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Abstract

EY M MO

Coronavirus-19 has caused anxiety around the world. Although anxiety is inherent in pandemics, it can have serious consequences when it is chronic and disproportionate.
It is possible situation affect the vulnerable population with mental illness more. This study compares the frequency and predictors of coronavirus anxiety among psychi-
atric patients and the healthy group and evaluates its effects on treatment compliance. A cross-sectional study was conducted on 285 psychiatric patients who applied to
the psychiatry outpatient clinic and 86 healthy people between 15 July — 30 September 2020. Coronavirus Anxiety Scale was applied with a questionnaire that investigated
demographic characteristics, experiences with the pandemic and treatment compliance. Coronavirus anxiety was detected in 8.4% of the patients and 9.3% of the healthy
group. 34% of the patients didn’t come to checkups regularly, the most common reason for this was their fear of the pandemic (56.7%). Their anxiety scores were also high.
Female gender, comorbid disease and being quarantined were associated with an increased coronavirus anxiety scale score in patients while advanced age, retirement,
divorced/widowed, having children, having comorbid disease, being tested for COVID-19 PCR and losing a relative due to COVID-19 increased the score in healthy
group. Coronavirus anxiety disrupts the compliance of psychiatric patients with treatment and may cause the disease to exacerbate. Therefore, there is a need to develop

special treatment approaches in the follow-up of psychiatric patients.
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Introduction

Coronavirus disease 2019 (COVID-19) is an infectious disease
caused by severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) [1]. The first case was seen in Wuhan, China's
Hubei province, in December 2019. The virus has turned into a
pandemic that has spread rapidly since then and it still continues to
threaten everyone around the world.

COVID-19 has seriously affected not only the physical health
of people, but also their mental health. Despite the increasing
number of cases and deaths, the fact that the characteristics of the
virus have not been fully discovered, the absence of an effective
treatment, the uncertainty about the process and the negative news
in the media have caused an increase in people's anxiety [2-4].

*Corresponding Author: Neslihan Cansel, Inonu University, Faculty of Medicine,
Department of Psychiatry, Malatya, Turkey
E-mail: neslihancansel@yahoo.com.tr

A recent study found that more than half of people had fear and
anxiety associated with COVID-19 during the pandemic [5].

Fear is generally the flight or fight response that occurs in situations
where an internal or external stimulus is perceived as “danger”,
which is the basis of survival for organisms, whereas anxiety
reflects the general expectation of future threat [6]. In fact, anxiety
is the common feeling of infectious diseases, and when it is at an
optimal level, it can function positively in terms of alerting people
and forcing them to take precautions to combat the pandemic
[2]. However it can be harmful once it becomes chronic and
disproportionate. For example, with insufficient anxiety one may
display behaviors such as not obeying the necessary precautions
and acting unhealthy that can cause harm to both the individual
and the society [7]. On the other hand, anxiety that is difficult to
control may be a key component of some biological processes
that play a role in the development of mental illness [2]. While
concerns of the pandemic increases anxiety and stress levels in
healthy individuals, it may intensify the symptoms of those with
pre-existing psychiatric disorders [8,9].
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While most of the studies investigating the effects of pandemics on
mental health have focused on people infected with COVID-19,
healthcare professionals and the general population [10-12]. There
are few studies on its effect on individuals with mental illness.
However, considering that psychiatric patients carry many risk
factors such as difficulties in adapting to self-care, nutrition,
sleep and other measures to be taken, inadequacy in impulse
and behavior control, cognitive disorders, and risk of developing
metabolic diseases due to the side effects of psychiatric treatments,
they are more likely to be affected by additional stress [13-15]. In
addition, these patients may avoid going to their routine checks
and taking their medications because of their exaggerated worries
[16-18].

On the other hand, the regulations made in health services due
to the pandemic such as reducing the capacity of inpatient
services, switching to an appointment system, postponing elective
procedures may reduce the chances of patients receiving treatment,
which may further increase their fears. For these reasons, it may be
vital for the doctors involved in the treatment of these patients to
be aware of the increasing fears and concerns in their environment.
Recognizing this fear and identifying risky groups may contribute
to the planning of treatment services, especially in cases where
serious disruptions may occur in health services such as pandemics.

In this study, it was planned to determine the level of dysfunctional
anxiety developed against the COVID-19 in patients with
psychiatric admissions, its comparison with healthy controls, the
factors that may be associated with dysfunctional anxiety, and the
effects of this on treatment compliance. To our knowledge, no
study related to this issue has been published in the literature so
far.

Materials and Methods

This study is cross-sectional and priorly local ethics committee
approval was obtained from university faculty of medicine
(2020/943). The study was conducted with 309 consecutive
patients who were admitted to the adult psychiatry outpatient clinic
of university hospital between 15 July and 30 September 2020
and a control group of 86, age- and gender-matched individuals
who were not diagnosed with and/or treated for any psychiatric
disorder from general population. Patients younger than 18
years of age, with active psychotic episodes, currently taking
substance addiction treatment or having organic or neurological
pathologies that cause mental retardation and/or serious cognitive
loss were not included in the study. The patients were grouped
by the psychiatrist as anxiety disorders (generalized anxiety
disorder, panic disorder, unspecified anxiety disorder) depressive
disorders (major depression, dysthymia, other specified depressive
disorder, and unspecified depressive disorder) bipolar and related
disorders (bipolar disorder IIT) and schizophrenia spectrum and
other psychotic disorders (delusional disorder, schizophrenia,
schizoaffective disorder, unspecified schizophrenia spectrum
and other psychotic) according to DSM-5 (American Psychiatric
Association. 2013) [6]. 24 people from the patient group with
missing data were excluded from the analysis.

Sample Size

The number of patients to be included in the study was calculated
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as at least 52 for sub-groups (psychotic disorders, depressive
disorder, anxiety disorders, bipolar disorder, control group) when
the alpha value was accepted as 0.05 and the power was 80%,
mean CAS score of 6.66 with 2.35 SD for control group and 8.5
with 2.1 SD for patient group and two-tailed hypothesis using
WSSPAS [19].

Data form

After informing the patient and control groups about the purpose
and the content of the study, written or verbal informed consent
was obtained from the participants who agreed to participate in
the study, they were asked to fill out a questionnaire consisting of
3 parts. In the first part of the questionnaire there were questions
analyzing demographic variables (such as age, gender, marital
status education level, having a child, monthly income). In the
second part, there were questions investigating the history of
comorbid disease (diabetes, hypertension, heart disease, rheumatic
diseases, malignancy, etc.), the diagnosis and duration of psychiatric
disorders, and the level and reasons of patients' compliance and non-
compliance with treatment during the pandemic period (Have you
used your medication regularly? What is your reason for not using
it regularly?, Have you come to your routine checks regularly?,
What is your reason for not coming to the checks regularly?). In
the 3rd section there were questions about COVID-19, histories
of being infected / tested / quarantined due to COVID-19, and the
treatment and / or loss of one of their relatives due to COVID-19.
COVID-19 anxiety levels of the participants were evaluated with
the Coronavirus Anxiety Scale (CAS).

Coronavirus Anxiety Scale

This scale is a 5-point Likert type scale developed by Lee to
describe possible dysfunctional anxiety cases associated with the
COVID-19 crisis (3). The scoring of the scale has been carried
out as "0 = never", "1 = rare, less than a day or two", "2= a few
days", "3=more than 7 days" and "4=almost every day in the last
two weeks". This scaling format is consistent with the DSM-5's
intersecting symptom scale. A CAS total score of > 9 indicates
dysfunctional anxiety associated with coronavirus. Evren et
al. translated the scale into Turkish and confirmed its validity
and reliability. In the validity and reliability study of the scale,
Cronbach's alpha value was 0.80 [20].

Statistical analysis

The analyzes were evaluated in the IBM SPSS Statistics 22.0
for Windows package program.Descriptive data in the study
were shown as n and percentage values in categorical data, and
mean + standard deviation (Mean+SD) values in continuous data.
Pearson Chi-square test was used to compare categorical variables
between groups. The suitability of continuous variables to normal
distribution was evaluated with the Kolmogorov-Smirnov test. In
comparison of two categories Mann Whitney U test was used for
variables that do not show normal distribution. The comparison of
more than two groups the Kruskal Wallis test was used for variables
that did not show normal distribution. Multiple comparisons
were performed using Dunet-adjusted Mann Whitney U test. The
statistical significance level in the analysis was accepted as p
<0.05.
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Results

A Comparison of demographic variables of patient and control
groups with CAS scores

A total of 371 people, 285 patients and 86 controls, were included
in the study. The patient group has 72 psychosis, 67 depression,
85 anxiety and 61 bipolar diagnoses. The mean age of the patient
group was 39.25+12.117 and the mean age of the control group
was 39.5 £13.724 (p = 0.500). All of the participants were aware
of the COVID-19 (100%).

The CAS score of women in the patient group was found to be
significantly higher than men (p=0.006). In the patient group,
the CAS score of those with comorbid diseases was found to
be significantly higher than the CAS score of those without
any (p=0.025). The CAS score average of those that have been
quarantined during the pandemic in the patient group was found
to be significantly higher than the score of those who were not
quarantined (p = 0.048).

There was a significant difference in CAS scores between the
age groups of the control group (p<0.001). CAS scores of retired
individuals in the control group were found higher than other
occupational groups (p=0.018). There was a significant difference
in CAS scores of divorced/widowed individuals in the control
group (p<0.001). The CAS scores of those with children in the
control group were found to be significantly higher than of those
who had no children in the control group (p=0.003).

The CAS score of those with a comorbid disease in the control
group was significantly higher than the score of those in the control
group who did not have any comorbid disease (p=0.001). The CAS
score of those in the control group who had a COVID-19 test was
found to be significantly higher than the CAS score of those in
the control group who were not tested (p=0.047). The CAS score
of those in the control group who lost one of their relatives due
to COVID-19 was significantly higher than the score of those in
the control group who did not lose one of their relatives due to
COVID-19 (p<0.001).

The rate of comorbid physical illness in the patient group was
significantly higher than the rate of comorbid physical illness
in the control group (p=0.001). The rate of being infected with
COVID-19, being quarantined and getting tested in the control
group was found to be significantly higher than the rate of those in
the patient group (p <0.001).

The CAS score of the patients in the 18-30 age group was
significantly higher than the CAS score of the 18-30 age group
in the control group (p=0.008). The CAS scores of those in the
patient group who were >50 years old were significantly lower
than those in the control group who were >50 years old (p=0.022).
The CAS score of patients with comorbid disease in the patient
group was significantly lower than the CAS score of those with a
comorbid disease in the control group (p=0.023). The CAS score
of those in the patient group who lost one of their relatives due to
COVID-19 was significantly lower than the score of those in the
control group who lost one of their relatives due to COVID-19 (p
=0.004) (Table 1).
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Distribution of CAS scores between patient and control groups

The CAS average of all participants was found to be 2.11+3.445.
The CAS score of the patient group was 2.143.5, and the control
group was 2.043.1, and there was no statistically significant
difference between them (p = 0.500). The number of patients who
answered > 1 to any question from the CAS scale was 128 (42.1%)
and 42 (42.8%) in the control group (p>0.05). When CAS scores
are categorized as >9 and <9, the number of individuals with a
CAS score of >9 in all participants was 32 (8.6%). Although the
CAS score was >9 in 8.4% (n = 24) for the patient group and 9.3%
(n = 8) for the control group, the difference between them was
not statistically significant (p>0.05). There was no statistically
significant difference between all groups included in the study
(control, psychosis, depression, bipolar, anxiety) in terms of both
CAS categorical (p=0.407) and CAS total score (p=0.783) (Table
2).

Patient groups' treatment compliance rates

17.9% of the patients could not use their medication regularly. The
main reason for this is that they felt good. 34% of the patients
could not attend their routine checks regularly. The most common
reason for this was stated as the fear of the pandemic (56.7%).
There was no difference between the patient groups in terms of
treatment compliance (p> 0.05) (Table 3).

The relationship between the duration of the disorder and
treatment compliance and CAS scores

There was no difference between the disorder duration and CAS
scores of the patients (p>0.05). The rate of CAS values of <9 in
the patient group who came to their routine checks regularly was
significantly higher than the rate of those who did not attend their
routine checks regularly (p=0.03). The mean CAS score of those
in the patient group who could not attend the checks regularly was
found to be significantly higher than those who regularly attended
their checks (p<0.001) (Table 4).

Factors affecting the CAS score in all participants

When all participants were evaluated together, the CAS score
of women was found to be significantly higher than that of men
(p=0.025). There was a significant difference between marital status
in terms of CAS score (p=0.02). It has been seen that this difference
is only due to the discrepancy between singles and married people.
The CAS scores of the participants with children were found to be
significantly higher than of those without children (p=0.004). The
CAS score of those with comorbid disease was significantly higher
than the score of those without comorbid disease (p=0.001). The
CAS scores of those who attended the routine checks regularly
were found to be significantly lower than those of those who did
not attend the routine checks regularly (p<<0.001). The CAS scores
of those infected with COVID-19 (p=0.017), those who were
quarantined (p=0.009), those who had been tested (p=0.022), those
whose relatives were treated with COVID-19 (p=0.047), were
found to be significantly higher than those who were not (Table 5).
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Table 1. The comparison of demographic variables and CAS scores of the patient and control groups

Patient Control
0 3 4
Variables n (%) CAS score ' n (%) CAS score N P P
° mean+SD P ° mean+SD P

Total 285(76.8) 2.143.5 86 (23.2) 2.0+3.1 0.500
Female 157 (55.1) 2.6+3.9 42 (48.8) 1.9+£3.0 0.548

Gender 0.006 0.703 0.308
Male 128 (44.9) 1.5£2.8 44 (51.2) 2.243.3 0.067
18-30 age 84 (29.5) 2.5+3.9 28 (32.6) 0.4+1.1 0.008
31-40 age 75 (26.3) 1.6£2.8 15(17.4) 1.4+£2.4 0.684

Age 0.503 <0.001 0.051
41-50 age 69 (24.2) 2.243.2 32(37.2) 2.843.2 0.159
>50 age 57 (20.0) 2.3+4.1 11 (12.8) 5.1+4.7 0.022
Unemployed 155 (54.4) 2.243.6 22 (25.6) 1.5£2.7 0.466
Occupation Employed 110 (38.6) 2.1£3.5 0.498 60 (69.8) 2.0£3.0 0.018 <0.001 0.451
Retired 20 (7.0) 1.7£3.2 4(4.7) 7.0+4.8 0.013
Single 111 (38.9) 1.9+£3.4 29 (33.7) 0.4+1.1 0.065
Marital status Married 155 (54.4) 2.443.7 0.484 55 (64.0) 2.7+3.5 <0.001 0.154 0.111
Divorced/Widowed 19 (6.7) 1.8+£2.8 2(2.3) 7.0£4.2 0.057
Yes 125 (43.9) 1.7£3.1 38 (44.2) 1.1£2.4 0.373

Having children 0.09 0.003 0.957
No 160 (56.1) 24438 48 (55.8) 2.943.5 0.113
Primary 128 (44.9) 2.4+3.8 7(8.1) 4.94+4.8 0.108
Education High school 88 (30.9) 1.9+£3.1 0.413 33 (38.4) 2.243.3 0.180 <0.001 0.587
University 69 (24.2) 1.9+3.5 46 (53.5) 1.6+2.6 0.544
0-2500 b 172 (60.4) 2.443.7 34 (39.5) 1.5+£2.8 0.243
Monthly income* 2501-4999%b 60 (21.1) 1.3£2.4 0.126 16 (18.6) 4.1+4.3 0.023 <0.001 0.002
>5000b 53 (18.6) 2.243.9 36 (41.9) 1.7£2.6 0.634
No 164 (57.5) 1.9£3.5 66 (76.7) 1.5£2.7 0.876

Comorbid disease 0.025 0.001 0.001
Yes 121 (42.5) 24435 20 (23.3) 4.143.8 0.023
Have you been infected with No 277 (97.2) 2.0+£3.4 74 (86.0) 2.0£3.2 0.750

0.064 0.180 <0.001

COVID-19?

Yes 8(2.8) 5.4£5.6 12 (14.0) 2.543.0 0.427
No 266 (93.3) 2.0+3.4 68 (79.1) 1.9£3.1 0.826

Have you been quarantined? 0.048 0.129 <0.001
Yes 19 (6.7) 4.245.1 18 (20.9) 2.843.4 0.775
Have you been tested for No 235 (82.5) 2.0£3.5 52 (60.5) 1.74£3.1 0.768

0.185 0.047 <0.001

COVID-19?

Yes 50 (17.5) 2.7£3.9 34 (39.5) 2.6+3.2 0.524
Have any of your relatives No 207 (72.6) 2.0£3.6 56 (65.1) 1.7£3.1 0.813

been treated for COVID-19? 0.147 0-160 0179
’ Yes 78 (27.4) 2.4+3.4 30 (34.9) 2.743.3 0.561
- No 257 (90.2) 2.243.6 73 (84.9) 1.5£2.7 0.517

Have any of your re{)latnves 0556 <0.001 0.170
died due to COVID-19? Yes 28 (9.8) 1.842.8 13 (15.1) 52438 0.004

p'= Comparison of variables in the patient group in terms of mean CAS score. p>= Comparison of variables in the control group in terms of mean CAS score.
p’= Percentage comparison of patient and control group according to variables. p*= Comparison of mean CAS scores of the patients and control groups with each other.
*: $1=8.19 Turkish liras (according to the exchange rate by April 21,2021)
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Table 2. Distribution of scores among the patient and control groups

CAS category
<9 >9 CAS score

1 2
, o , oy P mean+SD P

Control group 78 90.7 8 9.3 2.1£3.2

Psychosis group 68 94.4 4 5.6 1.7£2.9

Depression group 61 91.0 6 9.0 0.407 2.0£3.3 0.783

Bipolar group 58 95.1 3 4.9 2.0+£2.9

Anxiety group 74 87.1 11 12.9 2.7+4.5

* Row percentage has been used. p': Comparison of subgroups by CAS category p* Comparison of subgroups by CAS total score.

Table 3. Comparison of treatment compliance rates between patient groups during the pandemic

Response All Patients Psychosis Depression  Bipolar group  Anxiety group
P n % group n % group n % n % n %

Have you used 51(17.9) 13 (18.1) 14 (20.9) 8 (13.1) 16 (18.8)
your medication 0.703
regularly? Yes 234 (82.1) 59 (81.9) 53 (79.1) 53 (86.9) 69 (81.2)

I didn’t care 20(39.2) 2(15.4) 7 (50.0) 4 (50.0) 7(43.8)
Your reason for 1 Was feeling good 21 (41.2) 8(61.5) 6(42.9) 3(37.5) 4 (25.0)
not using I couldn’t provide my medicine 6(11.8) 2(15.4) 0(0.0) 1(12.5) 3(18.8) 0.291
medication . .

I didn’t take them because they would weaken
regularly? my immunity 1(2.0) 0(0.0) 1(7.1) 0(0.0) 0(0.0)

Other 3(5.9) 1(7.7) 0(0.0) 0(0.0) 2(12.5)
Have you come 97 (34.0) 21(29.2) 27 (40.3) 17 (27.9) 32(37.6)
to your routine 0.326
checks? Yes 188 (66.0) 51(70.8) 40 (59.7) 44 (72.1) 53 (62.4)

I was afraid of the pandemic 55 (56.7) 10 (47.6) 17 (63.0) 10 (58.8) 18 (56.3)
Your reason for I had trouble making an appointment 7(7.2) 3(14.3) 3(11.1) 0(0.0) 1(3.1)
not coming to the piiyate reasons 10 (10.3) 2(9.5) 2(74) 3(17.6) 3(9.4) 0.875
checks regularly? L

I didn’t care 9(9.3) 2(9.5) 2(7.4) 2 (11.8) 3094

Other 16 (16.5) 4 (19.0) 3(11.1) 2 (11.8) 7(21.9)

p: Comparison of treatment compliance rates among all groups.

Table 4. The relationship between treatment compliance and CAS scores of patients during the pandemic period

CAS category CAS
<9 >9 P! score p?
n % n % mean+SD
0-5 months 28 93.3 2 6.7 2.0+4.5
Duration of the 6-11 months 24 85.7 4 143 0487 23+43 0814
psychiatric diorder
>12 months 209 92.1 18 7.9 2.1£3.3
Have you used your Yes 218 93.2 16 6.8 0051 1.9+3.2 0,058
medication regularly? No 43 84.3 8 157 3.3+4.6 '
I didn’t care 19 95.0 1 5.0 2.2+3.2
I was feeling good 17 81.0 4 19.0 3.5+4.8
Youn: rez,son for not using I couldn’t provide my medicine 3 50.0 3 50.0 0.103 7.5£7.0 0.356
medication regularly?
I didn’t take them because they would weaken my immunity 1 100.0 0 .0 0.0+
Other 3 100.0 0 .0 2.0+3.5
Have you come to your Yes 84 86.6 13 13.4 0.03 3.3+4.2 “0.001
routine checks? No 177 94.1 11 5.9 ’ 1.543.0 ’
I was afraid of the pandemic 46 83.6 9 16.4 3.8+4.2
Your reason for not I'had trouble making an appointment 6 85.7 1 14.3 3.3£3.6
coming to the checks Private reasons 9 90.0 1 100 0352 25437  0.084
regularly?
& v I didn’t care 7 77.8 2 222 4.7+6.2
Other 16 100.0 0 .0 1.1£2.3

*Row percentage has been used. pl: Comparison of different variables by CAS category p2: Comparison of different variables by CAS total score.
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Table 5. Factors associated with an increase in CAS score among all participants

Med Science 2021;10(4):1433-40

Variables CAS score mean+SD ]

Female 2.5+3.8

Gender 0.025
Male 1.7£3.0
Single 1.6+£3.1

Marital status Married 2.5+3.7 0.020
Divorced/Widowed 2.3+3.2
No 1.6£2.9

Having a child 0.004
Yes 2.543.7
No 1.843.3

Comorbid disease 0.001
Yes 2.6+3.6
No 3.3+4.2

Coming to routine checks <0.001
Yes 1.5+£3.0
No 2.0+3.4

Being infected with COVID-19 0.017
Yes 3.7+4.4
No 2.0+3.3

Being quarantined 0.009
Yes 3.5+4.4
No 2.0+£3.4

Being tested 0.022
Yes 2.7£3.6
No 2.043.5

Having relatives treated with COVID-19 0.047
Yes 2533

*Only statistically significant values are reported on the table.

Discussion

In this study, the awareness levels of psychiatric patients regarding
the COVID-19 pandemic, data on the frequency of coronavirus
anxiety and its effect on treatment compliance have been obtained.

All of the patients and healthy individuals in our study were aware
of the COVID-19 pandemic. In the study of Muruganandam et
al. [18], it was reported that 8.3% of psychiatric patients were
completely unaware of the pandemic. Although our result was
compatible with studies conducted in healthy populations, this
high rate in the patient group was remarkable [21,22]. This high
level of awareness may be related to the fact that the study was
conducted with relatively mild patients and that patients with
severe cognitive impairment were excluded from the study. In
addition, the fact that the study was conducted in the 4 month after
the pandemic was declared in our country may have provided the
necessary time for people to get an idea about the pandemic.

In our study, in line with previous studies suggesting increased
emotional and psychological discomfort during the current
pandemic, almost half of the participants were found to experience
at the least (the number of people who got a score >1 was170),
coronavirus anxiety. However, the rate of dysfunctional anxiety
was 8.6% in the patient group reporting anxiety, and 9.3% in the
healthy group, which was quite low compared to previous studies
[18, 23]. Moreover, the study was conducted during the months
when the number of cases and death rates were the highest in
Turkey. This result was surprising considering that the fear of
pandemic is related with prevalence and mortality [24]. The exact
reason for this is unknown, but the relative easing of restrictions

during the summer months may play a role here. Perhaps a little
bit of leaving home, the sharing and support perception provided
by socialization have led to a decrease in COVID-19 anxiety
in people. The fact that the government allowed patients with
continuous drug use and drug report during the pandemic period to
obtain their drugs from the pharmacy without going to the hospital
may also have caused the anxiety rates in patients to decrease.

Another finding in our study was that although there was no
significant difference between them, the group with the least
worry was psychosis patients and the group with the most was
the anxiety patients. In fact, considering that worry is the basic
emotion of anxiety disorders, it was not an unexpected finding that
these patients experienced more significant anxiety [18,25].

It has been reported in the literature that the presence of mental
illness predisposes to the development of comorbid physical
diseases [13,14]. Likewise, in our study, the rate of comorbid
disease was found to be high in individuals with mental illnesses.
However, despite these high rates, psychiatric patients experienced
less dysfunctional anxiety than healthy control groups with similar
characteristics. These low anxiety levels may indicate increased
social withdrawal, negative symptoms, and impairments in
cognitive and emotional functions. Perhaps for these reasons,
patients had trouble grasping the significance of the pandemic
or seemed not to attach much importance to it. Although it was
not found to be statistically significant in our study, the fact that
patients with psychotic disorders stated that they were less anxious
supports this view [18,25]. Therefore, these low levels of anxiety
may indicate that psychiatric symptoms are intensified rather than
reflecting that patients are easily adapted to the pandemic.
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It is a known fact that some young people and children are more
vulnerable to health-related problems due to pre-existing anxiety
and / or experiences [26]. In our study also, it was found that young
patients have more coronavirus anxiety than their healthy peers.
Similarly, Brand et al. [27] in their study, showed that university
students who had prior anxiety sensitivity, obsessive-compulsive
symptoms and / or beliefs had high rates of anxiety associated with
the swine flu pandemic. In the literature, this situation is attributed
to environmental factors as well as a mental illness in young
patients causing cognitive and emotional distortions and weakness
in coping power. As a matter of fact, these people may interpret
events worse, or they may become more anxious by being more
easily affected by the concerns of the individuals around them.
Considering that more than half of all conditions affecting mental
health develop during childhood and/or early adulthood, this result
may indicate that more distressing situations may arise in the
future, especially for young patients.

In our study, it was observed that female patients were more
concerned than male patients. The reason for this may be related
to the biological predisposition brought about by being a woman
as well as their ability to express their fears more easily than
men [28]. In addition, this result can be attributed to women's
excessive threat perceptions or concerns about loss of control.
On the other hand, in this study, unlike the literature, coronavirus
anxiety scores in the control group were found to be similar in both
genders [29,30]. Regardless of their gender, these people without a
mental illness cared more about their advanced age, their spouses,
children, relatives, and financial difficulties and were therefore
more anxious. Moreover, individuals in the patient group were less
affected by the death of their relatives due to COVID-19, while
for those in the healthy group, this was associated with increased
anxiety scores. This result appears to be a reflection of distancing
from the environment and family, hopelessness, loss of interest and
desire caused by mental illnesses. On the other hand, this result
reveals that the anxiety that is developed during the pandemic
process cannot be limited only to COVID-19 transmission, and
its negative impact in other areas such as economic, social and
education should be further examined.

Another important result in our study was that patients with high
anxiety avoided coming to their routine checks. The compliance of
psychiatric patients with their follow-up and treatment is generally
problematic, and research has shown that this problem increases
during the pandemic process. A recently published investigation
by Demir et al found that 61% of psychiatric patients had treatment
nonadherence during the pandemic, and the most common reason
for this was anxiety about the high contagiousness of COVID-19
[31]. It is known that treatment non-compliance seriously affects
the rates of re-hospitalization in psychiatric patients. Weiden
et al. reported that treatment non-compliance in patients with
schizophrenia doubled the risk of hospital readmission and
prolonged hospital stay [32]. Ganzalez et al. observed that the
suicide rate was 5.2 times higher in bipolar patients with treatment
nonadherence [33]. The annual cost of being re-hospitalized
as a result of non-compliance is over millions of dollars [34].
Therefore, it is important to take urgent measures for patients who
do not compliance with their treatment due to high anxiety. The
effect of this avoidance can quickly lead to an exacerbation of
mental illness and an increase in the burden on health services.
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Additionally, this result demonstrated the urgent need for urgent
measures for these patients with high anxiety to coping with their
anxiety and to ensure their routine control.

There are some strengths and limitations to this study. Firstly, this
is the first study investigating the effects of coronavirus anxiety
on treatment compliance among psychiatric patients. It had an
adequate sample size and validated scale were used to measure
anxiety caused by the COVID-19. The age and sex-matched
control group selected from the general population strengthened
our assessment. On the other hand, this study may not reflect the
general psychiatric patient population since it consists of patients
who applied to our hospital. Although the psychiatric evaluation
was made with proven tests, the reliability of self-reported
information may be low. Additionally the cross-sectional nature
of the study, the other factors that could affect anxiety, such as the
patients' level of knowledge about the pandemic, their attitudes
and behaviors about the measures taken, and their perceptions of
social support, pre-existing anxiety levels, drugs taken and disease
severity of these patients were not investigated. Despite these
limitations, these findings have potentially important implications.
These data can provide pilot data for studies that will investigate
the long-term effects of the pandemic. Considering that psychiatric
diseases cause long-term and serious disability, identifying risky
groups may guide healthcare professionals in the organization of
follow-up and treatment of these patients.

Conclusion

In conclusion, our study has shown that the global COVID-19
pandemic causes similar anxiety in the whole population and this
anxiety prevents individuals with psychiatric diseases from going
to their routine check-ups and receiving therapy. It seems that the
effects of COVID-19, which continues to seriously threaten human
health despite a year since its inception, will continue for a long
time. This may affect individuals with mental illnesses even more.
For this reason, it is important for mental health professionals to
consider vulnerable groups and to develop and implement special
treatment and monitoring techniques as soon as possible. This
will make significant contributions to controlling the exaggerated
anxiety of these patients, ensuring the continuity of their treatment
and protecting the mental health of the society in the future.

Conflict of interests
The authors declare that they have no competing interests.

Financial Disclosure
All authors declare no financial support.

Ethical approval
This study is cross-sectional and priorly local ethics committee approval was
obtained from university faculty of medicine (2020/943).

References

1. LiQ, Guan X, Wu P, et al. Early transmission dynamics in Wuhan, China, of
novel coronavirus—infected pneumonia. N Engl J Med. 2020;382:1199-207.

2. Taylor S. The psychology of pandemics: Preparing for the next global
outbreak of infectious disease. Cambridge Scholars Publishing, 2019;178.

3. Lee SA. Coronavirus Anxiety Scale: A brief mental health screener for
COVID-19 related anxiety. Death Studies. 2020;44:393-401.

4. Schwarze ML and Taylor LJ. Managing uncertainty harnessing the power of
scenario planning. N Engl J Med. 2017;377:206-8.

1439



doi

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

: 10.5455/medscience.2021.07.241

Zhang Y and Ma ZF. Impact of the COVID-19 pandemic on mental health
and quality of life among local residents in Liaoning Province, China: A
cross-sectional study. IJERPH. 2020;17:2381.

APA. Diagnostic and statistical manual of mental disorders (DSM-5®).
American Psychiatric Pub, 2013.

Mertens G, Gerritsen L, Duijndam S, et al. Fear of the coronavirus
(COVID-19): Predictors in an online study conducted in March 2020. J
Anxiety Disord. 2020;74:102258.

Ornell F, Schuch JB, Sordi AO, et al. “Pandemic fear” and COVID-19:
mental health burden and strategies. Braz J Psychiat. 2020;42:232-5.

Shigemura J, Ursano RJ, Morganstein JC, et al. Public responses to the
novel 2019 coronavirus (2019-nCoV) in Japan: Mental health consequences
and target populations. Psychiatry clin neurosci. 2020;74:281.

Lee SA, Jobe MC, Mathis AA, et al. Incremental validity of coronaphobia:
Coronavirus anxiety explains depression, generalized anxiety, and death
anxiety. J Anxiety disord. 2020;4:102268.

Lai J, Ma S, Wang Y, et al. Factors associated with mental health outcomes
among health care workers exposed to coronavirus disease 2019. JAMA
network open. 2020;3:203976

1Zhu S, Gao Q, Yang L, et al. Prevalence and risk factors of disability
and anxiety in a retrospective cohort of 432 survivors of Coronavirus
Disease-2019 (Covid-19) from China. PloS one. 2020;15:0243883.

Kaufman KR, Petkova E, Bhui KS, et al. A global needs assessment in times
of a global crisis: world psychiatry response to the COVID-19 pandemic.
BJPsych Open. 2020;6.

Seminog OO and Goldacre MJ. Risk of pneumonia and pneumococcal
disease in people with severe mental illness: English record linkage studies.
Thorax. 2013;68:171-6.

Kavoor AR. COVID-19 in people with mental illness: challenges and
vulnerabilities. Asian J Psychiatr. 2020

Karaahmet E, Angm U, Yilmaz O, et al. Assessment of psychometric
characteristics of the Coronavirus Anxiety Scale in patients with preexisting
psychiatric disorders. Death Studies. 2021:1-5.

Hao F, Tan W, Jiang L, et al. Do psychiatric patients experience more
psychiatric symptoms during COVID-19 pandemic and lockdown? A case-
control study with service and research implications for immunopsychiatry.
Brain, behavior, and immunity. 2020;87:100-6.

Muruganandam P, Neelamegam S, Menon V, et al. COVID-19 and Severe
Mental Illness: Impact on patients and its relation with their awareness
about COVID-19. Psychiatr Res. 2020;291:113265.

Arslan AK, Yasar S, Colak C, et al. WSSPAS: an interactive web application
for sample size and power analysis with R using shiny. Turkiye Klinikleri
Biyoistatistik. 2018;10:224-46.

Evren C, Evren B, Dalbudak E, et al. Measuring anxiety related to
COVID-19: A Turkish validation study of the Coronavirus Anxiety Scale.
Death studies. 2020:1-7.

21.

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

Med Science 2021;10(4):1433-40

Hussain A, Garima T, Singh BM, et al. Knowledge, attitudes, and practices
towards COVID-19 among Nepalese Residents: A quick online cross-
sectional survey. Asian J Med Sci. 2020;11:6-11.

Austrian K, Pinchoff J, Tidwell JB, et al. COVID-19 related knowledge,
attitudes, practices and needs of households in informal settlements in
Nairobi, Kenya. SSRN Electronic Journal 2020; DOI:10.2139/ssrn.3576785.

Sahu DP, Pradhan SK, Sahoo DP, et al. Fear and anxiety among COVID-19
Screening Clinic Beneficiaries of a tertiary care hospital of Eastern India.
Asian J Psychiat. 2021;57:102543.

Sahoo SS, Sahu DP, Kankaria A. Mis-infodemic: The Achilles’ heel in
combating the COVID-19 pandemic in an Indian perspective. Monaldi Arch
Chest Dis. 2020;90.

Vissink CE, van Hell HH, Galenkamp N, et al. The effects of the COVID-19
outbreak and measures in patients with a pre-existing psychiatric diagnosis:
A cross-sectional study. J Affect Disord. 2021;4:100102.

Haig-Ferguson A, Cooper K, Cartwright E, et al. Practitioner review: health
anxiety in children and young people in the context of the COVID-19
pandemic. Behav cogn psychother. 2020:1-15.

Brand J, McKay D, Wheaton MG, et al. The relationship between obsessive
compulsive beliefs and symptoms, anxiety and disgust sensitivity, and
Swine Flu fears. J Obsess-Compuls Rel Disord. 2013;2:200-6.

Morgan III CA, Hazlett G, Wang S, et al. Symptoms of dissociation
in humans experiencing acute, uncontrollable stress: a prospective
investigation. Am J Psychiatry. 2001;158:1239-47.

Doshi D, Karunakar P, Sukhabogi JR, et al. Assessing coronavirus fear in
Indian population using the fear of COVID-19 scale. Int J] Ment Health
Addiction. 2020:1-9.

Bakioglu F, Korkmaz O, Ercan H. Fear of COVID-19 and positivity:
Mediating role of intolerance of uncertainty, depression, anxiety, and stress.
Int ] Ment Health Addiction. 2020:1-14.

Demir, Bahadir, et al. "Effect of the COVID-19 pandemic on medication
adherence in psychiatric disorders." Medicine. 2021:10.3;720-4.32.

Weiden PJ, Kozma C, Grogg A, et al. Partial compliance and risk of
rehospitalization among California Medicaid patients with schizophrenia.
Psychiatr Serv. 2004;55:886-91.

Gonzalez-Pinto, Masquere F, Aloneso M, et al. Suicidal risk in bipolar
1 disorder patients and adherence to long term lithium treatment.
BiopolarDisord. 2006;8:618-24.

Sun SX, Liu GG, Christensen DB, Fu AZ. Review and analysis of
hospitalization costs associated with antipsychotic nonadherence in the
treatment of schizophrenia in the United States. Curr Med Res Opin.
2007;23:2305-12

1440



	1433-1440-53-1627391737-(MS-2021-07-241)

