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ABSTRACT 
 

Background: In response to the COVID-19 pandemic, the Indian Government called for a nation-wide 
quarantine or ‘Lockdown’ from 21st March 2020.  While initially planned for 21days, satisfactory disease 

control was not achieved and cases continued to rise till November 2020. It is well established, that a 
Pandemic is associated with a decline in mental health of the population. This study was conducted in order 
to assess the prevalence, as well as to understand the causative factors for Depression, Anxiety and Stress in 
the population. 

Methodology: An online questionnaire including a consent form, semi-structured proforma, and the DASS-
21 was administered via various platforms. All subjects above 18 years of age, willing to give informed 
consent were included, while those with pre-existing psychiatric illness were excluded from the study. A 
total of 504 responses were thus analysed. 

Results: According to this study, 48.4% of the participants showed signs of psychiatric morbidity; younger 

age groups and females were more severely affected. Isolation and loneliness, fear of infection and death 
were reported as major causative factors.  

Conclusions: Thus, during a disease pandemic, another pandemic of mental illness may also be present. It 
is important to recognize and take measures to prevent such ill-effects of otherwise protective measures like 
quarantine. 
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INTRODUCTION  

The Novel Corona Virus (nCOV19, later renamed COVID-19) emerged in Wuhan, China toward the end 

of 2019. In March 2020, the WHO declared the outbreak to be a Pandemic [1], as a result of which a state 

of quarantine was imposed on the citizens of many countries, including India. A ‘curfew’ was announced 

on 21st March, following which a state of ‘Lockdown’ (a nationwide quarantine) was put in place in the 

country from 25th March 2020, in an attempt to control the spread of the disease. [2] Although this initial 

Phase was planned for 21 days, the lockdown was soon extended in Phases 2, 3, 4 and 5, lasting till late 

September [3]. Through this time, various services were restarted and/or shut down again, as the cases 

continued to rise. According to the WHO, India holds the second place for the largest number of confirmed 

cases, with 4,754,356 tested positive and 78,586 deaths as of September 13th, 2020 [4]. 
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This pandemic is said to bear resemblance to the 2003 outbreak of Severe Acute Respiratory Syndrome [7] 

(SARS, caused by another coronavirus), which may be used as an indicator to predict a similar 

epidemiological pattern of COVID-19. 

 Factors Affecting Mental Health: COVID-19 has now spread to over 160 countries,[1] causing 

widespread panic and increasing symptoms of anxiety, depression and stress [5] in individuals 

subjected to the (real or perceived) threat of the virus.[10] The mental health of the population thus 

requires utmost care in such times of emergency. Prior studies have shown that the following 

variables may negatively affect mental health in a biological crisis: 

 Fear of infection/death: Participants in several studies [7-11] reported fears about their own health 

or fears of infecting others. One study [15] found that mainly pregnant women and those with young 

children were anxious about contracting any illness. In addition, COVID-19 has repeatedly been 

described as a “Killer Virus” by the media and general public [9, 12-13], leading to further fear of 

death. Health professionals working at hospitals are vulnerable to both high risk of infection as well 

as mental health issues [17]. Further, doctors, nurses and infected patients face increased stigma 

and a risk of seclusion from the community. Hence, they showed far more anger, fear, frustration, 

helplessness, isolation, loneliness, nervousness, sadness, worry, and in general, were less happy 

[11]. 

 Inadequate supplies: the lack of basic supplies and daily needs (groceries, water, clothing etc.) 

during a quarantine is a major cause of anxiety and frustration [7-15]. 

 Inability to access healthcare: being unable to get regular prescriptions and medical care can cause 

fear, stress, anxiety and frustration, particularly among people with pre-existing medical conditions 

[6-7].  

 Finances and job security: interruption of working routines as well as a risk of unemployment has 

long lasting consequences; financial loss as a result of quarantine can lead to socioeconomic distress 

and has been determined as a risk factor for symptoms of psychological disorders [17]. 

 Inadequate information and Confusion: poor information regarding the situation from public 

health authorities has been reported as a stressor [7]. Conversely, an excess of negative information 

(rates of spread, fatality etc.) also causes increased anxiety and depression.  

The current study had the following objectives – 

 To assess the prevalence of stress, depression, and anxiety as well as their level of severity during 

the COVID-19 Pandemic in India. 

 To study the relationship between socio-demographic variables and stress, depression, and anxiety 

in the sample population. 

 

METHODOLOGY 

 

The following measures were used in the study – 

 Semi-structured proforma: specially designed for the study and used to obtain the socio-

demographic and clinical variables affecting the mental health of people during a pandemic. 

Submission of the participant’s name was made optional to maintain confidentiality. 

 Depression, Anxiety and Stress Scale (DASS-21): In order to detect and diagnose the extent of 

signs of poor mental health (anxiety, depression, stress), the 21 item Depression, Anxiety and Stress 

Scale (DASS-21) [19] was used. DASS-21 is a set of three self-report scales which measure the 

emotional states of depression, anxiety and stress. Each of the three DASS-21 scales contains 7 

items, divided into subscales with similar content. Scores for depression, anxiety and stress are 

calculated by adding the scores for the relevant items [21]. The validity of the test has been 

confirmed by prior studies, where it demonstrated adequate internal consistency (Cronbach α: 0.761 

to 0.906) [20].  

 

Inclusion Criteria 

 Individuals above 18 years of age, who consent to participation. 
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 Individuals with internet access, able to read and understand English. 

Exclusion Criteria: 

 Individuals with a history of mental illness 

 Individuals below 18 years of age 

 

The Institutional Ethics Committee approval as well as the subject’s informed consent were obtained, and 

the semi-structured proforma administered via various online platforms. The questionnaire was constructed 

using Google Forms and circulated via social media platforms (WhatsApp, Facebook, Instagram, Twitter, 

LinkedIn etc.) for a period of 3 weeks in the initial stages of the Lockdown. The DASS-21 was similarly 

circulated, in order to detect and assess the prevalence and severity of depression, anxiety and/or stress. 

Thus, a snowball method of distribution was used, with each participant potentially forwarding the 

questionnaire to new participants. 

 

STATISTICAL ANALYSIS 

 

The data thus collected was analyzed using IBM SPSS Statistics 26.0. The tests of significance applied 

included the Mann Whitney U Test, Kruskal Wallis Test, ANOVA, Tukey (Post-Hoc) Test and Games-

Howell Test. 

 

RESULTS  

 

A total of 578 responses were collected from all over the country, from which 504 were selected and further 

analyzed after applying the exclusion criteria. 

 

Population characteristics and Socio Demographic characteristics (Table 1) 

 

Table 1: Socio-Demographic Characteristics 

 

Factors Assessed  Frequency N (%) 

Gender Male 249 (49.4%) 

Female 255 (50.6%) 

Age 18-25 282 (56.0%) 

26-55 180 (35.7%) 

56+ 42 (8.3%) 

Residential Area City 414 (82.1%) 

Town 62 (12.3%) 

Village 28 (5.6%) 

Occupation Unemployed 17 (3.4%) 

Student 257 (51.0%) 

Self-Employed 61 (12.1%) 

In Service 152 (30.2%) 

Homemaker 17 (3.4%) 

Essential Work Essential 64 (12.7%) 

Non-Essential 440 (87.3%) 

Living Status Alone 30 (6.0%) 

In Hostel/PG 30 (6.0%) 

Nuclear Family 346 (68.6%) 

Joint Family 98 (19.4%) 
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Age Distribution: The sample mainly consisted of young adults in the 18-25 years age group (n= 282, 

56.0%) and middle-aged adults, 26-55 years old (n=180, 35.7%) 

Gender distribution: The sample was nearly equal in gender distribution, with 249 males (49.4%) and 

255 females (50.6%). 

Occupation: Three aspects of occupation were studied in the questionnaire: a) Essential v/s non-

essential work, b) whether currently employed or unemployed and c) the effect of the Pandemic on their 

work. Only a small proportion (n=64, 12.7%) reported as Essential workers. 60 people reported facing 

unemployment and/or lack of job opportunities as a direct or indirect result of the Pandemic. 

Living status: For ease of analysis, and keeping in mind the established ill effects of isolation, the 

responses were divided into binary groups, “living away from family” (consisting of those living alone, 

in hostel or with friends/PG) and “living with family” (consisting of those living with their 

spouse/nuclear family/joint family). Further, during the lockdown period, travel was restricted, 

resulting in many people being stranded away from home. At the time of the study, 60 people (11.9%) 

were living away from their families.  

 

Psycho-social variables studied  

 

Table 2: Psycho-Social Variables Studied 

 

Cause Of Worry Risk Of Infection 133 (26.4%) 

Access To Daily Needs 45 (8.9%) 

Disruption Of Routine 95 (18.8%) 

Fear Of Death 22 (4.4%) 

Financial Insecurity 60 (11.9%) 

Isolation 45 (8.9%) 

Lack Of Information 21 (4.2%) 

Well-Being Of Dependents 70 (13.9%) 

Access To Healthcare 13 (2.6%) 

Effect On Jobs Unemployment 28 (5.6%) 

Lack Of Job Opportunities 32 (6.3%) 

Working/Studying From Home 373 (74%) 

Working As Usual 71 (14.1%) 

Effect On Relations Improved 238 (47.2%) 

Declined 29 (5.8%) 

No change 237 (47.0%) 

Stress Due To Media Yes 295 (58.5%) 

No 209 (41.5%) 

 

Major cause of worry: Risk of infection was a concern for the maximum number of subjects (n=133, 26.4%), 

followed by a disruption of daily routine. (n=95, 18.8%) 

Effect of the Pandemic on Jobs: 28 (5.6%) of the studied subjects were unemployed, and 32 (6.3%) reported 

a lack of job opportunities as a direct or indirect result of the pandemic. 

Family Relations: A major portion (n=238, 47.2%) of the subjects reported an improvement in their 

relationship with family, while only 5.8% (n= 29) reported a decline.  

Media influence: A large number (n=298, 58%) of subjects believed that media and news outlets were clear 

causes of stress. 
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Figure 1: Prevalence Of Psychiatric Morbidity In Sample 

 

 
 

Figure 2: Prevalence of Psychiatric Morbidity In Essential Workers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 3: Prevalence Of Psychiatric Morbidity In Other Groups 

 

Group Frequency N, (%)  

Depression Anxiety Stress D/A A/S D/S D+A+S Total  

Declined 

Relations 

2 (6.9%) 1 (3.4%) - 1 (3.4%) 1 (3.4%) 3 (10.3%) 18 (62.1%) 89.3% 

Isolation/ 

Loneliness 

8 (17.8%) - - 5 (11.1%) - 6 (13.3%) 14 (31.1%) 73.3% 

Media As A 

Concern 

31 (10.5%) 19 (6.4%) 

 

6 (2%) 16 (5.4%) 3 (1%) 18 (6.1%) 77 (26.1%) 57.6% 

Facing 

Unemployment 

6 (10.0%) 3 (5.0%) - 3 (5.0%) - 3 (5.0%) 19 (31.7%) 56.7% 

Living Away 

From Family 

6 (10.0%) 3 (5.0%) 1 (1.7%) 2 (3.3%) - 4 (6.7%) 10 (16.7%) 43.3% 

Disrupted 

Routine  

13 (13.7%) 6 (6.3%) 5 (5.3%) 6 (6.3%) 1 (1.1%) 5 (5.3%) 15 (15.8%) 53.7% 

Infection As A 

Concern 

11 (8.3%) 10 (7.5%) - 7 (5.3%) - 1 (0.8%) 23 (17.3%) 39.1% 

 

This study focusses on any and all signs of poor mental health, rather than the specific grade of illness. Thus, 

in the following pages, ‘normal’ or ‘true normal’ refer to all subjects with a normal score on the DASS-21. 

The terms ‘Depressed’(D or DEP), ‘Anxious’(A or ANX), and ‘Stressed’(S or STR) refer to those subjects 
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with scores ranging from Mild, Moderate, Severe or Extremely Severe on the DASS-21 for depression, 

anxiety, and stress items, respectively. 

Total population: Nearly half (n= 244, 48.4%) of the studied population were found to have at least mild 

forms of D, A and/or S. Signs of all 3 (D+A+S) were observed in 94 participants (18.7%), as shown in 

Figure 1 

Essential Workers: Figure 2 shows the prevalence of psychiatric morbidity in essential workers. 50.0% of 

essential workers were found to have signs of poor mental health.  

Other Groups: A notably high prevalence of the studied variables was similarly observed in other groups, 

as shown in Table 3. 89.3% of the subjects reporting a decline in their relations, and 73.3% of those feeling 

isolated showed signs of psychiatric morbidity. 

 

Correlation With Socio-Demographic Variables 

Age Variation: Samples were divided to represent the age ranges 18-25 years, 26-55 years, and 56+ years. 

All three variables (Depression, Anxiety and Stress) showed a significant negative correlation with age 

(Kruskal Wallis p=0.00). Thus, the age group 18-25 years showed maximum signs of poor mental health. 

Gender Variation: Females scored significantly greater in Depression (U= 0.002) as well as Stress (Mann 

Whitney U= 0.001) at a significance level of p=0.05. Anxiety, however, did not show significant variation 

between the two genders. (Mann Whitney U=0.120) 

Essential Workers: Despite 50% of the studied essential workers (medical personnel, law enforcement, 

bankers, grocery shop owners etc.) showing signs of poor mental health (see above), a significant correlation 

could not be established between the two. In comparison, the non-essential population showed more severe 

grades in all three fields. (DEP U = 0.707; ANX U = 0.986; STR U = 0.730 at p=0.05) 

Living Status: Two groups were compared- SAMPLE 1 = Those living WITH family, and SAMPLE 2= 

those living away from family. There was no significant variation between the two groups for any of the 

three variables. However, contrary to assumption, people living with family showed higher mean scores in 

all three aspects, viz. Depression/Anxiety and Stress. 

 

Correlation With Psycho-Social Variables 

Effect Of Unemployment: The subjects were divided into two discrete groups i.e. sample 1 which was those 

occupied in their daily work in some form (working as usual, working/ studying from home,) and sample 2 

which was those facing a disruption of work and income (unemployment, lack of hiring opportunities). On 

comparison, sample 2 showed significantly higher scores of Depression (U=0.020 at p=0.05). A significant 

difference could not be established between the groups for Anxiety (U=0.081) or Stress (U=0.286) 

Media Influence: Subjects were asked if their perception of the pandemic and disease was adversely affected 

by media (news, social media etc.). On comparison, subjects reporting a perceived negative impact of media 

scored significantly higher in all three variables. Depression U=0.00, Anxiety U=0.00 and Stress U=0.00, 

thus implying a 100% statistical significance. 

Perceived Change In Family Relationships: Subjects were asked to report how their relationship with their 

family may have changed during the quarantine, and were grouped as Sample 1= Improved, Sample 2 = no 

change and Sample 3= Declined. The data was then analyzed using the Kruskal-Wallis test at p=0.05 and a 

confidence level of 95%. Subjects reporting a Decline in the nature of their relationship, showed significantly 

higher scores in all three variables: DEP p=0.00, ANX p = 0.00 and STR p=0.00 

 

Table 4: Mean Scores Of D/A/S For Reported Cause Of Worry 

Item N Mean Score, (S.D.) 

 Depression Anxiety Stress 

Risk Of Infection  133 7.23 (7.78) 5.76 (7.11) 8.20 (8.36) 

Disruption Of Daily Routine  95 10.42(9.78) 5.24 (6.58) 10.23 (8.58) 

Well-Being Of Dependents  70 5.43 (8.16) 4.94 (7.45) 7.37 (9.32) 

Risk Of Unemployment  60 7.73 (8.36) 5.17 (6.17) 8.33 (8.96) 
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Table 5: Shows a summary of significant variables with their values 

 

Sr. 

no. 

Variable Significant Morbidity 

(At A Level Of P=0.05) 

Significance (Mann- Whitney 

U/ Kruskal-Wallis) 

1. Age Depression, Anxiety, Stress p=0.00, p=0.00, p=0.00 

2. Gender (Female) Depression, Stress U=0.002, U=0.001 

3. Essential Work N/A - 

4. Living Status N/A - 

Psycho-Social Variables 

1. Unemployment Depression U=0.02 

2. Media Influence Depression, Anxiety, Stress U=0.00, U=0.00, U=0.00 

3. Declined Relations Depression, Anxiety, Stress U=0.00, U=0.00, U=0.00 

 

Major Cause Of Worry 

Descriptive statistics were obtained for the options given. The mean score and corresponding standard 

deviation for each of the 9 options are given in table 4. 

Tukey and Games-Howell post-hoc tests were conducted to determine the variable associated with 

maximum signs of poor mental health. (Figures 4, 5 and 6 - significance level at 0.05, significant figures have 

been displayed in bold). As is clear from both the mean scores and the results of the Games-Howell test, 

subjects reporting ‘Isolation / Loneliness’ as a major worry scored significantly higher in Depression and 

well as Stress as compared to other variables. Subjects reporting ‘Fear of Death’ as a concern scored 

significantly higher than other variables for Anxiety.  

 

 
Figure 3: Games-Howell Test for Depression V/S Cause Of Worry 

 

 
Figure 4: Games-Howell Test For Anxiety V/S Cause Of Worry 

Isolation/Loneliness  45 16.58 (11.51) 7.64 (7.87) 14.00 (10.0) 

Access To Daily Needs  45 10.67 (10.48) 5.24 (6.09) 10.40 (9.53) 

Fear Of Death  22 13.09 (11.27) 11.27(7.05) 13.82(9.54) 

Confusion/Lack Of Information  21 7.62 (9.24) 4.00 (5.17) 9.24 (9.43) 

Access To Healthcare  13 10.31 (8.63) 10.46(9.53) 13.85(11.85) 



Ratnaparkhi and Jadhav: Psychosocial implications of COVID-19 
 

155 

 

 Indian Journal of Mental Health 2021; 8(2)  

 
Figure 5: Games-Howell Test For Stress V/S Cause Of Worry 

 

DISCUSSION 

 

Through this cross-sectional study, we aimed to assess the degree and distribution of mental illness (if any) 

in the Indian population and identify potential causes for the same, in the setting of the extended lockdown 

for the COVID-19 pandemic. The effect of a quarantine on mental health is well researched and documented 

[5,7-8,10-11,14-15]. The findings of this study were in accordance with prior literature. Several studies [22-

23] confirmed the gender variation in mental illness, with women more likely to report worse scores. 

Similarly, the negative correlation of mental illness with age was also reported by other studies [23]. 

Financial Stress, such as a risk of unemployment, frustration and boredom were reported to be major 

stressors in a study done earlier [7]. While prior research [6-7,22] did report healthcare professionals 

experiencing greater stress, depression and anxiety as well as stigmatization from the community, this study 

did not establish a significant relation between essential workers and mental illness. 

Ge L and others in their study [24] have already established a strong link between isolation, loneliness and 

depression; this finding was confirmed in our study, with isolation/loneliness reported as a major concern 

for subjects. Further, subjects reporting the same as a concern scored significantly higher in all depression 

and stress. A recent, detailed paper [25] reported media coverage of the COVID-19 pandemic in the 

Kingdom of Saudi Arabia as an important factor contributing to stress and anxiety. This is also reflected in 

the Indian setting, with a significant correlation between the factors. The World Health Organization, 

recognizing this, has also issued guidelines recommending reduced exposure to news outlets. [1] 

In regards to family relations, similar results were reported during the COVID-19 quarantine in Spain [26]. 

While a larger proportion of the population perceived an improvement in their relations, those reporting a 

decline scored significantly worse in all fields. Interestingly, those living with parents showed worse scores 

than those living alone, a finding also reported by researchers [26] 

 

CONCLUSION 

 

During any crisis, including a Pandemic, the mental health of a population suffers as much as physical 

health, and thus should be given appropriate attention to mitigate the ill-effects. Amongst the total 

population studied, 48.4% of subjects showed some signs of poor mental health. This study found that young 

adults in the age group 18-25 years were more likely to suffer from signs of poor mental health in all three 

measured fields, viz. depression, anxiety, and stress. Similarly, females scored higher in depression and 

stress, but not in anxiety. The data also suggests that sources of media have a significant negative impact on 

mental health, with subjects showing high scores for all three variables. While most subjects perceived an 

improvement in their relationships, those who felt a decline displayed a significantly worse mental health 

status. It should be noted that there is some evidence to indicate that staying with family in the Indian setting 

may cause a paradoxical decline in mental health.  Among the possible causes of worry and stress in subjects, 

‘isolation/loneliness’ was the most significant contributor to Depression and Stress, while ‘fear of death’ had 

maximum impact on Anxiety. This study may help identify the magnitude of mental health problems due 

to the COVID -19 pandemic. While measures are taken to combat the disease itself, one must not neglect 

other challenges to health that may develop as a consequence of protective measures (like quarantine). 
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Understanding the factors responsible for poor mental health during the COVID-19 pandemic and its 

consequences is essential for the development of appropriate strategies to address the issue.  
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