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Abstract

:

This study determined the psychosocial impact of COVID-19 on families of adult COVID-19 patients in isolation facilities in Metro Manila, Philippines. This prospective cohort study was conducted in COVID-19 healthcare facilities. Data collection was undertaken 2 weeks and 8 weeks after discharge. Logistic regression was performed to determine the socioeconomic and clinical factors influencing anxiety, depression, and family function. Based on HADS-P, 43.2% of the participants had anxiety symptoms, and 16.2% had depression symptoms 2 weeks after the discharge of their relative with COVID-19 infection. The prevalence of anxiety and depression significantly decreased to 24.3% and 5.4%, respectively, 8 weeks after discharge. The percentage of participants with a perceived moderate family dysfunction was 9.5% in the 2nd week and 6.8% in the 8th week post discharge. Participants with perceived severe family dysfunction increased from none to 4.1%. The most inadequate family resources for the participants were economic, medical, and educational resources. Patient anxiety (p = 0.010) and perceived inadequate family resources (p = 0.032) were associated with anxiety symptoms among family members. Patient anxiety (p = 0.013) and low educational attainment (p = 0.002) were associated with anxiety symptoms among family members 8 weeks after discharge. On the other hand, patient depression (p = 0.013) was a factor related to depressive symptoms among family members 2 weeks after discharge. This study provided an in-depth understanding of the mental health status of family members caring for relatives with COVID-19 infection. This can be used to guide healthcare professionals caring for COVID-19 patients and their family members.
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1. Introduction


COVID-19 is a global pandemic caused by SARS-CoV-2. The Philippines is one of the countries in Southeast Asia that suffered greatly from COVID-19. There have been surges in cases due to the new variants and changes in the health response. Throughout the pandemic, containment and mitigation measures such as physical distancing, home quarantine, and self-isolation remain at the forefront of the country’s response [1,2]. Families have an essential role in implementing these measures to control COVID-19.



Families are the basic social unit of society [3,4]. Filipinos are known for their close-knit extended family structures. Family members are the first line of support during times of sickness [5]. During disease outbreaks, families experience emotional upheaval due to anxiety and fear of the possibility of contracting the disease [6,7,8]. This emotional distress is further exacerbated by strict infection control measures that inadvertently promote stigmatization, social isolation, and economic problems stemming from losing income due to the lack of job opportunities [5,9].



The COVID-19 pandemic has caused radical changes to the average Filipino’s life, such as loss of income and decreased social interaction due to the mitigating interventions implemented by the government [10,11]. Further psychosocial distress is likely to impact those directly affected by COVID-19 by either contracting the disease or having to take care of a family member who has been infected with COVID-19. Furthermore, COVID-19 severely affects the elderly, who require more attention and care [12,13,14].



Previous studies showed that COVID-19 infection affects the mental health of the patients [15,16]. Patients infected with COVID-19 experienced severe psychological distress, including symptoms of anxiety and depression [15,16]. Lower education level and family history of psychiatric disorder were risk factors for anxiety, and home isolation was a risk factor for depression [15]. Aside from patients, there were few studies that showed that family members taking care of COVID-19 patients also experienced mental health impacts, including anxiety and depressive symptoms [17,18,19].



COVID-19 infection negatively affected family function. Family members experienced the highest dysfunction in the areas of growth and affection [20]. Family members were dissatisfied with the support they received from their families regarding their decisions to take on new activities and directions, and the way their family members expressed affection and responded to their emotions, such as anger or love [20]. Family members, particularly parents, also reported increased family conflicts due to the pandemic [21]. However, our knowledge of the psychosocial effects of COVID-19 on the families and caregivers of COVID-19 patients in the Philippines is still limited.



Therefore, understanding the impact of COVID-19 illness on families taking care of COVID-19 patients will contribute to guidelines and policies for responding to pandemics such as COVID-19 effectively. Hence, this study determined the psychosocial impact of COVID-19 on families of adult patients in isolation facilities in Metro Manila, Philippines. We showed the proportion of COVID-19 patient family members with psychological symptoms of anxiety and depression, their perceived family function and resources, and the factors associated with psychological symptoms and family dysfunction among study participants.




2. Materials and Methods


2.1. Ethical Consideration


This study was approved by the University of the Philippines Manila Research Ethics Board (UPMREB Code: 2020-280-01) and the Philippine Department of Health Single Joint Research Ethics Board (SJREB Code: 2020-100). Written informed consent was obtained from all participants (family members of COVID-19 patients) and the patients at the beginning of the study and during the subsequent follow-up interviews.




2.2. Study Design


The study employed a cohort study design using quantitative methodologies. The participants were interviewed during their family member’s two-week home quarantine after discharge from the facility. A follow-up data collection was performed 8 weeks post discharge of the participants’ family member who had COVID-19 using the same procedure.




2.3. Sampling Design


The study employed non-probabilistic sampling. Participants were chosen as convenient from the list of patients of selected COVID-19 healthcare facilities. The selection was based on the availability of contact details and ease of coordination.




2.4. Study Sites


The following COVID-19 designated healthcare facilities in Metro Manila were included in the study: (1) two community isolation units (CIUs) in Metro Manila, namely the PNP Kiangan Quarantine Facility in Camp Crame, Quezon City, and the University of the Philippines Diliman Silungan Molave Quarantine Facility in Diliman, Quezon City; and (2) one hospital facility, namely the COVID-19 areas of the Philippine General Hospital (PGH) in Ermita, Manila.




2.5. Study Population


The study involved family members taking care of adult patients diagnosed with COVID-19 at the study sites. The inclusion criteria included: (1) age greater than or equal to 18 years; (2) family member (as previously defined) of a COVID-19 patient admitted in a hospital or quarantine facility; (3) has lived in the same household as the patient for at least 12 months before the interview; (4) involved in the care of the patient; (5) agrees to participate in the study with a signed informed consent form. The exclusion criteria included: (1) with non-consenting family members of COVID-19 patients; (2) with pre-existing clinically diagnosed psychiatric disorder before COVID-19 admission; (3) unable to provide consent due to physical or mental illness, including cognitive impairment; (4) unable to participate fully and answer questions due to physical or mental illness. Family members were able to discontinue their study participation and cancel their consent.




2.6. Data Collection Procedure


Data collection was undertaken through telephone or online calls with family members at 2 weeks and 8 weeks after discharge of their relative with COVID-19 infection. The research assistant or field interviewer used a semi-structured questionnaire during the data collection (interviewer-administered). Handwritten notes and voice recordings of calls using a call recording application were made. Electronic data is being stored in a well-secured data cloud for storage. If the participant warranted initial psychosocial supportive care during the interview, the research assistant or field interviewer referred the patient to the principal investigator and co-investigators. The co-investigators then provided initial counseling to the participants through telephone, online voice, or video calls. If further management was necessary, the participant was referred to the Family Health Unit (FHU) clinic at the Outpatient Department of the Philippine General Hospital.




2.7. Data Collection Tools


In this study, quantitative data were obtained to determine the impact of the COVID-19 experience on families caring for COVID-19 patients. The questionnaire was pre-tested practically with 20 family members of COVID-19 patients who were not included in this study, to increase data quality before data collection began. The assessment tools used in the study have validated Filipino translation.



2.7.1. Hospital Anxiety and Depression Scale (HADS)


Psychological symptoms of anxiety and depression were assessed using the Hospital Anxiety and Depression Scale (HADS). It is a self-report instrument designed to detect symptoms related to anxiety and depression. Initially designed for hospitalized patients, HADS has been used and validated in community settings and primary care practice. In the Philippines, a Filipino translation (HADS-P) has been validated among Filipino patients. It has fourteen items and two subscales, anxiety and depression, and each item is scored on a four-point scale of 0 to 3. A score of ≥11 was interpreted as positive for the emotional illness being tested since similar studies which used HADS/HADS-P utilized the same cut-off [22,23,24]. This tool has been used and validated in previous studies using telephone interviews with a Cronbach alpha of 0.76 to 0.86 [25].




2.7.2. Family Assessment Tools


The following family assessment tools were used in the study: Filipino family APGAR (Adaptability, Partnership, Growth, Affection, and Resolve), and SCREEM (Social, Cultural, Religious, Economic, Education, and Medical) Family Resources Survey (SCREEM-RES). Filipino family APGAR, a translated and validated Filipino version of Smilkstein’s family APGAR, was used to assess family functioning based on five parameters: Adaptability, Partnership, Growth, Affection, and Resolve. Each parameter is scored with a three-point scale ranging from 0 (hardly ever) to 2 (almost always). The total scores range from 0 to 10, with higher scores indicating higher satisfaction with family functioning. A score of 0–3 shows severe family dysfunction, 4–7 moderate family dysfunction, and 8–10 highly functional families [26].



The SCREEM Family Resources Survey (SCREEM-RES) is a validated and reliable tool to measure family resources used to cope with difficult situations. This instrument is a brief twelve-item questionnaire containing all the six original SCREEM domains and includes two items per domain. Participants were asked to choose one of the following responses: strongly disagree, disagree, agree, and strongly agree. The total SCREEM-RES scores were grouped using the following key: Severely Inadequate Family Resources = 0 to 12, Moderately Inadequate Family Resources = 13 to 24, Adequate Family Resources = 25 to 36. For each domain subscale, scores were grouped using the following key: Severely Inadequate Family Resources = 0 to 2, Moderately Inadequate Family Resources = 3 to 4, Adequate Family Resources = 5 to 6. This was previously validated in Filipino patients with a Cronbach’s alpha of 0.80 for the entire scale [26].





2.8. Data Analysis


Data were analyzed using SPSS statistical software version 28.0 (IBM Corp). Statistical significance was set at α = 0.05, and all tests were two-tailed. Collected data were summarized using descriptive statistics, tables, and graphs. Means, medians, standard deviations, and interquartile ranges were computed for continuous variables, whereas frequencies and percentages were obtained from categorical variables. The internal consistencies of the questionnaires were reported as Cronbach alpha coefficients. Statistical comparisons between continuous variables were performed with an independent Student t-test for normally distributed data, whereas a Mann–Whitney U test was used if otherwise. A χ2 test or Fisher’s exact test was done for categorical variables. To check for statistical differences in the proportions of mental and social outcomes between 2 and 8 weeks after discharge, a paired-samples proportion test using McNemar was used. Binary logistic regression analysis was performed to determine factors influencing anxiety, depression, and family dysfunction symptoms. Associations between the exposure and outcome variables are presented as odds ratios and 95% CIs, after adjustment for confounders defined as exposure variables with p > 0.25 based on univariate analysis.





3. Results


3.1. Sociodemographic Characteristics of the Participants


A total of 104 participants were recruited for the project and completed the first interview, and 74 participants completed the second interview. Baseline sociodemographic characteristics of the 74 participants who completed the first and second interviews are shown in Table 1.




3.2. Dynamics of Anxiety and Depression among Family Members of COVID-19 Patients


At the cut-off HADS-P anxiety score of 11, 43.2% of the participants had anxiety symptoms 2 weeks after discharge of their relative with COVID-19 infection. The prevalence of anxiety significantly decreased to 24.3% 8 weeks after discharge (p = 0.002). At the cut-off HADS-P depression score of 11, 16.2% of the participants had symptoms of depression 2 weeks after the discharge of their relatives with COVID-19 infection. The prevalence of depression significantly decreased to only 5.4% at 8 weeks post discharge (p = 0.021). Lastly, 13.5% of the participants had a mixed diagnosis of anxiety and depression at 2 weeks and 4.1% at 8 weeks post discharge (p < 0.001) (Table 2 and Table S1).



Among participants with anxiety symptoms at 2 weeks post discharge, 53.1% had resolved symptoms, and 46.9% had persistent anxiety symptoms at the 8th-week post-discharge follow-up. Most participants without anxiety symptoms at the second-week follow-up remained asymptomatic during the 8th-week follow-up. However, 7.1% developed new-onset anxiety symptoms during the 8th-week follow-up (Table 3). Among participants with depression 2 weeks post discharge, 83.3% had resolved symptoms, and only 16.7% had persistent symptoms of depression during the 8th-week follow-up. Most of the participants (96.8%) without symptoms of depression during the 2nd-week follow-up remained asymptomatic, whereas 3.2% developed new-onset symptoms of depression during the 8th-week follow-up (Table 3).




3.3. Perceived Family Dysfunction


The Family APGAR index was used to measure the general family function. The percentage of participants with a perceived moderate family dysfunction decreased from 9.5% at 2 weeks post discharge to 6.8% at 8 weeks post discharge, whereas those with perceived severe dysfunction increased from none to 4.1% from the 2nd week to 8th week post discharge (Table 4 and Table S1). However, these observed changes did not reach statistical significance.



Analysis of the dynamics of perceived family dysfunction showed that among those with perceived dysfunction at 2 weeks, 57.1% retained the same view at 8 weeks after discharge. On the other hand, 7.5% of those without perceived dysfunction at 2 weeks developed perceived family dysfunction 8 weeks post discharge (Table 5).




3.4. Perceived Inadequacy of Family Resources


Among the resources measured by the SCREEM-RES questionnaire, the most inadequate resources for the family member participants were the economic, medical, and educational resources. The prevalence of perceived economic resource inadequacy decreased at 8 weeks post discharge. However, medical inadequacy increased. The resources least perceived to be inadequate were social, cultural, and religion. Perceived inadequacy in these resources increased at 8 weeks compared with 2 weeks after discharge. There was no increase in the overall perceived inadequacy from 2 weeks to 8 weeks post discharge (Table 6 and Table S1).



Analysis of the dynamics of perceived inadequacy of family resources showed that most participants with perceived inadequacy at 2 weeks retained the same view 8 weeks after discharge (59.3%). Meanwhile, 25.5% of those without perceived inadequacy at 2 weeks developed it 8 weeks post discharge (Table 7).




3.5. Factors Influencing Psychological Impact of COVID-19 Experience


At 2 weeks after discharge, patient anxiety (p = 0.010) and perceived inadequate family resources (p = 0.032) were associated with anxiety symptoms among family members. Patient anxiety (p = 0.013) and low educational attainment (p = 0.002) were associated with anxiety symptoms among family members 8 weeks after discharge. On the other hand, patient depression (p = 0.013) was a factor related to depressive symptoms among family members 2 weeks after discharge (Table 8). Using multivariate logistic regression analysis, no identified factors were associated with depressive symptoms among family members at 8 weeks after discharge.





4. Discussion


This prospective cohort study revealed a high prevalence of psychosocial symptoms among participants at 2 and 8 weeks after the discharge of their family member admitted for COVID-19 infection. Overall, family function and family resources contributed to anxiety and depression among patients and families post COVID. The study explored the impact of COVID-19 on the psychological symptoms of anxiety and depression and its associated sociodemographic, economic, and clinical factors. Anxiety was high in family members at 2 weeks and 8 weeks post COVID infection. Similarly, common mental health conditions such as anxiety, depression, post-traumatic stress disorder, and overall lower quality of life occur for up to 3 months or 12 weeks post COVID-19 infection.



The unpredictability of COVID-19 infection contributes to anxiety and depression among family members of patients with COVID-19. It impairs work, family engagements, and health [27]. Families may experience high stress, anxiety, and financial burden from missing work and unemployment concerns [28]. Moreover, family members’ anxiety also stemmed from their inability to feel connected to the patient and informed about care [29]. During the pandemic, family members were not allowed to stay and visit their relatives who were admitted to the hospital for COVID-19. Family members struggled to feel informed about the care they could not witness and had difficulty understanding information. A previous study showed that visits to COVID-19 patients in the ICU reduced anxiety among family members [19]. Another study showed that the family members of COVID-19 patients experienced mental health symptoms 12 months after ICU admission of their relatives for COVID-19 infection. Family members also experienced disruption of quality of life and work-related problems [17].



In this study, risk factors identified for anxiety among family members were patient depression and a low level of educational attainment. Similar findings have been made in other studies on family members of COVID-19 patients [18,29]. COVID-19 has resulted in massive unemployment worldwide. Several studies have already shown that the unemployment rate increased negative mental health outcomes during the COVID-19 pandemic [30,31,32]. It exacerbated pre-existing mental health disorders and created new disorders for others [32]. Collectively, these data showed that the government and the health care system should support patients’ families financially.



The family function measurements taken using APGAR scores showed that the participants’ perceived family dysfunction increased during the period from 2 weeks to 8 weeks after the discharge of their family member. This suggests that family dysfunction exacerbated by admission of a family member to a health facility due to COVID-19 could have long-term effects. Previous studies showed that social and family relationships were disrupted for patients and their caregivers [33]. The stresses created by the COVID-19 pandemic have put families and their interrelationships under tremendous pressure [34]. A previous study in Portugal showed that almost 20% of the participants perceived their families to have severe dysfunction or moderate dysfunction [20]. Family dysfunction is a predisposing factor for developing the emotional problems of anxiety and depression during the COVID-19 pandemic [35].



Interestingly, despite the decrease in the prevalence of anxiety and depression in the participants during the period from 2 weeks to 8 weeks after discharge, perceived severe family dysfunction still increased. We surmised that family-level dysfunction manifests later than personal-level conditions, such as anxiety and depression. The family members and the patient need to adapt to the consequences of COVID-19 infection [36], such as long COVID-19 symptoms, financial responsibility accrued from hospitalization, loss of productivity due to inability to go to work, and unemployment. Caregiver fatigue may occur later, hence, the appearance of severe family dysfunction later after the patient’s discharge. Previous studies showed that the COVID-19 pandemic changed the structure and routine of the family, especially for those who suffered from the disease [21,37,38]. The disruptions in the usual routine resulted in physical and mental health problems and family matters [37]. Family members, particularly parents, also reported increased family conflicts due to the pandemic [21].



The perceived inadequate family resources did not decrease 8 weeks post COVID-19 discharge. The economic burden did not decrease during the period from 2 weeks to 8 weeks post discharge. Financial factors may contribute to severe family dysfunction, as shown by the APGAR score. COVID-19 has generated a considerable economic and financial burden on patients. Aside from the high cost of hospitalization, long-term health effects of COVID-19 such as kidney disease and long COVID-19 symptoms may induce chronic medical needs that expose patients and their families to long-term financial risk [39,40]. A previous study conducted in the Philippine General Hospital showed that the average out-of-pocket payment for COVID-19 patients less than 60 years old ranged from Php 25,899 to Php 44,428.63 ($538 to $924.44), whereas for patients older than 60 this ranged from Php 4005.60 to Php 32,920.20 ($83.35 to $684.98) [41]. Despite the financial help from national health insurance in the Philippines, the patients still need to pay out of pocket. This puts a financial burden on the patients and their families, especially since the daily minimum wage of an average worker in the National Capital Region of the Philippines only ranges from Php 533 to Php 570 ($9.54 to $10.20) [42].



The participants perceived a significant lack of access to medical resources at 8 weeks post discharge. The persistent perception of the participants of having inadequate access to medical resources is not surprising. The pandemic has brought disruption and barriers to accessing medical care. The availability of healthcare services related to COVID-19 disease and other chronic diseases has deteriorated due to the diversion of health services for urgent COVID-19 cases [43,44]. This lack of access to medical care was more pronounced among those belonging to the lower socioeconomic strata [45,46].



This study also showed that inadequate family resources and low educational attainment were associated with anxiety in the participants. Previous studies showed that low educational levels were significantly associated with both anxiety and depression [47,48]. On the other hand, higher educational attainment is protective against developing a spectrum of psychiatric disorders [48]. Higher educational attainment is also associated with higher income [49] and being more capable of shouldering medical expenses from COVID-19 hospitalization. The material advantage is protective of the negative effect of COVID-19 on the mental health of individuals, as shown in a previous study [50].



This study supports the need for more holistic COVID-19 practice guidelines to include psychosocial interventions among family caregivers. We emphasize the need to have family assessments in routine medical history taking. The use of validated tools for early detection and screening of mental disorders such as the Patient Health Questionnaire (PHQ) and Depression, Anxiety, and Stress Scale (DASS) is recommended. In addition, the Family APGAR and SCREEM-RES are good family assessment tools to check functional family relationships and family resource adequacy. Healthcare professionals should involve family members during active treatment and post-COVID-19 care of hospitalized patients and those in the quarantine facilities as part of treatment protocols. A multi-disciplinary approach to the active and follow-up care of COVID-19 patients and their family caregiver is needed. The care team must include health professionals who can provide psychological, social support, and home care.



This study has several limitations. The study only recruited family members of patients from selected COVID-19 healthcare facilities within Metro Manila, the epicenter of the pandemic in the Philippines. Experiences in areas outside Metro Manila and other metropolitan cities, where healthcare facilities have significantly different situations, may vary substantially from those recorded in the study. Second, the structural distance inherent in telephone interviews affected the engagement and retention of samples of the study because of the absence of an interpersonal relationship commonly established in face-to-face interviews. Lastly, symptoms of anxiety and depression were detected using a screening tool, and the presence of either anxiety or depression disorders was not confirmed with a diagnostic tool commonly used in psychiatry, such as DSM-5.




5. Conclusions


This study provided a valuable in-depth understanding of the mental health status of family members caring for relatives with COVID-19 infection. This study described the prevalence of and factors associated with psychological distress, particularly symptoms of anxiety and depression, in family members of patients with COVID-19 admitted to hospital and quarantine facilities. They experienced symptoms of anxiety and depression even after the discharge of their relative with COVID-19 infection. They also perceived moderate to severe family dysfunction and inadequacy of economic, medical, and educational resources in the family. These symptoms and perceptions persisted for 2 to 8 weeks after the discharge of their relative with COVID-19 infection. Depressive symptoms in a relative with COVID-19 infection tend to influence the occurrence of anxiety among family members. Our findings can be used to guide healthcare professionals caring for COVID-19 patients and their family members. COVID-19 infection generates a secondary public health crisis through stress-related disorders among family members of COVID-19 patients. Therefore, relevant interventions are recommended.
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Table 1. Baseline sociodemographic characteristics of the family members of patients who completed the two interviews (n = 74).






Table 1. Baseline sociodemographic characteristics of the family members of patients who completed the two interviews (n = 74).





	
Characteristic

	
Participants






	
Age in years, mean (SD)

	
41.2 (11.8)




	
Age group, n (%)




	
18 to 34 years old

	
23 (31.1)




	
35 to 49 years old

	
30 (40.5)




	
50 to 64 years old

	
19 (25.7)




	
65 years old and above

	
2 (2.7)




	
Sex assigned at birth, n (%)




	
Female

	
49 (66.2)




	
Male

	
25 (33.8)




	
Health care facility, n (%)




	
PGH COVID-19 Designated Referral Center

	
42 (56.8)




	
UP Diliman Silungan Molave Quarantine Facility

	
22 (29.7)




	
PNP Kiangan Quarantine Facility

	
10 (13.5)




	
COVID-19 severity of relative during admission, n (%)




	
Critical and severe

	
24 (32.4)




	
Moderate

	
11 (14.9)




	
Mild

	
35 (47.3)




	
Asymptomatic

	
4 (5.4)




	
Civil status, n (%)




	
Married

	
45 (60.8)




	
Cohabitation

	
9 (12.2)




	
Separated

	
1 (1.4)




	
Widow

	
1 (1.4)




	
Single

	
18 (24.3)




	
Relationship with the patient, n (%)




	
Romantic partner

	
35 (47.3)




	
Parent

	
16 (21.6)




	
Sibling

	
17 (23.0)




	
Close relatives (cousin, niece, nephew, aunt, uncle, etc.)

	
6 (8.1)




	
Educational attainment, n (%)




	
Post-graduate

	
2 (2.7)




	
College

	
48 (64.9)




	
Vocational

	
7 (9.5)




	
Secondary school

	
15 (20.3)




	
Primary school

	
2 (2.7)




	
Employment status, n (%)




	
Regular, n (%)

	
30 (40.5)




	
Self-employed, n (%)

	
7 (9.5)




	
Contractual, n (%)

	
15 (20.3)




	
Unemployed, n (%)

	
22 (29.7)




	
Number of household members, median (IQR)

	
5 (4–6)




	
Number of household members, n (%)




	
less than 5

	
32 (43.2)




	
5 or more

	
42 (56.8)




	
Diagnosed with at least one chronic disease, n (%)

	
33 (44.6)




	
Had previous hospital admission, n (%)

	
36 (48.6)




	
Had previous surgery, n (%)

	
33 (44.6)




	
Income classification based on PIDS 2018, n (%)




	
Poor (monthly salary below ₱ 10,957.0)

	
15 (20.3)




	
Low income (monthly salary of ₱ 10,957.0 to 43,828.0)

	
31 (41.9)




	
Middle income (monthly salary of ₱ 43,828 to 219,140)

	
28 (37.8)




	
Knew someone who died due to COVID-19, n (%)

	
21 (28.4)




	
Knew someone else who had COVID-19, n (%)

	
42 (56.8)








Abbreviations: SD, standard deviation; IQR, interquartile range; PGH, Philippine General Hospital; PNP, Philippine National Police; UP, University of the Philippines; PIDS, Philippine Institute for Development Studies; ND, No Data.
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Table 2. The proportion of family members with symptoms of anxiety and depression at 2 and 8 weeks after discharge of their relatives with COVID-19 from the study sites (n = 74).
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Mental Health Outcomes

	
2 Weeks after Discharge

	
8 Weeks after Discharge

	
p Value




	
n

	
% (95% CI)

	
n

	
% (95% CI)






	
Anxiety

	
32

	
43.2 (31.7–55.3)

	
18

	
24.3 (15.7–35.0)

	
0.002




	
Depression

	
12

	
16.2 (8.7–26.6)

	
4

	
5.4 (1.9–12.3)

	
0.021




	
Mixed diagnosis, n (%)

	
10

	
13.5 (6.7–23.5)

	
3

	
4.1 (1.2–10.4)

	
<0.001
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Table 3. Dynamics of anxiety and depressive symptoms among family members at 2 and 8 weeks after discharge (n = 74).
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Psychosocial Condition

	
Symptomatic at 2 Weeks

	
Asymptomatic at 2 Weeks




	
n

	
Resolved Symptoms at 8 Weeks

n (%)

	
Remained Symptomatic at 8 Weeks

n (%)

	
n

	
Remained Asymptomatic at 8 Weeks n (%)

	
Developed Symptoms at 8 Weeks

n (%)






	
Anxiety

	
32

	
17 (53.1)

	
15 (46.9)

	
42

	
39 (92.9)

	
3 (7.1)




	
Depression

	
12

	
10 (83.3)

	
2 (16.7)

	
62

	
60 (96.8)

	
2 (3.2)
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Table 4. The proportion of family members with perceived family dysfunction at 2 and 8 weeks after discharge of their relatives with COVID-19 from the study sites (n = 74).
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Social Outcome

	
2 Weeks after Discharge

	
8 Weeks after Discharge

	
p Value




	
n

	
% (95% CI)

	
n

	
% (95% CI)






	
Dysfunctional

	
7

	
9.5 (3.8–18.5)

	
8

	
10.8 (4.8–20.2)

	
0.655




	
Moderately

	
7

	
9.5 (3.8–18.5)

	
5

	
6.8 (2.6–14.2)

	




	
Severely

	
0

	
0 (0.1–4.4)

	
3

	
4.1 (1.2–10.4)
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Table 5. Dynamics of perceived family dysfunction among adult patients and family members at 2 and 8 weeks after discharge of their relatives with COVID-19 from the study sites (n = 74).
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Psychosocial Condition

	
With Dysfunction at 2 Weeks

	
Without Dysfunction at 2 Weeks




	
n (%)

	
Resolved at 8 Weeks

n (%)

	
Remained with Dysfunction at 8 Weeks

n (%)

	
n (%)

	
Remained at 8 Weeks

n (%)

	
Developed Dysfunction at 8 Weeks

n (%)






	
Family dysfunction

	
7 (9.5)

	
3 (4.1)

	
4 (5.4)

	
67 (90.5)

	
62 (83.78)

	
5 (6.8)
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Table 6. The proportion of patients’ family members with perceived inadequate family resources at 2 and 8 weeks after discharge of their relatives with COVID-19 infection from the study sites (n = 74).
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Social Outcome

	
2 Weeks after Discharge

	
8 Weeks after Discharge

	
p Value




	
n

	
% (95% CI)

	
n

	
% (95% CI)






	
Overall Resources

	




	
Inadequate

	
25

	
33.8 (23.2–45.7)

	
28

	
36.5 (25.6–48.5)

	
0.827




	
Moderate

	
25

	
33.8 (23.2–45.7)

	
26

	
35.1 (25.0–46.4)

	




	
Severe

	
0

	
0 (0.0–2.4)

	
2

	
2.7 (0.6–8.4)

	




	
Social Resources

	




	
Inadequate

	
27

	
36.5 (25.6–48.5)

	
27

	
36.5 (25.6–48.5)

	
0.819




	
Moderate

	
27

	
36.5 (25.6–48.5)

	
26

	
35.1 (25.0–46.4)

	




	
Severe

	
0

	
0 (0.0–2.4)

	
1

	
1.4 (1.0–6.1)

	




	
Cultural Resources

	




	
Inadequate

	
31

	
42.3 (33.1–51.9)

	
38

	
51.4 (39.4–63.2)

	
0.072




	
Moderate

	
31

	
42.3 (33.1–51.9)

	
33

	
44.6 (33.7–55.9)

	




	
Severe

	
0

	
0 (0.0–2.4)

	
5

	
6.8 (2.6–14.2)

	




	
Religion Resources

	




	
Inadequate

	
30

	
40.5 (29.3–52.6)

	
28

	
37.8 (26.8–49.9)

	
0.467




	
Moderate

	
28

	
37.8 (26.8–49.9)

	
26

	
35.1 (25.0–46.4)

	




	
Severe

	
2

	
2.7 (0.3–9.4)

	
2

	
2.7(0.6–8.4)

	




	
Economic Resources

	




	
Inadequate

	
57

	
77.0 (65.8–86.0)

	
56

	
75.7 (64.3–84.9)

	
0.617




	
Moderate

	
45

	
60.8 (48.7–72.0)

	
44

	
59.5 (48.1–70.1)

	




	
Severe

	
12

	
16.2 (8.7–26.6)

	
12

	
16.2 (9.2–25.8)

	




	
Educational Resources

	




	
Inadequate

	
42

	
56.8 (44.7–68.2)

	
46

	
62.2 (50.1–72.2)

	
0.532




	
Moderate

	
38

	
51.4 (39.4–63.2)

	
42

	
56.8 (45.4–67.6)

	




	
Severe

	
4

	
5.4 (1.5–13.3)

	
4

	
5.4 (1.9–12.3)

	




	
Medical Resources

	




	
Inadequate

	
61

	
82.4 (71.8–90.3)

	
57

	
77.0 (65.8–86.0)

	
0.225




	
Moderate

	
44

	
59.5 (47.4–70.7)

	
39

	
52.7 (41.4–63.8)

	




	
Severe

	
17

	
23.0 (14.0–34.2)

	
18

	
24.3 (15.7–35.0)
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Table 7. Dynamics of perceived inadequacy of family resources among patients and family members at 2 and 8 weeks after discharge (n = 74).
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Psychosocial Condition

	
With Perceived Inadequate Family Resources at 2 Weeks

	
Without Perceived Inadequate Family Resources at 2 Weeks




	
n

	
Resolved at 8 Weeks n (%)

	
Remained with Inadequacy at 8 Weeks n (%)

	
n

	
Remained at 8 Weeks n (%)

	
Developed Perceived Inadequacy at 8 Weeks n (%)






	
Inadequate family resources

	
27

	
11 (14.9)

	
16 (21.6)

	
47

	
35 (47.3)

	
12 (16.2)
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Table 8. Factors associated with psychological symptoms in patients’ family members identified by multivariate logistic regression analysis.
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Explanatory Variable

	
Adjusted Odds Ratio (95% CI)

	
p Value






	
Condition: Anxiety in Family Members at 2 Weeks after Facility Discharge1




	
Patient anxiety at 8 weeks after facility discharge




	
With anxiety

	
34.3 (2.3–500.5)

	
0.010




	
No anxiety

	
1

	




	
Family resources at 8 weeks after facility discharge




	
Inadequate

	
6.5 (1.2–35.7)

	
0.032




	
Adequate

	
1

	




	
Condition: Anxiety in Family Members at 8 Weeks after Facility Discharge2




	
Patient anxiety at 2 weeks after facility discharge




	
With anxiety

	
5.9 (1.5–23.8)

	
0.013




	
No anxiety

	
1

	




	
Highest educational attainment




	
Lower than high school

	
0.1 (0.0–0.4)

	
0.002




	
College or higher

	
1

	




	
Condition: Depression in Family Members at 2 Weeks after Facility Discharge3




	
Patient depression at 2 weeks after facility discharge




	
With depression

	
18.0 (1.8–176.4)

	
0.013




	
No depression

	
1

	








1 Adjusted for number of household members, diagnosed with chronic disease, employment status, perceived family functioning at 2 and 8 weeks after facility discharge, social resources at 2 weeks after facility discharge, overall family resources at 8 weeks after facility discharge, presence of patient anxiety at 2 and 8 weeks after facility discharge; 2 adjusted for highest educational attainment, perceived family functioning at 2 weeks after facility discharge, patient anxiety and depression at 2 weeks after facility discharge; 3 adjusted for marital status, number of household members, presence of chronic disease, knew somebody who died due to COVID-19, perceived family functioning at 2 weeks after facility discharge, medical resources at 2 weeks after facility discharge, patient anxiety and depression at 2 and 8 weeks after facility discharge.
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