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Introduction: This study aims to assess the requirement for anxiety and depression treatment for patients with coronavirus disease 2019 (COVID-19) in medical camps in Bac Giang province, Vietnam. This information can help improve the government policy to reduce anxiety and depression in patients with COVID-19.

Methods: A total of patients with 427 COVID-19 participated in the survey conducted from 5 to 15 June 2021 in Bac Giang province. The survey included 17 questions about the general characteristics of the patients, 15 questions to assess common COVID-19 symptoms, the Patient Health Questionnaire-9 (PHQ-9), and General Anxiety Disorder-7 (GAD-7) scores, and four questions to assess hospital reviews, including facilities, food, medical staff, and living conditions. Logistics regression analyses were conducted to assess the association between COVID-19 symptoms and high anxiety and depression (HAD) status.

Results: A logistic regression analysis evaluated the risk factors in need of intervention. Our study showed that lower hospital review scores (odd ratio = 0.98; 95% confident interval = 0.97–0.99) were found to be a risk needing intervention. It was also identified that older patients (odd ratio = 1.1; 95% confident interval = 1.03–1.18), women (odd ratio = 1.31; 95% confident interval = 1.09–1.31), patients who were primary income earners in the family (odd ratio = 1.15; 95% confident interval = 1.03–1.28), patients who had headaches (odd ratio = 1.16; 95% confident interval = 1.06–1.21), and patients who had joint pain (odd ratio = 1.17; 95% confident interval = 1.06– 1.3) were risk factors for HAD status.

Conclusion: Our research shows that every 10-year age increase was associated with a 10% increase in the likelihood of HAD status. Study subjects being primary income earners were also associated with a 15% increased risk of having HAD status. This study showed that a decrease in family income due to COVID-19 caused an increase in high-level anxiety/depression status.
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INTRODUCTION

On 1 December 2019, the first patient infected with severe acute respiratory syndrome-coronavirus 2 (SARS-CoV-2) was reported in Wuhan, China, and was described with strange pneumonia (1, 2). While complex transmission mechanisms had often been mentioned for SARS-CoV-2, such as surface contact and fecal-oral or airborne transmission (3, 4), the main transmission would in fact be direct human-to-human (3, 4). Four months after the first infected patients, SARS-CoV-2 had spread globally and became a humanitarian disaster (5, 6).

Although the first COVID-19 death occurred on 22 January, 2020, in Wuhan, China, the Vietnamese government immediately took strong measures to control the situation. Early decisions included social distancing and the isolation of all infected and suspected cases. This allowed Vietnam to control the average daily number of infections to about 6.2 cases. Centralized isolation measures significantly reduced the spread of infection sources. Bac Giang province was under such control for more than 4 months. The fourth wave of COVID-19 at the end of April 2021, consisting of the Delta variant of the virus, caused an outbreak in Bac Giang province. According to a report, authorities were required to isolate 5,779 F0 patients who were inflected by COVID-19, and 43,469 F1 cases who were in close contact with infected patients for 14 days (7). With merely nine hospitals in the province, only patients with severe symptoms were admitted. To meet the need for isolation, 326 medical camps were established (7), making use of sports halls, schools, factories, and so forth. However, these camps had inadequate facilities and limited living conditions. In addition, evidence showed that isolation were associated with psychological effects (8, 9). Our study was designed to assess the status of anxiety and depression in the medical camps in Bac Giang. Such an assessment could provide information regarding factors influencing the situation, which, in turn, could improve government policy to reduce depression and anxiety in patients with COVID-19.



MATERIALS AND METHODS


Study Design and Participants

This study with a cross-sectional descriptive study was conducted in medical camps in Bac Giang province from 5 to 15 June 2021. The study excluded participants in Bac Giang Province Hospital, patients under 18 years old, and patients who refuse to download the ZALO app. We randomly selected isolated patients and conducted an online survey through Google Forms. After that, we communicated with the patients through the ZALO app to track their symptoms.



Questionnaire Design

The survey included 17 questions about the general characteristics of the patients, 15 questions to assess common symptoms, the Patient Health Questionnaire-9 (PHQ-9), and General Anxiety Disorder-7 (GAD-7) scores. Categories of depression symptoms were defined as low depression (PHQ-9 score 0–9) and high depression (PHQ-9 score ≥ 10) (10). Categories of anxiety symptoms were defined as low anxiety (GAD-7 score 0–9) and high anxiety (GAD-7 score ≥ 10) (11). The low anxiety and depression (LAD) group included patients with low anxiety or low depression. In contrast, the high anxiety and depression (HAD) group included patients with moderate and severe anxiety or moderate and severe depression (moderate or severe). Finally, the survey participants graded the medical camps based on four criteria: facilities, food, medical staff, and living conditions on a 5-level Likert scale (1: very poor; 5: very good).



Statistics Analysis

The Shapiro-Wilk test was conducted to test the normal distribution hypothesis for continuous variables. Comparisons were made using a t-test for continuous variables with normal distribution, and the Mann-Whitney U test for continuous variables with non-normal distribution. Data were presented as the number of patients (percent) for categorical variables. The Chi-square test (if the expected value in cell > 5) and the Fisher exact test (if the expected value in cell < 5) were conducted for categorical variables to compare baseline characteristics between the study groups (intervention and non-intervention). The correlation between Patient Health Questionnaire-9 and General Anxiety Disorder-7 was determined. Univariate and multivariate logistics regressions were conducted to evaluate the odds ratio (OR) and 95% confidence interval (95% CI) of factors between the intervention group and the non-intervention group. All hypotheses were tested as two tails, with a p-value < 0.05 considered statistically significant. Statistical analyses were performed using RStudio version 3.6.2.



Ethical Consideration

The ethics committee approved all procedures of Traditional Medicine Hospital-Ministry of Public Security, Hanoi, Vietnam (No.664/QD-YHCT). Consent forms were attached to the survey questionnaire, and the patients only took the survey after accepting the terms of the study.




RESULTS

A total of 427 patients with COVID-19 participated in this study, with a response rate of 64.2%. Men made up 31.6% of the participants, while women made up 68.4%. The mean participant age was 27.7 (standard deviation = 7.16). Moreover, 174 patients (40.7%) were identified as HAD. Figure 1 shows a positive correlation between PHQ-9 and GAD-7 scores. Specifically, the proportion of patients with a GAD-7 score greater than or equal to 10 and a PHQ-9 score less than 10 is relatively low.
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FIGURE 1. Correlation between General Anxiety Disorder-7 (GAD) and Patient Health Questionnaire-9 (PHQ) scores according to anxiety and depression status and number of symptoms.


According to Table 1, the mean age of the subjects in the HAD group was 30 (6.87), which was statistically significantly higher than in the LAD group, whose mean age was 26.2 (6.95). In the HAD group, 82.8% of the patients were women, compared to the 58.5% in the LAD group. Furthermore, in the HAD group, 85.1% of patients were defined as primary workers in the family, which was significantly higher than in the LAD group (68.4%). According to the personality changes criterion, the HAD group had a significantly higher rate of irritability; 35.6% compared to the 9.49% of the LAD group. The LAD group evaluated facilities, food, living conditions, and medical staff higher than the HAD group. In particular, statistical significance was found between the two groups in facilities (p-value = 0.016) and food (p-value = 0.005).


TABLE 1. Sociodemographic characteristics by anxiety and depression status.
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The HAD group had a significantly higher rate of symptoms than the LAD group, except for cough symptoms. According to Table 2, asymptomatic patients in the LAD group were 9.09%, approximately 16 times higher than in the HAD group. However, the difference between the two groups was not statistically significant in terms of cough symptoms (p = 0.131).


TABLE 2. Symptoms of coronavirus disease 2019 (COVID-19) by anxiety and depression status.
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As shown in Table 3, HAD status was significantly higher among older patients, women, main income earners, and those suffering from shortness of breath, headaches, joint pain, and loss of speaking ability. Moreover, patients with loss of speaking ability have higher odd ratios of needing interventions than patients without this loss (OR = 1.39; 95% CI = 1.15–1.70). Besides these factors, hospitals with higher review scores had fewer patients in the HAD group (OR = 0.98; 95% CI = 0.96–1). According to the results of multiple binary logistic regression analysis evaluating the risk factors in need of intervention, lower hospital review scores (OR = 0.98; 95% CI = 0.97–0.99) were found to be a risk for needing intervention, while older patients (OR = 1.1; 95% CI = 1.03–1.18), women (OR = 1.31; 95% CI = 1.09–1.31), patients who were main income earners (OR = 1.15; 95% CI = 1.03–1.28), patients who had headaches (OR = 1.16; 95% CI = 1.06–1.21), and patients who had joint pain (OR = 1.17; 95% CI = 1.06–1.3) were identified as risk factors for HAD status.


TABLE 3. Multivariable regression related to indications for high anxiety and depression (HAD) status.
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DISCUSSION

In the face of complicated developments of the COVID-19 epidemic in Vietnam, the government has taken an uncompromising approach to the centralized isolation of all confirmed cases. The measure has shown apparent effectiveness in controlling the COVID-19 outbreak. However, our study showed that the isolation process significantly impacted mental health. Symptoms of COVID-19 were positively correlated with depression and anxiety. Our study showed that age, confirmed cases until the survey, gender, being primary income earners, shortness of breath, headaches, joint pain, and loss of speaking ability were significantly associated with the likelihood of having HAD status. Furthermore, the medical camp review was significantly associated with reduction in LAD status. Our study points to the necessity of depression and anxiety treatment, such as psychological consultations, as well as the establishment of a policy to financially support low-income patients with COVID-19.

A previous study from Kong et al. (12) showed that the PHQ-9 and GAD-7 scales increase with age for COVID-19 patients. Our findings indicate that every 10-year increase in age was associated with a 10% increase in the likelihood of HAD status. The 1-week increase after the confirmation of COVID-19 was associated with a 4% increased likelihood of having HAD status. These results were similar to Yanyu Hu’s study, which showed that the duration of COVID-19 was associated with a statistically significant increase in GAD-7 and PHQ-9 scores (13). Our results also showed that being female was associated with a 20% increased likelihood of having HAD status. This is similar to a previous study showing that women with COVID-19 have higher depression and anxiety scores than men (14–17).

In the multivariate logistics regression results, the common symptoms of shortness of breath, headaches, and joint pain were significant factors related to the HAD group. Furthermore, study subjects being primary income earners were also associated with a 15% increased risk of having HAD status. Healthcare workers also have an increased chance of exposure to COVID-19 (18). This study showed that a decrease in family income due to COVID-19 led to an increase in high-level anxiety/depression status (19). In other studies, asymptomatic patients at the time of testing accounted for 30.8–51.7% (20, 21); this rate differed from our study (5.62%). However, follow-up studies over time show that the proportion of asymptomatic patients was much lower at about 10.7 (22) to 15.6% (23). This difference could be explained by patients being diagnosed at an early stage when they were not showing any symptoms.

Furthermore, a 1-point increase in the medical camp review was associated with a 2% reduction in the likelihood of having HAD status. During the isolation period, patients with COVID-19 shared a small space with limited facilities with other patients with COVID-19. Therefore, it was not surprising that their satisfaction with the medical camp was significantly associated with reduction in HAD status.

There were some limitations to our study. First, although this study was a random selection of patients through an online format, most of the participants were relatively young (mean age was 27.7); thus, it is necessary to investigate with an older participant pool. Second, there is a lack of follow-up in the study design related to depression and anxiety. Follow-up studies would clarify participants’ levels of depression and anxiety after being COVID-19-free. Third, this study was conducted based on a self-reported questionnaire, which may involve respondents’ bias.



CONCLUSION

This study indicated that increase in age would increase the likelihood of HAD. The advantage of medical camp has reduced the severity of shortage number of beds in the hospital, low-cost facilities and easy to establish. Moreover, low income and being a primary income earner also increased the risk of having HAD status. Government and policymakers should, thus, offer financial support for low-income patients with COVID-19. Our study further showed that HAD status was correlated with increase in symptoms of COVID-19. Therefore, psychological consultations in Vietnam’s medical camps are necessary to improve patient health conditions.
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Age (10 years) 1.20(1.12-1.28) <0.001 1.10(1.03-1.18) 0.006
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Yes 1.33(1.19-1.48) <0.001 1.17 (1.06-1.30) 0.003
Loss of ability to speak
No Reference Reference
Yes 1.39 (1.15-1.70) 0.001 1.19(0.99-1.42) 0.061
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