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Abstract
Background: Adverse psychological effects have been associated with COVID-19-related disease containment measures, 
but little is known about the psychiatric symptoms and distress. 
Aims: This study aimed to explore and understand the psychiatric symptoms and distress in suspected or confirmed 
COVID-19 patients isolated and quarantined in hospital.
Methods: A mixed methods study was conducted in the COVID-19 units of Mayo Hospital, Lahore, Pakistan; 114 out of 
160 adult patients were assessed by telephone using validated scales (Stress Reactions and Adjustment Disorder Checklist, 
9-item Patient Health Questionnaire, 7-item Generalized Anxiety Disorder Scale and Insomnia Severity Index) and a few 
open-ended questions about expectations and anticipated areas of need during hospitalization, including experiences 
with isolation.
Results: The prevalence of adjustment disorder, acute stress disorder, anxiety, depressive symptoms and insomnia was 
67.5%, 3.5%, 16.7%, 18.4%, and 29.8% respectively. One male patient tried to commit suicide during the study period. Fear, 
anger, low mood, anxiety and sleep disturbances were the most notable psychological consequences in qualitative the 
responses. Inadequate communication, poor ward facilities, concerns about the health of family members and financial 
problems were the most commonly identified factors leading to distress.
Conclusion: Our results show alarmingly high levels of stress-related symptoms – insomnia, depression and anxiety – 
among COVID-19 confirmed or suspected hospitalized patients. There is a need to incorporate psychological services in 
the acute phase of illness for prompt recognition and management of psychiatric problems. 
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Introduction
The COVID-19 pandemic is one of the biggest public health 
challenges the world has faced in recent memory. Owing 
to the highly contagious nature of COVID-19, patients 
with the illness and those suspected of exposure to the 
virus are isolated and quarantined for at least 2 weeks. 
Apart from physical symptoms, it is not uncommon for 
confirmed and suspected cases of COVID-19 to suffer 
from significant psychological stress. Some diagnosed 
patients may experience it as a death sentence, leading 
to immediate psychological sequelae like excessive fear 
of disease consequences, anxiety, depression, insomnia, 
loneliness, denial and distress (1). High stress levels, ad-
justment disorders, aggressive behaviour, acute psycho-
sis and suicide have also been reported in previous out-
breaks of infectious diseases (2–4). A recent qualitative 
study done in the Islamic Republic of Iran highlighted 
the fear of death and guilt for infecting family members 
to be prominent psychological sequelae in infected peo-
ple (5). 

Evidence suggests that the psychological impact of 
infectious disease can be long lasting. A high prevalence 

of moderate to severe levels of anxiety (13–32%), 
depression (18–26%) and post-traumatic stress disorder 
(4%) was found among SARS survivors 1 month following 
discharge from hospital (6–7). Another study done at the 
time of the SARS epidemic suggests that survivors had 
elevated stress levels even 1 year after the illness, and 
GHQ-12 scores indicated that more than 64% of survivors 
were potential psychiatric cases (8). Rejection by society 
and stigmatization are also consequences of strict 
isolation/quarantine and mandatory contact tracing (9). 
Psychological distress may reduce treatment adherence 
among confirmed and suspected COVID-19 patients. 

Pakistan reported its first case of COVID-19 on 26 
February 2020. This was followed by a progressive 
increase in the number of cases and the government 
imposed a lockdown in the country on 24 March 2020, 
which was still partially in effect at the time of writing. As 
of 27 June 2020, Pakistan has reported more than 198 000 
confirmed cases and 4035 fatalities (10). Isolation for 
confirmed cases and 14 days of quarantine in a hospital 
or designated quarantine facility starting from the day 
of contact was previously mandatory, and a policy of 
home isolation for suspected and confirmed cases was 
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implemented in the second week of May. Thus, those 
with confirmed or suspected COVID-19 were also prone 
to psychological morbidity due to the compounded stress 
of hospitalization. 

Pakistan is a developing country and has a huge 
burden of mental health problems, but only 400 trained 
psychiatrists are working in a few state run facilities 
in major cities of the country for a population of 220 
million (11). In terms of health expenditure, the health 
sector gets minimal priority in the public policies and 
allocation decisions of the investment funds in Pakistan. 
According to the World Bank, Pakistan spends 2.6% of its 
gross domestic product on health, which is around 7.6% 
of total government spending (US$ 5 per capita); this is 
significantly lower than countries with similar income 
indices, e.g. Senegal (US$ 39 per capita) (12). There were 
enormous challenges in assessing and managing the 
psychiatric problems during the acute phase of COVID-19 
as the psychiatric facilities of the hospital, including 
outpatient clinics, were shut down and converted 
into COVID-19 screening clinics. Thus, a new venture, 
telepsychiatry, was introduced to allow contact-free 
provision of psychiatric services. 

With these challenges in mind, the objectives of 
current study were to report common psychiatric 
manifestations and associated factors in COVID-19 
patients admitted in a designated COVID-19 treatment 
facility in a tertiary care hospital in Lahore, Pakistan, 
in order to facilitate the development and provision of 
patient-centred psychiatric services. Our study aimed to 
highlight the urgent need for psychological interventions 
for hospitalized COVID-19 patients in a low- and middle-
income country during the current crisis. 

Methods
This was a cross-sectional study using a mixed meth-
ods approach conducted in the COVID-19 units of Mayo 
Hospital, Lahore Pakistan from April to May 2020. Mayo 
Hospital is the largest tertiary care hospital in the prov-
ince of Punjab (population 11 million, 2017) and was the 
main referral centre for the care and management of 
COVID-19 patients during the early outbreak in Lahore 
city. Ethical approval was obtained from the institutional 
review board of King Edward Medical University, which 
is affiliated with Mayo Hospital, Lahore before the com-
mencement of study. 

The sampling technique was purposive convenience 
sampling. Because the hospital was employing total 
barrier nursing, patients were contacted for interview by 
telephone and video calls to provide support and detect 
and treat possible psychiatric symptoms. Informed 
consent was obtained from all participants and they 
were allowed to terminate the interview at any time they 
wished. Inclusion criteria were: hospitalized patients with 
confirmed or suspected COVID-19 infection, patient’s 
willingness to cooperate in research, and patients being 
stable medically to participate. Patients with significant 
medical issues which made communication difficult 

and/or those with altered mental status were excluded. 
We assessed 114 isolated and quarantined hospitalized 
patients using validated scales and open-ended questions 
about expectations and anticipated areas of need during 
hospitalization as well as experiences with quarantine 
or isolation. This mixed methods approach allowed an 
in-depth assessment of the psychological impact of 
COVID-19 illness in hospitalized patients. 

The modified version of the Stress Reactions Checklist 
used in a previous study gives the criteria for acute stress 
disorder according to the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5) and related 
emotional and behavioural changes (13). The DSM-5 
criteria were used to diagnose adjustment disorder. The 
9-item Patient Health Questionnaire (PHQ-9) was used to 
assess the severity of depression, scores ranged from 0 to 
27 (14). Depression severity was defined as: no depression 
(0–4), mild depression (5–9), moderate depression (10–14) 
and severe depression (15–27). A total score ≥ 8 points 
on PHQ-9 was the cut-off for the presence of depressive 
symptoms (15). The Urdu version is a reliable and valid 
tool for the screening and assessment of depressed 
patients (16). For measuring anxiety, we used the 7-item 
Generalized Anxiety Disorder (GAD-7) scale with a total 
score ranging from 0 to 21; severity of anxiety is classed 
as: normal (0–4), mild (5–9), moderate (10–14) and severe 
(15–21). Scores greater than 7 points on GAD-7 indicated 
anxiety symptoms (17). The Insomnia Severity Index  
(ISI-7) is a well-validated screening instrument for use 
among patients with sleep problems (18). Total score 
ranges from 0 to 28. It provides the scoring for normal (0–
7), subthreshold (8–14), moderate (15–21) and severe (22–
28) insomnia. The cut-off score for detecting symptoms 
of insomnia was 15. Reliability analysis showed that 
the internal consistency coefficients (Cronbach’s α) 
for the PHQ-9, GAD-7 and ISI were 0.90, 0.94 and 0.94 
respectively in the present study. 

To evaluate the psychosocial consequences of 
hospitalization, the participants were asked some open-
ended questions based on previous research (2,5). These 
were: 

• How did you feel when you realized you were infect-
ed or suspected of being infected with coronavirus 
and had to be isolated/quarantined in hospital? 

• How have you been feeling since admission to the 
hospital? 

• What are your major concerns during hospital stay? 

• What measures do you think would help you during 
this time?
The interviews took 45–60 minutes with a follow-

up interview needed in some cases. All interviews were 
recorded and responses to the open-ended questions 
were transcribed verbatim with the patient’s permission. 
Psychological support using psychological first aid 
principles was provided via telepsychiatric services. Face-
to-face interviews were carried out if acute psychiatric 
symptoms emerged or if requested by treating the 
physicians. 
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Data analysis was performed using SPSS, version 20.0. 
Descriptive analysis was done to assess the demographic 
characteristics of the patients. Data for each level for 
symptoms of depression, anxiety, insomnia, and stress 
and adjustment disorder are presented as numbers and 
percentages. The chi-squared test was used to compare 
the severity categories of scales between groups (sex; 
duration of quarantine of 1 week or more). Independent 
samples t-test was used to test for differences in 
continuous variables (mean scores of scales) between 
groups. The significance level was set at α = 0.05. 
Patients’ responses to the open-ended questions were 
coded and interpreted by the content analysis method. 
Two researchers independently reviewed and compared 
the answers several times to ensure accuracy and recode 
them, by agreement. 

Results
The psychological assessments were completed by 114 
patients; 102 (89.5%) were confirmed and 12 (10.6 %) were 
suspected COVID-19 cases; 61 (53.5%) patients were male 
and 53 (46.5%) were female; the mean age was 38.8 [stand-
ard deviation (SD) 15.3, range 18–67] years (Table 1). The 
mean duration of stay was 7.9 (SD 4.1) days.

Table 2 summarizes the concerns, stress-related 
symptoms and associated behaviours identified by 
patients following COVID-19-related hospitalization. The 
most common stress-related symptoms reported were 
irritability (97.4%), anxiety (65.8%), sleep problems (43.0%) 
and fear of affecting family (39.5%). 

The prevalence of adjustment disorder and 
acute stress disorder, according to DSM-5 criteria, in 
hospitalized COVID-19 patients was 67.5% and 3.5% 
respectively. According to the PHQ-9, GAD and Insomnia 
Scale criteria, 19 (16.7%) participants were depressed 
(PHQ-9 ≥8); 21 (18.4%) were anxious (GAD-7 ≥ 7) and 
insomnia was reported in 34 (29.8%) patients.

Among hospitalized COVID-19 patients, women had 
higher mean scores for depression [5.06 (SD 5.36) vs 4.13 
(SD 4.05)], anxiety [4.26 (SD 5.25) vs 4.16 (SD 4.05)] and 
insomnia (8.23 (SD 6.69) vs 7.92 (SD 5.61)] but these were 
not statistically significant (P > 0.05). Similarly, duration 
of hospitalization of more than 1 week did not show 
any statistically significant difference in psychological 
measures except for insomnia [9.18 (SD 5.95) vs 6.95 (SD 
6.12); P ≤ 05].

One of the male patients (60 years old) tried to commit 
suicide during hospitalization because of worries about 
his family and guilt over being unable to provide for 
them due to hospitalization. He was also unable to attend 
the funeral of his mother, who passed away during his 
period of isolation, which added to his distress.

Women reported experiencing more severe levels of 
anxiety [e.g. severe anxiety among females compared 
with males: 3 (2.6%) vs 1 (1.6 %); P= 0.018], but not for other 
variables (Table 3). 

There were no statistically significant differences in 
severity of symptoms of depression, anxiety or insomnia 
among patients isolated for more than one week or 
having a family member who also had COVID-19 (P > 0.5).

Table 1 Demographic characteristics of patients (n = 114)

Characteristic Mean (SD)
Days since admission to hospital 7.85 (4.1)

Age (years) 38.8 (15.3)

No. (%)

COVID-19 test result

Positive 102 (89.5)

Awaiting result 12 (10.6)

Any other family member also having COVID-19

Yes 67 (58.8)

No 47 (41.2)

Sex

Men 61 (53.5)

Women 53 (46.5)

Marital status

Unmarried 27 (23.7)

Married 85 (74.6)

Separated/divorced 2 (1.8)

Occupation

Unemployed 2 (1.7)

Housewife 24 (21.0)

Student 19 (16.6)

Unskilled worker 24 (21.0)

Skilled worker 46 (40.3)

Education

Illiterate 6 (5.3)

Up to grade 5 19 (16.7)

Up to matriculation 48 (42.1)

Graduate 30 (26.3)

Professional degree 11 (9.6)

Area

Urban 107 (93.9)

Rural 7 (6.1)

Travel history

Yes 13 (11.4)

No 101 (88.6)

History of contact with COVID-19 patient

Yes 65 (57.0)

No 49 (43.0)

History of any previous medical illness

Yes 6 (5.3)

No 108 (94.7)

History of any previous psychiatric illness

Yes 6 (5.3)

No 108 (94.7)
SD = standard deviation. 
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Qualitative data from interviews with patients 
provides insight into the possible psychosocial impact 
of COVID-19-related quarantine and isolation in hospital 
and highlights the perceived threat, confusion and 
isolation imposed by this type of health-related crisis. 
Table 4 shows example quotes extracted from the 
qualitative data analysis in relation to psychological 
consequences and sources of anxiety and stress. Patients 
adopted various personal coping strategies to cope with 
their stress and anxiety while they were hospitalized 
with a potentially deadly disease. Prayers, reading the 
Holy Quran and communicating with the family were 
the most commonly reported strategies.

Discussion
Infectious diseases remain one of the huge menaces for 
the well-being of the human race, and threaten not only 
the physical health but also the psychological and social 
health of those infected. To our knowledge, this study is 
the first to investigate psychological problems in hospi-
talized patients with suspected and confirmed COVID-19 
in Pakistan using detailed in-depth interviews to address 
the immediate mental health impact of isolation and 
quarantine in hospitals. This baseline information also 
helped in developing a holistic approach to patient care 
through provision of psychological first aid using telep-
sychiatry services.

We found a high prevalence of symptoms of 
psychological distress and disorder in confirmed or 

suspected COVID-19 hospitalized patients. Our findings 
complement the existing literature on the psychological 
impact of infectious diseases. In studies done following 
previous outbreaks of similar illnesses, such as the 
outbreak of severe acute respiratory syndrome (SARS-
CoV) and Middle East Respiratory Syndrome (MERS), 
patients were found to have compromised psychological 
health immediately after being infected or shortly 
after discharge from hospital (2,3,6). Poor sleep, as well 
as nightmares, weepiness, depressed mood and poor 
concentration were much more prevalent in SARS 
patients compared with healthy controls (2). Irritability 
stands out as having high prevalence in our study sample 
(97%), consistent with previous research (2). In a 2018 
report, 70% of MERS patients quarantined in hospital 
exhibited psychiatric symptoms and 40% received 
psychiatric diagnoses (3). Qualitative studies have also 
identified a wide range of psychological responses to 
quarantine such as confusion, fear, anger, and anxiety-
induced insomnia (5,19). Our qualitative data also 
reported similar themes of the psychological impact 
of COVID-19 but also identified various factors which 
increased distress among patients during hospitalization 
and which need to be addressed to improve their well-
being. Tsang et al. noted that hopelessness due to various 
reasons, including financial concerns, can be so extreme 
that it may increase the suicide risk in infected patients 
(20). The feeling of helplessness was the most prominent 
finding in the patient in our study who tried to commit 
suicide. The incident also highlighted the fact that 
infected patients who are quarantined and have lower 
household incomes might require additional levels of 
support during hospitalization as empirical evidence 
indicated that economic strain and lack of social support 
also contribute to severe depression and may contribute 
to self-harm or suicidality in some cases (21,22).

Women in our sample had higher mean scores on 
all psychological measures although these were not 
statistically significant. Female sex is associated with 
increased vulnerability to psychological problems during 
infectious disease outbreaks; females have been found to 
be 3 times more likely to have psychiatric morbidity (6,8). 

We did not find any statistically significant association 
of depression and anxiety with duration of quarantine 
in the acute treatment phase. These results are different 
from some previous reports, which show that a longer 
duration of quarantine was associated with much poorer 
mental health, including anger, avoidance behaviours and 
post-traumatic stress symptoms (23,24). Catalano et al. 
observed an increase in Hospital Anxiety and Depression 
Scale scores in patients which was proportionate to the 
duration of quarantine (7.25 at baseline to 8.83 in week 
1 and 11.5 in week 2) (25). Due to limited resources, it 
was not feasible for us to repeat measures at intervals; 
this process may have helped determine any changes 
in psychological indices associated with duration of 
hospitalization. Quarantine of more than 10 days was 
noted in one study to be associated with higher PTSD 
symptoms (23). This calls for greater attention to longer 

Table 2 Stress-related symptoms and behaviours reported by 
hospitalized confirmed and suspected COVID-19 patients

Stress-related symptoms and behaviours No. (%)
Irritability 111 (97.4)

Anxiety 75 (65.8)

Sleep problems 49 (43.0)

Afraid due to fear of infecting family 45 (39.5)

Frustration 34 (29.8)

Feeling scared for no reason 34 (29.8)

Anger 22 (19.3)

Investing majority of free time reading or watching 
corona-related information 13 (11.4)

Exhaustion 13 (11.4)

Pessimism/ hopelessness 11 (9.6)

Felt rejected in family/neighborhood because of 
illness 10 (8.8)

Absence of emotional response 10 (8.8)

Poor concentration/indecisiveness 7 (6.1)

Nightmares 5 (4.4)

Detachment from others 5 (4.4)

Deteriorating work performance. 3 (2.6)

Reduced awareness or being in a daze 2 (1.8)

Avoiding information about corona as much as 
possible 2 (1.8)

Depressed mood 1 (0.9)
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follow-up of these patients to determine a range of 
mental health difficulties, which may continue to affect 
them long after the acute infection is under control. Our 
study also noted that hospitalized patients were affected 
simultaneously by a multitude of psychological problems 
and not merely struggling with isolated difficulties. 

Two of the main themes behind the negative 
psychological effects in hospitalized patients were 
uncertainty and inadequate communication by health 
care providers. This is not surprising as studies have 
noted that regardless of hospital ward or intensive 
care unit settings, health care professionals spent less 
time with isolated than non-isolated patients (26). The 
requirement to wear personal protective equipment 
in hot weather and the need to see multiple patients 
may act as a barrier for health care workers to spend 
adequate time with patients, leading to a reduction in 
the duration of contact. It is unclear whether this shorter 
time spent with the patients is associated with adverse 
clinical outcomes; this needs further study. Davies and 
Rees found that keeping patients informed regarding 
their care is linked to patient satisfaction and should be 
a priority given the current situation of uncertainty and 
fear among hospitalized COVID-19 patients (27). 

Our findings have significant clinical and practical 
implications. Given the nature of the negative 
psychological impact of COVID-19-related admissions in 
hospital, we established a patient-centred consultation 
programme and offered mental health services to all 
confirmed or suspected COVID-19 hospital patients, 
regardless of whether they were diagnosed with 
psychiatric disorders. Current research focuses on 
early detection of psychiatric symptoms in hospitalized 
patients. In the current study hospital, the research 
team sought to create a balance between strict isolation 
measures and face-to-face psychiatric assessment and 
intervention by providing telepsychiatry services and 
regular liaison with treating physicians and the hospital 
administration. Interventions also included fostering 
close contact with family members through regular 
phone contact and real-time video conferencing. Finally, 
all patients were encouraged to seek counselling at any 
time while hospitalized. This was much appreciated as 
it provided a sense of safety and security at a time of 
great psychological distress. Medical teams looking after 
COVID-19 patients were provided online psychological 
first aid training aimed at giving them the skills to 
alleviate symptoms of distress in patients as well as 
themselves. Many patients needed help with social 

Table 3 Differences in severity of psychological parameters mong men and women in the sample 

Category & severity Total  
(n = 114)

Men  
(n = 61)

Women  
(n = 53)

P-value

No (%) No. (%) No. (%)
PHQ-9, depression symptoms

Normal 64 (56.1) 34 (55.7) 30 (56.6) 0.128

Mild 38 (33.3) 24 (39.8) 14 (26.4)

Moderate 6 (5,3) 2 (3.3) 4 (7.5)

Severe 6 (5.3) 1 (1.6) 5 (9.4)

GAD-7, anxiety symptoms

Normal 71 (62.3) 33 (54.1) 38 (71.7) 0.018*

Mild 28 (24.6) 22 (36.1) 6 (11.3)

Moderate 11 (9.6) 5 (8.2) 6 (11.3)

Severe 4 (3.5) 1 (1.6) 3 (2.6)

ISI, insomnia symptoms

Absent 64 (56.1) 35 (57.4) 29 (54.7) 0.913

Subthreshold 32 (28.1) 17 (27.9) 15 (28.3)

Moderate 15 (13.2) 8 (13.1) 7 (13.2)

Severe 3 (2.6) 1 (1.6) 2 (3.8)

Criteria for adjustment disorder met

Yes 77 (67.5) 42 (68.9) 35 (66.0) 0.842

No 37 (32.5) 19 (31.1) 18 (34.0)

Criteria for acute stress disorder met

Yes 4 (3.5) 1 (1.6) 3 (5.8) 0.332

No 109 (96.5) 60 (98.4) 49 (94.2)
PHQ-9 = 9-item Patient Health Questionnaire. 
GAD-7 = 7-item Generalized Anxiety Disorder. 
ISI = 7-item Insomnia Severity Index. 
*P-value < 0.05.
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Table 4 Selected quotes extracted from the qualitative data analysis of interviews with patients

Class & subclass Code Quote: (patient ID no.-sex-age))
Psychological consequences

Fear of death and infection of other 
family members

• Severe preoccupation about 
death.

• Severe preoccupation about 
infection/death of other family 
members.

“When we first tested positive, I thought we were all going to die 
because of what I had seen on the media. I was terrified.” (P76-F-24)
“We felt mortified when a patient in the ward passed away in front of 
us. I remember it all so vividly.” (P8-M-20)
“A boy admitted with me mentioned that USA reported a thousand 
deaths in a day. I felt like my heart sank. I have a son admitted in 
PKLI’s ICU. I fear what will happen to him.”(P1-F-53)

Depression/ anxiety • Frequent crying and low mood, 
worries

• Feeling lonely, anxious and 
unhappy

“I have 3 daughters and a wife back at home in another city. I am the 
only bread winner and have been away from them for 1.5 months 
now. I am so stressed about how they are managing expenses back at 
home. Do they have enough to feed themselves? I need to go home.” 
(P73-M-60) He wept while narrating his dilemma. A week later, he 
tried to commit suicide.
“I worry that I will die here alone. I feel so lonely and alone.” 
(P17-F-68) 68-year-old female patient started crying during the 
interview while talking about missing her grandchildren.

Sleep problems • Experiencing frequent insomnia 
from the severity of anxiety.

• Lack of peace, excessive noise

“It is very hard to sleep here as I feel anxious. I try to catch up on my 
sleep in the evening but then spend sleepless nights.” (P30-F-36)
“It’s been 6 days since my admission and my sleep quality is very 
poor. There is so much noise and disturbance at night that I cannot 
fall asleep. The day is no different.” (P69-M-36)

Feelings of anger • Feeling anger about people 
being non-compliance with 
quarantine advice leading to 
increasing risk of spreading 
infection

One mother expressed anger about risk being posed to her kids at 
home.
“My mother in law also tested positive but she is still at home and not 
isolating. There are small kids at my place, I am so worried. Called 
1166 multiple times to bring her to the hospital too but no one is 
paying any heed to my requests.” (P63-F-36)

Source of anxiety and distress

Inadequate communication • Lack of communication from 
hospital administration

• Poor information from treating 
staff especially related to test 
results

“I have been using all my efforts to know how my tests have turned 
out, are they negative for corona now or not? I was not informed even 
after asking.” (P10-M-25)
“First of all, they don’t take our samples despite being here for 
several days and when they do, we are not informed of the reports. 
We inquire about them repeatedly but there is no reply from the 
administration and doctors. This behaviour is not helping our 
anxiety.” (P54-M-18)

Poor ward facilities • Poor hygiene 
• Inadequate ventilation of rooms
• Poor internet facilities
• Poor food quality

“There are heaps of garbage and filth here. The bed sheets are stained 
and the whole situation is deplorable. My youngest son is with me. 
How do they expect us to stay in such conditions?” (P39-F-38)
“I felt trapped in the room, there was no ventilation which makes me 
feel suffocated. I knocked at the door but they had bolted it from the 
outside.” (P19-F-30)
“The ward I am staying in does not have WIFI. I wish there was a 
better signal so I could communicate with my family, right now the 
signal breaks and the calls end abruptly. I am not allowed to go out of 
the ward for better reception.” (P5-F-25)
“I wish the hospital served us hygienic and fresh food as I read that 
the viral infection can be fought off with a good diet.” (P9-M-56)

Distress and concern about family 
members

• Feeling forgotten and rejected 
by family

• Preoccupation with health of 
family members at home and in 
hospital

• Not disclosing hospitalization 
due to possible family distress

“I am missing my 3 children who are at my mother’s home. I talk to 
them over video calls but they appear indifferent; that hurts me. My 
wish is to return home as soon as possible so I’ll be able to cook for 
them myself.” (P34-F-38).
“I have 2 kids at home, they call me every day and cry because I 
am not with them. I cannot sleep at night worrying about my kids, 
desperately waiting for the results.” (P44-F-32).
“I am concerned about how my husband’s result comes out; he was 
tested after me and is also in a quarantine facility. He is diabetic and 
needs blood sugar monitoring.” (P16-F-55)
One patient reported not telling his mother and children living in 
another city about his illness and hospitalization because he did 
not want them to worry. He stated: “Media reports that that those 
who are isolated end up in the grave and there is no one to say their 
funeral prayers. I don’t want them to suffer by knowing about me 
being isolated.” (P-109-M-42)
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Class & subclass Code Quote: (patient ID no.-sex-age))
Financial concerns • Worries about hospital expenses

• Disruption in work life
“We belong to a middle-class family, my 5-year-old son asked me 
yesterday ‘Is the food served here free? Will they charge us for 
medication?’ I had tears in my eyes. I told him Allah will help us get 
out and back to our own home.” (P31-F-32)

Improper behaviour of fellow 
patients 

• Fellow patients making videos 
of other patients/staff

• Lack of respect to dead body
• Breach of confidentiality

One female patient developed stress-related symptoms after 
witnessing the abnormal behaviours of another COVID-19 patient 
who made a video of the body of a patient who died in their unit and 
later posted it on social media. “I felt disgusted by his behaviour.” 
(P5-F-25)

Social stigma and rejection • Humiliating behaviour/ attitude 
of others

• Lack of social relations during 
the quarantine period

“They are treating us like we have AIDS.” (P74-M-33)
“We are being kept isolated against our will as prisoners.” 
(P109-M-42)

PKLI = Pakistan Kidney and Liver Institute. 
ICU = intensive care unit.

Table 4 Selected quotes extracted from the qualitative data analysis of interviews with patients (concluded)

issues and financial assistance and were linked with 
appropriate services. 

This study has some potential limitations. It was 
done in a single centre with purposive convenience 
sampling and a small study population, thus limiting 
the generalizability of the findings. Interviews were 
conducted by phone and there was lack of face-to-face 
communication. The strengths of the study included 
detailed in-depth interviews using the mixed methods 
approach, the use of validated assessment tools and 
patient-centred service provision. 

Conclusion
The present study provides insight into the potential 
immediate psychological sequelae among COVID-19 pa-
tients in the resource-constrained setting of a low- or 
middle-income country. Our results show alarmingly 

high levels of stress-related symptoms, insomnia, depres-
sion and anxiety in COVID-19 confirmed or suspected 
hospitalized patients. An important practical implication 
of these findings is that these psychiatric issues can lead 
to noncompliance with infection control measures and 
reduced quality of life. Our results suggest the need to in-
corporate psychological services early in the acute phase 
of the illness. Adequate communication with patients 
during hospitalization, provision of basic needs, focus 
on spirituality and fostering of close social ties within 
the prescribed safety parameters are some of the critical 
component in reducing the short- and long-term nega-
tive consequences in COVID-19 patients. The long term 
psychological needs of these vulnerable patients warrant 
monitoring as we continue to grapple with the evolving 
COVID-19 outbreak. 
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Impact psychiatrique sur les patients atteints de COVID-19 isolés dans un hôpital 
de soins tertiaires au Pakistan
Résumé
Contexte : Des effets psychologiques négatifs ont été associés aux mesures de confinement liées à la COVID-19, mais 
peu d'informations sont disponibles sur les symptômes psychiatriques et la détresse. 
Objectifs : La présente étude visait à explorer et à comprendre les symptômes psychiatriques et la détresse chez les 
cas suspects ou confirmés de COVID-19 isolés et mis en quarantaine à l'hôpital.
Méthodes : Une étude à méthodologie mixte a été menée dans les services COVID-19 de l'hôpital Mayo à 
Lahore  (Pakistan) ; 114 patients adultes sur 160 ont été évalués par téléphone à l'aide d'échelles validées (liste de 
contrôle des réactions au stress et des troubles d'ajustement, questionnaire à neuf items sur la santé des patients, 
échelle à sept items sur les troubles anxieux généralisés et indice de gravité de l'insomnie). Ces patients ont 
également été évalués à l'aide de quelques questions ouvertes sur les attentes et les domaines escomptés pendant 
l'hospitalisation, y compris les expériences d'isolement.
Résultats : La prévalence des troubles de l'adaptation, des troubles aigus du stress, de l'anxiété, des symptômes 
dépressifs et de l'insomnie était respectivement de 67,5 %, 3,5 %, 16,7 %, 18,4 % et 29,8 %. Un patient de sexe masculin 
a tenté de se suicider pendant la période de l'étude. La peur, la colère, la mauvaise humeur, l'anxiété et les troubles 
du sommeil étaient les conséquences psychologiques les plus notables dans les réponses qualitatives. Le manque de 
communication, le mauvais état des salles, les préoccupations concernant la santé des membres de la famille et les 
problèmes financiers étaient les facteurs de détresse les plus couramment identifiés.
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التأثريات النفسية عىل مرىض كوفيد-19 املعزولني يف مستشفى للرعاية الثالثية يف باكستان
نازيش عمران، إروم عامر، هادية أفضل، عيل هاشمي، بلقيس شابري، أفتاب عاصف

اخلالصة
اخللفية: ارتبطت التأثريات النفسية السلبية بتدابري احتواء األمراض املتعلقة بمرض كوفيد-19، ولكن ال ُيعرف إال القليل عن األعراض النفسية 

والشعور بالضائقة. 
أو  املؤكدة إصابتهم بمرض كوفيد-19  بالضائقة لدى املرىض  النفسية والشعور  الدراسة إىل استكشاف وفهم األعراض  هدفت هذه  األهداف: 

املشتبه بإصابتهم، الذين خيضعون للعزل واحلجر الصحي يف املستشفى.
طرق البحث: ُأجريت دراسة باستخدام طرق خمتلطة يف وحدات عالج كوفيد-19 بمستشفى مايو، يف مدينة الهور، باكستان؛ وتم تقييم 114 من 
أصل 160 مريًضا بالًغا عن طريق اهلاتف باستخدام مقاييس متحقق منها )القائمة املرجعية لردود الفعل الناجتة عن اإلجهاد واضطرابات التكيُّف، 
م الذي يتألف من 7 بنود، ومؤرش شدة األرق(، وبعض األسئلة ذات  واستبيان يتألف من 9 بنود عن صحة املرىض، ومقياس اضطراب القلق امُلَتَعمِّ

اإلجابات املفتوحة حول التوقعات وجماالت االحتياج املتوقعة خالل فرتة اإلقامة يف املستشفى، بام فيها التجارب مع العزل.
و%16.7،  و%3.5،   ،%67.5 واألرق  االكتئاب،  وأعراض  والقلق،  احلاد،  اإلجهاد  واضطراب  التكيُّف،  اضطراب  انتشار  معدل  بلغ  النتائج: 
و18.4%، و29.8% عىل التوايل. وحاول أحد املرىض الذكور االنتحار خالل فرتة الدراسة. وكان اخلوف والغضب وتدين احلالة املزاجية والقلق 
واضطرابات النوم من أبرز العواقب النفسية يف االستجابات النوعية. وكان التواصل غري الكايف، وسوء املرافق يف العنابر، والشواغل املتعلقة بصحة 

أفراد األرسة، واملشكالت املالية من العوامل املحددة األكثر شيوًعا املؤدية إىل الشعور بالضائقة.
االستنتاجات: تظهر نتائجنا مستويات مرتفعة لألعراض املرتبطة باإلجهاد، بام فيها األرق واالكتئاب والقلق، بني املرىض املؤكدة إصابتهم بمرض 
كوفيد-19 أو املشتبه بإصابتهم من نزالء املستشفى. وهناك حاجة إىل دمج اخلدمات النفسية يف املرحلة احلادة من املرض من أجل التعرف الفوري 

عىل املشكالت النفسية وعالجها. 

Conclusion : Nos résultats montrent des niveaux alarmants de symptômes liés au stress – insomnie, dépression et 
anxiété – chez les patients hospitalisés avec suspicion ou confirmation de COVID-19. Il est nécessaire d'intégrer des 
services psychologiques dans la phase aiguë de la maladie afin de reconnaître et de prendre en charge rapidement les 
problèmes psychiatriques. 
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