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Quarantine: use with care
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This editorial discusses the psychological effects of isolation and
quarantine in terms of both the SARS-CoV-2 (COVID-19) pan-
demic and previous epidemics in the past 20 years. Although
much of the literature is based on healthcare settings, there is
emerging evidence from home or hotel quarantine, particularly
concerning international travellers. Regardless of setting,
depression, anxiety, anger and stress-related disorders are
especially common but can vary according to demographic
features and the characteristics of quarantine. Psychological
effects may be minimised by clear and consistent advice from
authorities, adequate supplies to meet basic needs, and mini-
mising both the duration and the associated financial burden.
There should also be adequate protection from possible infec-
tion and thus the resulting fear of contracting COVID-19 while in
quarantine.
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Quarantine has been an important public health measure during
viral epidemics in the past 20 years, including outbreaks of severe
acute respiratory syndrome (SARS) in 2003, H1N1 influenza in
2009, Middle East respiratory syndrome (MERS) in 2012, Ebola
in 2014 and SARS-CoV-2 (COVID-19) in 2019.

Last’s Dictionary of Epidemiology defines quarantine as the sep-
aration and restriction of movement of people who have potentially
been exposed to a contagious disease to see if they become unwell.1

The duration is determined by the longest usual incubation period,
and it can be absolute or selective. An example of the latter would be
close supervision of contacts without restricting their movements so
as to allow early recognition of symptoms.

This is different from isolation, which is the separation from
others of people who actually have been diagnosed with an infec-
tious disease.1 In practice, and during the current COVID-19 pan-
demic, there is a great deal of overlap. Single-person quarantine or
isolation is distinct from restrictions that are placed on a whole
population. Such lockdowns are outside the scope of this paper.2,3

By definition, quarantine is stressful given that it entails
boredom, confinement, fear of infection, and isolation from
family and friends.4 In a rapid review of healthcare workers who
cared for affected patients during the current pandemic, as well as
in previous viral outbreaks, the fear and actual experience of quar-
antine were among the strongest predictors of distress.5

There have also been several recent rapid, systematic or
umbrella reviews of the psychological effects of quarantine both
during the current pandemic and in earlier epidemics that included
additional population groups.4,6,7 Although these covered a wide
range of infectious agents such as Ebola, H1N1, MERS, SARS,
COVID-19, and methicillin-resistant Staphylococcus aureus, find-
ings seem consistent across settings. Importantly, recent reviews
have generally included papers with non-quarantined controls,
thus offering stronger evidence than uncontrolled designs. Most
of the studies included in the reviews used quantitative assessments
of psychological outcomes such as standardised psychiatric instru-
ments. There were high levels (up to 70%) of depression, anxiety,

anger, and stress-related disorders or post-traumatic stress disorder
in both cross-sectional and cohort designs.4,7 In one meta-analysis,
people in quarantine were nearly three times more likely to be
depressed or stressed, and twice as likely to be anxious than non-quar-
antined controls.6 Other adverse effects included boredom, problem
drinking and loneliness. Following release from quarantine, social
avoidance and anxiety were common.4,7

Demographic factors associated with greater psychological dis-
tress include younger age, being female, lower educational or
income levels, financial loss, a past psychiatric history and poor per-
ceived general health.4,6 Depending on the setting and infectious
agent, stigma is a major issue both during and after quarantine.4,7

Protective factors include a positive attitude towards the need for
quarantine and continued contact with family through electronic
means.4,5 Conditions of isolation or quarantine are also important.
Worse psychological outcomes are associated with longer duration,
fear of infection, inadequate basic supplies, and insufficient or
unclear information from relevant authorities.4,5

A lot of information on single-person quarantine comes from
healthcare settings. The paper by Regehr and colleagues on the psy-
chological consequences of quarantine for travellers arriving in
Canada is thus a welcome addition to the literature.8 As in other
countries, all arriving international passengers apart from essential
workers were subject to a mandatory 14-day quarantine, which
could be in either a private residence or a rented facility. They
were unable to leave their location for any reason except for an
emergency. Nearly 11 000 international arrivals at Toronto’s
Pearson Airport were assessed on arrival and on days 7 and 14
using a validated rating tool, the five-item World Health
Organization Well-Being Index. They were also asked about atti-
tudes towards COVID-19 and protection behaviours. The propor-
tion of participants with poor mental health rose from 5.1% on
arrival to 26.0% at 7 days and 27.0% after 14 days of quarantine.
As in previous studies, being younger and being female were asso-
ciated with poorer psychological outcomes, whereas regarding quar-
antine as necessary was protective. People who followed public
health protection measures also fared better, possibly indicating
great confidence in advice from authorities. Although arrivals
from Europe were more likely to develop poor mental health,
there was no information on any effect on mental health of the
reason for travel or whether the traveller was returning home or
was on the outward leg of their journey.
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Of course, these findings apply to isolation or quarantine at
home or in a rental facility, not hotel quarantine. Hotels have
been used to quarantine international arrivals in Australia, New
Zealand and Singapore from early 2020, and the practice has subse-
quently spread to other jurisdictions. Indeed, within Australia, hotel
quarantine had been used domestically for inter-state travellers.

It is likely that hotel quarantine would be associated with worse
mental health outcomes than quarantine in private dwellings, given
the more cramped physical conditions, overcrowding for families
placed in one room, the lack of fresh air and monotonous catering.
To this is added the not inconsiderable cost of around A$3000 that
is charged each adult traveller. Furthermore, the distinction between
quarantine and isolation has been blurred, with COVID-19-positive
cases being accommodated alongside people who are free of infec-
tion. This has led to several examples of cross-infection, particularly
with the alpha and delta strains, and therefore the very understand-
able fear of contracting COVID-19 while in quarantine. Airborne
transmission has occurred to the extent that briefly opening doors
to the corridor of adjacent hotel rooms at roughly the same time
to collect food has led infection passing from one room to the
next.9 In addition, several community outbreaks of COVID-19 in
Australia and New Zealand have been linked to breaches of hotel
quarantine. For instance, there were seven breaches in Australia
up to 31 January 2021, with one (in Victoria) causing over 800
deaths and six precipitating lockdowns, while in New Zealand
there were nine, resulting in three deaths and one lockdown.10

There have been several more during 2021. The resulting lockdowns
are associated with increased psychological morbidity in the com-
munity. For instance, the Victorian lockdown secondary to breaches
in hotel quarantine that resulted in 800 deaths was also associated
with a 20% rise in billable psychiatry consultations compared with
the same time the previous year.11 This was not matched in the
rest of Australia. It makes little sense to effectively place quarantine
stations for a highly infectious illness in the central business districts
of major cities. This means that more people experience the material
and psychological consequences of lockdowns arising from
breaches than if quarantine had occurred in more remote areas.
There has also been an unclear or inconsistent application of quar-
antine rules in that celebrities can access special arrangements,
where they are housed in mansions as long as they pay for security
to ensure compliance with quarantine rules.12 The resulting percep-
tion of inequity may undermine confidence in the necessity of quar-
antine and thus lead to worse psychological outcomes.8

To date, there has been only one study of the psychological effects
of hotel quarantine.13 This was a study from Sydney, Australia, of
emergency department presentations in one of the major local hospi-
tals. Of 2774 people in hotel quarantine, 461 (16.6%) presented at least
once to the emergency department, the most common reason being
mental health problems (n = 102). The threemost frequent psychiatric
symptoms were anxiety (n = 43), suicidal ideation (n = 24) and acute
psychosis (n = 11). The majority had a psychiatric history.
Importantly, mental health presentations had a greater acuity
than any of the others, with 86 of the 102 presentations coded as
urgent or potentially life-threatening. Given the difficulties in trans-
porting people using full personal protective equipment, this is
likely to greatly underrepresent actual psychological morbidity

What can be done to address the adverse psychological effects of
quarantine? Good practice would indicate clear and consistent advice
from authorities, adequate supplies to meet basic needs, andminimis-
ing both the duration and associated financial burden.4 There should
also be adequate protection frompossible infection and thus the fear of
contracting COVID-19 while in quarantine. The Australian and New
Zealand experience of hotel quarantine falls far short of this ideal. If it
is not possible for people to quarantine at home, they should be
accommodated in purpose-built facilities with separate standalone

units for each traveller or group of travellers, with adequate ventilation
and fresh air, and at minimal financial cost to the individual. The only
example of a facility in Australia that has these characteristics is
Howard Springs, a former worker’s camp in the Northern Territory.
The success of this approach is illustrated by the fact that there were
no quarantine breaches at this facility from 2020 to 2021. In any
such setting, there should be screening for prior mental health pro-
blems and adequate psychological support. These findings are relevant
for any other countries considering quarantine that is not in an indi-
vidual’s home. Although quarantine is necessary in some circum-
stances, it should be used with care.
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