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An eight country cross‑sectional 
study of the psychosocial 
effects of COVID‑19 induced 
quarantine and/or isolation 
during the pandemic
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Kevin K. C. Hung 5, Ronald Law 6, Catherine P. Y. Mok 7, Virginia Murray 8, 
Tracey O’Sullivan 9, Zeeshan Qadar 10 & Mathieu Roy 11

Forced quarantine and nationwide lockdowns have been a primary response by many jurisdictions 
in their attempt at COVID‑19 elimination or containment, yet the associated mental health burden 
is not fully understood. Using an eight country cross‑sectional design, this study investigates the 
association between COVID‑19 induced quarantine and/or isolation on probable generalized anxiety 
disorder (GAD) and major depressive episode (MDE) psychological outcomes approximately eight 
months after the pandemic was declared. Overall, 9027 adults participated, and 2937 (32.5%) were 
indicated with GAD and/or MDE. Reported quarantine and/or isolation was common, with 1199 
(13.8%) confined for travel or health requirements, 566 (6.5%) for being close contact, 720 (8.3%) 
for having COVID‑19 symptoms, and 457 (5.3%) for being COVID‑19 positive. Compared to those not 
quarantining or isolating, the adjusted estimated relative risks of GAD and/or MDE associated with 
quarantine and/or isolation was significant (p < 0.001), ranging from 1.24 (95% confidence interval [CI]: 
1.07, 1.43) for travel/health to 1.37 (95% CI 1.19, 1.59) for COVID‑19 symptom isolation reasons. While 
almost universally employed, quarantine and/or isolation is associated with a heavy mental health 
toll. Preventive strategies are needed, such as minimizing time‑limits imposed and providing clear 
rationale and information, together with additional treatment and rehabilitation resources.

Since declared by the World Health Organization (WHO) as a  pandemic1, the novel coronavirus disease 2019 
(COVID-19) continues to dominate many governmental health, political, economic, and social  agendas2. Glob-
ally, the virus along with its variants rapidly spread and surged in waves, forcing governments to hastily constitute 
and re-constitute policy balancing competing health and economic imperatives, while operating in a context of 
fluid and unprecedented uncertainty. As of 3 June 2022, nearly 530 million confirmed cases and 6.3 million deaths 
across the world had been  reported3; although with variable reporting practices this is likely an undercount of 
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total deaths attributable to COVID-194. Beyond this human tragedy, the pandemic has decimated economies, 
ravaged livelihoods, and triggered what is now widely recognized as the most serious global economic crisis 
since World War  II2. Stringent conditions to travel, employment, and social engagement have been enforced, 
while governments pursue varying elimination, containment, and mass vaccination measures. As COVID-19 
continues to spread, the impacts of the pandemic further affects populations with these targeted countermeasures 
increasing and amplifying pre-existing mental and physical health disparities as well as their underlying social 
determinants within and between  nations5–7.

Prior to the COVID-19 pandemic, mental health disorders were already among the leading causes of global 
disability-adjusted life-years, with their importance further increasing in recent years. For instance, depressive 
and anxiety disorders, which ranked 19 and 34 respectively in 1990, increased to ranks 13 and 24 in  20198. How-
ever, the profound and prolonged pandemic directly impacted these and other psychopathologies, regardless 
of gender, group or  region9,10. Indeed, in Cénat and colleague’s systematic review and meta-analysis, they found 
that in populations affected by COVID-19 the prevalence of depression was more than three times and anxiety 
four times higher than in the pre-COVID-19 general populations observed within a WHO common mental 
health disorder  study9,11. The sweeping individual and societal disruptions to people’s life-styles and employ-
ment, together with the menace of COVID-19 and its associated psychological demands, may partially explain 
this phenomenon. These psychological demands were exacerbated by the infodemic—a rapid and far-reaching 
information overload which includes misinformation and  disinformation12,13—together with forced quarantine, 
changes in mental health care service delivery, and nationwide lockdown regimens.

Forced quarantine and nationwide lockdowns are a mainstay for many countries in their COVID-19 response 
arsenal. So much so that Choukér and Stahn asserted that the world is currently experiencing the largest isola-
tion experiment in  history14. It is estimated that more than half of the world’s population has experienced some 
degree of isolation or confinement, through the closure of schools and universities, workplaces, social and physi-
cal distancing, and the declaration of health  emergencies9. While there is variation between countries, managed 
quarantine facilities have commonly been used for international travelers and COVID-19 positive cases or their 
close contacts. People with COVID-19 symptoms or with a COVID-19 positive case contact are generally advised 
to test and self-isolate until result confirmation; self-isolation may also be recommended for others.

Prior to the COVID-19 pandemic, loneliness was so prevalent across Europe, the United States of America 
(USA), and China that it was described by Jeste and colleagues as a “behavioral epidemic”15. Loneliness poses 
a significant population health problem with increased risk of depression, anxiety, suicidal ideation, negative 
health behavior, and health care  utilization16. However, with isolation and confinement restrictions imposed 
to contain viral spread, the population risk of loneliness and its psychological sequelae steepened. This risk is 
unequally shared, with older adults, ethnic minorities, those with low income, and those in congregated living 
environments having a higher risk of  loneliness17,18. These socially vulnerable groups also have increased pan-
demic  risk19. This lead Holt-Lunstad to characterize this pandemic as “the double pandemic of social isolation 
and COVID-19”18. The self-isolation and confinement of large bodies of people for indefinite periods, differ-
ences in stay-at-home orders issued by various jurisdictions, and conflicting messages from government and 
public health authorities have intensified  distress13. Coupled with increased risk of loneliness, unemployment 
stresses and financial insecurities, death or infection of family or friends, physical and emotional fatigue, the 
COVID-19 infodemic, and the impact of COVID-19 contact or diagnosis are all likely to negatively influence 
the psychological wellbeing of  people9,20.

Given the complexity of the psychological, social, and neuroscientific effects of COVID-19, mental health 
and psychosocial impacts are research  priorities21,22. Convened by the United Kingdom (UK) Academy of Medi-
cal Sciences and the mental health research charity, MQ: Transforming Mental Health, one expert panel issued 
immediate priorities for action and longer-term strategies. Among the immediate priorities are: (i) the collection 
high-quality data on the mental health effects of the COVID-19 pandemic across the whole population; and, 
(ii) understanding consequences of the COVID-19 lockdown and social  isolation21. This panel also saw that 
multi-discipline international collaboration and a global perspective were  beneficial21. Convened by the British 
Psychological Society, another expert panel called for researchers to investigate the immediate and longer-term 
consequences of COVID-19 for mental health outcomes in the population generally, but also in vulnerable, 
shielding, and self-isolating  groups22.

Using an eight country repeated cross-sectional study design, which recruited representative samples of 
adults, and employed psychometrically robust measures of psychological outcomes, we heed these calls. The 
overarching goal of this interdisciplinary and international research project was to better understand how risk 
information was delivered and communicated by authorities and media, and how it was received, understood, 
and used by the public. Our previous investigation estimated and compared country-specific prevalence of 
probable generalized anxiety disorder (GAD) and major depressive episode (MDE) at approximately 7 months 
and 12 months after the earliest COVID-19 case (detected on 17 November 2019, according to unverified media 
reports on unpublished Chinese government  data23)24. Probable GAD or MDE was indicated by 30.1% and 32.5% 
of the respondents during the June 2020 and November 2020 measurement waves, respectively, with important 
variations between countries, gender, and age groups. This study aims to extend these previous findings by 
investigating the influence of COVID-19 induced quarantine and/or isolation on GAD or MDE psychological 
outcomes at the November 2020 measurement wave in crude and adjusted analyses, accounting for sociodemo-
graphic and potentially confounding variables.
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Methods
Study design and setting. A cross-sectional study was simultaneously conducted in seven countries (i.e., 
Canada, USA, England, Switzerland, Belgium, Philippines and New Zealand) and one territory (i.e., Hong Kong) 
between 6 and 18th November 2020. Although a territory, Hong Kong maintains separate governing and eco-
nomic systems from that of mainland China and thus, for ease of exposition, it is referred to as a country herein.

Participants. Adults aged ≥ 18 years residing in one of the eight selected countries at the time of surveying.

Primary measures. Two psychological measures were utilized, namely: GAD and MDE. These were elic-
ited from the GAD-7 and the Patient Health Questionnaire-9 (PHQ-9) scales, respectively, which are based on 
the diagnostic criteria described in the Diagnostic and Statistical Manual of Mental Disorders, fourth edition 
(DSM-IV)25,26. The GAD-7 has a composite score ranging from 0–21, while the PHQ-9 score ranges from 0 to 
27. For both scales, combined sensitivity and specificity were shown to be maximized at a threshold score of ≥ 10, 
which is used to identify moderate to severe symptoms of GAD or  MDE25,26. Thus dichotomous variables were 
derived, indicated when scores were ≥ 10, and are used to define probable GAD and MDE psychological out-
comes, respectively.

Quarantine and/or isolation reasons were derived from several questions. Initially participants were asked: 
Due to the coronavirus (COVID-19), have you experienced the following disruptions? (i) home quarantine or 
self-isolation; and (ii) non-home quarantine (e.g. quarantine centre/camp). Each had response options: Yes, No, 
I don’t know/I prefer not to answer. For those responding affirmatively, participants were then asked: For what 
reason(s) did you have to apply quarantine and/or self-isolation measures? Questions included: (a) COVID-19 
diagnosis; (b) COVID-19 symptoms (without diagnosis); (c) exposure to a case of COVID-19; (d) health rea-
son (advanced age, chronic disease, immunosuppression); and, (e) returning from an international trip. Each 
of these questions also had response options: Yes, No, I don’t know/I prefer not to answer. Here, participants 
were considered to have quarantined and/or isolated if they responded Yes to questions (i) and/or (ii) and Yes 
to any of (a)-(e). Those who responded Yes to (d) and/or (e) were collapsed into one combined category. For 
those responding Yes to multiple questions, the question with the highest COVID diagnosis or exposure was 
used—given by (a)-(e) in descending order.

Sociodemographic and potential stressor variables. A detailed account of these variables and 
their definitions appears  elsewhere27. In brief, gender identity was elicited with response options: male, female, 
another gender identity, I don’t know/I prefer not to answer. Participants responding with “another gender iden-
tity” or “I don’t know/I prefer not to answer” had their gender set to missing. Age in years was asked, with 
responses collapsed into 18–24, 25–34, 35–44, 45–54, 55–64, and ≥ 65 years groupings. Usual household compo-
sition was elicited and categorized as: living alone, living with others including children, living with others but 
without children. Participants were questioned as whether they were an essential worker (e.g., healthcare and 
social services, law enforcement, emergency services, provider of essential goods, educational institution) with 
response options: yes, no, I don’t know/I prefer not to answer. Those who responded affirmatively were asked in 
which essential sector that that they usually worked, with options: healthcare, social services, law enforcement, 
emergency services, provider of essential goods, and other sectors. Participants who worked in healthcare and 
social services were further partitioned from the other essential workers.

The potential stressor variables and threats caused by COVID-19 that are directly related to self were inves-
tigated, together with sources and trust in  information24. Table S1 in the supplementary materials provides the 
names, descriptions, and response options of all utilized potential stressor variables included in the survey and 
used here. The survey instrument was validated by the project collaborators, then translated and made available 
in English, French, German, Italian, and Chinese  languages27.

Procedure. A detailed description of the procedure also appears  elsewhere13,27. Selection of countries for 
inclusion was based on ensuring global continent diversity within a constrained budget; and capturing different 
demographics, health systems and policies, and COVID-19 burdens and responses. It was essential for us to have 
country-specific lead investigators to provided context and ensured the survey was culturally fit-for-purpose. 
The core team came together from multiple existing professional connections, including the WHO Thematic 
Platform for Health Emergency and Disaster Risk Management Research Network. As time was of essence and 
the funding budget limited, the core team purposefully approached potential research leads in identified coun-
tries of interest using their pre-existing professional networks, and invited them to opt in. Those who did were 
included here.

As described  previously13,27, two polling firms, in collaboration with international partners, undertook recruit-
ment and data collection using an online platform. Participants were randomly recruited from online panels using 
multiple sources, including traditional and mobile telephone methodologies, social media, and offline methods. 
To ensure recruitment and representation of hard-to-reach sub-populations, quota sampling was employed. After 
contact and eligibility confirmation, the purpose, methods of data management, and assurance of confidential-
ity was fully explained before seeking participant consent in this online study. The survey was designed to take 
approximately 20 min to complete.

The quota sampling was tailored for each country, and was based on the latest available census popula-
tion demographics. Strata comprised of age groups (18–24 years, 25–34 years, 35–44 years, 45–54 years, 
55–64 years, ≥ 65 years), gender (female, male), and region (which was country-specific). For example, in Canada, 
regions were defined by Ontario, Québec, British Columbia, Alberta, Manitoba/Saskatchewan, and Atlantic 
provinces. Table S2 in the supplementary materials provides the stratification variables and values for all eight 
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counties. A 70% minimum recruitment of the estimated stratum numbers for each characteristic (age, gender, 
and region) was targeted in order to ensure the best possible representation in the sample. This minimum 
recruitment threshold was a pragmatically determined to maximize participant coverage and scientific robust-
ness while also maximizing cost effectiveness. Survey sampling weights for each country were then calculated 
in a standardized  way28. The collected data were then assigned survey sampling weights, correcting for unequal 
representation, determined from each country’s census and the quotas not being fully achieved, and calibrated 
to match the sample to population percentage figures for the quota control variables of age groups, gender, and 
region interlocked.

A minimum sample size target was set at 1000 adults for each participating country, except for Canada (which 
hosted this research program) which was set at 2000. As outlined  earlier13,27, three primary core principles and 
pragmatic considerations were invoked in selecting these sample sizes. They include: (i) largely balanced sample 
sizes for each country, so investigations of differences between countries have maximal statistical power; (ii) the 
power of detecting differences in proportions of ≥ 10% or a relative risk of ≥ 1.2 exceeds 80% at the two-tailed 
α = 0.05 within each country (these detectable differences are moderate to large and likely to be of clinical or 
meaningful significance); and, (iii) to maximize the number of different countries who were able to participate 
within a constrained budget.

Statistical analysis. Reporting of study findings was informed by the STrengthening the Reporting of 
OBservational studies in Epidemiology (STROBE)  guidelines29. All analyses were conducted using Stata SE ver-
sion 17.0 (StataCorp, College Station, TX, USA), accommodated survey sampling weights, employed robust 
variance estimators, and two-tailed α = 0.05 defined significance.

Participant numbers and sociodemographics by countries were initially described and compared using Pear-
son’s design-based F-test. Next, to estimate country-specific rates of GAD, MDE, GAD and/or MDE indication, 
together with their associated 95% confidence intervals (CIs), a binomial regression model with identity link 
function was employed, treating countries as fixed  effects30,31.

Recognizing that conventionally employed logistic regression models produce odds ratios with inflated 
estimates of relative risks (RRs) when the outcome of interest is not  rare32, an alternative approach was taken. 
Instead, a modified Poisson regression (with log-link function and robust variance estimators) analysis was used 
to estimate RRs  directly31,33. Complete case multilevel mixed-effects Poisson regression models were employed, 
treating countries as random intercept effects and participants nested within countries, to investigate the associa-
tion between probable GAD and/or MDE indication and the isolation reason variables. For the crude analysis, 
only these primary variables were investigated. An adjusted complete-case analysis followed, which considered 
sociodemographic and potential stressor variables. In the spirit of Sun and  colleagues34, no variable selection 
was undertaken for these adjusted analyses.

This adjusted complete-case model was evaluated using the Hosmer–Lemeshow goodness-of-fit  test35, with 
the number of groups (g) defined by g = max(10, min[m/2, (n–m)/2, 2 + 8(n/1000)2]), where m is the number of 
GAD and/or MDE indications and n is the sample  size36. The area under the receiver operating characteristic 
(ROC) curve was also used to assess the multivariable model’s predictive ability. A ROC area of 0.5 represents a 
model with predictive ability that is no better than chance, 0.7–0.8 is considered acceptable, 0.8–0.9 is considered 
excellent, and more than 0.9 is considered  outstanding35.

Finally, sensitivity analyses were conducted using multiple imputation (MI) derived from chained equa-
tions using all variables within the multivariable models. M = 50 replications were generated and analyzed, with 
coefficients and standard errors for the variability between imputations combined according to Rubin’s  rule37. 
Differences in estimated effect sizes and ROC areas between imputed and complete case analyses were then 
derived and reported.

Ethics. This study sits within a broader program of research funded by the Canadian Institutes of Health 
Research, reviewed and approved by the Research Ethics Board of the CIUSSS de l’Estrie—CHUS (HEC ref: 
2020–3674). Informed consent was obtained from all participants before their participation, and the collection 
of information was carried out confidentially. Participants were able to withdraw at any time without penalty 
or need for explanation. The datasets did not carry any personally identifiable information. The study complied 
with the ethical standards for human experimentation as established by the Helsinki Declaration and Canada’s 
HEC. All methods and reporting were performed in accordance with HEC’s relevant guidelines and regulations.

Results
Participants and their characteristics. Overall, 9027 adults participated in the survey (Canada: 2004; 
USA: 1003; England: 1000: Belgium: 1014; Switzerland: 1000; Hong Kong: 1002; Philippines: 1003; and, New 
Zealand: 1001). Their mean age was 47.0 years (standard deviation 17.0 years; range 18–99 years), 52.0% were 
female (42 [0.5%] did not identify as being female or male), 26.7% classified themselves as being essential work-
ers (of whom, 34.1% were health workers), and 28.7% lived in households with children. The weighted numbers 
for participants’ demographic characteristics overall and by country appear in Table 1.

The survey sample weightings ensured that reported numbers were representative of the current sociode-
mographic profile for each country. Notable differences in these demographic characteristics appeared between 
countries. For instance, Filipino participants were on average younger and more likely to live in households 
with children than participants from other countries, whereas Swiss participants were older, less likely to be an 
essential worker, and more likely to be living alone; see Table 1.
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Psychological outcomes. Approximately 12  months after the first COVID-19 case was detected in 
Wuhan, China, probable GAD was indicated by 2129 (23.6%) participants, probable MDE was indicated by 
2509 (27.8%), while 2937 (32.5%) were indicated with GAD and/or MDE. Of the 2937 participants indicated, 
57.9% were indicated for both, 14.6% were indicated for probable GAD but not MDE, and 27.5% were indi-
cated for probable MDE but not GAD, a significant asymmetry (p < 0.001). From a fixed effects binomial regres-
sion model, significant differences emerged in the rates of these psychological outcomes between countries (all 
p < 0.001). Figure 1 presents these rates, together with 95% CIs, for the eight countries.

Estimated rates of probable GAD indication ranged from 15.6% (95% CI 12.7%, 17.4%) in Switzerland to 
30.1% (95% CI 27.1%, 33.1%) in the USA; probable MDE indication ranged from 19.0% (95% CI 16.5%, 21.5%) 
in Switzerland to 34.9% (95% CI 31.9%, 37.9%) in England; and, for GAD and/or MDE indication, rates ranged 
from 22.3% (95% CI 19.6%, 24.9%) in Switzerland to 38.8% (95% CI 35.0%, 42.5%) in the Philippines; see Fig. 1.

Quarantine and/or isolation reason. In total, 8695 (96.3%) participants responded to questions relating 
to COVID-19 related quarantine and/or isolation. At the time of the survey, 5753 (66.2%) respondents had not 
quarantined or isolated, 1199 (13.8%) had quarantined and/or isolated for travel or health requirements, 566 
(6.5%) quarantined and/or isolated because they were a close contact for a COVID case, 720 (8.3%) isolated 
because of COVID-19 symptoms, and 457 (5.3%) respondents quarantined and/or isolated in response to a posi-
tive COVID-19 case diagnosis. Again, significant differences in these distributions emerged between countries 
(p < 0.001). Any reported quarantined and/or isolation reason was highest among USA (41.3%) and Filipino 
(41.3%) participants, and lowest among those from Hong Kong (23.1%) and New Zealand (28.0%); see Table 2.

Crude analyses. The proportion of participants indicated for probable GAD and/or MDE over quarantined 
and/or isolation reason categories appears in Fig. 2. Evident from Fig. 2 is the increased proportion indicated 

Table 1.  Sample numbers and weighted distribution of respondents’ demographic characteristics, overall and 
partitioned by country. a 42 (0.5%) respondents did not identify as being male or female; b234 (2.6%) did not 
know or declined to answer.

Country N

Age (yr) Femalea

Essential  workerb Household composition

No Yes: health Yes: other Alone With child(ren)n Other

mean (SD) n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Canada 2004 47.8 (17.2) 1,031 (51.7) 1,452 (73.9) 176 (8.9) 338 (17.2) 366 (18.3) 449 (22.4) 1,189 (59.3)

USA 1003 48.4 (17.2) 517 (51.9) 720 (73.1) 90 (9.2) 174 (17.7) 230 (22.9) 303 (30.2) 470 (46.9)

England 1000 47.6 (17.1) 511 (51.2) 730 (74.8) 78 (8.0) 168 (17.2) 212 (21.2) 257 (25.7) 532 (53.2)

Belgium 1014 49.4 (16.2) 520 (51.6) 766 (77.6) 60 (6.1) 161 (16.3) 190 (18.8) 227 (22.4) 597 (58.9)

Switzerland 1000 50.1 (17.1) 522 (52.2) 772 (78.9) 97 (9.9) 111 (11.3) 271 (27.1) 185 (18.5) 544 (54.4)

Hong Kong 1002 46.5 (15.7) 550 (55.0) 606 (62.3) 107 (11.0) 260 (26.7) 67 (6.7) 279 (27.8) 656 (65.5)

Philippines 1003 38.1 (14.7) 503 (50.7) 676 (71.0) 104 (11.0) 171 (18.0) 34 (3.4) 552 (55.0) 417 (41.6)

New Zealand 1001 46.9 (17.7) 513 (51.4) 729 (74.5) 87 (8.9) 162 (16.5) 156 (15.6) 341 (34.0) 505 (50.4)

Total 9027 47.0 (17.0) 4667 (52.0) 6450 (73.3) 800 (9.1) 1544 (17.6) 1526 (16.9) 2591 (28.7) 4910 (54.4)

Figure 1.  Proportion of participants indicated for probable generalized anxiety disorder (GAD), major 
depression episode (MDE), and GAD and/or MDE, together with associated 95% confidence intervals (CIs) for 
the eight participating countries/regions.
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with increased COVID-19 exposure and diagnosis; ranging from 26.0% for participants who have not quar-
antined or isolated to 59.4% for those who quarantined and/or isolated due to having a COVID-19 diagnosis.

In a multilevel mixed-effects Poisson model, treating countries as random effects and participants nested 
within countries, this observed pattern was significant (p < 0.001). Table 3 gives the distribution of probable GAD 
and/or MDE indication by quarantine and/or isolation reason categories, together with RRs and associated 95% 
CIs estimates from this crude analysis. Compared to participants who did not quarantine or isolate, those who 

Table 2.  Weighted distribution of participant’s response to COVID-19 induced quarantine and/or isolation 
questions overall and partitioned by country. 332 (3.7%) participants had missing data for quarantine and/or 
isolation questions.

Country

No isolation Travel/health COVID contact COVID symptoms COVID diagnosis

n (%) n (%) n (%) n (%) n (%)

Canada 1266 (65.5) 338 (17.5) 96 (5.0) 206 (10.7) 26 (1.3)

USA 563 (58.7) 168 (17.5) 80 (8.3) 69 (7.2) 78 (8.2)

England 624 (65.8) 137 (14.5) 58 (6.1) 68 (7.2) 61 (6.4)

Belgium 675 (68.2) 95 (9.6) 70 (7.1) 93 (9.4) 56 (5.7)

Switzerland 631 (64.5) 140 (14.3) 98 (10.0) 63 (6.4) 47 (4.8)

Hong Kong 732 (76.9) 59 (6.2) 46 (4.8) 37 (3.9) 79 (8.3)

Philippines 557 (58.3) 125 (13.1) 94 (9.9) 89 (9.3) 92 (9.6)

New Zealand 705 (72.0) 137 (13.9) 24 (2.4) 95 (9.7) 20 (2.0)

Total 5753 (66.2) 1199 (13.8) 566 (6.5) 720 (8.3) 457 (5.3)

Figure 2.  Proportion of participants indicated for probable generalized anxiety disorder (GAD) and/or major 
depression episode (MDE) over quarantine and/or isolation reason categories.

Table 3.  Distribution of probable GAD and/or MDE indication by quarantine and/or isolation reason 
categories, together with relative risks (RRs) and associated 95% confidence intervals (CIs) estimates from 
crude and adjusted complete case multilevel logistic models, and the multiple imputed (MI) adjusted 
multilevel logistic model. a 332 (3.7%) respondents missing; b1097 (12.2%) respondents missing; cadjusted for 
sex, age, essential worker, household composition, financial losses, threat perceived to oneself and/or family, 
threat perceived for country and/or world, being a victim of stigma, level of information about COVID-19, 
trust in authorities score, social networks used as a regular source of information, friend/family/co-workers as 
a regular source of information, sense of coherence.

Quarantine and/or isolation reason N

GAD/MDE Crudea Adjustedb,c MI  adjustedc

n (%) RR (95% CI) RR (95% CI) RR (95% CI)

No isolation 5753 1493 (26.0) 1.00 (reference) 1.00 (reference) 1.00 (reference)

Travel/health 1199 392 (32.7) 1.25 (1.09, 1.43) 1.24 (1.07, 1.43) 1.22 (1.07, 1.40)

COVID contact 566 253 (44.7) 1.74 (1.53, 1.96) 1.27 (1.12, 1.45) 1.25 (1.11, 1.41)

COVID symptoms 720 362 (50.2) 1.94 (1.70, 2.20) 1.37 (1.19, 1.59) 1.38 (1.21, 1.57)

COVID diagnosis 457 272 (59.4) 2.22 (1.80, 2.75) 1.32 (1.20, 1.46) 1.33 (1.18, 1.49)
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quarantined and/or isolated in response to a positive COVID-19 diagnosis had increased risk of probable GAD 
and/or MDE indication estimated at 2.22 (95% CI 1.80, 2.75); see Table 3. Among participants who quarantined 
and/or isolated: those with COVID contact had significantly higher risk of probable GAD and/or MDE indication 
compared to those confined for travel/health reasons (p < 0.001); those with COVID symptoms had significantly 
higher risk of probable GAD and/or MDE indication than those with COVID contact (p = 0.04); but, those with 
COVID diagnosis had risk of probable GAD and/or MDE indication not significantly higher than those with 
COVID symptoms (p = 0.18). In this model, the variance component associated with the country random effect 
was estimated at σ = 0.173 (95% CI 0.097, 0.307).

Adjusted complete case analyses. Results from the multivariable multilevel mixed-effects Poisson 
model, adjusted for sex, age, essential worker, household composition, financial losses, threat perceived to one-
self and/or family, threat perceived for their country and/or world, being a victim of stigma, level of information 
about COVID-19, trust in authorities score, social networks used as a regular source of information, friend/fam-
ily/co-workers as a regular source of information, and sense of coherence, also appears in Table 3 and Table S3 
within the supplementary materials. Table S3 gives the distribution of probable GAD and/or MDE indication 
for considered sociodemographic and potential stressor variables together with RRs and associated 95% CIs 
estimates from crude and adjusted complete case multilevel Poisson models. Complete data for all considered 
variables were available from 7930 (87.8%) participants.

Although dampened, the relationship between GAD and/or MDE indication and quarantine and/or isola-
tion reason remained significant (p < 0.001). Compared to participants who did not quarantine or isolate, those 
who quarantined and/or isolated in response to a positive COVID-19 diagnosis had increased adjusted risk 
of probable GAD and/or MDE indication estimated at 1.32 (95% CI 1.20, 1.46); see Tables 3 and S3. However, 
amongst the people who had quarantined and/or isolated, there was no significant difference in any pairwise 
comparison groups (all p > 0.05).

All considered sociodemographic and potential stressor variables were significant within the multivariable 
model except for: threat perceived for their country and/or world (p = 0.49); friend/family/co-workers as a 
regular source of information (p = 0.09); and, essential worker (p = 0.09). Also noteworthy is that young adults, 
those with a weaker sense of coherence, and those unsure or unknown about their financial losses had relatively 
high estimated adjusted RRs; see Table S3. Unlike the crude analysis, there was no difference in the estimated 
RRs between groups for those participants who quarantined and/or isolated in any pairwise comparison (all 
p > 0.05). The variance component associated with the country random effect in this model was estimated at 
σ = 0.147 (95% CI 0.090, 0.240). In terms of regression diagnostics, this complete case multivariable model yielded 
a Hosmer–Lemeshow goodness-of-fit p = 0.99 (based on g = 505) and the AUC = 0.789 (95% CI 0.779, 0.800), a 
value which is considered acceptable. This evidence suggests that the model had adequate fit.

Sensitivity analyses. After undertaking chained equations MI for missing data (M = 50), and repeating 
the multivariable multilevel mixed-effects logistic regressions, the resulting estimates were strikingly similar to 
those derived from the complete case analyses; see Tables 3 and S3. In terms of absolute change in the estimated 
adjusted RR between the primary variables of interest, the greatest shift occurred for those in the COVID contact 
category—moving from 1.27 (95% CI 1.12, 1.45) to 1.25 (95% CI 1.11, 1.41); a negligible difference. The mean 
estimated ROC area for these M = 50 multiple imputations was 0.786 (95% CI 0.776, 0.796); again, this is similar 
to the complete case estimate and a level that continues to represent acceptable predictive accuracy.

Discussion
COVID-19 induced quarantine and/or isolation is  common9,14. Over one in three participants in this study 
reported they had quarantined and/or isolated due to having a COVID-19 diagnosis, symptoms, being a close 
contact, or through travel/health reasons at some time during the approximate 12 months since the first COVID-
19 case was detected and eight months after the WHO declared a  pandemic1,23. There were significant differences 
between countries—with quarantine and/or isolation rates higher for the USA (which had a relatively high 
cumulative death rate of 73.9 per 100,000 people) and lower for Hong Kong (cumulate death rate of 1.45 per 
100,000 people) and New Zealand (cumulate death rate of 0.52 per 100,000 people)3. Yet, as the virus continues 
to spread and surge, these quarantine and/or isolation rates will only increase—as, for example, has been wit-
nessed recently in New  Zealand38.

It is known that periods of isolation, even for relatively short durations (< 10 days), can have significant and 
enduring negative psychological and psychiatric  effects39,40. Common psychological disorders include depressive 
symptoms and post-traumatic stress, anxiety and panic, obsessive–compulsive symptoms, insomnia, and digestive 
problems among  others41. This effect is likely compounded by the increased population mental health burden 
which follows infectious disease outbreaks and natural  disasters42,43. Therefore, the current global COVID-19 
pandemic and the extent of quarantined and/or isolation as primary response by many countries is likely to have 
significant, potentially unprecedented, burden. However, currently, there is relatively little empirically known 
on the measured extent of quarantine and/or isolation on mental health in this current pandemic, hence the 
calls from the expert  panels21,22.

GAD and/or MDE was indicated by 32.5% of participants in this sample; a prevalence that has increased 
over  time13. Considerable variability in GAD and/or MDE indication rates between countries was observed. 
This, in part, likely reflects the different contextually-specific countermeasures applied by governments and 
 authorities13,39. Elements, such as their level of severity, length of implementation, and how they are communi-
cated, are known to be important. For instance, confusion from poorly coordinated public health messages and 
strategies between jurisdictions and levels of government has previously been associated with observed negative 
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psychological outcomes in the USA and  Canada39; and seen  here13. Moreover, the lockdown length enforced in 
the Philippines (spanning nearly six months at the time of the measurement wave) likely contributed to the high-
est levels of observed GAD and/or  MDE44. Conversely, Belgium and Switzerland lockdowns were less rigid than 
other counterpart countries. With their businesses and restaurants remaining open (albeit with restrictions), this 
likely engendered a sense of relative normalcy and mitigated against the psychological impacts of the  pandemic13.

Crude analysis showed a marked ‘dose–response’ whereby those with increased COVID-19 case likelihood 
also had increased GAD and/or MDE indication. However, in adjusted complete case and MI analyses, no 
gradient was evinced. After controlling for a range of sociodemographic and potential stressor variables, those 
who quarantined and/or isolated had risk of GAD and/or MDE indication that was 20–40% higher than those 
who did not have COVID-19 related quarantine or isolation. Although non-significant, the estimated effect size 
was marginally higher for those quarantining and/or isolating with COVID-19 symptoms compared to those 
with cases is of interest, and suggests that the uncertainty of their case status may  contribute45. It is notable in 
the adjusted analyses that people who were younger and had a weaker sense of coherence, in particular, were at 
increased GAD and/or MDE, over and above the quarantine and/or isolation effect.

In a rapid review, Brooks and colleagues identified stressors of quarantine which included duration, infec-
tion fears, frustration, boredom, inadequate supplies, inadequate information, financial loss, and  stigma39. The 
infodemic, that overloads individuals with information, also acts as a stressor—particularly among the younger, 
social media savvy users and consumers as the information is rapidly shared and is often misinformation and 
 disinformation12,24,45. False information, perceived as novel and fresh, spreads more quickly and widely than true 
 information46. This fuels confusion, uncertainty and anger, contributing to greater mental health  risk12,13,47. There 
is also a well-recognized social gradient of risk, which emerges from the interaction between social determinants 
of health, risk of exposure, and adverse impacts from a  pandemic48. Quarantine and isolation, coupled with their 
accompanying stressors, thus likely triggers mental illness for some; a response that is unequally shared across 
populations. Strategies designed to mitigate the effect of quarantine and isolation need to be cognizant of these 
stressors, and people’s varied vulnerability profiles and  responses48.

Our findings do not diminish the role of quarantine and isolation, as these measures have been a centuries-
old cornerstone for the successful public health response to emerging and re-emerging infectious  diseases49. 
Indeed, in this COVID-19 era, combinations of non-pharmaceutical interventions which include quarantine and 
isolation have been shown to have the greatest effect on virus  containment50. However, the effectiveness of these 
intervention combinations depend on their local context, such as timing of their adoption, and carry different 
levels of adverse individual and societal  impacts50.

Strengths and limitations. While having notable strengths, such as the relatively large and balanced sam-
ple size across countries (except Canada), timeliness of recruitment, spread of participants across eight countries 
and four continents, use of a psychometrically robust instruments for psychological distress indication, and the 
careful data analysis, this study also has limitations. As asserted  previously13,27, arguably the sampling mecha-
nism and associated unmeasurable non-sampling bias potentially represents the biggest threat to the study’s 
validity. There were a number of pragmatic considerations in designing, attracting funding, securing ethics, 
and implementing this international study within a relatively short time  frame13,27. In particular, there were 
competing tensions in maximizing expedited cost-effective data collection processes and international reach 
while simultaneously minimizing non-sampling bias. Our adopted study design sought to balance these com-
peting demands, without compromising scientific rigour or the production of high quality data. Participants 
were randomly recruited from data sources derived from various online and offline panels; a modern but less 
conventional research sampling frame  method28. The implemented quota sampling, together with survey sam-
pling weight adjustments, was designed to ensure that the sample was approximately representative of the target 
adult population within each country. However, some population groups are likely to be underrepresented, 
such as people having limited or no internet access, those with lower or poor literacy attainment, or those living 
with disabilities or mental  illnesses51. If these underrepresented groups have a differential pattern of response 
compared those included within the study, then bias may be introduced despite the sampling and weighting 
methods employed. Another limitation is the cross-sectional design. Quarantine and/or isolation reasons were 
only elicited in the November 2020 measurement wave, and not in the June 2020 measurement  wave13. Elicita-
tion at both waves would have introduced a useful temporal element and assisted in providing evidence as to 
whether the effects observed here were consistent or differentially affected over time. Moreover, it should also 
be noted that the mental health impacts of the pandemic, and the nature of quarantine and isolation measures, 
are dynamic and rapidly evolving—so that relationships and effect sizes reported here may not accurately reflect 
those observed in the future. Also, this study investigates the mental health effects associated with just one suite 
of non-pharmaceutical interventions, namely: quarantine and isolation. However, interventions were often used 
in combinations, and these other interventions may have contributed to additional mental health burdens which 
have not been separated  out50. Although, the eight country design of this study, each having different combi-
nations and timing of interventions, is likely to mitigate this limitation. Finally, the adjusted modelling may 
have suffered from residual or unmeasured confounding effects. Unmeasured confounding variables can result 
in substantial bias in the estimated exposure-outcome adjusted RR, particularly if it is uncorrelated with the 
measured explanatory  variables52. Study replication using different suites of variables is needed to understand 
its effect.
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Conclusions
Globally, the COVID-19 pandemic era represents an extraordinary time for most societies; a time which neces-
sitated extraordinary responses that come at individual and societal costs. While commonly employed, forced 
quarantine and nationwide lockdowns carries such a cost. To minimize the impact of quarantine and isola-
tion, officials should quarantine individuals for no longer than required, provide clear rationale for quarantine 
accompanied by information about protocols, provide sufficient supplies, and strive to ensure the experience 
is as tolerable as  possible39,40. It is imperative to recognize the extent and magnitude of mental health issues; 
quarantine and isolation preventive strategies should be adopted where possible. Nonetheless, given the large 
and increasing number of people involved, governments are obligated to instigate clear mental health service 
provision strategies to cater for the inevitable additional treatment and rehabilitation needs following their 
primary COVID-19 quarantine and isolation response.

Data availability
The datasets used for statistical analysis are held by M.G. at the Faculté de Médecine et des Sciences de la Santé, 
Université de Sherbrooke, Sherbrooke, Canada. Application to use these data must be made to M.G. through 
the corresponding author.

Received: 5 April 2022; Accepted: 7 July 2022

References
 1. World Health Organization. WHO Director-General’s Opening Remarks at the Media Briefing on COVID-19 - 11 March 2020, 

https:// www. who. int/ direc tor- gener al/ speec hes/ detail/ who- direc tor- gener al-s- openi ng- remar ks- at- the- media- briefi ng- on- covid- 
19--- 11- march- 2020 (2020).

 2. Organisation for Economic Co-operation and Development. The Territorial Impact of COVID-19: Managing the Crisis Across Levels 
of Government (OECD, 2020).

 3. World Health Organization. WHO Coronavirus (COVID-19) Dashboard. https:// covid 19. who. int/ (2022).
 4. World Health Organization. The Impact of COVID-19 on Global Health Goals, https:// www. who. int/ news- room/ spotl ight/ the- 

impact- of- covid- 19- on- global- health- goals (2021).
 5. Jensen, J., Kelly, A. H. & Avendano, M. The COVID-19 pandemic underscores the need for an equity-focused global health agenda. 

Humanit. Soc. Sci. Commun. 8, 15. https:// doi. org/ 10. 1057/ s41599- 020- 00700-x (2021).
 6. Ghebreyesus, T. A. Five steps to solving the vaccine inequity crisis. PLOS Glob. Public Health 1, e0000032. https:// doi. org/ 10. 1371/ 

journ al. pgph. 00000 32 (2021).
 7. The Lancet Public Health. COVID-19-break the cycle of inequality. Lancet Public Health 6, e82. https:// doi. org/ 10. 1016/ S2468- 

2667(21) 00011-6 (2021).
 8. GBD 2019 Diseases and Injuries Collaborators. Global burden of 369 diseases and injuries in 204 countries and territories, 

1990–2019: a systematic analysis for the Global Burden of Disease Study 2019. Lancet 396, 1204–1222. https:// doi. org/ 10. 1016/ 
S0140- 6736(20) 30925-9 (2020).

 9. Cénat, J. M. et al. Prevalence of symptoms of depression, anxiety, insomnia, posttraumatic stress disorder, and psychological 
distress among populations affected by the COVID-19 pandemic: a systematic review and meta-analysis. Psychiatry Res. 295, 
113599. https:// doi. org/ 10. 1016/j. psych res. 2020. 113599 (2021).

 10. Wu, T. et al. Prevalence of mental health problems during the COVID-19 pandemic: a systematic review and meta-analysis. J. 
Affect. Disord. 281, 91–98. https:// doi. org/ 10. 1016/j. jad. 2020. 11. 117 (2021).

 11. World Health Organization. Depression and Other Common Mental Disorders: Global Health Estimates (WHO, 2017).
 12. World Health Organization. Managing the COVID-19 Infodemic: Promoting Healthy Behaviours and Mitigating the Harm from 

Misinformation and Disinformation, https:// www. who. int/ news/ item/ 23- 09- 2020- manag ing- the- covid- 19- infod emic- promo ting- 
healt hy- behav iours- and- mitig ating- the- harm- from- misin forma tion- and- disin forma tion (2020).

 13. Généreux, M. et al. The evolution in anxiety and depression with the progression of the pandemic in adult populations from eight 
countries and four continents. Int. J. Environ. Res. Public Health 18, 4845. https:// doi. org/ 10. 3390/ ijerp h1809 4845 (2021).

 14. Choukér, A. & Stahn, A. C. COVID-19-The largest isolation study in history: the value of shared learnings from spaceflight analogs. 
NPJ Microgravity 6, 32. https:// doi. org/ 10. 1038/ s41526- 020- 00122-8 (2020).

 15. Jeste, D. V., Lee, E. E. & Cacioppo, S. Battling the modern behavioral epidemic of loneliness: suggestions for research and interven-
tions. JAMA Psychiat. 77, 553–554. https:// doi. org/ 10. 1001/ jamap sychi atry. 2020. 0027 (2020).

 16. Beutel, M. E. et al. Loneliness in the general population: prevalence, determinants and relations to mental health. BMC Psychiatry 
17, 97. https:// doi. org/ 10. 1186/ s12888- 017- 1262-x (2017).

 17. Hwang, T. J., Rabheru, K., Peisah, C., Reichman, W. & Ikeda, M. Loneliness and social isolation during the COVID-19 pandemic. 
Int. Psychogeriatr. 32, 1217–1220. https:// doi. org/ 10. 1017/ S1041 61022 00009 88 (2020).

 18. Holt-Lunstad J. The Double Pandemic of Social Isolation and COVID-19: Cross-sector Policy Must Address Both. https:// www. 
healt haffa irs. org/ do/ 10. 1377/ hblog 20200 609. 53823 (2020).

 19. O’Sullivan, T. & Bourgoin, M. Vulnerability in an Influenza Pandemic: Looking Beyond Medical Risk (University of Ottawa, 2010).
 20. Dong, F., Liu, H. L., Dai, N., Yang, M. & Liu, J. P. A living systematic review of the psychological problems in people suffering from 

COVID-19. J. Affect. Disord. 292, 172–188. https:// doi. org/ 10. 1016/j. jad. 2021. 05. 060 (2021).
 21. Holmes, E. A. et al. Multidisciplinary research priorities for the COVID-19 pandemic: A call for action for mental health science. 

Lancet Psychiatry 7, 547–560. https:// doi. org/ 10. 1016/ S2215- 0366(20) 30168-1 (2020).
 22. O’Connor, D. B. et al. Research priorities for the COVID-19 pandemic and beyond: a call to action for psychological science. Br. 

J. Psychol. 111, 603–629. https:// doi. org/ 10. 1111/ bjop. 12468 (2020).
 23. Davidson H. First Covid-19 Case Happened in November, China Government Records Show—Report, https:// www. thegu ardian. 

com/ world/ 2020/ mar/ 13/ first- covid- 19- case- happe ned- in- novem ber- china- gover nment- recor ds- show- report (2020).
 24. Généreux, M. et al. Communication strategies and media discourses in the age of COVID-19: An urgent need for action. Health 

Promot. Int. 36, 1178–1185. https:// doi. org/ 10. 1093/ heapro/ daaa1 36 (2021).
 25. Swinson, R. P. The GAD-7 scale was accurate for diagnosing generalised anxiety disorder. Evid. Based Med. 11, 184. https:// doi. 

org/ 10. 1136/ ebm. 11.6. 184 (2006).
 26. Levis, B., Benedetti, A., Thombs, B. D. & DEPRESsion Screening Data (DEPRESSD) Collaboration. Accuracy of Patient Health 

Questionnaire-9 (PHQ-9) for screening to detect major depression: individual participant data meta-analysis. BMJ 365, l1476. 
https:// doi. org/ 10. 1136/ bmj. l1476 (2019).

https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://covid19.who.int/
https://www.who.int/news-room/spotlight/the-impact-of-covid-19-on-global-health-goals
https://www.who.int/news-room/spotlight/the-impact-of-covid-19-on-global-health-goals
https://doi.org/10.1057/s41599-020-00700-x
https://doi.org/10.1371/journal.pgph.0000032
https://doi.org/10.1371/journal.pgph.0000032
https://doi.org/10.1016/S2468-2667(21)00011-6
https://doi.org/10.1016/S2468-2667(21)00011-6
https://doi.org/10.1016/S0140-6736(20)30925-9
https://doi.org/10.1016/S0140-6736(20)30925-9
https://doi.org/10.1016/j.psychres.2020.113599
https://doi.org/10.1016/j.jad.2020.11.117
https://www.who.int/news/item/23-09-2020-managing-the-covid-19-infodemic-promoting-healthy-behaviours-and-mitigating-the-harm-from-misinformation-and-disinformation
https://www.who.int/news/item/23-09-2020-managing-the-covid-19-infodemic-promoting-healthy-behaviours-and-mitigating-the-harm-from-misinformation-and-disinformation
https://doi.org/10.3390/ijerph18094845
https://doi.org/10.1038/s41526-020-00122-8
https://doi.org/10.1001/jamapsychiatry.2020.0027
https://doi.org/10.1186/s12888-017-1262-x
https://doi.org/10.1017/S1041610220000988
https://www.healthaffairs.org/do/10.1377/hblog20200609.53823
https://www.healthaffairs.org/do/10.1377/hblog20200609.53823
https://doi.org/10.1016/j.jad.2021.05.060
https://doi.org/10.1016/S2215-0366(20)30168-1
https://doi.org/10.1111/bjop.12468
https://www.theguardian.com/world/2020/mar/13/first-covid-19-case-happened-in-november-china-government-records-show-report
https://www.theguardian.com/world/2020/mar/13/first-covid-19-case-happened-in-november-china-government-records-show-report
https://doi.org/10.1093/heapro/daaa136
https://doi.org/10.1136/ebm.11.6.184
https://doi.org/10.1136/ebm.11.6.184
https://doi.org/10.1136/bmj.l1476


10

Vol:.(1234567890)

Scientific Reports |        (2022) 12:13175  | https://doi.org/10.1038/s41598-022-16254-8

www.nature.com/scientificreports/

 27. Généreux, M. et al. One virus, four continents, eight countries: an interdisciplinary and international study on the psychosocial 
impacts of the COVID-19 pandemic among adults. Int. J. Environ. Res. Public Health 17, 8390. https:// doi. org/ 10. 3390/ ijerp h1722 
8390 (2020).

 28. Kish, L. Survey Sampling (Wiley, 1965).
 29. von Elm, E. et al. The Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) statement: guidelines for 

reporting observational studies. Lancet 370, 1453–1457. https:// doi. org/ 10. 1016/ S0140- 6736(07) 61602-X (2007).
 30. Naimi, A. I. & Whitcomb, B. W. Estimating risk ratios and risk differences using regression. Am J Epidemiol 189, 508–510. https:// 

doi. org/ 10. 1093/ aje/ kwaa0 44 (2020).
 31. Spiegelman, D. & Hertzmark, E. Easy SAS calculations for risk or prevalence ratios and differences. Am. J. Epidemiol. 162, 199–200. 

https:// doi. org/ 10. 1093/ aje/ kwi188 (2005).
 32. Webb, P., Bain, C. & Page, A. Essential Epidemiology: An Introduction for Students and Health Professionals 4th edn. (Cambridge 

University Press, 2020).
 33. Zou, G. A modified Poisson regression approach to prospective studies with binary data. Am. J. Epidemiol. 159, 702–706. https:// 

doi. org/ 10. 1093/ aje/ kwh090 (2004).
 34. Sun, G. W., Shook, T. L. & Kay, G. L. Inappropriate use of bivariable analysis to screen risk factors for use in multivariable analysis. 

J. Clin. Epidemiol. 49, 907–916. https:// doi. org/ 10. 1016/ 0895- 4356(96) 00025-x (1996).
 35. Hosmer, D. W. & Lemeshow, S. Applied Logistic Regression 2nd edn. (Wiley, 2000).
 36. Paul, P., Pennell, M. L. & Lemeshow, S. Standardizing the power of the Hosmer-Lemeshow goodness of fit test in large data sets. 

Stat. Med. 32, 67–80. https:// doi. org/ 10. 1002/ sim. 5525 (2013).
 37. Rubin, D. B. Multiple Imputation for Nonresponse in Surveys (Wiley, 1987).
 38. Ministry of Health. COVID-19: Current Cases. https:// www. health. govt. nz/ our- work/ disea ses- and- condi tions/ covid- 19- novel- 

coron avirus/ covid- 19- data- and- stati stics/ covid- 19- curre nt- cases (2022).
 39. Brooks, S. K. et al. The psychological impact of quarantine and how to reduce it: rapid review of the evidence. Lancet 395, 912–920. 

https:// doi. org/ 10. 1016/ S0140- 6736(20) 30460-8 (2020).
 40. Pietrabissa, G. & Simpson, S. G. Psychological consequences of social isolation during COVID-19 outbreak. Front. Psychol. 11, 

2201. https:// doi. org/ 10. 3389/ fpsyg. 2020. 02201 (2020).
 41. Rogers, J. P. et al. Psychiatric and neuropsychiatric presentations associated with severe coronavirus infections: a systematic review 

and meta-analysis with comparison to the COVID-19 pandemic. Lancet Psychiatry 7, 611–627. https:// doi. org/ 10. 1016/ S2215- 
0366(20) 30203-0 (2020).

 42. Zürcher, S. J. et al. Prevalence of mental health problems during virus epidemics in the general public, health care workers and 
survivors: a rapid review of the evidence. Front. Public Health 8, 560389. https:// doi. org/ 10. 3389/ fpubh. 2020. 560389 (2020).

 43. Beaglehole, B. et al. Psychological distress and psychiatric disorder after natural disasters: systematic review and meta-analysis. 
Br. J. Psychiatry 213, 716–722. https:// doi. org/ 10. 1192/ bjp. 2018. 210 (2018).

 44. Prasetyo, Y. T., Castillo, A. M., Salonga, L. J., Sia, J. A. & Seneta, J. A. Factors affecting perceived effectiveness of COVID-19 preven-
tion measures among Filipinos during Enhanced Community Quarantine in Luzon, Philippines: integrating Protection Motivation 
Theory and extended Theory of Planned Behavior. Int. J. Infect. Dis. 99, 312–323. https:// doi. org/ 10. 1016/j. ijid. 2020. 07. 074 (2020).

 45. Banerjee, D. & Rai, M. Social isolation in Covid-19: The impact of loneliness. Int. J. Soc. Psychiatry 66, 525–527. https:// doi. org/ 
10. 1177/ 00207 64020 922269 (2020).

 46. Vosoughi, S., Roy, D. & Aral, S. The spread of true and false news online. Science 359, 1146–1151. https:// doi. org/ 10. 1126/ scien 
ce. aap95 59 (2018).

 47. Jia, R. et al. Young people, mental health and COVID-19 infection: the canaries we put in the coal mine. Public Health 189, 158–161. 
https:// doi. org/ 10. 1016/j. puhe. 2020. 10. 018 (2020).

 48. O’Sullivan, T. L. & Phillips, K. P. From SARS to pandemic influenza: the framing of high-risk populations. Nat. Hazards (Dordr.) 
98, 103–117. https:// doi. org/ 10. 1007/ s11069- 019- 03584-6 (2019).

 49. Conti, A. A. Historical and methodological highlights of quarantine measures: from ancient plague epidemics to current corona-
virus disease (COVID-19) pandemic. Acta Biomed. 91, 226–229. https:// doi. org/ 10. 23750/ abm. v91i2. 9494 (2020).

 50. Haug, N. et al. Ranking the effectiveness of worldwide COVID-19 government interventions. Nat. Hum. Behav. 4, 1303–1312. 
https:// doi. org/ 10. 1038/ s41562- 020- 01009-0 (2020).

 51. Pierce, M. et al. Says who? The significance of sampling in mental health surveys during COVID-19. Lancet Psychiatry 7, 567–568. 
https:// doi. org/ 10. 1016/ S2215- 0366(20) 30237-6 (2020).

 52. Fewell, Z., Davey Smith, G. & Sterne, J. A. The impact of residual and unmeasured confounding in epidemiologic studies: A 
simulation study. Am. J. Epidemiol. 166, 646–655. https:// doi. org/ 10. 1093/ aje/ kwm165 (2007).

Acknowledgements
The international research team wishes to thank all the collaborators and knowledge users on this project who 
contributed significantly to its enrichment.

Author contributions
P.J.S. is the guarantor. P.J.S., M.G., E.L, E.Y.Y.C., K.K.C.H., R.L., C.P.Y.M., V.M., T.O., Z.Q., and M.R. were involved 
in the study conceptualization, design, and implementation. M.G. obtained the funding (principal investigator). 
P.J.S. analyzed the data, and led the drafting of the manuscript. All authors contributed to manuscript revisions 
prior to submission and during revisions. All authors have read and agreed to the published version of the 
manuscript.

Funding
This research was funded by a Canadian Institute of Health Research Operating Grant (OV7-170635). The 
funding agency had no role in the design and conduct of the study, management, analyses, interpretation of the 
results or in the preparation, review or approval of the article.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 022- 16254-8.

Correspondence and requests for materials should be addressed to P.J.S.

https://doi.org/10.3390/ijerph17228390
https://doi.org/10.3390/ijerph17228390
https://doi.org/10.1016/S0140-6736(07)61602-X
https://doi.org/10.1093/aje/kwaa044
https://doi.org/10.1093/aje/kwaa044
https://doi.org/10.1093/aje/kwi188
https://doi.org/10.1093/aje/kwh090
https://doi.org/10.1093/aje/kwh090
https://doi.org/10.1016/0895-4356(96)00025-x
https://doi.org/10.1002/sim.5525
https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-data-and-statistics/covid-19-current-cases
https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-data-and-statistics/covid-19-current-cases
https://doi.org/10.1016/S0140-6736(20)30460-8
https://doi.org/10.3389/fpsyg.2020.02201
https://doi.org/10.1016/S2215-0366(20)30203-0
https://doi.org/10.1016/S2215-0366(20)30203-0
https://doi.org/10.3389/fpubh.2020.560389
https://doi.org/10.1192/bjp.2018.210
https://doi.org/10.1016/j.ijid.2020.07.074
https://doi.org/10.1177/0020764020922269
https://doi.org/10.1177/0020764020922269
https://doi.org/10.1126/science.aap9559
https://doi.org/10.1126/science.aap9559
https://doi.org/10.1016/j.puhe.2020.10.018
https://doi.org/10.1007/s11069-019-03584-6
https://doi.org/10.23750/abm.v91i2.9494
https://doi.org/10.1038/s41562-020-01009-0
https://doi.org/10.1016/S2215-0366(20)30237-6
https://doi.org/10.1093/aje/kwm165
https://doi.org/10.1038/s41598-022-16254-8
https://doi.org/10.1038/s41598-022-16254-8


11

Vol.:(0123456789)

Scientific Reports |        (2022) 12:13175  | https://doi.org/10.1038/s41598-022-16254-8

www.nature.com/scientificreports/

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2022

www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	An eight country cross-sectional study of the psychosocial effects of COVID-19 induced quarantine andor isolation during the pandemic
	Methods
	Study design and setting. 
	Participants. 
	Primary measures. 
	Sociodemographic and potential stressor variables. 
	Procedure. 
	Statistical analysis. 
	Ethics. 

	Results
	Participants and their characteristics. 
	Psychological outcomes. 
	Quarantine andor isolation reason. 
	Crude analyses. 
	Adjusted complete case analyses. 
	Sensitivity analyses. 

	Discussion
	Strengths and limitations. 

	Conclusions
	References
	Acknowledgements


