found that prevalence of
mild, moderate and severe depression (as per BDI-
I1) was 20%, 7.3% and 4.5% respectively. Those
having above cut off value for depression(14) were
clinically interviewed and 31.8% patients had
MDD. The prevalence of mild, moderate and
severe anxiety (according to HAM-A) was 87.3%,
10% and 2.7% respectively. Those having above
cut off value for anxiety(17) were clinically
interviewed and it was seen that 12.7% patients
suffered from anxiety disorders. After two months,
the prevalence of mild depression was found to be
6.4% (who previously had depression) and patients
had mild anxiety but didn’t fit into any DSM-5
clinical criteria for anxiety disorders. Comparing
the four domains on WHOQOL-BREF, social
relationship domain had highest while the physical
health domain had the lowest scores.Conclusion:
High prevalence of anxiety, depression and
delirium in patients of covid demands screening
during admission and psychiatric treatment
measures in Treatment protocol of covid-19.
KeyWords- COVID-19, Depression and Anxiety,
Quality of Life

l. INTRODUCTION

Corona is a sSRNA virus which was
discovered in the late 1960s. Corona viruses comes
under Corona viridae family (Nidovirales order).
The Corona virus has been named after the crown-
likespikes which are presentonthe outer surface of
the virus structure [1]. Similar viruses of the
samefamily have shown outbreaks in the past, for
example,severe  acute  respiratory  syndrome
coronavirus SARS-CoV in 2003, Humancorona
virus HCoV NL63 in 2004 [2], HKUL in 2005 [3],
Middle east respiratory (MERS) in2012. Now the
novel version of this virus has appeared and
possess a greatthreat of unmatched severity. The
International Taxonomy ofViruses (ICTV) has
named this novel pathogen as SARS-CoV-2
(previously known as 2019-nCoV)[4,5]. The first
case of corona virus was found in Wuhan, China in
a Chinese seafoodmarket.Since then, it has been
exponentially rising in numbersspreading from
human tohuman via respiratory  droplets
[6].Because no specific medication or vaccine is
available, the situation is going out of control and
worrisome[7].Maintaining social distance, wearing
a mask, and frequentlysanitizing handshave been
strictly advised to all the people [8]. India is no
different from rest of the world, when it comes to
thelockdown[9]. For Indians, challenges in the
medical sector, further deepens the worries
thatheighten psychological distress[10].COVID-19
and Mental health- Many people have fear of
getting infected with thevirus/disease resulting in
anxiety, stress, and depression, etc[11]. The sense
of emotional and physical tension which arises in
the individual’s body from any event that
threatenshomeostasis of body and mind is referred
to as stress [12]. On the other hand, the body’s
natural response to stress due to the fear of the
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unknown is termed as anxiety [13]. Depression is
usually seen as a decrease interest in work and
surroundings or disinterest indaily activities. It is
inferred from previous knowledge that people who
are fighting pandemic without any vaccine would
resultin fear of the coronavirus making them
anxious, stressed anddepressed. Thisexcessive fear
also resulted inpeople committing suicides [14,15].
Severe psychologicalstresssuch as anxiety and
depression during Covid-19 pandemic was found
among Chinese nationals in astudy conducted by
Wang et al.[16].Similarly, another study on
Chinese  population  found similar  results
[17].COVID-19 and Quality of Life- During
COVID-19 outbreak, Indian Government took
strictactions to slow down the spread of corona
virus in that stage onlyby imposing lockdown pan-
India.Immigrants werealso shiftedfrom the airports
and seaports to the special quarantine facilities
arranged by thelndian Army directly for at least 14
days to control the spread.Awareness about the
chances ofspreading of virus and precautionary
measures for protectingoneself and others were
also taught to the people by Community health
teams. Pan India lock-down and anxiety related to
the corona virus’s effects and
transmissiondrastically affectedthe livesof
public[18]. The fear of virus is also increasing
because of the increase in the number of deaths and
global spread. [19,20]This unpredictable and
rapidly spreading disease leading to depression,
stress and anxiety has resulted in universal
awareness of the disease. According to WHO,all of
these psychological responses are natural tothe
abruptly changing condition [21]. The pandemic
andreadily available information regarding the
virus/diseasehas increased stress among
commonpeople significantly. As a result,
rapidlyexpanding mass hysteria and panic
regarding COVID-19 may result in
psychologicalproblems from all the socioeconomic
domains.This couldbe evenmore harmful in the
long run than the corona virus [22].To the best of
our knowledge, distress experienced (depression,
anxiety and stress) bypeople during COVID-19 has
not been explored altogether so far in India.
However, fewstudies have reported the influence of
pandemic on mental health or quality oflife in
COVID-19 positive patients, even though the
pandemic has severely affected India andmany
other parts of the world. Therefore, our study
aimed to assess whether there wasan immediate
impact of the COVID-19 on mental health, its
related lifestyle habits andquality of life
amongCOVID-19 positive patients and an attempt
to fill thisgap is done so that effectivemental health

management can be planned by practitionersand
policymakers

Aims and Objectives-

1. To study the prevalence of depression in
COVID-19 positive patients.

2. To study the prevalence of anxiety in COVID-
19 positive patients.

3. To assess the impact on Quality of Life in
COVID-19 positive patients

RESEARCH METHODOLOGY
Participants- COVID-19 positive  patients
admitted in Tertiary Care Hospital
Study design- Prospective Study
Sampling Technique-Random sampling
Calculated using the following formula: [23]

N Z2P (1 -P)

TTEN-D+ 2P -P)

Where,

n’= sample size with finite population correction
N= population size (500)

Z= static for level of confidence

P= expected proportion (0.1)

d = precision (0.05)

Using the above data sample size comes out to be
109. It was decided to achieve n=120 for improving
the statistical significance of the study and ease of
calculation

Inclusion criteria /Exclusion criteria:

Males and females, 18 — 65 years of age,
who were willing to give informed written consent.
Patientswith intellectual disabilities or any prior
psychiatric illness; those diagnosedwithanyotherco-
morbidorganicbrainconditions were excluded.

Data collection:

Prior permission of Institutional Ethics
Committee was taken to start the study. Also, prior
written informed consent from participants was
taken. All COVID-19 positive patients admitted in
Tertiary Care Hospital were enrolled after
confirming Inclusion and exclusion criteria.
Participants were interviewed and asked to answer
properly to the questions given to them after
assuring them about their confidentiality.Patients
were screened using the above tools and diagnosis
was made according to The Diagnostic and
Statistical Manual of Mental Disorders (DSM—
5).Then patients were called telephonically after 2
months and again assessed by using the same tools.

Measures:
Socio-demographicdata-sheet,Beck
Depression Inventory- Il (BDI-II) for assessing
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depression, Hamilton Anxiety Rating Scale (HAM-
A) for assessing anxiety, World Health
Organization  Quality of Life Instruments
(WHOQOL-BREF)forassessingQuality of
Lifewere used by clinician.

Beck Depression Inventory- 11 (BDI-I11):

The BDI-1I can be self-administered or
verbally by a trained administrator, is validated for
completion by 13- to 80-year-old individuals.[24]
The Self-report study based on the symptoms
described by the Diagnostic and Statistical Manual
of Mental Disorders (DSM-IV) [25], which makes
measuring depressive severity possible. BDI-I1I
contains 21 items in which four response options
are available on a scale of 0 to 3.

Hamilton Anxiety Rating Scale (HAM-A):

The HAM-A scale contains 14 items.Each
item consists cluster of symptoms and each item is
marked on a scale of 0 to 4, total score being 0-56.
HAM-A measures both psychic anxiety (mental
agitation and psychological distress) and somatic
anxiety (physical symptomsof anxiety)[26].

World Health Organization Quality of Life
Instruments (WHOQOL-BREF):

The validated WHOQOL-BREF is used to
measure Quality of Life. It contains 24 items which
assess quality of life perception in four domains.
The four domains are physical health,social

relationships domain, environmental domainand
psychological health. There are also two items on
overall QOL and general health present. After
scoring, the domain scores are converted into a
linear scale of 0 and 100. A higher score indicated
a better QOL. WHOQOL-BREF has shown to
display good discriminant validity, content validity
and test-retest reliability [27].

Statistical Analysis

Statistical analysis was done using MS
excel 2013 version and SPSS trial version 25. Data
analysis was done and mean, standard deviation
was calculated. The values P < 0.05 was considered
statistically significant.

1. RESULTS

Present study had 110 participants. The
mean age of the patients was 45.06+£13.24 years.
Age group distribution of the patients showed that
the minimum age of patients was 21 years and
maximum age was 65 years and as shown in
Table-1, 39.1% patients were female and 60.9%
patients were male. Most of the participants
(70.9%) were married and around 73% patients
were educated more than 10"standard. Mostly
around 94% patients belonged to socio-economic
status class 1. Socio-demographic variables were
not associated with depression, anxiety or QOL.

Table -1. Socio-Demographic Data

Socio-Demographic
Variable (n=110)
Frequency Percentage
Female 43 39.1
Gender Male 67 60.9
Marital Status Married 78 70.9
Unmarried 19 17.3
Widow 8 7.3
Widower 4 3.6
Single 1 0.9
Education Primary 6 55
Secondary 23 20.9
Higher Secondary 33 30.0
Graduate 45 40.9
Post Graduate 3 2.7
Socio-economic SES-I 103 93.6
Status(SES) SES-II 7 6.4
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Table 2A: Beck Depression Inventory- 11 in COVID-19 positive patients

BDI- 11

(n=110) During COVID-19 positive Phase Post COVID-19 positive
Frequency (Percent) Frequency (Percent)

Minimal 75 (68.2%) 103 (93.6%)

Mild 22 (20.0%) 7 (6.4%)

Moderate 8 (7.3%) 0 (0%)

Severe 5 (4.5%) 0 (0%)

Table-2A& 2B depictthatpatientexperienced depression during COVID-19 positive phase and resolution of

depressive symptoms was seen post COVID(p =0.003).

Table 2B: Comparison of BDI-11 scores during COVID-19 phase and Post COVID-19 phase

BDI-II 95% CI of Difference of Means
(n=110) Mean ) p-value Lower Limit Upper Limit
Dur.u_'lg COVID-19 11.00 8.948 0.003 0.863 4.119
positive Phase

Post COVID-19

positive 8.51 3.568

Table- 3A & 3Bdepictthatpatientexperienced anxiety during COVID-19 positive phase and resolution of

anxiety symptoms was seen post COVID(p =0.012).
Table 3A: Hamilton Anxiety Rating Scale in COVID-19 positive patients

HAM-A
(n=110)
During COVID-19 positive Phase Post COVID-19 positive
Frequency (Percent) Frequency (Percent)
Mild 96 (87.3%) 110 (100%)
Moderate 11 (10.0%) 0 (0%)
Severe 3(2.7%) 0 (0%)

Table 3B: Comparison of HAM-A scores during COVID-19 phase and Post COVID-19 phase
HAM-A p-value  |95% CI of Difference of Means
(n=110) Mean SD Lower Limit Upper Limit
Eﬁ;;r;g COVID-19 positive 8.00 7120 0.012 0.397 3.221
Post COVID-19 positive 6.19 3.521

Table 4: Quality of life in COVID-19 positive patients (QOL-BREF):

Sr No. Quiality of lifeDomains Mean(n=110) Standard Deviation(SD)
1 Physical 57.61 17.298
2 Psychological 60.87 18.774
3 Social Relationships 70.60 17.290
4 Environmental 65.55 16.809
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As perTable 4 social relationship domain had
highest while the physical health domain had the
lowest scores.

1. DISCUSSION

The finding of our study showed that
31.8% patients who were COVID-19 positive
suffered from depression which is similar to the
results found in the study done by Zhang et al. i.e.,
29.2% [28]. Zhao et al. [29] conducted a similar
study in China and higher prevalence of depression
was found in their study (49.06%) for confirmed
patients. Similarly, Yu-Fen Ma et al. [30] found
prevalence of depression in patients to be 43.1%.
However, our study also followed the patients over
3 months and we found out that prevalence of
depression to be only 6.4%. It was seen that the
symptoms resolved gradually after the infective
phase was resolved. Regarding the prevalence of
anxiety, our study showed mild, moderate and
severe anxiety in 87.3%, 10% and 2.7%
respectively as compared to Pankaj et al. study who
found higher prevalence of moderate anxiety i.e.,
47% and that of mild and severe anxiety to be 35
and 18% respectively.[31] Clara et al. conducted a
similar study in Ecuador and they found that 24.2%
confirmed patients had anxiety symptoms in their
study [32]. We followed up patients after 3 months
and found that anxiety symptoms decreased in the
patients and 100% patients had minimal anxiety
symptoms.

It is generally established that infections
are associated with a greater risk of mood disorders
[33], and there seems to be a higher risk after
severe infections [34]. These findings resemble
with the SARS-CoV-1 epidemic findings inwhich
depressive symptoms were found among the
infected patients[33,36]. The higher risk of
psychological distress could be due to the
coronavirus affecting the brain or by releasing
cytokine which affects the brain [37]. Similar
situations with higher psychological morbidities
were also found in the past during the outbreaks of
severe acute respiratory syndrome (SARS), HIN1
influenza, Ebola virus, middle east respiratory
syndrome (MERS) [38]. There were more
psychological problems among the patients
compared to healthcare workers or general public
which is similar to the previous outbreaks [39].
Most of the patients affected with SARS, MERS or
Ebola had at least one of the many psychological
morbidities such as depression, anxiety, stress or
sleep problems [26,40,41]. The perception of
threat, mortality, shame and inequality were some
of the major factors responsible for such high
burden. Moreover, as there is no definitive

pharmacotherapy or vaccine for COVID-19, so,
uncertaintyis always presentamong the patients on
the outcome and result which further worsen their
psychological well-being. Therefore, following an
outbreak, mental health should be an integral part
of rehabilitation of patients.More research is
required to study the long-term mental health
issuesin the survivors[42].

Regarding anxiety also, the evidence is
more less, and it should be dealt in detail further
because anxiety symptoms were reported during
[35]and  following  [43,44] SARS-CoV-1.
Furthermore, affective psychosis has been induced
by SARS-CoV-1 during the acute phase of the
disease [45], but we found no researchfor the same
for SARS-CoV-2. It is already established that
severe infections and inflammatory processes can
cause delirium as well as encephalopathy. Similar
symptoms have been found in SARS-CoV-2
positive patient but the evidence is still scarce [46].

The increased prevalence of anxiety and
depression during infective phase is probably due
to the uncertainty about the treatment, physical
distress such as breathlessness and fatiguability,
isolation from family members, financial burden,
guilt about the infection transmission to their
family members, and community stigma.

QOL is associated with the interplay
between distressing and protective factors [47].
Depression has a negative impact on the daily
functioning and other related domains of the
affected individual [48], therefore, it is likely to be
negatively relatedto the QOL, which is confirmed
by our study finding that COVID-19 patients with
depression have a lower QOLas compared to
patients without depressive symptoms. Similar
results were found out by Yu-Fen Ma et al [30].
Similar findings were also found in other diseases,
such as diabetes [49], coronary arterial diseases
[50], pulmonary diseases [51], and gastrointestinal
diseases [52].

V. CONCLUSION
High prevalence of anxiety, depression in
patients of covid demands screening during
admission and psychiatric treatment measures in
Treatment protocol of covid 19.
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