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Abstract

:

The Coronavirus (COVID-19) pandemic in Kuwait led to a nationwide curfew between 22 March and August 2020. The purpose of this study was to evaluate the impact of the COVID-19 curfew during the pandemic on Kuwaiti citizens and residents. A cross-sectional survey was used to collect data from Kuwaiti residents over the age of 21 through an online questionnaire shared via social media, including WhatsApp and Facebook. Data collection occurred between 18 June and 15 July 2020. Data from 679 respondents (57.9% females and 42.1% males; 67.7% Kuwaiti nationals and 32.3% non-Kuwaiti nationals) were analyzed. Symptoms of depression were reported among 59.8% of females and 51.0% of males, and extremely severe depression among 20.4% of females and 13.6% of males. Approximately 42.0% of females and 37.8% of males were under psychological distress, with 15.1% of females and 9.1% of males experiencing severe or extremely severe psychological distress. Over a third of females (34.9%) reported experiencing tensions or violent behaviors from family members, and 22.1% reported verbal or physical abuse. Among males, 26.4% reported experiencing tensions or violent behaviors, and 12.2% reported verbal or physical abuse. Extremely severe depression was associated with being female (2.00 times), aged 21–29 (4.56 times), experiencing tensions or violent behaviors from family members (4.56 times), being physically inactive (1.64 times), smoking cigarettes (3.02 times), and having poor or very poor quality of sleep (1.75 times). Severe or extremely severe psychological distress was associated with being female (3.09 times), aged 21–49 (3.68 times), having ill-health conditions or diseases (1.83 times), experiencing tension or violent behaviors from family members (3.56 times), smoking cigarettes (3.06 times), and having poor or very poor quality of sleep (2.20 times). Findings indicate that people living in Kuwait experienced negative psychological impacts, such as depression and psychological distress, attributable to the pandemic-related restrictions. Unpartnered females aged 21–49 are more mentally vulnerable than partnered males over the age of 50. Findings support an urgent need for targeted interventions to improve health behaviors and social support, including coping mechanisms specific to COVID-19 related stress, family counseling systems, and the provision of accessible and acceptable services using telehealth.
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1. Introduction


After the Coronavirus disease (COVID-19) was confirmed at the end of December 2019 in Wuhan, China, COVID-19 began to spread rapidly to many countries [1]. By January 2020, the outbreak escalated to a public health emergency of international concern and was declared a pandemic in March 2020 [2]. In Kuwait, the first case of COVID-19 was confirmed on 24 February 2020. Since then, the State of Kuwait has faced profound public health challenges resulting from the direct impact of the pandemic, such as mortality and morbidity, and the impact of pandemic-related restrictions such as the curfew imposed between 22 March 2020 to 30 August 2020 that disrupted usual life patterns [3]. The COVID-19 curfew limited movements of all persons except individuals who required medical or emergency care and frontline workers with special permissions. During this period, most workplace organizations, public and private, as well as educational institutions transitioned into working from home virtually. COVID-19 has a wide-ranging adverse impact on the health behaviors of Kuwaiti citizens and residents [4].



The direct impacts of the pandemic and the strict restrictions such as social distancing and isolation increased the risk of mental health issues such as anxiety and depression [5]. Studies show evidence of the increased risks of depression and anxiety [6,7], stress [8], and other psychological problems [9] during the pandemic. The association between psychological outcomes and COVID-19 are linked to disruptions in the usual ways of living, working, and learning [8,9]. Apart from these disruptions, the pandemic induced panic and fear among people, whether fear of getting infected or losing a family member, fear of losing jobs and financial stability, or feeling lonely and isolated [10]. Uncertainties about the future due to the prevailing conditions further intensify the emotional difficulties caused by family stress, job losses, and increased physical and verbal abuse observed in some countries [11]. Considering the devastating current and long-term impact of COVID-19 on mental health and wellbeing, governments, healthcare systems, educational institutions, organizations, and non-governmental organizations are looking into interventions to mitigate the looming mental health crisis.



People react to public health emergencies such as the COVID-19 pandemic in both adaptive and maladaptive ways. According to Brailovskaia and Margraf, how people react determines the impact of the pandemic on their health [12]. Those who react in adaptive ways tend to acquire a good knowledge of the modes of disease transmission and signs and symptoms of the virus [12]. This group of people attempt to maintain their daily routines and, when possible, adapt to accommodate the prevailing life conditions. On the contrary, a maladaptive reaction to the pandemic is linked to an increased psychological burden due to increased uncertainties and anxiety resulting from the curfew and new living conditions. Mass media and social media have been implicated in both reactions [13,14].



Individual reactions to a disease threat are products of a wide range of factors. For instance, the World Health Organization (WHO) referred to the infodemic, defined as “too much information including false or misleading information in digital and physical environments during a disease outbreak,” that was identified as a significant contributor to the confusion, risky health behaviors, and mental health problems that people faced during the pandemic [15]. Therefore, media coverage may cause an under or overestimation of disease risk or severity with probable severe health impacts [16]. On the other hand, accurate information allows individuals to obtain sufficient knowledge to safeguard their health and wellbeing during the pandemic [17].



According to the Health Belief Model [18], the perceived severity and susceptibility explain how individuals’ beliefs predict their response to a disease. Depending on how much an individual feels susceptible or likely to suffer significant harm from an illness, one may adopt or disregard health-protecting behaviors [14,19]. Petrie and Weinman found that the perception of illness influenced individuals’ emotional response to a disease threat, coping behaviors, and adherence to protective and preventive measures [20]. For instance, Kim et al. found that individuals who perceived themselves as at low risk of contracting Middle East Respiratory Syndrome (MERS) did not trust the government’s ability to control the disease and were dismissive of measures to prevent the disease [21]. Other constructs within the Health Belief Model are the perceived benefits, perceived barriers, and self-efficacy [22]. This theoretical framework informs the rationale for measuring Kuwaiti residents’ perceptions of COVID-19 to elucidate the factors influencing changes in their behaviors during the pandemic and consequent psychological and social impacts.



This study is a response to the WHO’s and the United Nations (UN)’s recommendations to assess the impacts of the COVID-19 pandemic and related restrictions on individuals’ mental health, including conditions such as depression, stress, anxiety, and psychological distress [23]. In particular, UN agencies encourage each country to investigate the health and social impacts of COVID-19 and design relevant interventions [24]. Therefore, this research aimed to evaluate the impact of the COVID-19 pandemic on Kuwaiti citizens and residents using the following objectives:




	
Measuring residents’ perceptions related to the COVID-19 pandemic.



	
Assessing residents’ mental health changes before and during the COVID-19 curfew.



	
Describing the changes in health behaviors from before and during the COVID-19 curfew.



	
Identifying risks related to negative psychological impacts of the COVID-19 curfew.









2. Materials and Methods


2.1. Survey Method and Target Population


The study employed a cross-sectional study design and survey method to collect data. The survey utilized an online, structured questionnaire distributed using social media, including WhatsApp and Facebook, between 19 June and 15 July 2020. The target population included Kuwaiti citizens and residents, 21 years and older, who live in the State of Kuwait. A convenience sample of 679 respondents completed the survey.




2.2. Questionnaire Design and Tools


The questionnaire was divided into sections that focused on measuring perceptions of COVID-19 by contextualizing the items such as perceived susceptibility, severity, barriers, self-efficacy, and cues to action using a tool validated in previous research [25]. Mental health was measured using the validated measure, Depression, Anxiety, and Stress Scale (DASS9) [26], which measures depression, anxiety, stress, and general psychological distress. Demographic information including age, gender, nationality, marital status, education level, and current health condition, which included diseases and illnesses such as high blood pressure, diabetes, and cardiovascular disease were self-reported by participants. Relationship dynamics were assessed by comparing them before and during the COVID-19 curfew. Consumption of sweets and snacks was measured by assessing pre- and during COVID-19 curfew with responses based on a 5-item Likert scale ranging from ‘I eat much more’ to ‘I eat much less’ compared to pre-pandemic times. Physical activity and exercise behaviors were measured using the validated International Physical Activity Questionnaire: Short Form (IPAQ-SF) [27].




2.3. Research Ethics


The Research Ethics Review Committee of the Kuwait Ministry of Health approved this research study on 8 June 2020 (# 1487) and adhered to the American Association for Public Opinion Research (AAPOR) Code of Professional Ethics and Practices [28].




2.4. Method of Analysis


Analytical methods were applied using IBM Statistical Package and Services Solutions (SPSS) software version 25 (IBM Corp, Armonk, New York, NY, USA) and assessed at a p-value < 0.05 for statistical significance. Descriptive statistics were conducted to describe sample characteristics and variables related to working conditions at home and health conditions. Cross tabs chi-square test and independent-samples t-test were conducted to identify gender differences in variables related to perceptions of COVID-19, mental health, and family relationships. Pearson’s correlation coefficient analysis was performed to identify intercorrelation between dependent and independent variables. Binary logistic regression analysis was conducted to calculate the odds ratios for predicting mental health variables, including depression, anxiety, stress, and psychological distress. The following variables were dichotomized: gender, age, nationality, marital status, education, house type, working at home, illness or health condition, living in a household with an individual(s) with disabilities, tension with family members, violence and abuse from family members, food consumption, and hours and quality of sleep. With guidance on the classifications of mental health from previous research [26], the dependent variables were classified according to the following cut-offs for each variable: depression: normal, mild, moderate, and extremely severe; anxiety: normal, moderate, severe, and extremely severe; stress: normal, moderate, severe, and extremely severe; and psychological distress: normal, moderate, severe, and extremely severe. For binary logistic regression analyses, dependent variables were dichotomized into the following: depression: normal vs. depressed, normal vs. extremely severe depression; anxiety: normal vs. anxiety, normal vs. severe/extremely severe anxiety; stress: normal vs. stress, normal vs. severe/extremely severe stress; and psychological distress: normal vs. psychological distress, normal vs. severe/extremely severe psychological distress. Binary logistic analyses were conducted for each dependent variable with each independent variable. Finally, binary logistic multi-regression analysis was performed using the Forward Stepwise Wald method for predicting the levels of depression, anxiety, stress, and psychological distress.





3. Results


3.1. General Characteristics


The general characteristics of survey respondents are described in Table 1.




3.2. Working Conditions at Home


During the COVID-19 curfew period, 64.5% of respondents worked from home as jobholders, and 63.9% were salaried employees. Approximately 63.4% of the respondents reported that time and effort spent on housework had increased during the COVID-19 outbreak (Table 2).




3.3. Health Conditions


Approximately 33.1% of the respondents reported having existing medical conditions, of which high blood pressure was the highest at 11.5%, followed by diabetes (10.5%), chronic bronchitis (5.4%), and cardiovascular diseases (3.2%), respectively (Table 3). Moreover, 2.2% of respondents had been infected with coronavirus, and 50.4% of respondents knew individuals with confirmed infections within their immediate social environment.




3.4. Perception of COVID-19


Table 4 and Figure 1 display gender differences in attitudes and perceptions related to the COVID-19 pandemic. More males perceived themselves to be risk-takers than females (8.4% vs. 3.8%). Females’ perceived severity of COVID-19 exceeded males’ perceived severity.



Both males and females perceived themselves as highly adapting the right behaviors and measures to prevent infection. Still, males cited more barriers to adhering to the infection prevention measures than females. Both genders considered that “TV, radio, SMS, and internet information about the disease” was beneficial, and “the news on Social Media and the Internet and TV” significantly induced fear and feelings of threat related to the virus.




3.5. Mental Health


Table 5 shows gender differences in mental health status. More females report having mental health problems than males in parameters such as depression (59.8% vs. 51.0%), anxiety (14.5% vs. 8.7%), stress (18.3% vs. 14.7%), and general psychological distress (42.0% vs. 37.8%). However, only symptoms of depression were statistically significant (p < 0.05) between genders. Approximately 20.4% of females and 13.6% of males report experiencing extremely severe depression, and 15.1% of females and 9.1% of males report severe or extremely severe psychological distress. Moreover, 9.4% of females and 7.3% of males report being under severe or extremely severe stress. Additionally, 6.6% of females and 4.1% of males report experiencing severe or extremely severe anxiety.




3.6. Family Relationship


Table 6 explains the relationship dynamics with family members during the COVID-19 outbreak. Approximately 34.9% of female respondents reported that tensions or violent behaviors had increased in their relationships with other family members (husband/wife, parents, children) during the COVID-19 pandemic, while 26.4% of males reported an increase in tensions and violent behaviors. Females experience significantly more abuse, such as verbal or physical abuse, compared to males (22.1% vs. 12.2%, p < 0.01). The respondents cited fear about the future prospects (36.8%), physical proximity (26.5%), financial anxieties (25.3%), and lack of common interest and/or hobbies (20.6%) as the variables affecting their and family members’ mental wellbeing, leading to tensions or even violent behaviors in their relationship during the COVID-19 outbreak. Among these variables, increased household work (23.4 vs. 11.5, p < 0.001) and lack of common interest and/or hobbies (23.7% vs. 16.4, p < 0.05) were significantly cited by more females than males.




3.7. Correlations between Mental Health and Health Behaviors


Mental health was highly correlated with health behaviors such as physical activity, smoking cigarettes, and the quality of sleep (Table 7). Physical activity significantly reduced stress; the more days of being active per week, the lower the stress score (p < 0.05). The daily frequency of smoking was positively correlated with depression scores (p < 0.05). The quality of sleep was inversely correlated with all mental health parameters, including depression (p < 0.01), anxiety (p < 0.01), stress (p < 0.01), and psychological distress (p < 0.01); the better quality of sleep, the lower the scores of all mental health parameters.




3.8. Predictors of Mental Health Status


3.8.1. Predictor Variables Associated with Depression and Extremely Severe Depression


Table 8 shows the final prediction models for both depression and extremely severe depression controlled by sociodemographic factors and health behaviors. Gender was a factor in predicting extremely severe depression. Females were twice as likely to have extremely severe depression than males, but there was no difference between genders in the likelihood of depression. Age was a significant predictor of both depression and extremely severe depression. Individuals aged 21–49 were 2.18 times more likely to have depression and 4.56 times more likely to have extremely severe depression than persons aged 50 and above. In addition, individuals who report experiencing increased tensions or violent behaviors within the family were 2.07 times more likely to report symptoms of depression and were 2.88 times more likely to have extremely severe depression than those who had not experienced increased tensions or violent behaviors. People who reported eating more ‘sweets and snacks’ than before the COVID-19 outbreak were 1.52 times more likely to report symptoms of depression than those who ate the same or lesser. Exercise was a predictor of extremely severe depression. Individuals who were not physically active for at least 30 min per week were 1.64 times more to report symptoms of extremely severe depression than those who were physically active for 30 min or more per week. Smoking cigarettes was a good indicator for predicting both depression and extremely severe depression. Smokers were 1.63 times more likely to be under depression and 3.02 times more likely to have extremely severe depression than non-smokers. Both the hours and quality of sleep predicted depression and extremely severe depression, respectively. Those who slept less than 8 h or more than 9 h, including naps per day, were 1.55 times more likely to report symptoms of depression than those who had 8–9 h of sleep per day. Individuals who reported ‘poor’ or ‘very poor’ sleep quality were 1.75 times more likely to report having symptoms of extremely severe depression than those who reported ‘good’ or ‘very good’ sleep quality.




3.8.2. Predicting Variables to Depression and Extremely Severe Depression


Table 9 shows the final models for predicting both anxiety and severe or extremely severe anxiety controlled by sociodemographic factors and behaviors. Compared to those who were married, individuals who were single, divorced, or widowed were 2.54 times more likely to have severe or extremely severe anxiety. Those with chronic ill-health conditions or diseases were 2.11 times more likely to be under severe or extremely severe anxiety than those without chronic ill-health conditions. Individuals who had increased tensions or violent behaviors with family members during the COVID-19 outbreak were 2.52 times more likely to report symptoms of anxiety and 3.24 times more likely to report symptoms of severe or extremely severe anxiety than those who had not. Those who reported ‘poor’ or ‘very poor’ sleep quality were 2.07 times more likely to report symptoms of anxiety and 2.79 times more likely to report symptoms of severe or extremely severe anxiety than those who reported ‘good’ and ‘very good’ sleep quality.




3.8.3. Predicting Variables to Stress and Severe or Extremely Severe Stress


Table 10 is the final model for predicting both stress and severe or extremely severe stress controlled by sociodemographic and other behaviors. Marital status, tensions with family members, and sleep quality are significant predictors of both stress and severe or extremely severe stress, while smoking cigarettes predicted stress only. Single, divorced, or widowed individuals are 1.63 times more likely to report being under stress and 1.83 times more likely to report severe or extremely severe stress than married individuals. The people who experienced increased tensions or violent behaviors with family members during the COVID-19 outbreak are 3.07 times more likely to report being under stress and 3.52 times more likely to report severe or extremely severe stress than those who do not experience tensions or violent behaviors. Individuals who report ‘poor’ or ‘very poor’ sleep quality are 1.94 times more likely to report symptoms of stress and 1.99 times more likely to report being under severe or extremely severe stress than those who report ‘good’ and ‘very good’ sleep quality. Smokers are 1.70 times more likely to report symptoms of stress than non-smokers.




3.8.4. Predicting Variables to Psychological Distress and Severe or Extremely Severe Psychological Distress


Table 11 is the final model for predicting both psychological distress and severe or extremely severe psychological distress controlled by sociodemographic and other behaviors. Females were 3.09 times more likely to report severe or extremely severe psychological distress than males. Individuals aged 21–49 were 2.43 times more likely to have psychological distress and 3.68 times more to experience severe or extremely severe psychological distress than those aged 50 and above. Individuals with chronic ill-health conditions or diseases were 1.55 times more likely to report psychological distress and 1.83 times more likely to report severe or extremely severe psychological distress than those without chronic conditions. People who experienced increased tensions or violent behaviors with family members during the COVID-19 outbreak were 1.68 times more likely to report psychological distress and 3.56 times more likely to report being under severe or extremely severe psychological distress than those who did not experience tensions or violent behaviors. Individuals who experienced verbal or physical abuse from family members were 1.66 times more likely to report psychological distress than individuals who did not experience abuse. Individuals who ate more sweets and snacks during the pandemic than before the COVID-19 outbreak were 1.46 times more likely to report psychological distress than those who ate less than before the pandemic. Smokers were 3.06 times more likely to report severe or extremely severe psychological distress than non-smokers. Individuals who reported having ‘poor’ or ‘very poor’ sleep quality were 1.61 times more likely to report psychological distress and 2.20 times more likely to report being under severe or extremely severe psychological distress than those who reported ‘good’ and ‘very good’ sleep quality.






4. Discussion


Before the COVID-19 outbreak, Kuwait, similar to other countries, was attempting to achieve many targets from the Sustainable Development Goals to reduce mortality rates related to NCDs [29,30,31,32,33]. Since the pandemic, efforts towards achieving these goals have faced significant challenges and setbacks. Apart from being a physical health risk, COVID-19 has more wide-ranging impacts on mental health and well-being due to the disruptions caused to everyday life routines and the increased risks of detrimental behaviors, such as domestic abuse and violent behaviors within the family dynamic. The study’s findings show a range of risk variables and the extent of the negative psychological impacts of the COVID-19 curfew on people living in Kuwait. These risk factors pose a significant threat to the public currently and have the potential to persist in the long run with severe public health ramifications. Therefore, opportunities for scaling up action addressing NCDs should be taken both immediately and as part of longer-term efforts to strengthen systems for health.



Findings from this study reveal the devastating effect of the pandemic on mental health and health behaviors. The effects of the pandemic and the associated interventions have led to myriads of emotional reactions resulting in experiencing symptoms of various mental health problems such as depression, anxiety, psychological distress, and stress. Moreover, unhealthy behaviors such as disrupted sleep patterns as well as reduced sleeping times and non-compliance with physical activity recommendations [34,35]. The findings from this study present evidence of the mental health impacts of the pandemic on adults living in Kuwait. Our results make it imperative to include mental health mitigations in any interventions or national plans to alleviate the effects of the COVID-19 pandemic in Kuwait. The need to continue monitoring mental health problems is necessary for developing an adequate response to emerging threats and incidents of deteriorating mental health, especially among those who were previously mentally healthy. This necessitates an urgent call for enhanced mental health surveillance to monitor individual and community mental health status during the various stages of the pandemic to respond timely and appropriately to support the changing mental health needs of the population.



The predictor variables identified in this study provide indicators for public health surveillance. Being single, divorced, or widowed, being female, living with chronic ill-health conditions and diseases, experiencing tensions or violent behaviors within the family, poor quality of sleep, smoking, and reduced physical activity predicted higher scores of depression, anxiety, stress, and psychological distress. Costanza et al. found that interpersonal and affective relationships with family, children, and grandchildren prevented suicide attempts and suicidal ideation through a protection mechanism [36]. These findings confirm that the absence of family, interpersonal relations, and social support from relationships due to being single, divorced, or widowed increases the risk of adverse psychological impacts. These variables have the potential of being used in forecasting the mental health status of individuals and should be taken into consideration when adapting or developing mental health interventions aimed at protecting and supporting individuals who are most vulnerable to experiencing impaired mental health status. Using predictions will be crucial in predicting an increase in prevalence and future psychological and psychiatric morbidities [37]. Specifically, targeting the modifiable variables among the predictors mentioned above presents crucial intervention points in the primary prevention of adverse mental health effects.



Our findings identify that females are at an increased risk of impaired mental health status during the pandemic compared to males. Despite depression being the only statistically significant difference between males and females, the latter show higher proportions of psychological distress (42.0% vs. 37.8%), severe or extremely severe psychological distress (15.1% vs. 9.1%), stress (18.3% vs. 14.7%), and anxiety (14.5% vs. 8.7%). Expectedly, mental health proportions match the risk factors that are related to mental ill-health. For instance, a larger proportion of females also reported increased tensions and violent behaviors, verbal and physical abuse, lack of sleep and rest, and adverse health symptoms [38,39]. According to Costanza et al., suicide attempts are significantly associated with interpersonal aggression [40]. The association of the pandemic-related restrictions with increased tensions, violent behaviors, and physical, verbal, and emotional abuse directed at females makes them more vulnerable to impulsivity and aggression-related suicidal behaviors and attempts [40].



The disproportionate spread of risk factors among females was observed by Guadagni, Umilta, and Iaria, who found that when compared to males, females reported lower quality of sleep and increased insomnia, anxiety, and depression, leading to higher burdens of mental health problems in females in Canada [41]. Disproportionate mental health effects of the pandemic among females were also reported in China [42,43], Brazil [44], Canada [45], and Spain [46]. The findings of this study corroborate other findings that have identified gender as a risk factor to psychosocial impacts of the pandemic. Other than gender, an analysis of the impact of the pandemic on psychiatric admissions in a Swiss hospital noted that a reduction in total emergency admissions was associated with living alone, among other factors [47]. Social isolation adds another layer of risk; in addition to unpartnered individuals facing an increased likelihood of stress and severe or extremely severe stress, they are also less likely to seek emergency psychiatric help. Therefore, females and those living alone are more vulnerable to the mental health effects of the pandemic than males and those living with partners. The existing interventions and prevention efforts currently being implemented in Kuwait should consider the differences in the risk and burden of mental health problems associated with the pandemic. Public health interventionists should use this knowledge to design targeted psychological interventions for populations deemed to be at higher risk.



The increased burden of psychological problems related to the pandemic and its restrictions point to an immediate need to adopt new technologies to increase the accessibility and quality of mental health services. Telepsychiatry and other forms of Mobile Health technologies present practical solutions to improve mental health outcomes through enhanced access and quality services without requiring patients’ physical presence [48,49]. Other advantages of telehealth include an increased effectiveness and cost-effectiveness [50,51]. According to Salum et al., the cost-effectiveness of such technologies presents a feasible strategy applicable to low- and middle-income countries to alleviate the adverse psychological and psychiatric instability associated with the pandemic [52]. While there are advantages to using technology to deliver therapeutic treatments, we must be careful not to replace human presence and interaction by relying heavily on technology [48], especially in light of our findings showing that disrupted social interactions and loss of connectedness are associated with adverse psychological effects.



Several limitations must be noted for this study. Firstly, the use of a cross-sectional design, and not longitudinal, impedes the certainty of the predictions. Hence, the predictions made in this study are, at best, hypothetical. Secondly, the study does not account for potentially confounding variables of psychological wellbeing such as body weight and religion in its measures. These variables are especially significant in the Kuwaiti context. However, this is the first study, to our knowledge, that explores the psychological and social impact of the COVID-19 curfew on people living in Kuwait during this period.




5. Conclusions


During this pandemic, the residents of Kuwait show negative psychological impacts attributable to the outbreak as well as the restrictions in place. The results show a need to focus on developing and implementing interventions that address the mental health needs of females to reduce the psychological distress, stress, anxiety, and depression that disproportionately affect them compared to males. These targeted interventions need to prioritize addressing behaviors such as increased tensions and violent behaviors, verbal and physical abuse, lack of sleep and rest, physical inactivity, and adverse health symptoms shown to predict mental health problems within the population. Mental health problems already affect many individuals living in Kuwait, and there is a possibility that these effects might persist long after the pandemic. More than ever, Kuwait needs to institute mental health interventions that target identified needs and address health inequities through improving health behaviors and social support, enhancing healthier coping mechanisms with COVID-19-related stress, establishing systems for family counseling, and providing accessible and acceptable facilities that encourage healthy lifestyles for the most vulnerable individuals. The success of such interventions will alleviate the current burden and prevent the worsening of the mental health situation among individuals impacted by the pandemic and support prevention and efforts for potential future pandemics.
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Figure 1. Attitudes and perception on COVID-19 pandemic. 
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Table 1. Characteristics of the respondents (n = 679).
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	Variables
	%





	Gender
	



	Female
	57.9



	Male
	42.1



	Age
	



	21~29
	28.7



	30~39
	29.3



	40~49
	23.0



	50~59
	15.2



	60 and above
	3.8



	Nationality
	



	Kuwaiti
	67.7



	Non-Kuwaiti
	32.3



	Marital status
	



	Married
	63.8



	Single (never married)
	29.7



	Divorced/spouse deceased
	6.5



	Education
	



	High school/intermediate school/primary school/less than primary school
	13.3



	Diploma
	16.5



	College/University
	47.6



	Postgraduate
	22.7
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Table 2. Working conditions at home (n = 679).
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	Variables
	%





	Employment type
	



	Salaried employee
	63.9



	Retired
	8.2



	Unemployed
	6.0



	Business Owner
	5.0



	Student
	13.1



	Homemaker
	3.7



	Do you work for a job at home, even under Curfew (for students: are you continuing to study) during the COVID-19 outbreak?
	



	No
	64.5



	Yes
	35.5



	How much time and effort did you spend on housework during the COVID-19 outbreak?
	



	Rather reduced
	10.9



	Same as usual
	25.8



	Slightly increased
	37.0



	Very much increased
	26.4
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Table 3. Health conditions of the respondents (n = 679).
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	Variables
	%





	Do you have any conditions or diseases? (selected all that apply)
	



	High blood pressure
	11.5



	Diabetes
	10.5



	Cardiovascular disease
	3.8



	Chronic bronchitis
	5.4



	Hereditary conditions
	3.2



	Mental illness
	1.5



	Cancer
	0.9



	Physical disability
	1.2



	None of the diseases
	66.9



	Are you, or have you been, infected with the novel coronavirus?
	



	Yes, tested and the result was positive
	2.2



	Yes, suspected but not confirmed by a test
	2.2



	No, tested and the result was negative
	8.1



	No
	72.9



	Don’t know
	14.6



	Do you know people in your immediate social environment who are or have been infected with the novel coronavirus?
	



	Yes, confirmed
	50.4



	Yes, suspected but not confirmed by a test
	3.4



	No, tested and the result was negative
	4.3



	No
	36.4



	Don’t know
	5.4
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Table 4. Gender differences in attitudes and perceptions related to the COVID-19 pandemic (n = 679).






Table 4. Gender differences in attitudes and perceptions related to the COVID-19 pandemic (n = 679).





	
Variables

	
Female (n = 393)

	
Male (n = 286)

	
x2-or t-, and (p-Value)




	
%, Mean (SD)






	
Do you consider yourself to be?

	

	

	




	
Risk Averse

	
66.9

	
67.5

	
7.651 (0.022)




	
Risk Takers

	
3.8

	
8.4




	
Neutral

	
29.3

	
24.1




	
Do you consider yourself adapting the right behaviors and measurements to prevent the infection?

	

	

	




	
(Mal adaptation ①-②-③-④-⑤ Adaptation)

	
4.45 (0.89)

	
4.36 (1.00)

	
1.225 (0.221)




	
If I’m infected with coronavirus, it will come with~

	

	

	




	
(My carelessness ①-②-③-④-⑤ Carelessness from other community people)

	
3.84 (1.44)

	
3.40 (1.61)

	
3.774 (0.000)




	
Perceived susceptibility 1

	
3.30 (1.18)

	
3.40 (1.00)

	
−1.136 (0.256)




	
Perceived severity 1

	
3.91 (0.82)

	
3.65 (0.96)

	
3.795 (0.000)




	
Perceived barriers 1

	
2.48 (0.91)

	
2.73 (0.91)

	
−3.666 (0.000)




	
Perceived self-efficacy 1

	
3.91 (0.83)

	
3.92 (0.78)

	
−0.212 (0.832)




	
TV, radio, SMS, and Internet information about the disease have been helpful 1

	
4.12 (1.14)

	
4.15 (1.05)

	
−0.389 (0.698)




	
Is the news on Social Media and the Internet and TV induce fear and feeling of threat? 1

	
3.82 (1.09)

	
3.88 (1.09)

	
−0.656 (0.512)








1 Strongly disagree ①-②-③-④-⑤ Strongly agree.
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Table 5. Gender differences of depression, anxiety, stress, and general psychological distress.






Table 5. Gender differences of depression, anxiety, stress, and general psychological distress.





	
Mental Health

	
Total (n = 679)

	
Female (n = 393)

	
Male (n = 286)

	
x2-and (p-Value)




	
%






	
Depression

	

	

	

	




	
Normal

	
43.9

	
40.2

	
49.0

	
8.980 (0.030)




	
Mild

	
19.9

	
21.6

	
17.5




	
Moderate

	
18.7

	
17.8

	
19.9




	
Extremely severe

	
17.5

	
20.4

	
13.6

	




	
Anxiety

	

	

	

	




	
Normal

	
87.9

	
85.5

	
91.3

	




	
Moderate

	
6.5

	
7.9

	
4.5

	
5.961 (0.114)




	
Severe

	
2.9

	
3.8

	
1.7

	




	
Extremely severe

	
2.7

	
2.8

	
2.4

	




	
Stress

	

	

	

	




	
Normal

	
83.2

	
81.7

	
85.3

	




	
Moderate

	
8.2

	
8.9

	
7.3

	
1.907 (0.592)




	
Severe

	
5.3

	
6.1

	
4.2

	




	
Extremely severe

	
3.2

	
3.3

	
3.1

	




	
General psychological distress

	

	

	

	




	
Normal

	
62.3

	
58.0

	
68.2

	




	
Mild

	
14.1

	
15.5

	
12.2

	




	
Moderate

	
11.0

	
11.5

	
10.5

	
8.876 (0.064)




	
Severe

	
7.4

	
8.7

	
4.9

	




	
Extremely severe

	
5.4

	
6.4

	
4.2
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Table 6. Relationship dynamics under the COVID-19 outbreak.
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Health Behaviors

	
Total (n = 679)

	
Female (n = 393)

	
Male (n = 286)

	
χ2-and (p-Value)




	
%






	
Have tensions or even violent behavior increased in the relationships with any of your family members (husband/wife, parents, children) compared to before the outbreak of COVID-19?

	

	

	

	




	
Yes

	
31.3

	
34.9

	
26.4

	
5.717 (0.057)




	
No

	
65.4

	
62.3

	
68.7




	
I refuse to answer

	
3.2

	
2.8

	
3.9




	
Have these tensions in your relationships with any of your family members (husband/wife, parents, children) resulted in physical or verbal abuse?

	

	

	

	




	
Verbal abuse

	
14.1

	
17.8

	
9.1

	
14.888 (0.005)




	
Physical abuse

	
0.9

	
0.5

	
1.4




	
Verbal and physical abuse

	
2.9

	
3.8

	
1.7




	
No

	
78.5

	
74.3

	
84.3




	
I refuse to answer

	
3.5

	
3.6

	
3.5




	
In your view, what are the factors affecting the mental wellbeing of yourself and any of your family members, leading to tensions or even violent acts in the relationship during the COVID-19 outbreak? (Please select all that apply)

	

	

	

	




	
Physical proximity

	
26.5

	
26.7

	
26.2

	
0.021 (0.930)




	
Increased demands at the job

	
10.3

	
11.2

	
9.1

	
0.793 (0.443)




	
Increased household work

	
18.4

	
23.4

	
11.5

	
15.531 (0.000)




	
Increased tasks to guide children’s learning

	
15.9

	
18.1

	
12.9

	
3.256 (0.089)




	
Financial anxieties

	
25.3

	
24.4

	
26.6

	
0.403 (0.533)




	
Fear about the future prospects

	
36.8

	
34.4

	
40.2

	
2.442 (0.126)




	
Lack of common interest and/or hobbies

	
20.6

	
23.7

	
16.4

	
5.288 (0.022)




	
Lack of physical exercise and sport

	
17.1

	
15.0

	
19.9

	
2.826 (0.099)




	
Lack of sleep and rest

	
21.2

	
23.2

	
18.5

	
2.118 (0.155)




	
Increased negative health symptoms

	
11.0

	
12.5

	
9.1

	
1.922 (0.175)




	
Others

	
25.3

	
24.7

	
26.2

	
0.208 (0.656)
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Table 7. Correlations between mental health and health behaviors.
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	Depression
	Anxiety
	Stress
	General Psychological Distress





	Days of physical activities
	−0.061
	−0.037
	−0.085 *
	−0.074



	Daily amount of smoking cigarette
	0.084 *
	0.013
	0.020
	0.049



	Daily amount of smoking shisha
	0.041
	0.033
	0.059
	0.054



	Sleep hours
	0.047
	0.013
	0.014
	0.031



	Quality of sleep
	−0.139 **
	−0.181 **
	0.158 **
	−0.194 **







*: p < 0.05; **: p < 0.01.
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Table 8. Predictor variables related to depression.
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Variables

	
Adjusted Odds Ratio (95% CI)




	
Normal vs. Depression

	
Normal vs. Extremely Severe Depression






	
Gender

Male

Female

	
-

	
1

2.00 (1.13, 3.55)




	
Age

50 and above

21~49

	
1

2.18 (1.14, 3.35)

	
1

4.56 (1.86, 11.22)




	
Have tensions or even violent behavior increased in the relationships with any of your family members?

No

Yes

	
1

2.07 (1.41, 3.35)

	
1

2.88 (1.75, 4.76)




	
Comparing with the eating habits before the COVID-19 outbreak in Kuwait, what is your current amount of ‘sweets and snacks’?

I eat the same as before or less

I eat more

	
1

1.52 (1.07, 2.17)

	
-




	
In the past week, how many days have you done a total of 30 min or more of physical activity?

More than 1 day

None

	
-

	
1

1.64 (1.00, 2.71)




	
How many cigarettes do you usually smoke a day? (include electric cigarettes)

None

Smoke every day

	
1

1.63 (1.08, 2.48)

	
1

3.02 (1.58, 5.79)




	
How many hours do you usually sleep a day? (include naps)

8–9 h

Less than 8 h or more than 9 h

	
1

1.55 (1.11, 2.16)

	
-




	
How do you think about the quality of your sleep to compared to what you had before the COVID-19 outbreak?

Very good/good

Poor/very poor

	
-

	
1

(1.07, 2.86)
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Table 9. Predictor variables related to anxiety.
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Variables

	
Final Odds Ratio (95% CI)




	
Normal vs. Anxiety

	
Normal vs. Severe or Extremely Severe Anxiety






	
Marital status

Married

Single/divorced/widowed

	
-

	
1

2.54 (1.24, 5.20)




	
Do you have any conditions or diseases?

No

Yes

	
-

	
1

2.11 (1.03, 4.32)




	
Have tensions or even violent behavior increased in the relationships with any of your family members?

No

Yes

	
1

2.52 (1.54, 4.11)

	
1

3.24 (1.57, 6.65)




	
How do you think about the quality of your sleep to compared to what you had before the COVID-19 outbreak?

Very good/good

Poor/very poor

	
1

2.07 (1.26, 3.38)

	
1

2.79 (1.35, 5.80)
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Table 10. Predicting variables to stress.
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Variables

	
Final Odds Ratio (95% CI)




	
Normal vs. Stress

	
Normal vs. Severe or Extremely Severe Stress






	
Marital status

Married

Single/divorced/widowed

	
1

1.63 (1.05, 2.54)

	
1

1.83 (1.01, 3.29)




	
Have tensions or even violent behavior increased in the relationships with any of your family members?

No

Yes

	
1

3.07 (1.985, 4.76)

	
1

3.52 (1.94, 6.39)




	
How many cigarettes do you usually smoke a day? (include electric cigarettes)

None

Smoke every day

	
1

1.70 (1.03, 2.83)

	
-




	
How do you think about the quality of your sleep to compared to what you had before the COVID-19 outbreak?

Very good/good

Poor/very poor

	
1

1.94 (1.25, 3.01)

	
1

(1.10, 3.61)
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Table 11. Predicting variables to psychological distress.






Table 11. Predicting variables to psychological distress.





	
Variables

	
Final Odds Ratio (95% CI)




	
Normal vs. Distress

	
Normal vs. Severe or Extremely Severe Distress






	
Gender

Male

Female

	
-

	
1

3.09 (1.54, 6.19)




	
Age

50 and above

21~49

	
1

2.43 (1.46, 4.04)

	
1

3.68 (1.37, 9.92)




	
Do you have any conditions or diseases?

No

Yes

	
1

1.55 (1.07, 2.25)

	
1

1.83 (1.07, 3.32)




	
Have tensions or even violent behavior increased in the relationships with any of your family members?

No

Yes

	
1

1.68 (1.10, 2.57)

	
1

3.56 (2.08, 6.09)




	
Have these tensions in your relationships with any of your family members?

No

Verbal or physical abuse

	
1

1.66 (1.01, 2.73)

	
-




	
Comparing with the eating habits before the COVID-19 outbreak in Kuwait, what is your current amount of ‘sweets and snacks’?

I eat the same as before or less

I eat more

	
1

1.46 (1.02, 2.07)

	
-




	
How many cigarettes do you usually smoke a day? (include electric cigarettes)

None

Smoke every day

	
-

	
1

3.06 (1.47, 6.36)




	
How do you think about the quality of your sleep compared to what you had before the COVID-19 outbreak?

Very good/good

Poor/very poor

	
1

1.61 (1.14, 2.28)

	
1

2.20 (1.28, 3.78)
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