

  psychiatryint-02-00023




psychiatryint-02-00023







Psychiatry Int. 2021, 2(3), 300-309; doi:10.3390/psychiatryint2030023




Article



Association between Self-Restraint Behavior, Stigma and Depressive Tendency in Office Workers during the COVID-19 Pandemic in Japan—Self-Restraint Behavior and Depression during the COVID-19



Ryoko Katsuki 1, Hiroaki Kubo 1, Itsuki Yamakawa 2,3, Naotaka Shinfuku 4, Norman Sartorius 5[image: Orcid], Shinji Sakamoto 3 and Takahiro A. Kato 1,*





1



Department of Neuropsychiatry, Graduate School of Medical Sciences, Kyushu University, Fukuoka 812-8582, Japan






2



Department of Health and Human Services, Faculty of Medical and Welfare, Tohoku Bunka Gakuen University, Miyagi 981-8551, Japan






3



Department of Psychology, College of Humanities and Sciences, Nihon University, Tokyo 102-8275, Japan






4



School of Human Sciences, Seinan Gakuin University, Fukuoka 814-8511, Japan






5



Association for the Improvement of Mental Health Programmes, 1209 Geneva, Switzerland









*



Correspondence: takahiro@npsych.med.kyushu-u.ac.jp or kato.takahiro.015@m.kyushu-u.ac.jp; Tel.: +81-92-642-5627







Academic Editor: Roger C. M. Ho



Received: 18 June 2021 / Accepted: 19 July 2021 / Published: 3 August 2021



Abstract

:

Background: The COVID-19 pandemic has forced people to change their lifestyles, especially with respect to restrictions on going out. Forced quarantine (i.e., lockdown) and self-restraint behavior (SRB), including self-quarantine, are suggested to induce potential negative impacts on public mental health. SRB seems to be related to governmental policies, each individual’s social background and mental condition; however, no empirical studies have been conducted. Methods: 1053 participants (mainly office workers) from epidemic areas and non-epidemic areas in Japan voluntarily conducted an online survey in June 2020. We assessed COVID-19-related aspects such as the degree of SRB, motivation for SRB, stigma, anxiety and depressive feelings due to COVID-19 by original questionnaires) and general mental health status (social anxiety by MINI-SPIN, depressive tendency by PHQ-9, depression-related personality traits by TACS-22 and resilience by TRS). Results: Regional comparison showed significant differences in SRB and social anxiety. People in epidemic areas tend to refrain from going out. Conversely, people in non-epidemic areas tend to shun the public eye. Regardless of epidemic status, proactive SRB was associated with higher motivation for SRB, higher social anxiety, higher depressive tendency, stronger COVID-19-related psychological factors and lower resilience. Moreover, people with proactive SRB in non-epidemic areas had the highest depressive tendency. Discussion: The present cross-sectional survey among office workers in Japan showed that people with proactive SRB have stronger COVID-19-related anxiety and depressive feelings, regardless of where they live. Our key finding is that people with proactive SRB in non-epidemic areas have the highest depressive tendency. Based on the present finding, we herein propose the following hypothesis: Higher levels of depressive tendency may enhance proactive SRB, which may be partly associated with higher levels of stigma, anxiety and depressive feelings related to COVID-19. Limitations: The general tendencies to avoid danger and stigma were not evaluated. Conclusions: Depressive tendency is suggested to be associated with proactive SRB against COVID-19. Intervention for depressive tendency in non-clinical settings (e.g., workplaces) may help citizens understand the infectious situation appropriately and to behave effectively during the pandemic. Further investigations should be conducted to clarify the present findings.
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1. Introduction


Background


The pandemic of COVID-19 has forced people to change their lifestyles especially regarding the restrictions on going out [1]. In early 2020, countries such as China, Italy, India, Spain and the United Kingdom imposed national lockdown to control the COVID-19 [2,3,4]. Although these policies have helped to control the spread of the disease, it is suggested that the lockdowns had a negative impact on public mental health and the effect may continue [5,6,7,8,9,10,11,12,13,14,15].



Unique in Japan, the government declared a state of emergency on 7 April 2020 in order to request self-restraint behavior (hereafter SRB) from its citizens, including self-quarantine in seven prefectures where the number of infections had increased sharply. On 16 April, the request was extended to the whole country and thirteen prefectures (mainly urban areas) were declared to be in need of special attention. This government’s action with respect to the COVID-19 pandemic in Japan was unique in that, unlike lockdowns in other countries, there were no legal penalties.



As recent research in Japan pointed out, people’s going-out behavior was suppressed under the declaration and the request even without penalties and the trend continued after the declaration was lifted [16]. Therefore, it is possible that requests for behavioral restrictions under a state of emergency in Japan may have public mental health implications similar to the above-mentioned countries.



How strictly an individual engages in SRB may be influenced not only by a policy of the government but also by the characters each individual possesses.



Previous studies have suggested that the personality tendency to avoid danger is related to the likeliness of an individual to become anxious and depressed [17,18]. Interestingly, Qian and Yahara have suggested that personality tendencies, morality and ideology are associated with SRB during COVID-19 pandemic in Japan [19]. Moreover, Muto et al. have indicated the typical characteristics of people reluctant to implement proper prevention measures (including SRB) are male, younger (under 30 years old), unmarried, with a drinking or smoking habit, higher extraversion and from lower-income households [20].



However, there are no studies that investigated relationship between SRB and the vulnerable aspects of the mental health status that can be risk factors for further mental health problems.



In the case of infectious disease outbreaks, stigma may increase mental health problems and contribute to the spread of infection due to delays in medical examinations [21,22,23]. Carmen H Logie has proposed that “Stigma is produced in social processes of labeling that differentiate persons characterized as ‘normal’ from the ‘abnormal’ other” [24]. Now in Japan, serious criticisms toward “people who go out”, such as anonymous slander against visitors from epidemic area, are reported [25]. These phenomena are so-called “Jishuku Keisatsu”, meaning that lay persons act similar to police officers and denounce “persons who don’t obey the self-restraint request” during the COVID-19 pandemic [26].



However, as far as we know, there is no empirical data on the link between COVID-19, SRB, stigma related to COVID-19 and mental health.



Therefore, the present study examined how the degree of SRB is associated with COVID-19 regional epidemic status, COVID-19-related factors (motivation for SRB, stigma, anxiety and depressive feelings) and general mental health status (social anxiety, depressive tendency, depression-related personality traits and resilience) among residents (office workers) throughout Japan during the COVID-19 pandemic.





2. Methods


2.1. Data Collection


This study was performed in accordance with the Declaration of Helsinki and was approved by the ethics committees of Nihon University and Kyushu University, Japan. We conducted a cross-sectional study by using an online survey company (Cross Marketing Inc., Tokyo, Japan). Participants agreed to join the study after being informed that their anonymity would be maintained and that participation was voluntary.



A set of screening survey was sent to 2182 respondents and 1509 responded to the screening questions. Among them, 1178 respondents who were full-time employees as of April 2019 participated in the online survey between 10 June 2020 and 19, one year before the study. Trap questions were set to maintain the reliability of the responses and the data of 1053 respondents who passed the trap questions were used in the analysis.



All respondents were asked region of residence at the time they answered the questionnaire. Thirteen prefectures (Hokkaido, Ibaraki, Saitama, Chiba, Tokyo, Kanagawa, Gifu, Aichi, Ishikawa, Kyoto, Osaka, Hyogo and Fukuoka) that the Japanese government had designated as “specific warning prefectures” were extracted as epidemic areas of COVID-19 (hereafter, “epidemic areas”). The remaining 34 prefectures were considered as non-pandemic areas of COVID-19 (hereafter, “non-epidemic areas”).




2.2. Measures


We assessed the degree of SRB during the COVID-19 pandemic (score range from 2 to 8). Likewise, we assessed the degree of motivation for SRB (score range 7 to 28) by asking for reasons that resulted (or did not result) in a respondent’s willingness to behave. In addition, we used original scales to assess the following aspects that are directly related to COVID-19: stigma (score range from 5 to 20); anxiety (score range from 6 to 24); and depressive feelings (score range from 4 to 16) (Table 1).



Regarding mental health status, the nine-item Patient Health Questionnaire (PHQ-9; score range from 0 to 27) was used to assess the severity of depressive tendencies [27]. The MINI-Social Phobia Inventory (MINI-SPIN; score range from 0 to 12) for screening social anxiety disorder (SAD) [28], the 22-item Tarumi’s Modern-Type Depression Trait Scale: Avoidance of Social Roles, Complaint and Low Self-Esteem (TACS-22; score range from 0 to 88) [29] and the Tachikawa resilience scale (TRS; score range from 0 to 60) [30] were also used.




2.3. Statistical Analysis


We used Student’s t-test or chi-squared test to compare data between epidemic areas and non-epidemic areas. A 2 × 2 ANOVA with between-subjects factor of region of residence (epidemic areas and non-epidemic areas) and between-subjects factor of SRB (proactive and reluctant) was conducted. The degree of SRB was distinguished based on the point of 5.11 as a mean of SRB scores of all 1053 participants in this study.



All analyses were conducted using IBM SPSS 24 Advanced Statistics for Mac OS with two-sided alpha = 0.05.





3. Results


Among 1053 participants, 745 were categorized into epidemic areas and 308 were into non-epidemic areas. Demographic data for each group and descriptive statistics for each variable are shown in Table 2.



3.1. Comparison between Epidemic Areas and Non-Epidemic Areas


We used Student’s t-test to compare data between epidemic areas and non-epidemic areas. Citizens in epidemic areas showed higher scores on the degree of SRB (p = 0.006) and lower scores on MINI-SPIN (p = 0.03). Conversely, no significant differences were found on motivation for SRB, depressive tendency (PHQ-9) and COVID-19-related psychological factors such as stigma, anxiety and depressive feelings.




3.2. Two-Way ANOVA


A two-way analysis of variance was conducted to examine an interaction between the region of residence and the degree of SRB on the following variables (Table 3). There was a significant interaction on motivation for SRB (F(1,1049) = 7.526, p = 0.006). The analysis also showed a significant main effect of SRB (F(1,1049) = 39.494, p < 0.001). A post hoc test showed that people reluctant towards SRB in epidemic areas were less motivated than people reluctant towards SRB in non-epidemic areas (p < 0.001); however, people with proactive SRB in both areas had stronger motivation for SRB.



Regarding mental health status, a 2 × 2 ANOVA showed significant interactions on total scores of PHQ-9 (F (1,1049) = 4.061, p = 0.044). In non-epidemic areas, people with proactive SRB had more depressive tendencies than people reluctant towards SRB, whereas people did not differ in epidemic areas. Comparing each condition, those living in non-epidemic areas and engaging in active SRB have the highest depressive tendency (Figure 1).



In addition, the analysis showed the main effects of the degree of SRB on MINI-SPIN (F(1,1049) = 23.552, p < 0.001), PHQ-9 (F(1,1049) = 36.157, p < 0.001), TACS-22 (F(1,1049) = 26.367, p < 0.001) and TRS (F(1,1049) = 6.222, p = 0.013). Regardless of where they live, people with proactive SRB differed in terms of having more self-consciousness and avoiding of public eye, higher depressive tendencies, higher premorbid personality tendency of modern-type depression and lower resilience when compared to people reluctant to SRB.



A 2 × 2 ANOVA also showed a significant main effect of the degree of SRB on COVID-19 related psychological factors. People with proactive SRB tend to have higher COVID-19-related stigma toward others and higher anxious and depressive tendencies due to COVID-19.





4. Discussion


The present cross-sectional survey among office workers in Japan has showed that people with proactive SRB have stronger COVID-19-related anxiety and depressive feelings, regardless of where they live. This finding supports the previous findings of associations with avoiding danger, anxiety and depression [17,18]. Moreover, we have found that proactive SRB is associated with having stronger COVID-19-related stigma, higher premorbid personality tendencies of modern-type depression (MTD), lower resilience and stronger insecurity about the public, regardless of the epidemic status. Our key finding is that people with proactive SRB in non-epidemic areas have the highest depressive tendency.



MTD is a syndrome of mood disorders especially shown among young people in Japan who hesitate to go to work/school because of depressive feelings and tend to feel better quickly in non-stressful situations [29,31,32]. The majority of patients with MTD are diagnosed with subthreshold of major depressive disorders in DSM-5 [31]. Interestingly, the self-rated questionnaire of TACS-22 has revealed that proactive SRB is positively linked to personality traits of MTD, which includes the avoidance of social roles, complaint tendencies and low self-esteem. Our recent studies have suggested that MTD and pathological social withdrawal (hikikomori) are likely to coexist [33,34,35] and that MTD may be a gateway condition to hikikomori [36]. Thus, it is concerned that prolonged self-restraint lifestyles due to COVID-19 pandemic may result in the onset of actual depression and hikikomori [21].



Interestingly, the total scores of MINI-SPIN were significantly higher in non-epidemic areas than in epidemic areas, suggesting that people in non-epidemic areas are more likely to avoid attention and public shaming. In this study, epidemic areas consisted of urban areas while the majority of non-epidemic areas were rural. Japan has long been known as a country with a strong sense of shame, particularly in rural areas [21,33]. As a matter of fact, there is an idiom in Japan called “murahachibu (ostracism)” which means that if a person performs an unharmonious action in a Mura (rural area, village), he/she will be eliminated [21]. In this manner, Japanese society can easily establish a system that excludes disobedience as a social punishment even without legal penalty and such a collective system may be particularly evident in rural areas. This is directly linked to stigma during this time of COVID-19 and there have been reported cases of actual exclusion due to these things and immediate intervention against such stigma is required [25,26]. Osamu Kitayama, who is a Japanese psychoanalyst, stated the negative and positive impacts of shame in the process of SRB among Japanese based on his cultural psychoanalytic perspectives [26]. In August 2020, in order to combat such concerns, the Japanese government (Ministry of Education, Culture, Sports, Science and Technology) has distributed a statement to all nation students and their parents to explain the risk of the COVID-19-related stigma contributing in spreading the disease and the importance of acting toward others with respect [37]. Stigma related problems are not limited to Japan. A recent large-sample study in Canada and United States has revealed significant correlations among health care workers stigmatization, COVID-19 Stress Syndrome, avoiding others, avoiding visits to the drug store or supermarket and avoiding leaving one’s home [38]. In Bangladesh, the first COVID-19-related suicide case has been reported due to fear of COVID-19 and xenophobia [39]. In addition, recent reports have suggested that COVID-19 is a crucial risk factor for the increase in suicide in public [40,41]. Stigma seriously links to suicide [42] and thus suicide prevention strategies should be developed by focusing on reducing stigma against COVID-19.



A recent study in Australia has shown higher psychological distress in patients with depression and bipolar disorder during the COVID-19 pandemic [43]. The present study suggests that not only patients with mood disorders but also wider citizens with depressive tendencies are more likely to refrain from going out in such a pandemic. Ueda et al. has reported the mental health status of the general population using PHQ-9 to assess depressive symptoms and the Seven Item Generalized Anxiety Disorder Scale was used to measure anxiety symptoms during the COVID-19 pandemic in Japan and is based on the online survey that was conducted during May 2020 [44]. Ueda’s survey comprised 2000 respondents who were representative of the Japanese general population in terms of the area of their residency, sex and age distribution. Interestingly, young or middle aged compared to older aged (≥60 years) had worse household financial situations compared to the previous year. Being unemployed, laid off, or on leave and being a part-time or temporary worker were associated with higher odds for depression. This report and the present survey have suggested the importance of working situation to prevent mental health problems and further longitudinal studies to clarify the risk factors of depression and other mental health crisis by the COVID-19 pandemic should be conducted.



Interestingly, a recent study in China has reported that psychoneuroimmunity preventions at both personal and organizational levels such as good ventilation in workplaces, wearing a face mask and maintaining hand hygiene were associated with low prevalence of psychiatric symptoms, suggesting that effective psychoneuroimmunity preventions may result in confidence and thus stable mental health state [45]. At the time of survey in this study, the Japanese government and media were emphasizing the importance of psychoneuroimmunity prophylaxes such as hygiene and wearing a face mask. In the present study, quantitative data regarding psychoneuroimmunity prophylaxis were not evaluated. Therefore, further investigations should consider physical environmental factors including psychoneuroimmunity prophylaxis at the organization level and community level in addition to behavioral and psychological factors at the personal level, such as SRB and stigma related to COVID-19.




5. Conclusions


The present study has showed that people with proactive SRB have stronger COVID-19-related anxiety and depressive feelings regardless of where they live. Moreover, we have found that proactive SRB is associated with having stronger COVID-19-related stigma, higher premorbid personality tendencies of modern-type depression (MTD), lower resilience and stronger insecurity with respect to the public regardless of the epidemic status. Our key finding is that people with proactive SRB in non-epidemic areas have the highest depressive tendency.



Based on the present finding, we herein propose the following hypothesis: Higher levels of depressive tendency may enhance proactive SRB, which may be partly associated with higher levels of stigma, anxiety and depressive feelings related to COVID-19. Therefore, providing support to people with depressive tendency can result in abolishing the stigma related to COVID-19. Furthermore, fear of being stigmatized is related to suicide-related behavior [39]; thus, preventing people from stigmatizing or being stigmatized due to COVID-19 is expected to be useful for suicide prevention. Intervention for depressive tendency in public (e.g., non-clinical settings such as workplaces and schools) may also help him/her understand the infectious situation appropriately and to behave effectively during the pandemic.



There are some limitations. First, the participants’ general tendency to avoid danger and degree of stigma were not assessed. Next, this is a cross-sectional study in Japan and thus future prospective studies should be conducted to clarify the causal relationship between stigma, SRB and depression tendency and international studies including other countries are warranted to compare data in different sociocultural backgrounds. Finally, most of the participants in this study were office workers and the pandemic is expected to bring about significant changes in their work styles. Therefore, further investigations on the impact of work environment and socioeconomic factors on the mental health of office workers are required in order to improve mental health measures in COVID-19 and unknown infectious situations that may come in the future.
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Figure 1. Total score (mean, SD) of Patient Health Questionnaire-9 (PHQ-9) for all participants (n = 1053). PHQ-9 varies with regions of residence (epidemic areas/non-epidemic areas) and proactive/reluctant self-restraint behavior (SRB). There is a significant interaction between regions of residence and the degree of SRB (F(1,1049)= 4.061, p = 0.044) and a significant main effect of the degree of SRB (F(1,1049)= 36.157, p < 0.001). There is a significant difference in PHQ-9 scores between proactive and reluctant SRB in non-epidemic areas in that participants with proactive SRB show higher PHQ-9 total scores than compared to those reluctant toward SRB. 
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Table 1. Questions about self-restraint behavior (SRB) and COVID-19-related factors.
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(The Following Instructions and Sentences Were Shown to the Respondents.)

How Much Has the COVID-19 Pandemic Affected Your Daily Life? As of June 2020 and Presently, What Are Your Thoughts and Feelings about the Following Items?




	

	
Strongly Disagree

	
Disagree

	
Agree

	
Strongly Agree






	
1. I proactively avoid direct social interaction.

	
1

	
2

	
3

	
4




	
2. I proactively refrain from going out of the house.

	
1

	
2

	
3

	
4




	
3 †. There is a limit to my patience, so I think it is better to act as freely as possible.

	
1

	
2

	
3

	
4




	
4 †. I think I can go anywhere I want because there are no punitive laws with movement restriction.

	
1

	
2

	
3

	
4




	
5. I think we need to refrain from moving because the populations in Japan are putting up with it.

	
1

	
2

	
3

	
4




	
6 †. In order to relieve stress, I think it is unavoidable to behave in a manner that breaks the rule of avoiding “three Cs”.

	
1

	
2

	
3

	
4




	
7 †. Even if there is a chance I am infected with the COVID-19, I still want to go out and take a break.

	
1

	
2

	
3

	
4




	
8 †. Even if there is a chance that I am infected with the COVID-19, I still want to see people for a break.

	
1

	
2

	
3

	
4




	
9. To prevent the spread of the COVID-19, I think it is necessary to refrain from moving.

	
1

	
2

	
3

	
4




	
10. I do not want to be around people who have coughs, fevers and other cold symptoms.

	
1

	
2

	
3

	
4




	
11. I do not want to be around people from foreign countries or domestic epidemic areas of the COVID-19.

	
1

	
2

	
3

	
4




	
12. I do not want to be anywhere near health care workers.

	
1

	
2

	
3

	
4




	
13. If I know from the license plate number that a car came from an epidemic area, I get nervous that I am going to be exposed to COVID-19.

	
1

	
2

	
3

	
4




	
14. If I know from the license plate number that the car is from an epidemic area, I feel “Restrain yourself and don’t come here!” and become annoyed.

	
1

	
2

	
3

	
4




	
15. I am scared of getting infected with the COVID-19 from people around me.

	
1

	
2

	
3

	
4




	
16. I am scared of transmitting the COVID-19 to others.

	
1

	
2

	
3

	
4




	
17. I am worried about my job status (employment, termination, leave of absence, job change, etc.).

	
1

	
2

	
3

	
4




	
18. I am worried about my money (income, guaranteed absence from work, etc.).

	
1

	
2

	
3

	
4




	
19. I am worried about my physical health.

	
1

	
2

	
3

	
4




	
20. I am worried about my mental health.

	
1

	
2

	
3

	
4




	
21. I feel tired.

	
1

	
2

	
3

	
4




	
22. I feel irritated and angry.

	
1

	
2

	
3

	
4




	
23. I feel depressed.

	
1

	
2

	
3

	
4




	
24. I feel lonely.

	
1

	
2

	
3

	
4








The degree of self-restraint behavior: 1 and 2. The degree of motivation for self-restraint behavior: 3, 4, 5, 6, 7, 8 and 9. COVID-19-related stigma: 10, 11, 12, 13 and 14. COVID-19-related anxiety: 15, 16, 17, 18, 19 and 20. COVID-19-related depressive feelings: 21, 22, 23 and 24. † Item was reverse-scored.
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Table 2. Comparisons of epidemic areas and non-epidemic areas (n = 1053).
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Epidemic Areas

	

	
Non-Epidemic Areas

	
Statistics




	

	
n

	
Mean

	
SD

	
n

	
Mean

	
SD

	
t-Test, U-Test or x2

	
p-Value






	
Demographics




	
Total

(Male/Female)

	
745

(357/388)

	
-

	
-

	
308

(152/156)

	
-

	
-

	
x2 = 1.850

	
0.19




	
Age

	

	
44.88

	
8.27

	

	
44.84

	
8.284

	
t = 0.072

	
0.943




	
Work Status




	
Employed/Self-employed

	
703

(94.4%)

	
-

	
-

	
293

(95.1%)

	
-

	
-

	
x2 = 1.043

	
0.594




	
Without occupation

	
33

(4.4%)

	
-

	
-

	
10

(3.2%)

	
-

	
-




	
House Manager

	
9

(1.2%)

	
-

	
-

	
5

(1.6%)

	
-

	
-




	
COVID-19-related Factors




	
Self-restraint behavior for COVID-19 prevention

	
745

	
5.2

	
1.531

	
308

	
4.91

	
1.565

	
t = 2.774 **

	
0.006




	
The degree of motivation for self-restraint behavior

	
745

	
22.61

	
3.73

	
308

	
22.56

	
3.192

	
t = 0.206

	
0.837




	
COVID-19-related stigma

	
745

	
11.89

	
2.764

	
308

	
12

	
2.995

	
t = −0.59

	
0.555




	
COVID-19-related anxiety

	
745

	
14.78

	
3.785

	
308

	
14.35

	
3.852

	
t = 1.665

	
0.096




	
COVID-19-related depressive feeling

	
745

	
8.61

	
2.865

	
308

	
8.57

	
2.934

	
t = 0.164

	
0.87




	
Social Anxiety and Depressive Tendency




	
MINI-SPIN total

	
745

	
4.44

	
3.391

	
308

	
4.94

	
3.376

	
t = −2.174 *

	
0.03




	
PHQ-9 total

	
745

	
4.7

	
5.418

	
308

	
4.77

	
5.657

	
t = −0.187

	
0.852




	
Psychological Aspects




	
TACS-22 total

	
745

	
40.73

	
12.545

	
308

	
41.26

	
12.854

	
t = −0.622

	
0.534




	
Avoidance of social roles

	
745

	
23.01

	
5.934

	
308

	
22.94

	
5.664

	
t = 0.161

	
0.872




	
Low self-esteem

	
745

	
10.53

	
4.544

	
308

	
10.87

	
4.543

	
t = −1.1

	
0.272




	
Complaint

	
745

	
7.19

	
5.054

	
308

	
7.45

	
5.2

	
t = −0.746

	
0.456




	
TRS total

	
745

	
31.43

	
10.616

	
308

	
30.28

	
10.888

	
t = 1.591

	
0.112








Notes. Statistically significant results are shown in bold; * = p < 0.05, ** = p < 0.01.
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Table 3. Overview of the results of two-way ANOVA for psychological scales.
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Epidemic Areas (n = 745)

	
Non-Epidemic Areas (n = 308)

	
Statistics




	

	
Proactive (n = 338)

	
Reluctant (n = 407)

	
Proactive (n = 120)

	
Reluctant (n = 188)

	
Effect of Region

	
Effect of Self-Restraint Behavior

	
Interaction




	

	
Mean

	
SD

	
Mean

	
SD

	
Mean

	
SD

	
Mean

	
SD

	
F(1,1049)

	
p-Value

	
F(1,1049)

	
p-Value

	
F(1,1049)

	
p-Value






	
COVID-19-related Factors




	
The degree of motivation for self-restraint behavior

	
23.78

	
3.495

	
21.63

	
3.639

	
23.08

	
3.082

	
22.23

	
3.225

	
0.05

	
0.823

	
39.494 **

	
<0.001

	
7.526 **

	
0.006




	
COVID-19-related stigma

	
12.93

	
2.409

	
11.03

	
2.746

	
13.22

	
2.689

	
11.23

	
2.928

	
1.761

	
0.185

	
111.28 **

	
<0.001

	
0.054

	
0.816




	
COVID-19-related anxiety

	
15.98

	
3.608

	
13.78

	
3.639

	
15.98

	
3.653

	
13.31

	
3.614

	
0.887

	
0.346

	
94.801 **

	
<0.001

	
0.896

	
0.344




	
COVID-19-related depressive feelings

	
9.14

	
2.861

	
8.16

	
2.794

	
9.59

	
3.129

	
7.93

	
2.611

	
0.298

	
0.585

	
46.026 **

	
<0.001

	
3.096

	
0.079




	
Social Anxiety and Depressive tendency




	
MINI-SPIN total

	
4.9

	
3.536

	
4.05

	
3.221

	
5.79

	
3.474

	
4.39

	
3.203

	
7.059 **

	
0.008

	
23.552 **

	
<0.001

	
1.47

	
0.226




	
PHQ-9 total

	
5.52

	
5.874

	
4.03

	
4.913

	
6.6

	
6.722

	
3.61

	
4.502

	
0.787

	
0.375

	
36.157 **

	
<0.001

	
4.061 *

	
0.044




	
Psychological Aspects




	
TACS-22 total

	
42.26

	
12.434

	
39.45

	
12.508

	
44.95

	
13.652

	
38.9

	
11.762

	
1.538

	
0.215

	
26.367 **

	
<0.001

	
3.516

	
0.061




	
Avoidance of social roles

	
23.15

	
5.598

	
22.88

	
6.204

	
23.85

	
6.124

	
22.36

	
5.285

	
0.048

	
0.827

	
4.722 **

	
0.03

	
2.29

	
0.131




	
Low self-esteem

	
11.39

	
4.675

	
9.82

	
4.31

	
12.28

	
4.197

	
9.97

	
4.539

	
2.852

	
0.092

	
39.591 **

	
<0.001

	
1.403

	
0.237




	
Complaint

	
7.72

	
5.149

	
6.75

	
4.938

	
8.83

	
5.848

	
6.57

	
4.542

	
1.751

	
0.186

	
21.426 **

	
<0.001

	
3.386

	
0.066




	
TRS total

	
30.67

	
11.364

	
32.07

	
9.922

	
28.89

	
10.727

	
31.16

	
10.925

	
3.301

	
0.07

	
6.222 *

	
0.013

	
0.349

	
0.555








Notes. Statistically significant results are shown in bold; * = p < 0.05, ** = p < 0.01.
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