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Abstract
Background: The Coronavirus disease 2019 (COVID-19) pandemic has led to an unprecedented series of lockdown worldwide. A nationwide full lockdown
called the “Movement Control Order” (MCO) was imposed in Malaysia on 18th March 2020 following the surge in COVID-19 cases. This study aimed to
investigate the anxiety, coping strategies and, quality of life (QOL) of the Malaysian community during the MCO for the COVID-19 pandemic.

Methods: This web-based cross-sectional study was conducted between April and May 2020. Questionnaires on Depression, Anxiety and Stress Scale – 21
(DASS-21), Brief-Coping Orientation to Problems Experienced (Brief-COPE), and World Health Organization Quality of Life – Brief Version (WHOQOL-BREF)
were administered. Respondents were de�ned as having anxiety if their DASS-21 anxiety domain score was 8 and above.

Results: A total of 528 responses were received with an anxiety prevalence of 29.2%. Respondents with anxiety were signi�cantly younger (33.40 ± 9.86 versus
36.73 ±12.61 years, p = 0.001), without a partner (62.3% versus 37.7%, p = 0.006), lived in an area with higher incidence of COVID-19 – red zone (81.2% versus
18.8%, p = 0.041) and had higher avoidant coping score (median, 25 versus 20, p < 0.001). Logistic regression showed that living in the red zone (odd ratio =
1.78, 95% CI = 1.09, 2.91, < 0.001) and used avoidant coping strategies (odd ratio = 1.12, 95% CI = 1.08, 1.16, p < 0.001) were independent predictors of
anxiety. Respondents with anxiety had signi�cantly lower mean scores for physical health (13.8 ± 2.59 versus 16.15 ± 2.21), psychological (13.29 ± 2.95
versus 15.84 ± 2.44), social relationships (12.88 ± 3.66 versus 15.03 ± 3.08), and environment (14.63 ± 2.31 versus 16.18 ± 2.20), all p < 0.001.

Conclusion: Anxiety was common during the MCO for the COVID-19 pandemic and was associated with poorer QOL. Those who lived in the area with a high
incidence of COVID-19 in recent weeks and used avoidant coping strategies were more vulnerable to develop anxiety. Identi�cation and risk strati�cation of
individuals that prone to anxiety enables the initiation of psychological interventions to maintain mental health.

Background
The Coronavirus disease 2019 (COVID-19) is an ongoing public health emergency and pandemic. Since COVID-19 was �rst reported in humans in December
2019 in Wuhan, the capital city of Hubei province of China, it has rapidly spread to all parts of the world.(1) As of 23rd May 2021, COVID-19 has infected
167 million people in the world and caused 3.5 million deaths.(2) COVID-19 is an extremely contagious disease, that is transmitted from person to person via
droplets, direct contact, and fomite.(3) A recent statement from the Center for Disease Control and Prevention highlighted that aerosol transmission of COVID-
19 is possible outside of healthcare facilities.(4)

The COVID-19 pandemic has resulted in an unprecedented series of lockdown worldwide. Lockdown is de�ned as an emergency and temporary course of
action implemented by the government to contain the spread of COVID-19.(5) It is mandatory and applied indiscriminately to the general population, requiring
them to stay at home, and refrain from economic and social activities. Lockdown differs from quarantine, as the latter refers to the compulsory physical
isolation of a group of healthy individuals who have been potentially exposed to a contagious disease.(6)

Malaysia reported the very �rst case of COVID-19 in January 2020. Following the spike in cases in March 2020, believed to be related to a mass gathering at
Kuala Lumpur, a nationwide full lockdown called the “Movement Control Order” (MCO) was imposed on 18th March 2020.(7) Measures taken during this �rst
MCO include 1. Prohibition of mass gatherings and movements at all locations nationwide. 2.) Closure of all government, private and business premises
except those providing essential services. 3. Closure of educational institutions at all levels. 4. Travel restrictions and mandatory 14-days quarantine upon
return to Malaysia for citizens, as well as banning foreign visitors from entering Malaysia.(8) The �rst MCO had successfully reduced the number of COVID-19
in the country and was ended on 3rd May 2020.(9) Subsequently, the second MCO and the third MCO, which involved partial lockdown of some states in
Malaysia were implemented on 13th January 2021 and 12th May 2021, respectively, following a surge in COVID-19 cases again.(9)

Anxiety is a normal adaptive emotion that promotes survival by triggering a person to stay away or escape a hazardous place.(10) Moderate levels of anxiety
in community have been shown to be associated with more comprehensive precautions against infections.(11) Studies have reported signi�cant negative
psychological impact, such as depression, anxiety, as well as post-traumatic stress disorder in individuals quarantined during the severe acute respiratory
syndrome (SARS), middle east respiratory syndrome (MERS), Ebola, and in�uenza epidemic.(12) Stressors identi�ed for adverse psychological impact include
the fears of infection, inadequate supplies, inadequate information, boredom, �nancial constraint, as well as the length of time in the isolation.(12)

Coping strategies refer to the methods an individual uses to manage stressors.(13) An individual’s choice of coping strategies may vary depending on their
appraisal of the particular situation they are facing. Problem-focused coping strategies may be preferable in a more controlled situation, whereas emotion-
focused coping may be bene�cial in situations perceived as uncontrolled.(13) Adults with a greater tolerance of uncertainty during the H1NI in�uenza
epidemic had lower levels of problem-focused coping and were more likely to use emotion-focused coping, resulting in higher levels of anxiety.(14) On the
other hand, a group of students who used avoidant coping strategies during the initial phase of the SARS epidemic in Hong Kong reported lower levels of
anxiety.(15) A recent study of nurses and nursing students in China during the COVID-19 pandemic showed that those who used problem-focused coping had
higher levels of anxiety.(16) These con�icting �ndings across different population characteristics and context support the need to examine the impact of
different coping strategies in local populations.

Quality of life (QOL) is de�ned as an individual’s overall perception and satisfaction with how things are in their life.(17) A systematic review of several
longitudinal studies found that anxiety is often associated with poor QOL.(18) Isolation and quarantine as an infectious disease precaution have been shown
to be associated with anxiety and to impair QOL.(12, 19)

To date, studies on mental health and QOL during the COVID-19 pandemic have mainly focused on healthcare workers or in general.(20, 21) Studies looking at
the anxiety and QOL of the public in the midst of lockdown due to the COVID-19 pandemic are still lacking, especially in the Southeast Asia region. Therefore,
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we conducted this study that aimed to determine the impact of the �rst MCO for the COVID-19 pandemic on the Malaysian population’s anxiety levels and
QOL, as well as to assess the differences in associated factors and coping strategies between people with and without anxiety.

Methods

Study design and population
This was a cross-sectional study conducted nationwide in Malaysia from April 2020 to May 2020. Respondent-driven sampling was used to recruit the
samples. Inclusion criteria were Malaysian citizens, who were at least 18 years old, able to read English or Malay, and already resided in Malaysia before the
COVID-19 pandemic. Exclusion criteria were samples with an underlying psychiatric disorder, chronic debilitating physical illness, being investigated for
COVID-19, or have been diagnosed with COVID-19, any of which could be individually associated with anxiety.

Sample size calculation
The sample size was calculated based on a formula for a cross-sectional study.(22) The type-1 error was 5%, the absolute error was 5%, and the expected
proportion of anxiety in the general population during the COVID-19 pandemic was 35.6%, based on one study.(20) A minimum sample size of 353 subjects
was required for this study.

Measures
Relevant socio-demographic and COVID-19 related information was obtained from the respondents. The socio-demographic information included age, gender,
ethnicity, religion, marital status, education level, employment status, and household income. The COVID-19 related information included whether the
respondents were frontline workers and the respondents’ place of residence according to the color coding assigned by the Malaysia Ministry of Health. For the
household income, T20 was de�ned as the top 20%, M40 was de�ned as the middle 40%, and B40 was de�ned as the lower 40% of family income in
Malaysia.(23) Frontline workers were de�ned as individuals who have direct contact with potential COVID-19 patients due to their occupation.(24) The color
coding of place of residence was de�ned based on the cumulative cases of locally transmitted COVID-19 in the past 14 days, with the red zone having more
than 40 cases, the yellow zone having 40 cases or less, and the green zone being free of COVID-19.

Study instruments

Depression, Anxiety and Stress Scale (DASS-21)
The DASS-21 is an abbreviated version of the original 42-item DASS score.(25) It is a simple and concise self-administered instrument that can be used to
screen for depression, anxiety, and stress. The sum scores are calculated by adding the item scores for each subscale and multiplying by a factor of 2. Thus,
the sum scores for the DASS-total scale, range from 0 to 120, and those for the individual subscales can range from 0 to 42. The higher scores re�ect the
severity of the depression, anxiety, and stress. In this study, we focus on the anxiety domain, which is normal (0–7), mild (8–9), moderate (10–14), severe (15–
19) and, extremely severe (≥ 20). Subjects were de�ned as having anxiety if their DASS-21 anxiety domain score was 8 and above. The anxiety subscale has
an excellent Cronbach’s alpha of 0.89. The Malay version was developed and validated for local use.(26)

Brief-COPE (Coping Orientation to Problems Experienced) Inventory
Brief-COPE is a 28-item self-reported questionnaire to assess a broad range of coping responses to stress.(27) Although 14 coping subscales and two items
each were described by the original author, the scale can roughly determine a person coping styles as either approach coping, or avoidant coping.(28)
Approach coping includes active coping (items 2 and 7), emotional support (items 5 and 15), use of information support (items 10 and 23), positive reframing
(items 12 and 17) and acceptance (items 20 and 24). Avoidant coping includes denial (items 3 and 8), substance use (items 4 and 11), behavioral
disengagement (items 6 and 16), venting (items 9 and 21), and self-blame (items 13 and 26). Humor (items 18 and 28) and religion (items 22 and 27) are
neither approaches nor avoidance coping. The overall Cronbach’s alpha of Brief-COPE is 0.70, with 14 subscales and a range of 0.44–0.89. The Malay version
of Brief-Cope has been validated locally.(29)

World Health Organization Quality of Life Brief Version: (WHOQOL)-BREF
The WHOQOL-BREF was developed to provide a more abbreviated instrument to measure the QOL. WHOQOL-BREF contains only 26 items: 1 item from each
of the 24 facets, in addition to the 2 items from the total QOL and the general health facet. The 24 items in the WHOQOL-BREF can be grouped into 4 domains,
namely physical health, psychological, social relationships, and environment. The WHOQOL-BREF domain scores correlate highly with the WHOQOL-100
domain scores (≥ 0.89), with good discriminant validity, content validity, internal consistency, and test-retest reliability.(30) The overall Cronbach’s alpha for
WHOQOL-BREF is 0.89, with a range of 0.71–0.81 for each domain. The Malay version of the WHOQOL-BREF showed satisfactory psychometric properties
similar to its English counterpart and is recommended for use in epidemiological as well as in intervention studies.(31)

Study procedures
To contain the spread of COVID-19 by contact or droplets, we used a web-based survey to collect data. Respondents were recruited through advertisements
posted on the mobile WhatsApp. Respondents were asked to complete an online consent form after con�rming that they understood the purpose, as well as
the risks and bene�ts of the study. The anonymous self-administered online questionnaire was administered in both English and validated Malay languages,
and took approximately 15–20 minutes to complete. No incentives were offered for completing the survey.

Statistical analysis
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The data were analyzed by using the Statistical Package for the Social Sciences (SPSS) version 23. Descriptive statistics were used to summarize the data.
The socio-demographic, COVID-19 related variables, and Brief-COPE differences between respondents with and without anxiety were assessed via bivariate
analyses, using Chi-square tests or Fisher’s exact tests for categorical variables, and independent t-tests or Mann-Whitney U-tests for continuous variables.
Variables with signi�cant differences were further analyzed using the logistic regression method. Multiple linear regression analysis was then performed to
examine the relationship between the signi�cant variables and anxiety level. To assess the QOL, an analysis of Covariance (ANCOVA) was conducted to
examine the differences in each domain of the WHOQOL-BREF between respondents with and without anxiety, while controlling for covariates. Pearson
correlation was then used to examine the relationship between WHOQOL-BREF and anxiety level. Statistical signi�cance in this study was set at p < 0.05 for
two-sided tests. A multi-test correction was performed by using the Bonferroni method.

Ethical consideration
This online survey was anonymous. The study was approved by the Medical Ethics Committee of the University Malaya Medical Center (MREC ID NO202048-
8477). The study was conducted in accordance with the Declaration of Helsinki.

Results
Of 578 subjects approached, 574 (99.3%) had completed the online consent form and questionnaires. A total of 528 (91.4%) of them met the inclusion criteria
and were included. The respondents had a mean age of 35.75 ± 11.96 years, duration under MCO of 48.54 ± 6.11 days, and household size of 4.26 ± 2.12
persons (Table 1). The majority of them had never been under health quarantine (n = 485, 91.9%), not front-line workers (n = 468, 88.6%) and had education up
to tertiary level (n = 477, 90.3%). More than half of the respondents were female (n = 328, 62.1%), lived in the red zone (n = 397, 75.2%) and were employed (n = 
327, 61.9%). Almost half of the respondents were Chinese (n = 237, 44.9%), single (n = 261, 49.4%), and belonged to the B40 household income (n = 226,
42.8%).

One hundred and �fty-four (29.2%) respondents were classi�ed as having anxiety. Of these, 40 (26.0%), 71 (46.1%), 13 (8.4%), 30 (19.5%) were classi�ed as
mild, moderate, severe and extremely severe, respectively. The respondents with anxiety were signi�cantly younger than those without anxiety [mean age,
33.40 ± 9.86 versus 36.73 ± 12.61 years, t (361.60) = 3.24, p = 0.001] (Table 2). Respondents without a partner were signi�cantly more likely to have anxiety
compared to respondents with a partner [62.3% versus 37.7%, χ2 (1, N = 528) = 7.56, p = 0.006]; while respondents who lived in the red zone were signi�cantly
more likely to have anxiety than respondents who lived in the non-red zone [81.2% versus 18.8%, χ2 (1, N = 528) = 4.17, p = 0.041]. Respondents with anxiety
had signi�cantly higher avoidant coping scores than those without anxiety (median, 25 versus 20, U = 17282, p < 0.001).

The logistic regression predicting anxiety based on participants’ age, marital status, living zone, and the avoidant coping score was statistically signi�cant,
χ2(4) = 60.96, p < 0.001 (Table 3). The model explained 15.6% (Nagelkerke R2) of the variance in anxiety and correctly classi�ed 71.20% of cases. Living in red
zone (odds ratio, 1.78; 95% CI, 1.09–2.91; p = 0.02) and adopting avoidant coping (odds ratio, 1.12; 95% CI 1.08–1.16; p < 0.001) were independently
associated with anxiety.

The multiple linear regression predicting anxiety score based on participants’ age, marital status, living zone, and avoidant coping score was also statistically
signi�cant, [F (4,518) = 24.93, p < 0.001], with an adjusted R2 of 0.16 (Table 4). Both living in the red zone, and the avoidant coping scores were signi�cant
predictors of anxiety scores. Participants’ predicted anxiety score equaled to − 2.90 + 1.28 (zone) + 0.38 (avoidant). Anxiety score increased by 1.28 for those in
the red zone and by 0.38 for each avoidant coping score point.

A one-way ANCOVA was conducted to determine a statistically signi�cant difference between the WHOQOL-BREF domain on participants with and without
anxiety, controlling for age, marital status, living zone, and avoidant coping score. Respondents with anxiety had signi�cantly lower mean scores for physical
health (13.8 ± 2.59 versus 16.15 ± 2.21; adjusted difference − 1.87), psychological (13.29 ± 2.95 versus 15.84 ± 2.44; adjusted difference − 1.90), social
relationships (12.88 ± 3.66 versus 15.03 ± 3.08; adjusted difference − 2.15) and environment (14.63 ± 2.31 versus 16.18 ± 2.20; adjusted difference − 1.23)
compared to those without anxiety, all p < 0.001 (Table 5).

There were strong negative correlations between anxiety and the WHOQOL-BREF physical health domain (r = -0.500, p < 0.001). Anxiety had moderate negative
correlation with WHOQOL-BREF psychological, social relationships and environment domain scores (r = -0.472, r = -0.361, r = -0.336, all p < 0 .001).

Discussion
The COVID-19 pandemic invariably leads to lockdown in many countries all over the world. During the �rst MCO for the COVID-19 pandemic in Malaysia,
nearly one-third of the respondents in this study experienced anxiety, the majority of whom were mildly to moderately anxious. Anxiety was signi�cantly more
common among respondents who were in the red zone and used avoidant coping strategies. Anxiety was also more common among those who were younger
and did not have a partner. The overall QOL, as well as physical and mental health, social relationships, and environmental satisfaction were signi�cantly
worse among respondents who had anxiety.

The proportion of respondents with anxiety in our study was higher than the prevalence of anxiety symptoms (6–8%) in the general Malaysian population.(32)
The prevalence and severity of anxiety in our respondents were similar to those in China, Japan, and Spain during the lockdown for the COVID-19 pandemic,
ranging from 23.8 to 37.4%.(33–36) However, the prevalence of anxiety was higher in Iran (50.9%),(37) but lower in United Kingdom (21.6%),(38) and Italy
(18.7%)(39) during the COVID-19 pandemic lockdown. The heterogeneous epidemiological distribution of anxiety in these countries during the lockdown could
be attributed to several factors,(40) including the characteristics of the study population, and the burden of the disease in the region at the time of the study.
(41) Compared to Malaysia, the incidence and mortality of COVID-19 were remarkably higher in the Iranian population during the study period, explaining the
higher prevalence of anxiety among them.(37) The lower prevalence of anxiety in the population of United Kingdom and Italy may be due to the fact that the
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former study only included individuals with high and very high anxiety level,(38) while the latter study used a different instruments, the General Anxiety
Disorder 7-items scale.(39)

Our study showed that anxiety was signi�cantly more prevalent among respondents who resided in the area with a higher incidence of COVID-19 in recent
weeks. A nationwide study among Chinese in China, Hong Kong, Macau, and Taiwan during the lockdown reported that respondents from the area with a more
severe epidemic of COVID-19 such as Hubei province had signi�cantly more psychological distress (p < 0.001).(42) Lai et al reported that healthcare workers in
Wuhan were signi�cantly vulnerable to adverse mental health outcomes such as anxiety (p < 0.001), depression (p < 0.001), and insomnia (p = 0.001) when
compared to those working in other parts of China.(43) Liu et al reported that medical personnel in the Hubei province of China had signi�cantly higher anxiety
scores (p = 0.001) compared to their counterparts in other parts of China.(44) The higher prevalence of psychological distress such as anxiety among people
staying in the area with a high incidence of COVID-19 during the lockdown may be due to their intensi�ed thoughts about the virus. A study conducted among
people in India during the COVID-19 pandemic highlighted more than 80% were preoccupied with the thought of COVID-19, 72% reported the need to use
gloves and sanitizers, 37.8% were paranoid about contracting COVID-19, and 36.4% had distress related to social media.(45) Another study in China concluded
that people who spent more time engaging in COVID-19 (≥ 3 hours per day) were more likely to suffer from general anxiety disorders (p < 0.001).(20)

During the MCO for the COVID-19 pandemic, anxiety was signi�cantly more common among Malaysians who used avoidant coping strategies compared to
other coping strategies. A study in the United Kingdom reported that avoidant behaviors during the COVID-19 pandemic lockdown was positively associated
with all indices of distress including anxiety, and negatively associated with well-being.(46) A similar result was also reported during the COVID-19 pandemic
lockdown in Italy, whereby healthy individuals’ anxiety scores were positively correlated with the avoidant coping strategies (r = 0.35, p = 0.016).(47) In Japan,
three-quarters of healthcare workers used the escape-avoidance strategies to cope with stress during the COVID-19 pandemic. Two-thirds of them reported
poor mental health with anxiety being the predominant symptom.(48) Carver and Pozo had highlighted that distress and coping were interdependent, with
distress leading to dysfunctional coping, and causing a higher levels of distress.(49) Coping associated with distress was often passive and avoidant, such as
mental and behavioral disengagement, denial, and alcohol use.

Several studies have highlighted younger age as an independent predictor of anxiety during the COVID-19 pandemic lockdown.(20, 33, 37–39) Even in the
general population, epidemiological surveys consistently reported that current, as well as lifetime anxiety disorders, were more common in younger adults.(50,
51) The age-related psychological, social changes or a cohort effect could be the explanation.(52) Besides, the tendency of young people to receive a large
amount of information via social platforms can easily cause stress and anxiety in them.(53) Information about COVID-19 during the pandemic and lockdown
is frequently distressing and sometimes associated with rumors.(37) The age factor did not emerge as a signi�cant predictor of anxiety in the current study,
which may be confounded by the higher prevalence of staying in the red zone and adopting avoidant coping strategies among the younger respondents.

A local study showed that generalized anxiety disorder was signi�cantly more common among singles, widows, widowers, and divorcees.(54) Similarly,
another study showed that being with others reduced anxiety more effectively than being alone .(55) During the COVID-19 pandemic lockdown, loneliness was
a strong predictor of anxiety, depression, and post-traumatic stress disorder among Spaniards.(56) In the current study, marital status did not emerge as a
signi�cant predictor of anxiety, which is consistent with reports from China and Turkey during the COVID-19 pandemic lockdown.(57, 58) This could be
explained by the possibility of different sources of social support that could have varying degrees of in�uence on an individual, apart from a partner or
spouse.(36) Therefore, future studies could examine different types of social support that could also contribute to coping strategies.

A web-based global multicenter study by Ammar et al. reported lower satisfaction with QOL among people from Europe, North Africa, Western Asia, and
America during the lockdown for the COVID-19 pandemic.(59) People in Portugal who were quarantined at home because of the COVID-19 pandemic also
reported a signi�cant decline in their QOL.(60) On the other hand, 65% of respondents from China were satis�ed with their QOL during the COVID-19 pandemic
lockdown.(61) The mixed results from the different studies limit the generalizability of the �ndings, and therefore justify the need to investigate the QOL during
the COVID-19 pandemic in our local setting. The current study showed a signi�cant negative correlation between anxiety scores and each domain of the
WHOQOL-BREF. This result was similar to a study conducted in Spain before the COVID-19 pandemic that involved 1,241 individuals who were receiving
psychological treatment for emotional problems such as depression, anxiety, or somatic symptoms.(62) The reported negative correlation between anxiety
and WHOQOL-BREF domains was psychological (b, -0.11), physical (b, -0.11), and environmental (b, -0.14), all p < 0.001. This �nding is alarming because
anxiety symptoms in the general population during the COVID-19 pandemic lockdown had a similar impact on QOL as in a population receiving psychological
treatment. It raised a question of whether we had conducted adequate psychological screening in the at-risk population during the COVID-19 pandemic before
they developed long-term sequelae.

Our study has several advantages that worth highlighting. First, an adequate sample size facilitated the generalizability of our study results. Our study was
initiated during the initial phase of the �rst MCO, which allowed us to examine the immediate psychological and coping responses in the Malaysian
population. Furthermore, our study was conducted via an online platform, which facilitated respondents’ participation, and reduced drop-out rates. The online
questionnaires were available in English and validated the Malay version, which is also the local language of the country.

There were also some limitations that needed to be addressed. Since our study questionnaires were online basis, we were unable to reach communities that
did not have access to internet, such as those living in rural areas. It was also possible that the respondents were limited to only those who were well-educated
to answer these questions, as it required literacy in one of the two languages offered. This could explain why the majority of our respondents were of tertiary-
level education. Our study also did not ask about respondents’ speci�c fears and concerns during the COVID-19 pandemic MCO. Due to the nature of this
cross-sectional study, no true causality can be established between respondents’ psychological and coping responses and the impact on their QOL. The use of
convenience sampling makes this study vulnerable to selection bias and in�uences that were beyond the control of the researchers. There was also the
possibility of response and recall error among respondents, as some questionnaires required them to recall events that occurred two weeks ago.
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Conclusion
There was a signi�cant increase in the prevalence of anxiety in the Malaysian population during the �rst MCO for the COVID-19 pandemic. Living in the red
zone and using an avoidant coping strategy were independently associated with higher anxiety scores. Anxiety is negatively associated with QOL across all
the domains. In the current crisis of prioritizing medical resources for the containment and treatment of COVID-19, identi�cation and risk strati�cation of
individuals who are vulnerable to psychological disorders such as anxiety is critical, so that appropriate psychological strategies and interventions can be
implemented to maintain mental health. When resources for psychological services are limited, improving self-coping strategies is critical to alleviate the
psychological distress of individuals and prepare them to be more resilient in the face of adversity.
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Table 1

Demographic Characteristics of the Malaysia Community during the MCO for
COVID-19 Pandemic

  Frequency (n) or mean Percent (%)

Age, y, mean ± SD 35.75 ± 11.96  

Duration of MCO, days, mean ± SD 48.54 ± 6.11  

Health quarantine, n (%)    

Yes 43 8.1

No 485 91.9

Gender, n (%)    

Male 200 37.9

Female 328 62.1

Ethnicity, n (%)    

Malay 217 41.1

Chinese 237 44.9

Indian 24 4.5

Others 50 9.5

Marital status, n (%)    

Single 261 49.4

Married 248 47.0

Widowed 8 1.5

Divorced/Separated 11 2.1

Religion, n (%)    

Muslim 233 44.1

Buddhist 158 29.9

Christian 96 18.2

Hindu 19 3.6

Others 3 0.6

No religion 18 3.4

Living zone, n (%)    

Red 397 75.2

Yellow 127 24.1

Green 4 0.8

Household income    

B40 226 42.8

M40 195 36.9

T20 107 20.3

Household size, mean ± SD 4.26±2.12  

Employment status, n (%)    

Employed 327 61.9

Self-employed 66 12.5

Unemployed 135 25.6

Front-line workers, n (%)    

Yes 60 11.4

No 468 88.6
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Education level, n (%)    

None at all 5 0.9

Secondary school 46 8.7

Tertiary 477 90.3

MCO = movement control order; SD = standard deviation
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Table 2

Demographic Characteristics of Individuals with and without Anxiety during the MCO for COVID-19 Pandemic
  Without anxiety

(n = 374)

With anxiety

(n = 154)

df X2, t, Z p value

Age, y, mean ± SDa 36.73 ± 12.61 33.40 ± 9.86 361.60 3.24 0.001*

Duration of MCO, days, mean ± SDa 48.57 ± 6.22 48.46 ± 5.85 526 0.18 0.857

Health quarantine, n (%)          

Yes 32 (8.6) 11 (7.1) 1 0.29 0.589

No 342 (91.4) 143 (92.9)      

Gender, n (%)          

Male 151 (40.4) 49 (31.8) 1 3.39 0.065

Female 223 (59.6) 105 (68.2)      

Ethnicity, n (%)          

Non-Malay 217 (58.0) 94 (61.0) 1 0.41 0.522

Malay 157 (42.0) 60 (39.0)      

Marital status, n (%)          

Without partner 184 (49.2) 96 (62.3) 1 7.56 0.006*

With partner 190 (50.8) 58 (37.7)      

Religion, n (%)          

No religion 12 (3.2) 6 (3.9) 1 0.17 0.682

Have religion 362 (96.8) 147 (96.1)      

Living zone, n (%)          

Non-red 102 (27.3) 29 (18.8) 1 4.17 0.041*

Red 272 (72.7) 125 (81.2)      

Household income          

B40 and below 158 (42.2) 68 (44.2) 1 0.163 0.687

Above B40 216 (57.8) 86 (55.8)      

Household size, mean ± SDa 4.24 ± 2.11 4.30 ± 2.15 525 -0.28 0.778

Employment status, n (%)          

Unemployed 99 (26.5) 36 (23.4) 1 0.55 0.459

Employed 275 (73.5) 118 (76.6)      

Front-line workers, n (%)          

Yes 49 (13.1) 11 (7.1) 1 3.85 0.050

No 325 (86.9) 143 (92.9)      

Education level, n (%)          

Up to secondary 39 (10.4) 12 (7.8) 1 0.87 0.351

Beyond secondary 335 (89.6) 142 (92.2)      

Approach, median (IQR)b 34 (13) 35 (8)   - 1.93 0.054

Avoidant, median (IQR)b 20 (9) 25 (7)   - 7.24   < 0.001*

Religion, median (IQR)b 6 (4) 6 (4)   - 0.97 0.333

Humour, median (IQR)b 4 (3) 4 (3)   - 0.33 0.744

Note. aBased on independent-samples t-test. bBased on Mann-Whitney U test.

MCO = movement control order; SD = standard deviation; df = degree of freedom; X2 = chi-square test; t = t-test; Z = z-test. IQR = interquartile range; *=
signi�cant p-value
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Table 3

Logistic Regression: Factors associated with Anxiety during the MCO for COVID-19 Pandemic
Variable B 95% CI SE Odd Ratio Exp(B) P

Avoidant 0.11 1.08, 1.16 0.02 1.12 < 0.001*

Age -0.09 0.97, 1.01 0.01 0.99 0.380

Marital status -0.32 0.45, 1.17 0.24 0.73 0.190

Living zone 0.58 1.09, 2.92 0.25 1.78 < 0.001*

MCO = movement control order; CI=con�dence interval, SE = standard error * = signi�cant p-value

 

Table 4

Multiple Linear Regression: Factors Signi�cantly Associated with Anxiety during the MCO for COVID-
19 Pandemic

Variable B 95% CI SE β t P

Avoidant coping 0.38 0.30, 0.46 0.04 0.37 9.03 < 0.001*

Living zone 1.28 0.16, 2.40 0.57 0.09 2.24 0.030*

Age -0.02 -0.07, 0.03 0.03 -0.04 -0.79 0.429

Marital status -0.819 -1.97, 0.33 0.58 -0.07 -1.40 0.161

MCO = movement control order; CI = con�dence interval; SE = standard error; * = signi�cant p-value

 

Table 5

Comparison between Individuals with and without Anxiety with Regards to the WHOQOL-BREF Domain Scores
The WHOQOL-BREF domains The WHOQOL-BREF mean scores Mean difference Adjusted mean difference

(95% CI)

p value

  Mean (SD)      

  With anxiety Without anxiety      

Physical health 13.85 (2.59) 16.15 (2.21) -2.30 -1.87

(-2.32, -1.42)

< 0.001*

Psychological 13.29 (2.95) 15.84 (2.44) -2.55 -1.90

(-2.39, -1.41)

< 0.001*

Social relationships 12.88 (3.66) 15.03 (3.08) -2.15 -1.59

(-2.22, -0.96)

< 0.001*

Environment 14.63 (2.31) 16.18 (2.20) -1.55 -1.23

(-1.67, -0.79)

< 0.001*

Adjusted for age = 35.75, Avoidant = 22.08, zone = 0.75 and marital status = 0.47

MCO = movement control order; WHOQOL-BREF = World Health Organization Quality of Life Brief Version; SD = standard deviation; CI = con�dence interval

*= signi�cant p-value


