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INTRODUCTION
COVID-19 pandemic shook the healthcare system with its 
sudden devastating impact. The prevention and control strategies 
were focused on quarantine to break the chain of transmission. 
People found themselves in unprecedented situation with added 
behaviour changes advocated for infection control measures. To be 
quarantined and practicing infection control methods had its impact 
on the psychological health of the study subjects.

Severe Acute Respiratory Syndrome Corona Virus 2 (SARS-CoV-2), 
a novel coronavirus was first identified in an outbreak in Wuhan, 
Hubei province of China in December 2019 [1]. COVID-19 is a 
highly infectious disease caused by this novel virus that spread 
quickly throughout the world affecting millions of people causing 
a devastating pandemic. COVID-19 spreads easily from person to 
person in close contacts and through other ways like coughing and 

sneezing [2]. Most infected people suffer mild flu like symptoms but 
some develop severe respiratory and other serious complications 
leading to death. Therefore, to reduce the spread of infection people 
who were exposed to COVID-19 cases or have history of travel 
to areas where COVID-19 cases were reported were isolated and 
their movement was restricted. This separation and isolation of 
persons with history of exposure to contagious disease is known 
as quarantine [3]. Quarantine is imposed to control the spread of 
disease by separating healthy individual who has contact with a 
contagious disease and has chances of spreading the disease. 
People without symptoms keep physical distance from each other 
known as social distancing. With quarantine, there is decrease in 
occurrence of new cases from minimum of 44% to a maximum of 
96% [4]. Similarly; there is reduction in the number of deaths from 
minimum of 31% to maximum of 76% [4]. Public health measures 
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ABSTRACT
Introduction: Quarantine is an important means of controlling 
the spread of Coronavirus Disease-2019 (COVID-19) and it 
is essential to maintain strict adherence to infection control 
measures during this period. However, long periods of 
quarantine may be quite challenging by themselves especially 
in a pandemic of a new infection which might led to emotional, 
psychological and financial difficulties. Hence, understanding 
the psychological impact of COVID-19 on the quarantined 
people and how they have adhered to the infection control 
measures will help to formulate better prevention strategies.

Aim: To assess the infection control measures among the 
people who were placed in quarantine and to understand 
its psychological effects during the COVID-19 pandemic in 
Dibrugarh District of Assam, India.

Materials and Methods: This study was a community based 
cross-sectional study conducted among the people placed 
in quarantine in Dibrugarh District of Assam, India and was 
conducted from April 2020 to March 2021. During the COVID-19 
pandemic, quarantine centres were set up in various educational 
institutions in the urban areas of Dibrugarh District of Assam. 
There were six such centres under the supervision of district 
health authorities. Taking three of these centres located at 
Chabua, Jokai and Lesai under Dibrugarh district, 159 quarantined 
subjects were enrolled for the study. Centre for Epidemiologic 
Studies Depression (CES-D) scale was applied for assessment of 
depressive symptoms and the post-traumatic stress symptoms 
were assessed using The Impact of Event Scale-Revised (IES-R). 
The adherence to infection control measures were assessed by 
using a predesigned, pretested questionnaire prepared for the 

purpose of the study, which was applied using online Google 
platform. Of the total 159 responses, 23 were incomplete and 
finally 136 were analysed. Descriptive analysis was done for 
the socio-demographic data. To find the association between 
quarantine and the psychological effects, Chi-square test was 
applied and p-value <0.05 was considered as significant.

Results: Majority of the study subjects, 96 (70.59%) belonged 
to 10-29 years, 103 (75.74%) were males, and 126 (92.64%) 
were Hindu. About half of the participants were from urban 
area 72 (52.94%) and 48 (35.29%) were graduate. Majority of 
the participants 125 (91.91%) could manage to stay in separate 
room but arrangement of separate toilet was difficult. Similarly, 
about one-third 48 (35.29%) did not have a designated 
family member to look after them. Majority of the participants 
135 (99.26%) practiced regular handwashing, wearing of mask 
123 (90.44%) and regular disinfection of the items used by them 
111 (81.62%). About 47 (34.56%) of the participants had sign 
and symptoms of post-traumatic stress, out of which females 
were affected more 14 (42.42%) and younger age group 
participants in the age range of 10 to 29 years 35 (36.46%) had 
more post-traumatic stress symptoms than the older adults. 
About one-third of participants 51 (37.5%) were depressed, 
17 out of 33 females (51.52%) were found to be depressed 
and the younger age group in the age range of 10 to 29 years 
42 (43.75%) were found to be more affected.

Conclusion: Quarantine is an effective public health measure to 
control the spread of infection when people practice appropriate 
infection control measures. However, long periods of quarantine 
can cause psychological impact on the quarantined people 
which needs to be properly addressed.
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up in various educational institutions in the urban areas of Dibrugarh 
District of Assam. There were six such centres under the supervision 
of district health authorities. Among these six centres three centres 
at Chabua, Jokai and Lesai under Dibrugarh district were selected 
for data collection. Adherence to infection control measures were 
assessed using a predesigned, pretested questionnaire prepared 
for the purpose of the study and applied using online Google 
platform creating a link (https://docs.google.com/forms/d/e/1FAIp
QLSe7t5KdgAyJw0Yd0zP7gEOoKFUaPVc1zhY5fSbSZQsikrk_fA/
view form) which was sent via WhatsApp or SMS. At first the list of 
quarantined people were collected from the district administrative 
authority. Then the questionnaires were circulated through the link 
which was sent via WhatsApp or text message mentioning about 
the study. Informed consent was taken from the participants. It was 
also mentioned that their responses will be anonymous and their 
identity will not be breached. 

A total of 159 quarantined subjects were enrolled during the study 
period. However, some responses were incomplete and finally 136 
were analysed. Socio-demographic profile of the study subjects in 
context of age, gender, religion, education and place of residence 
etc., were obtained.

inclusion criteria: People who were diagnosed with COVID-19 
using Reverse Transcription-Polymerase Chain Reaction (RT-PCR) 
and then quarantined during the COVID-19 Pandemic in Dibrugarh 
District, Assam from April 2020 to March 2021 were included in 
the study.

exclusion criteria: People with past history of psychiatric illness. 
People who have not given consent or with incomplete responses 
have been excluded from the study.

Sample size: As the present study was done during the beginning 
of the pandemic, when COVID-19 care centres were set up, there 
was no reference study to calculate the sample size. Therefore, 
50% of the block in Dibrugarh district which amounts to three 
block and all the COVID-19 care centres of those block were taken 
as study universe and all the subjects in these three blocks were 
recruited as study subjects. Hence, purposive sampling was done 
for including the subjects in the study.

tools used:

•	 Socio-demographic	datasheet	mentioning	the	socio-demographic	
variables of the study subjects like age, gender, domicile, marital 
status, educational qualification, occupation etc., on the basis of 
Modified Kuppuswamy Socio Economic Status Scale [19]. 

•	 Self-report	questionnaire	on	quarantine.	This	 is	a	19	 item	self-
report questionnaire (https://docs.google.com/forms/d/e/1FA
IpQLSe7t5KdgAyJw0Yd0zP7gEOoKFUaPVc1zhY5fSbSZQs
ikrk_fA/viewform). On quarantine and adherence to infection 
control measures during the quarantined period, designed and 
tested for the purpose of the study. CES-D scale was applied for 
assessment of depressive symptoms and the IES-R was applied 
for assessment of post-traumatic stress symptoms [20-22].

•	 Impact	of	Events	Scale-	Revised	(IES-R):	The	IES-R	is	used	to	
assess the post-traumatic stress symptoms. This is a 22-item 
rating scale rated on a 0 (not at all) to 4 (extremely) scale with 
respect to how distressing each item has been during the past 
week. There are three subscales- intrusion (8 items), avoidance 
(8 items), and hyper arousal (6 items), and there is high degree 
of intercorrelation (rs=0.52 to 0.87) among them. High degree of 
internal consistency reported (Intrusion: Cronbach’s alpha=0.87-
0.94, Avoidance: Cronbach’s alpha=0.84-0.87, Hyperarousal: 
Cronbach’s alpha=0.79-0.91). Test-retest reliability ranged from 
0.89 to 0.94 [20,21]. 

1. Centre for epidemiologic studies- Depression Scale (CeS-D):

The CES-D scale is a brief self-report scale designed to measure 
self-reported symptoms associated with depression experienced 
in the past week. The CES-D scale includes 20 items comprising 

like maintaining social distance and closure of schools were more 
effective when combined with quarantine at reducing the spread of 
COVID-19 than quarantine alone [4,5].

World Health Organisation (WHO) and the Centre for Disease 
Control and Prevention (CDC) recommended 14 days of quarantine 
for people with history of direct contact with COVID-19 patients, 
based on the incubation period of the virus [6]. In 1127, quarantine 
was first used in Venice for leprosy patients and was later widely 
practiced to prevent Black Death. However, it was properly begun 
to impose quarantine in response to plague in the United Kingdom 
after about 300 years later [7].

During the outbreak of SARS, quarantine was imposed in Canada 
and in some parts of China in 2003. Many villages were quarantined 
during the Ebola outbreak in Western Africa in 2014 [8]. Quarantine 
is often distressing for many people. Uncertainty over disease 
status, separation from loved ones and restriction on free movement 
causes significant distress to the quarantined people. Even suicide 
has been reported previously among quarantined people [9]. 
Quarantine has also provoked anger and litigations were reported 
following its imposition [10]. Therefore, possible psychological harm 
should be kept in mind while imposing mandatory mass quarantine 
[11]. Longer durations of quarantine (more than 10 days) were 
significantly associated with post-traumatic stress symptoms, 
avoidance behaviour and overall poor psychological health even 
after six months of release, than those quarantined for less than 
10 days [12,13].

Infection control activities include the development of meaningful 
and effective policies on hand and respiratory hygiene etc., Hand 
hygiene reduces healthcare associated infections. Well controlled 
and carefully implemented infection control programs, reduce illness 
and prevents death [14]. A recent review reported that improved 
hand hygiene was associated with significant reductions in hospital 
acquired infections [15]. Alcohol and Chlorhexidine sanitisers can 
effectively remove germs from hands though soap and clean water 
remain important alternative [16]. However, adherence to hand 
hygiene practices are usually low with rates of adherence between 
40 and 60% only [17,18]. Quarantine may pose tremendous 
psychological, emotional and financial difficulty for some individual 
though it is an essential measure to control spread of infection which 
also demands proper observation of infection control practices by 
the people who were quarantined. Knowledge and understanding 
of the experiences of quarantined persons are important to enhance 
infectious disease containment and to reduce the negative effects 
on those quarantined, their families and social networks. With the 
emergence of a new infection which soon turned into a pandemic, 
there was a lot of challenge to public health. Quarantine was one 
of the first strategies adopted to check the transmission of COVID-
19. However, quarantine period was also to ensure adherence to 
infection control measures. Again, if the period was long there could 
be added psychological effects of being separated from family 
and friends. The novelty of this study was to find the adherence 
to infection control measures and the psychological effects of 
quarantine on the study subjects.

Therefore, the aim of this study was to assess the adherence to 
infection control measures of persons during quarantine and the 
psychological effects of quarantine on them during the COVID-19 
pandemic in Dibrugarh district of Assam, India.

MATERIALS AND METHODS
This study was a community-based cross-sectional study conducted 
among the people placed in quarantine in the Dibrugarh District 
of Assam during the COVID-19 pandemic. Institutional Ethics 
Committee (H) clearance of Assam Medical College and Hospital 
(Ethical clearance No. AMC/EC/1604 was taken before the start 
of the study. The study was conducted from April 2020 to March 
2021. During the COVID-19 pandemic, quarantine centres were set 
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six scales reflecting major symptoms of depression: depressed 
mood, feelings of guilt and worthlessness, feelings of helplessness 
and hopelessness, psychomotor retardation, loss of appetite, and 
sleep disturbance. High internal consistency has been reported 
with Cronbach’s alpha coefficients ranging from 0.85 to 0.90 across 
studies [22]. The items are scored from 0-3 point, total score range 
0-60, a score of ≥16 points is considered depressed.

Quarantined persons were traced and contacted after completion 
of their quarantined period of 14 days. Then they were given the 
above mentioned tools in English and Assamese (forward and 
backward translation was conducted) and were asked to fill it and 
return back. Those with incomplete responses were excluded. All 
study tools were given via a Google link created for the purpose 
of the study. 

STATISTICAL ANALYSIS
Statistical Package for the Social Sciences (SPSS) version 20.0 
was used for the statistical analysis. Socio demographic variables 
of gender, residential area, education and occupation based on 
Modified Kuppuswamy classification and infection control data 
were analysed as percentages. Chi-square test was done to find 
the association between quarantine and psychological effect as 
given by the scores of The CES-D and the IES-R scales.

RESULTS
During the study, 159 responses were received, out of which 23 
responses were incomplete. All the incomplete responses were 
excluded from the analysis. All the data were checked for duplicacy. 
Finally, 136 responses were found to be eligible for analysis.

[Table/Fig-1] shows the socio demographic variables of the study 
participants, majority of the participants belongs to 10-29 years 
of age 96 (70.59%), 126 (92.64%) of the participants were Hindu 
followed by Christian and Muslim. A total of 72 (52.94%) of the 
participants were from urban area. Forty eight (35.29%) of the 
participants were graduate followed by high school passed 
37 (27.21%) and Professionals 17 (12.5%). 

A total of 108 (79.41%) of the participants were advised quarantine 
by health worker [Table/Fig-2]. Ninety four (87.04%) of the participants 
were explained about the process of quarantine, where they were 
told about the duration of quarantine, have to keep themselves 
isolated from other people, cannot go out of the quarantine place 
[Table/Fig-3] and 89 (82.41%) of the participants were explained 
about infection control measures like wearing face mask, repeated 
handwashing, regular washing of the cloths, repeated sanitisation of 
the touched object at the time of imposing quarantine [Table/Fig-4].

Analysis of the responses regarding the adherence to infection 
control measures shows that 125 (91.91%) of the participants 
used separate room for the quarantine period. However, only 
86 (63.24%) of the participants could manage separate toilet. A 
total of 110 (80.88%) of the participants kept themselves isolated 
from the family member, while 26 (19.12%) of the participants 
could not manage to keep themselves isolated. Only 88 (64.71%) 
of the participants had designated family member to look after 
them. Majority of the participants 135 (99.26%) practiced regular 
handwashing, 123 (90.44%) wore mask regularly and 126 (92.65%) 
washed their cloths daily. While 111 (81.62%) of the participants 
practiced regular disinfection of the frequently touched items 
such as phone, door handle, table, chair etc., A 6.62% of the 
participants went outside during the period of quarantine and in 
8.09% of the participants outsider came to meet them during the 
quarantine period [Table/Fig-5].

IES-R score of >24, which means 47 (34.56%) of the participants 
were found to have symptoms of post-traumatic stress. IES-R score 
is shown in [Table/Fig-6].

variables n %

Sex
Male 103 75.74

Female 33 24.26

Age (years)

10-29 96 70.59

30-49 32 23.53

≥50 8 5.88

Religion

Hindu 126 92.64

Muslim 3 2.21

Christian 6 4.41

Others 1 0.74

Residence

Rural 33 24.26

Urban 72 52.94

Semi urban 31 22.79

Education

Illiterate 4 2.94

Primary school 5 3.68

Middle school 10 7.35

High school 37 27.21

Diploma 15 11.03

Graduate 48 35.29

Profession 17 12.5

[Table/Fig-1]: Socio-demographic profile of the study participants. Educational 
groups were based on Modified Kuppuswami scale 2020.

Who asked for quarantine n %

Self 28 20.59

Health worker 108 79.41

[Table/Fig-2]: Proportion of participants who were self-quarantined/asked by 
healthcare worker.

explanation about the process of 
quarantine given to the people n %

Yes 94 87.04

No 14 12.96

[Table/Fig-3]: Proportion of participants according to explanation about procedure 
of quarantine.

explanation about infection control measures 
given to the quarantined people n %

Yes 89 82.41

No 19 17.59

[Table/Fig-4]: Proportion of participants according to explanation given about 
infection control measures.

Question no.

Participants 
who adhered 

to control 
 measures

Participants 
who did not 

 adhered 
to  control 
 measures

% of 
 adherence

5.  Did you stayed in a separate room 
during the time of quarantine?

125 11 91.91

6.  Did you use a separate toilet 
during the time of quarantine?

86 50 63.24

7.  If home quarantined, did you 
completely isolate yourself from 
other family member?

110 26 80.88

8.  Was there a particular family 
member to look after you during 
the period of quarantine?

88 48 64.71

9.  If yes, the assigned person of the 
family caring for the quarantined 
person wore mask and hand 
gloves while giving care?

72
16 (Out of 

88)
81.81

10.  Did you practice repeated 
handwashing with soap and 
water properly during that period?

135 1 99.26

11.  Did you wear a mask during that 
period?

123 13 90.44
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12.  Did you wash your cloth 
and bed linen regularly and 
separately from others?

126 10 92.65

13.  Did you use completely separate 
utensils during that period?

114 22 83.82

14.  Did you regularly disinfect the 
frequently touched items such 
as mobile phone, spectacles, 
pen etc., and places like door 
handle, table, chair etc.,?

111 25 81.62

15.  Did you regularly disinfect the 
bathroom and toilet used by you 
during that period?

123 13 90.44

16.  Have you gone outside for some 
purpose during the quarantined 
period?

127 9 93.38

17.  Did any outsider come to visit 
you at home during that period?

125 11 91.91

[Table/Fig-5]: Adherence to infection control measures by the study participants 
(n=136).

the impact of event scale- revised (ieS-r) score no. %

<24 89 65.44

≥24 47 34.56

[Table/Fig-6]: The Impact of Event scale-Revised (IES-R) Score of study participants.

Though there was no significant association between the IES-R 
score of ≥24 in different age groups of the study participants. 
Younger participants had more post-traumatic stress disorder 
symptoms than the older adults [Table/Fig-7].

age 
 (in years)

Participants with the 
impact of event scale- 

 revised (ieS-r) score ≥24

Participants with the 
impact of event scale- 

 revised (ieS-r) score <24 total

10-29 35 61 96

30-49 10 22 32

≥50 2 6 8

Total 47 89 136

χ2=0.631, p=0.729

[Table/Fig-7]: Proportion of participants with IES-R score ≥24 in different age groups.
Chi-square test applied, level of significance at p-value <0.05

The association of the IES-R score of >24 was studied in both 
genders, residential status and with educational status of the study 
participants. Though significant association could not be established, 
participants from urban areas and females (73.68%) had more  
post-traumatic stress than male (47.14%) subjects [Table/Fig-8-10].

Sex

Participants with the impact 
of event scale- revised 

(ieS-r) score ≥24

Participants with the impact 
of event scale- revised 

(ieS-r) score <24 total

Male 33 70 103

Female 14 19 33

Total 47 89 136

χ2=1.192, p=0.275

[Table/Fig-8]: Proportion of participants with IES-R score ≥24 according to sex.
Chi-square test applied, level of significance at p-value <0.05

residential 
areas

Participants with the 
impact of event scale- 

 revised (ieS-r) score ≥24

Participants with the 
impact of event scale- 

 revised (ieS-r) score <24 total

Rural 10 23 33

Urban 29 43 72

Semiurban 8 23 31

Total 47 89 136

χ2=2.356, p=0.308

[Table/Fig-9]: Proportion of participants with IES-R score ≥24 in different residential 
areas.
Chi-square test applied, level of significance at p-value <0.05

education

Participants with the 
impact of event scale- 

 revised (ieS-r) score ≥24

Participants with the 
impact of event scale- 

 revised (ieS-r) score <24 total

Illiterate 2 2 4

Primary school 2 3 5

Middle school 3 7 10

High school 15 22 37

Diploma 6 9 15

Graduate 15 33 48

Profession 4 13 17

Total 47 89 136

χ2=1.043, p=0.984

[Table/Fig-10]: Proportion of participants with IES-R score ≥24 according to 
education.
Chi-square test applied, level of significance at p-value <0.05

Centre for epidemiologic Studies Depression (CeS-D) score no. %

<16 85 62.5

≥16 51 37.5

[Table/Fig-11]: CES-D score of study participants.

residential 
areas

Participants with Centre 
for epidemiologic Studies 
 Depression (CeS-D) score 

≥16

Participants with Centre 
for epidemiologic Studies 
 Depression (CeS-D) score 

<16 total

Rural 10  23 33

Urban 25 47 72

Semiurban 16 15 31

Total 51 85 136

χ2=3.601; p=0.165

[Table/Fig-12]: Proportion of participants with CES-D score ≥16 in different 
 residential areas.
Chi-square test applied, level of significance at p-value <0.05

In this study, presence of depression (CES-D score >16) was found 
in 17 out of 33 (51.52%) of females and 34 out of 103 (33.01%) 
of male participants which was found to be statistically significant 
(p-value 0.056) [Table/Fig-13].

Sex

Participants with Centre 
for epidemiologic Studies 

 Depression (CeS-D) score ≥16

Participants with Centre 
for epidemiologic Studies 

 Depression (CeS-D) score <16 total

Male 34 69 103

Female 17 16 33

Total 51 85 136

χ2=3.652; p=0.056

[Table/Fig-13]: Proportion of participants with CES-D score ≥16 according to sex.
Chi-square test applied, level of significance at p-value <0.05 

In the present study, depression was found in 42 out of 96 (43.75%) 
of participants who were in the age range of 10-29 years, followed 
by eight out of 32 (25%) in 29-49 years age group and eight out 
of one (12.5%) in participants more than 50 years of age. The 
presence of depression in the younger age group of 10-29 years 
was statistically significant with a p-value of 0.053 [Table/Fig-14].

[Table/Fig-15] shows the proportion of study subjects with CES-D 
Score of >16 according to educational status where 20 out of 
48 (41.67%) of participants were graduate followed by 4 out of 

In this study, 51 (37.5%) of the participants were found to be 
depressed [Table/Fig-11]. CES-D score >16, which indicates 
presence of depression was found in 16 out of 31 (51.61%) 
of participants from semi urban areas, 25 out of 72 (34.72%) of 
participants from urban areas and 10 out of 33 (30.30%) of rural 
domicile participants. Though, there was no significant association 
between presence of depression and residential status of the 
study participants [Table/Fig-12].
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10 (40%) of participants whose educational status was up to middle 
school. However, there was no statistical significance between 
presence of depression and educational status in the present study.

In another study, the effect of being quarantined was a predictor of 
post-traumatic stress symptoms in hospital employees even three 
years later. The present study also reported fears about participants 
own health or fears of infecting others and was more likely to 
fear infecting family members than those not quarantined [26]. 
Hawryluck L et al., in their study on quarantine that surveyed the 
psychological effect of quarantine have found 28.9% of respondent 
to have symptoms of post-traumatic stress and 31.2% respondent 
to be depressed which was similar to the present study [27]. A study 
comparing post-traumatic stress symptoms in parents and children 
quarantined with those not quarantined found that the mean post-
traumatic stress scores were four times higher in children who had 
been quarantined than in those who were not quarantined. A 28% 
(27 of 98) of parents quarantined in this study reported sufficient 
symptoms to warrant a diagnosis of a trauma related mental health 
disorder, compared with 6% (17 of 299) of parents who were not 
quarantined [28].

Quarantine exerts negative effect on psychological health of 
quarantined individuals [29]. In the present study, 37.5% of the 
participants were found to be depressed out of which 51.52% 
females had CES-D score of >16. Depression was found to be 
more common among younger age group people and females 
outnumbered males. Isolation is associated with anxiety and 
depressive symptoms and this has been reflected in the current 
pandemic too [30-33]. In COVID-19 pandemic unpredictable 
circumstances lead to psychological and emotional consequences [34].

Limitation(s)
As this was a cross-sectional study it lacked follow-up. The study 
was done in only three quarantine centres, so the results may not 
be generalisable.

CONCLUSION(S)
Quarantine is an important public health measure to effectively 
control the spread of infection especially when infection control 
measures are properly maintained. However, quarantine can cause 
significant psychological impact on those who were quarantined 
in the form of depression, post-traumatic stress symptoms etc. To 
improve people’s psychological health during quarantine, proper 
mental health counseling can be of help to great extent. Providing 
adequate information about infection control measures and motivating 
people to practice them properly will go a long way in controlling a 
highly contagious pandemic like COVID-19.
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χ 2=5.867; p=0.053

[Table/Fig-14]: Proportion of participants with CES-D score ≥16 in different age 
groups.
Chi-square test applied, level of significance at p-value <0.05

education

Participants with Centre 
for  epidemiologic 

 Studies Depression 
(CeS-D) score ≥16

Participants with Centre 
for  epidemiologic 
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(CeS-D) score <16 total

Illiterate 1 3 4

Primary school 1 4 5

Middle school 4 6 10

High school 14 23 37

Diploma 5 10 15
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[Table/Fig-15]: Proportion of participants with CES-D score ≥16 according to 
education.
Chi-square test applied, level of significance at p-value <0.05
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of 110 (80.88%) of the participants kept themselves isolated from 
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CW et al., in Hawai found that 46% of the participants could not 
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and for some other reasons [23].
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door handle, table, chair etc. 
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with febrile patients, irritability and insomnia, poor concentration, 
deteriorating work performance or consideration of resignation [25].
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