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ABSTRACT

OBJECTIVE: To estimate the prevalence of clinical signs and symptoms of severe/extreme 
stress, anxiety, and depression, as well as their associated factors, among Brazilians during 
social distancing. 

METHODS: This is a cross-sectional study conducted in April/May 2020 with 3,200 Brazilians 
over 18 years old. Respondents’ sociodemographic and clinical data were collected using an 
online questionnaire, which also included the 21-item Depression, Anxiety and Stress Scale 
(DASS-21) to assess emotional symptoms. Unadjusted and adjusted prevalence ratios and 
their respective 95% confidence intervals were estimated using Poisson regression models 
with robust variance. 

RESULTS: Our results show the prevalence of severe/extreme stress was 21.5%, anxiety 19.4%, 
and depression 21.5%. In the final model, sociodemographic, clinical, and Covid-19-related 
factors were associated with severe/extreme stress, anxiety, and depression in Brazilians 
during social distancing due to the Covid-19 pandemic. We found the main factors associated 
with severe/extreme depression to be young women, brown, single, not religious, sedentary, 
presenting reduced leisure activities, history of anxiety and depression, increased medication 
use, and Covid-19 symptoms. 

CONCLUSION: This study may help develop and systematically plan measures aimed to 
prevent, early identify, and properly manage clinical signs and symptoms of stress, anxiety, 
and depression during the Covid-19 pandemic.
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INTRODUCTION

Emerging infectious disease in humans may require preventive measures to contain 
infections spread. However, these measures tend to inf luence individuals’ behavior 
and interaction with each other1. Among the recommendations to prevent severe acute 
respiratory syndrome coronavirus-2 (SARS-CoV-2) spread1, social distancing has proved 
to be effective in containing the disease2. 

Studies have shown that social distancing affects mental health, constituting a risk factor 
for mental disorders1. Mental well-being plays a seminal role in the overall health, so that 
mental disorders incur functional disabilities, reducing individuals’ quality of life, increasing 
healthcare-related costs, and damaging interpersonal relationships3.

Recent evidence suggests the Covid-19 pandemic has a psychological impact on individuals4, 
be it direct or indirect. Directly, the pandemic affects individuals’ mental health through 
the virus neurotropic properties, and indirectly through excessive concern over one’s future 
during social distancing5. However, studies in different countries still need to be consolidated 
for providing more information on the subject.

Before the pandemic, the prevalence of anxiety disorders was 9.3% in Brazil, whereas for 
depression this index was 5.4%, ranging from mild to extreme6. However, the literature 
suggests that Covid-19 crisis increased these numbers, as the country recorded a higher 
prevalence of depression (61.3%), anxiety (44.2%), stress (50.8%), and psychological impact 
(54.9%) during the pandemic7. Likewise, China, the first country to adopt social distancing 
measures against the virus spread, reported rates of psychological distress ranging from 
7% to 53.8% during the initial stage of the Covid-194.

According to studies conducted during social distancing, the main risk factors for stress, 
anxiety, and depression are being female, a healthcare worker, over 50 years old, having 
poor education level, presenting some type of physical morbidity or psychiatric disorder, 
and having a friend or relative with Covid-19 symptoms8–10. 

Considering the importance of data availability in preventing mental disorders, the 
exponential increase in the number of cases and deaths in Brazil, and the implemented 
social distancing measures, this study evaluated the prevalence of severe/extreme stress, 
anxiety, and depression in the Brazilian population and determined the factors associated 
with these symptoms during the Covid-19 pandemic. Added to other studies on the same 
theme7,11,12, our results should be considered as a whole for planning and developing health 
actions aimed at this population. Moreover, we explored risk factors not previously addressed 
in the literature, be it national7,11,12 or international4,8–10.

METHODS

This is a prospective cross-sectional study conducted in April and May 2020. Native or 
naturalized Brazilians living in Brazil or abroad were eligible for inclusion. Individuals who 
failed completing the questionnaire and those under 18 years old were excluded.

To collect participants’ sociodemographic and clinical data, an online questionnaire with 
easily understandable objective-response questions was developed using the Google Forms 
platform, including the 21-item Depression, Anxiety and Stress Scale (DASS-21) validated for 
Brazil13.First, all investigators involved in the study sent the questionnaire to their contacts 
via Instagram, Facebook, WhatsApp, and Twitter, and then asked those to forward the 
survey to all their contacts on social media, advertising the research.

Independent variables consisted of participants’ sociodemographic data, such as age, gender, 
race/ethnicity, education level, marital status, geographic region of residence, individuals 
per household, number of children, rooms per household, and religion.
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Participants also reported their activities – including the practice of leisure activities, 
physical exercise, and Internet usage before and during social distancing – and whether 
they have a medical history of anxiety and depression, chronic diseases, illicit drug use, 
smoking, alcohol consumption, and medication use. Regarding work-related activities, 
participants were asked about their occupation, employment status, monthly income 
before and after social distancing measures implementation, and whether they were able 
to work from home.

Based on a previous research, this study nominally categorized the variables practice leisure 
activities, physical exercise, internet usage, smoking, alcohol consumption, medication 
use, and working from home during social distancing as “increased,” “reduced,” “I do not 
perform/use,” or “remains the same”14–16.

Respondents also reported the preventive measures adopted by them aimed at preventing 
SARS-CoV-2, such as quarantine, social distancing, or social isolation1, as well as social 
distancing duration. The questionnaire also contained disease-related questions, such as 
whether any family member or acquaintance have been infected with the disease, whether 
they had contact with someone suspected or confirmed to have it, and whether themselves 
presented symptoms, as well as any test results on the disease.

Dependent variables consisted of clinical signs and symptoms of stress, anxiety, and 
depression, according to each subscale of DASS-21, used to identify emotional symptoms. 
Based on a 4-point Likert-type scale, DASS-21 required participants to report the degree to 
which they had experienced each symptom (described in statements) over the preceding 
week. In the stress subscale, scores ranging from 0–14 indicate normal, from 15–18 mild 
symptoms, from 19–25 moderate, from 26–33 severe symptoms, and > 33 indicate extremely 
severe symptoms. As for the anxiety subscale, scores ranging from 0–7 are classified as 
indicative of normal, 8–9 mild, 10–14 moderate symptoms, 15–19 severe, and > 19 extremely 
severe symptoms. Finally, in the depression subscale, scores ranging from 0–9 are indicative 
of normal results, 10–13 mild symptoms, 14–20 moderate, 21–27 severe, and > 27 extremely 
severe symptoms13.

Sample size was determined using the Epi Info StatCalc software version 3.5.1 (Centers 
for Disease Control and Prevention – CDC, United States of America – USA, Atlanta, DC). 
Predicting a 5% rate of depression among Brazilians9 (WHO, 2017) and considering a 80% 
power and a 95% significance level, 810 patients will be necessary for the study.

All analyses were performed on Stata version 12.1 (StataCorp, College Station, USA). First, 
a univariable analysis was conducted to describe the dependent and independent variables 
distribution in the study population. Unadjusted and adjusted prevalence ratio (PR) and 
their respective 95% confidence intervals (95%CI) were calculated using Poisson regression 
with robust variance. The significance of each explanatory variable present in the model was 
evaluated using the Wald test. In the multivariable analysis, the initial model consisted of the 
explanatory variables with p  < 0.20 in the univariable analysis; variables with significance 
level < 0.05 remained in the final model. 

This study was approved by the institutional review board of the Universidade Católica 
de Pernambuco, under reference number 3.988.875 on April 24, 2020 and CAAE 
30623020.1.0000.5206. All participants received an online informed consent form and 
checked either “sign” or “do not sign,” so that only those who agreed to participate and 
chose to sign were included in the study. 

RESULTS

Of the 3,793 individuals who responded the questionnaire, 3,200 were included in the study 
(84.4%). We excluded the forms of 565 respondents (14.9%) who failed in fully completing 
the questionnaire or who answered it in duplicate, and of 28 (0.7%) who were underage.
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Table 1. Participants’ biological and sociodemographic data and social distancing duration (n = 3,200).

n %

Age (years)

18–20 569 17.8

21–25 666 20.8

26–33 627 19.6

34–44 681 21.3

45–83 657 20.5

Sex

Male 727 22.7

Female 2,473 77.3

Skin color/ethnicity

White 1,929 60.3

Brown 1,015 31.7

Black 198 6.2

Other 58 1.8

Education level

Postgraduate 1,105 34.5

Undergraduate student 1,759 55.0

Primary/secondary school 336 10.5

Marital status

Married 1,253 39.2

Single 1,688 52.8

Others 259 8.0

Region of the country in which respondent lives

Northeast 2,411 75.3

Southeast 430 13.4

South 158 4.9

North 96 3.0

Midwest 75 2.3

Abroad 30 0.9

Religion

Catholic 1,446 45.2

Evangelical 497 15.5

Not religious 793 24.8

Other 464 14.5

Duration of social distancing (days)

≤ 10 223 7.0

11–30 815 25.5

31–35 290 9.1

36–40 1,022 31.9

41–45 538 16.8

46–122 312 9.7

Table 2. Prevalence rates of stress, anxiety, and depression according to severity (n = 3,200).

Normal Mild Moderate Severe Extreme

n % n % n % n % n %

Stress 1,679 52.5 414 12.9 419 13.1 413 12.9 275 8.6

Anxiety 1,774 55.4 252 7.9 552 17.3 203 6.3 419 13.1

Depression 1,496 46.8 414 12.9 602 18.8 252 7.9 436 13.6
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Regarding participants’ epidemiological characteristics, we verified that 21.3% (n = 681) were 
aged between 34 and 44 years, 45.2% (n = 1446) were catholic, and 7.0% (n = 223) reported to 
have been socially distancing for 10 days or less. Most respondents were women (n = 2473; 
77.3%), white (n = 1929; 60,3%), single (n = 1688; 52,8%), undergraduate students (n = 1759; 
55,0%), and lived in the North-Eastern region of Brazil (n = 2411; 75,3%) (Table 1).

Table 3. Factors associated with severe/extreme stress during social distancing in Brazil (n = 3,200).

Factors 
Final Model

PR (95%CI) p*

Age (years) < 0.001

18–20 4.49 (3.31–6.09) < 0.001

21–25 3.97 (2.93–5.39) < 0.001

26–33 2.91 (2.13–3.97) < 0.001

34–44 1.84 (1.32–2.57) < 0.001

45–83 1.0 (Ref.)

Sex < 0.001

Male 1.0 (Ref.)

Female 1.67 (1.37–2.02) < 0.001

Working from home 0.006

Increased 1.0 (Ref.)

Remains the same 0.77 (0.63–0.94) 0.011

Decreased 1.14 (0.98–1.32) 0.090

I do not work from home 1.09 (0.90–1.31) 0.380

Region of the country in which respondent lives < 0.001

Northeast 1.0 (Ref.)

Southeast 1.52 (1.30–1.78) < 0.001

South 1.27 (1.03–1.56) 0.025

North 1.28 (0.93–1.77) 0.123

Midwest 1.54 (1.10–2.16) 0.012

Abroad 2.03 (1.31–3.16) 0.002

History of anxiety and depression < 0.001

No 1.0 (Ref.)

Yes 2.14 (1.84–2.49) < 0.001

Leisure activities < 0.001

Increased 1.0 (Ref.)

Reduced 1.71 (1.44–2.02) < 0.001

Remain the same 1.00 (0.84–1.18) 0.966

I do not perform leisure activities 1.33 (0.83–2.14) 0.241

Internet use 0.005

Increased 1.0 (Ref.)

Remains the same 0.78 (0.65–0.93) 0.005

Reduced/I do not use the Internet 1.23 (0.93–1.63) 0.147

Use of medication < 0.001

I do not use any medication 1.0 (Ref.)

Use increased 1.97 (1.70–2.27) < 0.001

Remains the same 1.10 (0.90–1.35) 0.333

Use decreased 0.84 (0.46–1.54) 0.577

Social isolation < 0.001

No 1.0 (Ref.)

Yes 1.36 (1.14–1.63) < 0.001

* Poisson regression.
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Table 4. Factors associated with severe/extreme anxiety during social distancing in Brazil (n = 3,200).

Factors
Final model

PR (95%CI) p*

Age (years   < 0.001

18–20 1.0 (Ref.)

21–25 0.89 (0.75–1.05) 0.169

26–33 0.76 (0.63–0.91) 0.003

34–44 0.40 (0.32–0.50) < 0.001

45–83 0.27 (0.19–0.36) < 0.001

Sex < 0.001

Male 1.0 (Ref.)

Female 1.90 (1.54–2.34) < 0.001

Skin color/ethnicity < 0.001

White 1.0 (Ref.)

Brown 1.60 (1.31–1.94) < 0.001

Black 0.80 (0.38–1.66) 0.543

Other 1.19 (1.03–1.38) 0.016

Working from home < 0.001

Increased 1.0 (Ref.)

Remains the same 0.90 (0.73–1.10) 0.306

Decreased 1.37 (1.17–1.60) < 0.001

I do not work from home 1.28 (1.05–1.56) 0.014

Region of the country in which respondent lives 0.018

Northeast 1.0 (Ref.)

Southeast 1.29 (1.08–1.54) 0.004

South 1.14 (0.88–1.46) 0.317

North 1.42 (1.07–1.90) 0.017

Midwest 1.14 (0.82–1.59) 0.421

Abroad 1.51 (0.90–2.53) 0.123

Number of rooms in the house 0.002

1–6 1.23 (1.08–1.40) 0.002

7 or more 1.0 (Ref.)

Religion 0.010

Catholic 1.0 (Ref.)

Evangelical 0.85 (0.69–1.04) 0.107

Not religious 1.12 (0.96–1.30) 0.158

Other 0.82 (0.66–1.01) 0.063

History of anxiety and depression < 0.001

No 1.0 (Ref.)

Yes 2.57 (2.18–3.04) < 0.001

Chronic diseases 0.002

No 1.0 (Ref.)

Yes 1.24 (1.08–1.41) 0.002

Leisure activities 0.002

Increased 1.0 (Ref.)

Reduced 1.44 (1.20–1.74) < 0.001

Remain the same 1.02 (0.86–1.22) 0.783

I do not perform leisure activities 1.18 (0.74–1.88) 0.478

Continue
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Based on symptoms severity, we found the prevalence rate of stress within the study 
population to be equal to 21.5%, of anxiety to be qual to 19.4%, and depression to 
21.5% (Table 2).

In the final model, risk factors associated with clinical signs and symptoms of severe/
extreme stress were: age between 18 and 20 years (PR: 4.49; 95%CI: 3.31–6.09; p < 0.001); 
being of female gender (PR: 1.67; 95%CI: 1.37–2.02; p < 0.001); living abroad (PR: 2.03; 95%CI: 
1.31–3.16; p = 0.002); having a history of anxiety and depression (PR: 2.14; 95%CI: 1.84–2.49; 
p < 0.001); having reduced leisure activity practice (PR: 1.71; 95%CI: 1.44–2.02; p < 0.001); 
having increased medication use (PR: 1.97; 95%CI: 1.70–2.27; p < 0.001); and complying 
with social isolating measures (PR: 1.36; 95%CI: 1.14–1.63; p < 0.001). Conversely, being 
able to work from home (PR: 0.77; 95%CI: 0.63–0.94; p = 0.011) and using the Internet for 
leisure activities (PR: 0.78; 95%CI: 0.65–0.93; p = 0.005) were protective factors against 
stress (Table 3 and Table 3S).

Regarding severe/extreme anxiety, risk factors were: being of female gender (PR: 1.90; 
95%CI: 1.54–2.34; p < 0.001); being brown-skinned (PR: 1.60; 95%CI: 1.31–1.94; p < 0.001); 
having reduced possibility of working from home (PR: 1.37; 95%CI: 1.17–1.60; p < 0.001); 
living in the North region of the country (PR: 1.42; 95%CI: 1.07-1.90; p = 0.017); having 
no more than 1–6 rooms within the household (PR: 1.23; 95%CI: 1.08–1.40; p = 0.002); 
having a history of anxiety and depression (PR: 2.57; 95%CI: 2.18–3.04; p < 0.001); having 
a chronic disease (PR: 1.24; 95%CI: 1.08–1.41; p = 0.002); having reduced leisure activity 
practice (PR: 1.44; 95%CI: 1.20–1.74; p < 0.001); having increased medication use (PR: 1.96; 
95%CI: 1.68–2.29; p < 0.001); and complying with social isolating measures (PR: 1.26; 
95%CI: 1.04–1.52; p = 0.019) or quarantine (PR: 1.19; 95%CI: 1.02–1.40; p = 0.031). Protection 
against severe/extreme anxiety increased alongside age, specially within the 45-83-year 
age group (PR: 0.27; 95%CI: 0.19–0.36; p < 0.001) (Table 4 and Table 4S).

As for clinical signs and symptoms of severe/extreme depression, risk factors were: being 
aged between 21 and 25 years (PR: 2.77; 95%CI: 1.93–3.97; p < 0.001); being of female gender 
(PR: 1.44; 95%CI: 1.21–1.71; p < 0.001); being brown-skinned (PR: 1.40; 95%CI: 1.13–1.73; 
p = 0.002); being single (PR: 1.52; 95%CI: 1.27–1.83; p < 0.001); presenting decreased family 
income (PR: 1.20; 95%CI:1.06–1.36; p = 0.004); having reduced possibility of working from 
home (PR: 1.50; 95%CI: 1.29–1.75; p < 0.001); being unemployed (PR: 1.60; 95%CI: 1.20–2.13; 
p = 0.001); living abroad (PR: 2.48; 95%CI: 1.66–3.69; p < 0.001); having no more than 1–6 
rooms within the household (PR: 1.21; 95%CI: 1.07–1.37; p = 0.002); not being religious 
(PR: 1.33; 95%CI: 1.14–1.54; p < 0.001); having a history of anxiety and depression 
(PR: 1.68; 95%CI: 1.45–1.93; p < 0.001); having reduced leisure activity practice (PR: 1.45; 
95%CI: 1.20–1.74; p < 0.001); having reduced physical activity practice (PR: 1.27; 95%CI: 
1.06–1.52; p = 0.010); reduced or null Internet usage (PR: 1.36; 95%CI: 1.03–1.78; p < 0.029); 

Table 4. Factors associated with severe/extreme anxiety during social distancing in Brazil (n = 3,200). Continuation

Use of medication < 0.001

I do not use any medication 1.0 (Ref.)

Use increased 1.96 (1.68–2.29) < 0.001

Remains the same 1.11 (0.90–1.38) 0.324

Use decreased 0.88 (0.48–1.60) 0.670

Quarantine 0.031

No 1.0 (Ref.)

Yes 1.19 (1.02–1.40) 0.031

Social isolation 0.019

No 1.0 (Ref.)

Yes 1.26 (1.04–1.52) 0.019

* Poisson regression. 
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Table 5. Factors associated with severe/extreme depression during social distancing in Brazil (n = 3,200).

Factors 
Final Model

PR (95%CI) p*

Age (years) < 0.001

18–20 2.67 (1.85–3.84) < 0.001

21–25 2.77 (1.93–3.97) < 0.001

26–33 2.50 (1.78–3.50) < 0.001

34–44 1.66 (1.17–2.36) 0.004

45–83 1.0 (Ref.)

Sex < 0.001

Male 1.0 (Ref.)

Female 1.44 (1.21–1.71) < 0.001

Skin color/ethnicity 0.014

White 1.0 (Ref.)

Brown 1.40 (1.13–1.73) 0.002

Black 1.25 (0.76–2.07) 0.383

Other 1.00 (0.87–1.15) 0.980

Marital status < 0.001

Married 1.0 (Ref.)

Single 1.52 (1.27–1.83) < 0.001

Other 1.42 (1.07–1.89) 0.016

Family income 0.004

Has not decreased 1.0 (Ref.)

Decreased 1.20 (1.06–1.36) 0.004

Working from home < 0.001

Increased 1.0 (Ref.)

Remains the same 1.19 (0.99–1.42) 0.068

Decreased 1.50 (1.29–1.75) < 0.001

I do not work from home 1.34 (1.10–1.63) 0.003

Employment status 0.006

Employed, working on-site 1.0 (Ref.)

Employed, working from home 1.28 (0.96–1.70) 0.091

Employed, furloughed 1.54 (1.09–2.17) 0.013

Student, remote learning 1.57 (1.18–2.11) 0.002

Student, no remote learning 1.26 (0.93–1.71) 0.140

Unemployed 1.60 (1.20–2.13) 0.001

Other 1.50 (1.09–2.05) 0.013

Region of the country in which respondent lives < 0.001

Northeast 1.0 (Ref.)

Southeast 1.68 (1.44–1.96) < 0.001

South 1.48 (1.18–1.86) < 0.001

North 1.13 (0.82–1.55) 0.465

Midwest 1.95 (1.50–2.55) < 0.001

Abroad 2.48 (1.66–3.69) < 0.001

Number of rooms in the house 0.002

1–6 1.21 (1.07–1.37) 0.002

7 or more 1.0 (Ref.)

Religion < 0.001

Catholic 1.0 (Ref.)

Evangelical 0.95 (0.78–1.16) 0.609

Not religious 1.33 (1.14–1.54) < 0.001

Other 1.00 (0.82–1.21) 0.984

Continue
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having increased medication use (PR: 2.25; 95%CI: 1.94–2.59; p < 0.001); using illicit drug 
(PR: 1.26; 95%CI: 1.06-1.49; p = 0.008); complying with social isolation measures (PR: 1.21, 
95%CI: 0.99-1.49; p < 0.059); and presenting Covid-19 symptoms (PR: 1.37; 95%CI: 1.12-1.68; 
p = 0.002) (Table 5 and Table 5S).

DISCUSSION

We found high prevalence rates of clinical signs and symptoms of severe/extreme stress, 
anxiety, and depression during the social distancing period recommended to prevent 
SARS-CoV-2 spread. Moreover, several factors were common to all three mental syndromes.

Four different pillars may explain this finding: the virus, information, sociability, and 
susceptibility. Studies suggest that psychological stress increases alongside infection and 
fatality rates. Besides that, while the access to accurate information is limited, fake news 
are readily available17,18. Investigators believe that traumatic events resulting from social 
distancing reduce the sense of safety, reminding people of death and negatively affecting 
mental health, given that many questions related to the pandemic are still unanswered19. 

Triggers such as social distancing are more easily pulled among individuals more susceptible 

Table 5. Factors associated with severe/extreme depression during social distancing in Brazil (n = 3,200). 
Continuation

History of anxiety and depression < 0.001

No 1.0 (Ref.)

Yes 1.68 (1.45–1.93) < 0.001

Leisure activities 0.001

Increased 1.0 (Ref.)

Reduced 1.45 (1.20–1.74) < 0.001

Remain the same 1.02 (0.86–1.21) 0.807

I do not perform leisure activities 1.14 (0.72–1.82) 0.574

Physical exercise 0.002

Increased 1.0 (Ref.)

Reduced 1.27 (1.06–1.52) 0.010

Remains the same 0.94 (0.74–1.19) 0.605

I do not practice physical exercise 1.29 (1.07–1.57) 0.008

Internet Use 0.025

Increased 1.0 (Ref.)

Remains the same 1.36 (1.03–1.78) 0.029

Reduced/I do not use the Internet 0.89 (0.76–1.05) 0.163

Use of medication < 0.001

I do not use any medication 1.0 (Ref.)

Use increased 2.25 (1.94–2.59) < 0.001

Remains the same 1.42 (1.17–1.73) < 0.001

Use decreased 1.56 (0.99–2.48) 0.058

Illicit drug use 0.008

No 1.0 (Ref.)

Yes 1.26 (1.06–1.49) 0.008

Social isolation 0.059

No 1.0 (Ref.)

Yes 1.21 (0.99–1.49) 0.059

Symptoms of Covid-19 0.002

Yes 1.37 (1.12–1.68) 0.002

No 1.0 (Ref.)

* Poisson regression.
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to mental disorders, leading to more frequent crises1. Therefore, Brazilian researchers suggest 
that social distancing is not a risk factor for psychological symptoms, and that both social 
context and the four pillars aforementioned must be analyzed11.

The prevalence rates of signs and symptoms of severe/extreme stress, anxiety, and depression 
were 21.5%, 19.4% and 21.5%, respectively. These rates corroborate a Spanish study that 
reported prevalence rates of 18.7% for depression and 21.6% for anxiety, without classifying 
the disorders according to severity20. However, our results contradict those reported by a 
Chinese study, with rates of 8.1% for moderate to severe stress, 28.8% for anxiety, and 16.5% 
for depression8, although different prevalence rates were recorded in the same country7,11,12. 
Brazil registered a high prevalence of depression (61.3%), anxiety (44.2%), stress (50.8%), and 
psychological impact (54.9%)7, similar to those found in this study when combining mild, 
moderate, and severe cases. These differences may stem from varying contexts between 
countries, distinct regions within the same country, or from different methodologies and 
approaches to measure clinical signs and symptoms. Our research was conducted during 
a period of exponential increase in the number of cases and deaths in Brazil (ranking 
4th worldwide regarding the number of cases), with more than 240 thousand cases and 
16 thousand deaths21.

Studies suggest that older individuals have greater risk of morbidity and mortality related to 
Covid-19, besides being more prone to mental disorders (according to a study that reported 
an elevated risk among individuals older than 50 years)6,22. Our study, on the other hand, 
verified a greater prevalence of mental disorders among younger individuals (under 45 years 
old) and undergraduate students (both in general or considering those able to participate in 
remote learning). We also found older age to function as a protective factor against mental 
disorders. A study conducted in a similar setting also reported a greater psychological impact 
on younger individuals20,23, which may be explained by the lower maturity level among this 
population and their fewer resources to deal with social distancing.

We found women to be more likely to suffer from severe/extreme stress, anxiety, and 
depression. This finding is corroborated by studies conducted in Brazil7,11,12 and other 
countries, which report a greater risk among women in similar social distancing 
conditions22,24. This might be explained by women’s socially imposed role as family caregivers, 
making them assume household chores besides their occupation, which overburden them 
physically and psychologically and increase their susceptibility to mental disorders9,19,20. 
A study conducted prior to the pandemic already demonstrated that women were more 
likely to develop psychological disorders, either as a result of their double workload and/or 
hormonal influences16

.

Although individuals’ skin color/ethnicity tend to affect their educational, economic, and 
social opportunities, no consensus has been reached regarding mental disorders association 
with different ethnic groups and labels. We found self-reported brown skin to constitute 
a risk factor for severe/extreme anxiety and depression. A systematic review conducted 
in Brazil, in which race was dichotomized into “white” or “non-white,” found “non-white” 
individuals to be associated with mental disorders25. According to the authors, this may be 
explained by a history of discrimination and its enduring consequences, which are social 
factors that increase the risk of psychological symptoms among those “non-white”25.

Besides the social distancing measures imposed by Covid-19 pandemic, undergraduate 
students also had to face the suspension of face-to-face classes and the adoption of remote 
learning, preventive measures implemented in higher education institutions. This context 
made these students live a period of uncertainty regarding the future of their education23 
– an important factor, given that this group already presents a high prevalence rate for 
psychological disorders in ordinary situations26,27.

Recent studies showed that married individuals have better health conditions than 
widowed, divorced, and single people28. Our results indicate a statistically significant 
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association between loneliness and clinical signs and symptoms of stress, anxiety, 
and depression. A different study found sense of belonging, well-being, and acts of self-
compassion to function as protective factors against these disorders20. A study conducted 
prior to social distancing found family stability (which may include marital status and 
financial stability) to cause positive effects on mental health22. Corroborating these 
findings, we verified that being single or widowed and unemployed incur a higher risk of 
severe/extreme psychological symptoms.

Although studies conducted outside the social distancing context reported conflicting 
results regarding financial aspects29,30, we found reduction in family income during the 
pandemic to pose a risk factor for severe/extreme depression. Considering that all social 
classes may experience reduction in family income, this finding reflects economic instability 
rather than low-socioeconomic status10,31.

As for employment status, individuals who were employed prior to social distancing 
and were furloughed (although still employed) were considered to be at a risk of severe/
extreme depression. Given that most of our study sample worked in the healthcare sector, 
we expected those who continued working to be in a risk group. A previous study found 
healthcare professionals to present a high risk for psychiatric disorders during this period 
due to increased feelings of vulnerability or loss, concerns with patients’ and family members’ 
health, virus spread, and changes in work and family routines29. 

Individuals living in the Southeast region of Brazil were at greater risk of developing 
mental disorders than those living in the Northeastern. Corroborating our findings, a study 
conducted in California showed that continuous exposure to Covid-19-related information, 
especially in the major urban centers, increases stress and anxiety rates18. This may also 
be explained by the fact that living at the epicenter of the disease could entail a risk factor 
for mental disorders. The current epicenter in Brazil is the city of São Paulo, located in 
the southeastern region. Living abroad was yet another relevant risk factor for stress and 
severe/extreme depression among Brazilians, increasing alongside the period of separation, 
possibly as a consequence of being distant from family.

Religiosity plays a pivotal psychological role in believers’ lives by giving meaning to physical 
and psychological stress and providing comfort and support, particularly in difficult times32.  

We found people who reported following no religion to be at a greater risk of presenting 
clinical signs and symptoms of severe/extreme depression. These results are supported by the 
literature, which indicates that religious involvement is correlated with better recovery and 
improve the ability to manage physical and mental illness33,34, especially during crises such 
as the Covid-19 pandemic. In this study, religion was self- stated, regardless of individuals’ 
degree of involvement.

We found individuals with previous history of anxiety and depression to present a greater 
risk of developing or worsening psychological symptoms during the pandemic. This 
finding is corroborated by another study, which suggests that this context is marked 
by boredom, disappointment, and irritability35. These feelings trigger self-medication 
or excessive medication use, risk factors for the three mental disorders addressed 
in the study due to the increased vulnerability caused by the indiscriminate use  
of benzodiazepines36.

The presence of chronic diseases was significantly associated with clinical signs and 
symptoms of severe/extreme anxiety among our study sample, corroborating the results 
of a cross-sectional study conducted in China at the beginning of the year23. This might be 
explained by the fact that underlying diseases are strongly associated with severe forms of 
Covid-19 and increased hospital mortality.

The practice of physical and leisure activities should be strongly encouraged during 
the pandemic context. We found participants who did not perform leisure or physical 
activities, as well as those who reduced these practices, to present a greater risk of mental 
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disorders. The literature suggests that physical exercise and leisure activities appear to be 
interconnected, establishing an association between individuals’ cognitive and physical 
functioning and thus improving mental health3. These findings are corroborated by a 
meta-analysis on the effects of exercise on mental disorders, which reported that physical 
activity could effectively control depression due to the excitatory effect on monoamine 
neurotransmitters and endorphins, and possibly improve self-esteem, self-perception, 
and personal satisfaction37. 

As individuals in social isolation or quarantine are precisely those contaminated with 
or exposed to Covid-19, confinement necessarily results in separation, particularly from 
family members, loss of personal freedom, and changes in life habits1, added to the 
distress, fear, and implications of the disease, as well as frustration toward helplessness, 
boredom, and sadness1.

Studies found individuals who have or have had Covid-19 symptoms and those who had a 
family member or close relative diagnosed with the disease and shared the experience with 
them to be positively associated with anxiety, depression, and post-traumatic stress disorder 
(PTSD)20,29. In our study, individuals presenting symptoms, even without a confirmed 
diagnosis, were at greater risk of severe/extreme depression, suggesting that this new, 
unknown infection arise negative emotions, such as fear and anxiety.

Our study questionnaire comprised two facets: the 21-item Depression, Anxiety and Stress 
Scale (DASS-21) validated for use in the Brazilian population; and other questionnaires 
collecting sociodemographic data, lifestyle habits, social distancing, and Covid-19. This 
second set of questionnaires was created by the authors based on a bibliographic research 
conducted in updated databases from regional, national, and international health 
agencies7,13–15. However, our study has some limitations inherent to online data collection. 
The online approach of data collection was the most viable option in the current scenario, 
for preventing infection spread across investigators and the study population. A strength 
provided by such approach is that responses were obtained from all regions of the country. 
Although the final sample was heterogenous, respondents from the northeast region 
(investigators’ place of residence) were more prevalent. Even though 3,200 individuals 
comprised the study sample, such prevalence suggests the possibility of selection bias, 
given that the questionnaire was initially disclosed to the researchers’ contacts. However, 
the limitations imposed by the online data collection are minimized with the strict control 
over the eligibility criteria and with the sample size obtained.

Yet another limitation to this study was including Brazilians living abroad. Although 
countries implemented different pandemic policies, all of them had restrictive social 
measures in place, and Brazilian individuals were facing further risk for being distant from 
their relatives.

The literature suggests approaches different than that employed by us to questionnaires 
addressing signs and symptoms of stress, anxiety, and depression, making it difficult for us 
to compare the results with other studies. On the other hand, studies show these varying 
approaches have common ground, and the questionnaire was chosen based on researchers’ 
experience and the country validation.

Considering that our main goal was to determine factors associated to mental disorders 
during social distancing due to the Covid-19 pandemic, the study sample also included 
individuals that, despite of the recommendations, might not have been socially distancing, 
or individuals who complied with the measure for varying length. This occurs either 
because they were considered essential workers or simply because they did not adhere to 
the government guidelines. Moreover, the observational study design increases difficulties 
in controlling for confounding factors. This issue was minimized with a multivariable 
analysis, which found no significant correlation between social distancing duration and 
the mental disorders analyzed.
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The DASS-21 questionnaire simply evaluates the prevalence of symptoms of stress, anxiety, 
and depression; it does not function as a diagnostic method. Considering that, a diagnosis 
on mental disorders requires a specialized medical evaluation.

CONCLUSION

Our results indicate a high prevalence of clinical signs and symptoms of severe/extreme 
stress, anxiety, and depression during social distancing, increasing alongside the duration 
of the confinement period. We found various factors, many of which common to all three 
mental disorders, to be associated with the social distancing measures imposed during 
the Covid-19 pandemic.

Being of female gender, living abroad, practicing no leisure and physical activities, and 
being unemployed were the most relevant factors associated with signs and symptoms 
of stress, anxiety, and depression. As suggested by Brazilian researchers38, variables such 
as these can be used to develop federally-funded programs aiming at improving mental 
health by promoting psychotherapy activities and educational and recreational endeavors, 
stimulating physical exercise, and providing guidelines for the online workspace, particularly 
for helping women. Authorities should also promote and encourage video calls between 
Brazilians residing abroad and their friends and family as a means of communicating and 
establishing emotional bonds.

Our findings point to the need for implementing preventive measures aimed at reducing 
or stabilizing the prevalence of stress, anxiety, and depression. To avoid aggravating these 
mental disorders, early and effective action is crucial.

REFERENCES

1.	 Wilder-Smith A, Freedman DO. Isolation, quarantine, social distancing and community 
containment: pivotal role for old-style public health measures in the novel coronavirus  
(2019-nCoV) outbreak. J Travel Med. 2020;27(2):1-4. https://doi.org/10.1093/jtm/taaa020

2.	 Kucharski AJ, Klepac P, Conlan AJK, Kissler SM, Tang ML, Fry H, et al; CMMID COVID-19 
working group. Effectiveness of isolation, testing, contact tracing, and physical distancing on 
reducing transmission of SARS-CoV-2 in different settings: a mathematical modelling study. 
Lancet. 2020;20(10):1151-60. https://doi.org/10.1016/S1473-3099(20)30457-6

3.	 Daly M, McMinn D, Allan JL. A bidirectional relationship between physical 
activity and executive function in older adults. Front Hum Neurosci. 2015;8:1044. 
https://doi.org/10.3389/fnhum.2014.01044

4.	 Talevi D, Socci V, Carai M, Carnaghi G, Faleri S, Trebbi E, et al. Mental health  
outcomes of the CoViD-19 pandemic. Riv Psichiatr. 2020;55(3):137-44. 
https://doi.org/10.1708/3382.33569

5.	 Vindegaard N, Benros ME. COVID-19 pandemic and mental health consequences: 
systematic review of the current evidence. Brain Behav Immun. 2020;89:531-42. 
https//doi.org/10.1016/j.bbi.2020.05.048 

6.	 World Health Organization. Depression and other common mental disorders: global health 
estimates. Geneva: WHO; 2017. 

7.	 Campos JADB, Martins BG, Campos LA, Marôco J, Saadiq RA, Ruano R. Early psychological 
impact of the COVID-19 pandemic in Brazil: a national survey. J Clin Med. 2020;9(9):2976. 
https://doi.org/10.3390/jcm9092976

8.	 Moghanibashi-Mansourieh A. Assessing the anxiety level of Iranian general 
population during COVID-19 outbreak. Asian J Psychiatr. 2020;51:102076. 
https://doi.org/10.1016/j.ajp.2020.102076

9.	 Shigemura J, Ursano RJ, Morganstein JC, Kurosawa M, Benedek DM.  
Public responses to the Novel 2019 Coronavirus (2019-nCoV) in Japan: mental health 
consequences and target populations. Psychiatry Clin Neurosci. 2020;74(4):281-2. 
https://doi.org/10.1111/pcn.12988

https://doi.org/10.1093/jtm/taaa020
https://psycnet.apa.org/doi/10.3389/fnhum.2014.01044


14

Covid-19 and mental disorders Alex S R Souza et al.

https://doi.org/10.11606/s1518-8787.2021055003152

10.	 Tian F, Li H, Tian S, Yang J, Shao J, Tian C. Psychological symptoms of ordinary Chinese 
citizens based on SCL-90 during the level I emergency response to COVID-19. Psychiatry Res. 
2020;288:112992. https://doi.org/10.1016/j.psychres.2020.112992

11.	 Duarte MQ, Santo MAS, Lima CP, Giordani JP, Trentini CM. COVID-19 e os impactos  
na saúde mental: uma amostra do Rio Grande do Sul, Brasil. Cienc Saude Coletiva. 
2020;25(9):3401-11. https://doi.org/10.1590/1413-81232020259.16472020

12.	 Goularte JF, Serafim SD, Colombo R, Hogg B, Caldieraro MA, Rosa AR. COVID-19 and  
mental health in Brazil: psychiatric symptoms I n the general population. J Psychiatr Res. 
2021;132:32-7. https://doi.org/10.1016/j.jpsychires.2020.09.021

13.	 Vignola RCB, Tucci AM. Adaptation and validation of the depression, anxiety 
and stress scale (DASS) to Brazilian Portuguese. J Affect Disord. 2014;155:104-9. 
https://doi.org/10.1016/j.jad.2013.10.031

14.	 Zhang Y, 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. Int J Environ 
Res Public Health. 2020;17(7):2381. https://doi.org/10.3390/ijerph17072381

15.	 Caponetto P, Inguscio L, Saitta C, Maglia M, Benfatto F, Polosa R. Smoking behavior and 
psychological dynamics during COVID-19 social distancing and stay-at-home policies:  
a survey. Health Psychol Res. 2020;8(1):9124. https://doi.org/10.4081/hpr.2020.9124

16.	 Chodkiewicz J, Talarowska M, Miniszewska J, Nawrocka N, Bilinski P. Alcohol consumption 
reported during the COVID-19 pandemic: the initial stage. Int J Environ Res Public Health. 
2020;17(13):4677. https://doi.org/10.3390/ijerph17134677

17.	 Bao Y, Sun Y, Meng S, Shi J, Lu L. 2019-nCoV epidemic: address mental health care to empower 
society. Lancet. 2020;22(295):e37-8. https://doi.org/10.1016/S0140-6736(20)30309-3

18.	 Garfin DR, Silver RC, Holman EA. The novel coronavirus (COVID-2019) outbreak:  
amplification of public health consequences by media exposure. Health Psychol. 
2020;39(5):355-7. https://doi.org/10.1037/hea0000875

19.	 Özdin S, Bayrak-Özdin Ş. Levels and predictors of anxiety, depression and health anxiety 
during COVID-19 pandemic in Turkish society: the importance of gender. Int J Soc Psychiatry. 
2020;66(5):504-11. https://doi.org/10.1177/0020764020927051

20.	 González-Sanguino C, Ausín B, Castellanos MA, Saiz J, López-Gómez A, Ugidos C, et al. Mental 
health consequences during the initial stage of the 2020 Coronavirus pandemic (COVID-19) in 
Spain. Brain Behav Immun. 2020;87:172-6. https://doi.org/10.1016/j.bbi.2020.05.040 

21.	 Ministério da Saúde (BR), Secretaria de Vigilância em Saúde. COE-COVID 19. Bol Epidemiol 
Espec. 2020;(16):1-67. 

22.	 Strandh M, Hammarström A, Nilsson K, Nordenmark M, Russel H. Unemployment, gender 
and mental health: the role of the gender regime. Sociol Health Illn. 2013;35(5):649-65. 
https://doi.org/10.1111/j.1467-9566.2012.01517.x

23.	 Wang C, Pan R, Wan X, Tan Y, Xu L, Ho CS, et al. Immediate psychological responses and 
associated factors during the initial stage of the 2019 Coronavirus Disease (COVID-19) epidemic 
among the general population in China. Int J Environ Res Public Health. 2020;17(5):1729. 
https://doi.org/10.3390/ijerph17051729

24.	 Sønderskov KM, Dinesen PT, Santini ZI, Østergaard SD. The depressive state of 
Denmark during the COVID-19 pandemic. Acta Neuropsychiatr. 2020;32(4):226-8. 
https://doi.org/10.1017/neu.2020.15

25.	 Smolen JR, Araujo EM. Raça/cor da pele e transtornos mentais no Brasil: uma revisão sistemática.  
Cienc Saude Coletiva. 2017;22(12):4021-30. https://doi.org/10.1590/1413-812320172212.19782016

26.	 Bruffaerts R, Mortier P, Kiekens G, Auerbach RP, Cuijpers P, Demyttenaere K, et al. Mental 
health problems in college freshmen: prevalence and academic functioning. J Affect Disord. 
2018;225:97-103. https://doi.org/10.1016/j.jad.2017.07.044

27.	 Stirling K, Toumbourou JW, Rowland B. Community factors influencing child and  
adolescent depression: a systematic review and meta-analysis. Aust N Z J Psychiatry. 
2015;49(10):869-86. Lim GY, Tam WW, Lu Y, Ho CS, Zhang MW, Ho RC. Prevalence of 
depression in the community from 30 countries between 1994 and 2014. Sci Rep. 2018;8:2861. 
https://doi.org/10.1038/s41598-018-21243-x

28.	 Cortès-Franch I, Escribà-Agüir V, Benach J, Artazcoz L. Employment stability and mental health 
in Spain: towards understanding the influence of gender and partner/marital status. BMC Public 
Health. 2018;18(1):425. https://doi.org/10.1186/s12889-018-5282-3

https://doi.org/10.1111/j.1467-9566.2012.01517.x
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wang C%5BAuthor%5D&cauthor=true&cauthor_uid=32155789
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wan X%5BAuthor%5D&cauthor=true&cauthor_uid=32155789
https://www.ncbi.nlm.nih.gov/pubmed/32155789


15

Covid-19 and mental disorders Alex S R Souza et al.

https://doi.org/10.11606/s1518-8787.2021055003152

29.	 Wang J, Geng L. Effects of socioeconomic status on physical and psychological 
health: lifestyle as a mediator. Int J Environ Res Public Health. 2019;16(2):281. 
https://doi.org/10.3390/ijerph16020281 

30.	 Adler NE, Boyce T, Chesney MA, Cohen S, Folkman S, Kahn RL, et al. Socioeconomic 
status and health. the challenge of the gradient. Am Psychol. 1994;49(1):15-24. 
https://doi.org/10.1037//0003-066x.49.1.15

31.	 Kapilashrami A, Bhui K. Mental health and COVID-19: is the virus racist? Br J Psychiatry. 
2020;2017(2):405-7. https://doi.org/10.1192/bjp.2020.93

32.	 Wang W, Tang J, Wei F. Updated understanding of the outbreak of 2019 novel coronavirus 
(2019-nCoV) in Wuhan, China. J Med Virol. 2020;9:441-447. https://doi.org/10.1002/jmv.25689

33.	 Moreira-Almeida A, Lotufo Neto F, Koenig HG. Religiousness and mental health: a review.  
Rev Bras Psiquiatr. 2006;28(3):242-50. https://doi.org/10.1590/S1516-44462006005000006

34.	 Pargament KI, Lomax JW. Understanding and addressing religion among people with mental 
illness. World Psychiatry. 2013;12(1):26-32. https://doi.org/10.1002/wps.20005

35.	 Cullen W, Gulati G, Kelly BD. Mental health in the COVID-19 pandemic. QJM. 
2020;113(5):311-2. https://doi.org/10.1093/qjmed/hcaa110

36.	 Auchewski L, Andreatini R, Galduróz JCF, Lacerda RB. Avaliação da orientação médica 
sobre os efeitos colaterais de benzodiazepínicos. Rev Bras Psiquiatr. 2004;26(1):24-31. 
https://doi.org/10.1590/S1516-44462004000100008

37.	 Saeed SA, Antonacci DJ, Bloch RM. Exercise, yoga, and meditation for depressive and anxiety 
disorders. Am Fam Physician. 2010;81(8):981-6. 

38.	 Souza ASR, Souza GFA, Praciano GAF. A saúde mental das mulheres em 
tempos da COVID-19. Rev Bras Saude Mater Infant. 2020;20(3):659-61. 
https://doi.org/10.1590/1806-93042020000300001

Acknowledgment: To the Instituto de Medicina Integral Prof Fernando Figueira (IMIP) for logistical support.

Funding: Instituto de Medicina Integral Prof Fernando Figueira (payment of the manuscript translation into English).

Authors’ Contribution: Conception and planning of the study: ASRS, GFAS, JRSJ e MBRS. Data collection: 
GFAS, GAS, ALNC, GAFP, ACSA e ACS. Analysis and interpretation of the data: ASRS, GFAS, ACS, JRSJ e MBRS. 
Drafting and revision of the manuscript: all authors. All authors approved the final version and take public 
responsibility for the content of this article. 

Conflict of Interest: The authors declare no conflict of interest.

https://doi.org/10.1002/jmv.25689
https://doi.org/10.1590/1806-93042020000300001

