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Abstract
Objective

Proper social participation and involvement in the daily activities of life increases the feeling of
attachment, and increases a person's sense of worth, belonging, and dependence on society. Lack of
social communication leads to anxiety, loneliness, depression, panic, mental. While COVID-19 has
become a pandemic, public health measures to cut off human-to-human transmission may include
quarantine and social isolation. Due to social distancing and quarantine practices, people's participation
in many areas of social life and daily activities has been disrupted. The purpose of this study is to
provide insight into the effects of the Covid 19 epidemic on integration into home activities, integration
into the community and integration into productive activities, and overall determination of social
participation during this epidemic.

Methods

In June 2020, the Social Integration Questionnaire (CIQ), which measures integration at home, integration
in the community, and integration into purposeful and productive activities, was transcribed with the
required demographic information in a web-based format. A total of 461 people (mean age 36.86+5.8
years) completed the social integration questionnaire in a cross-sectional study. The effects of Covid-19
on social interaction were then calculated by analyzing CIQ scores before and after the outbreak of
COVID-19 and the data were analyzed using SPSS software version 22.

Results

Comparing the participants score in the Community Integration Questionnaire before and after the COVID-
19 pandemic showed that COVID-19 reduced home integration (from 4.6909+2.84 to 3.5938+2.80, t=
11.151 p <0.000), social integration (from 8.6529+1.98 to 6.1150+2.10, t= 25.440, p <0.000), integration
into productive and purposeful activities (from 5.3145+1.70 to 3.5098%2.02, t= 23.226, p <0.000) and
total CIQ test score (from 18.6584+4.02 to 13.2185+4.56 , t= 29.022, p <0.000). These findings show how
all three CIQ domains and their total scores decreased significantly after the outbreak of COVID-19.

Conclusion

After the COVID-19 epidemic, people's social life is severely disrupted. The direct and indirect
psychological and social effects of COVID- 19 are widespread and can affect mental health.

Trial Registration: This study was registered and approved by the Ethic Committee of the University of
Social Welfare and Rehabilitation Sciences, Tehran, Iran (IR.USWR.REC.1399.228).

1. Introduction
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Social participation and involvement in the activities of daily living require the maintenance of a variety
of social relationships, relationships with others, and involvement in various social and daily activities of
life (1). These activities include meeting and interacting with family and friends (2), participating in
religious activities (3), participating in a job or social roles (for example volunteering) (4), participating in
cultural, sports, and academic activities (5) or attending various meetings (planning recreational or
business meetings) and work-related to home and self-care (6). Proper social participation and
involvement in the daily activities of life increase the feeling of attachment, provides a sense of
consistent and cohesive identity, and increases a person's sense of worth, belonging, and dependence on
society. Man is a social being and his health and growth depends on his social relations, and we as
human beings are a social being who owes our life and civilization to social interactions (4). In this
regard, Prilleltensky et al. (7) reported that integration into the community and participation in social
activities actively increase well-being, psychological status, and a sense of belonging. Similarly, Smetana
et al. (8) showed that social participation increases adolescents' sense of self-confidence and self-control
and community involvement enhances the psychological health of every human being.

In defining the term "social health", increasing social participation is one of the important goals of health
professionals (9). The World Health Organization (WHO) recommends that special attention be paid to
social participation, especially for older people because they spend less time in socially structured
environments (10). In addition, social participation and involvement in the activities of daily living have a
positive and important role in personal well-being (e.g. life satisfaction) (11) and social well-being (4). On
the other hand, participating in personal leisure activities (which is a form of social participation) is of
great importance for physical and mental health and improving the quality of life (12). Lack of social
communication leads to anxiety, loneliness, depression, panic, mental disorders, and many other issues in
people’s lives and affects society in general (13).

A new COVID-19virus, called COVID-19, was discovered in December 2019 in Hubei, China. In just one
year, COVID-19 reportedly infected about 100 million people (as of January 25, 2021) worldwide, of whom
about 2.14 million died (14). It seems that the growth potential of this virus in the world has become a
pervasive (15)disease and a serious threat to public health. The WHO has identified COVID-19 as a "high-
level" threat (16). At present, treatment strategies to combat the virus are fully supportive, and prevention
is the best way to break the transmission chain in society. Social distancing and quarantine measures in
different countries have led to a gradual decrease in the number of patients in recent days (17).

While COVID-19 has become a pandemic, public health measures to cut off human-to-human
transmission may include quarantine and social isolation. These measures restrict mobility at the
community level or separate individuals. Quarantine or social isolation between individuals is a restriction
on the activities or separation of people who are not sick but may be exposed to infectious agents or
disease. Due to social distancing and quarantine practices in many countries, people's participation in
many areas of social life and daily activities have been disrupted (18). While quarantine measures have
already been used to combat infectious diseases (such as cholera, SARS, and Ebola) (15, 19, 20), this
level of quarantine on a world-wide scale is unprecedented throughout history (21).
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Although social isolation and quarantine measures are an effective solution to slow the spread of
infectious diseases, at home they can also have negative effects on mental health and several behaviors
in life, including social participation and life satisfaction. In fact, recent studies have shown that
quarantine measures by COVID-19 increases the number of inactive individuals (22, 23). These people
experience unhealthy dietary behaviors (22), psychological and emotional disorders, as well as lower
quality of sleep as a result of house arrest (22, 24). In the context of social participation and life
satisfaction, it has been suggested that COVID-19 and related quarantine may be associated with
feelings of loneliness, sadness, and loss of life satisfaction (25-27). Social distancing policies affect the
perspective of our social life and bring about changes in social communication and daily life practices.
Various studies have shown the effect of this disease on people's lives and the severe consequences of
this disease on individual and social life, including social anxiety, panic, economic recession, and
psychological stress resulting from its prevalence (13, 28-31).

Recent research has also highlighted the urgent need for research to help the public better understand the
psychological consequences of COVID-19 (32). To help describe the psychosocial effects of the COVID-
19 crisis, our research team conducted an anonymous survey in Iran to assess the results of quarantine
and social distancing on psychological status and various lifestyle behaviors during the COVID-19
outbreak. The purpose of this study is to provide an insight into the effects of the COVID-19 epidemic on
integration into home activities, integration into the community and integration into productive activities,
and overall determination of social participation during this epidemic. The findings of this study help us
to find a solution to overcome the social isolation caused by the disease and to adjust our social system
with proper planning, regardless of the fears and threats of the disease. The ultimate goal is to highlight
the importance of setting up programs to support people through this crisis.

2. Materials And Methods Of Review

This study was approved by the Ethic Committee of the University of Social Welfare and Rehabilitation
Sciences, Tehran, Iran (IR.USWR.REC.1399.228).

A total of 461 participants (mean age 36.86 8 5.8 years) participated in a cross-sectional study by filling
out the Community Integration Questionnaire (CIQ) online., the study was conducted through an online
survey in May and June 2020 in Iran in which respondents were invited to complete the questionnaire
through the World Wide Web, which was available for 2 months to be completed

The study process and sampling method in this study was as follows: CIQ with the required demographic
information (including gender, marital status, level of education, employment status, life status, and
disability) were transcribed in a web-based format. A global source link (URL) in "Porsline.ir" was sent to
the participants via WhatsApp, email, and messenger. They were invited to complete the survey.
Participants and the target population included a long list of students, patients, and people with and
without disabilities, their families and relatives, and others who could use smartphones, computers,
tablets, and laptops.
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The inclusion criteria for entering the research include: (1) having a tablet, computer or mobile phone with
the Internet that has the ability to connect to the designed Internet site and complete the questionnaire,
and (2) filling out the questionnaire. The completed questionnaires with incorrect information were also
excluded from the research process; furthermore, the questionnaires with the same IPs were also
excluded from the review process.

2-1 CIQ Scoring

There are two versions of CIQ, one for patients and one for family members. We used the family
member’s version. This questionnaire is (especially) sensitive to the scale of productive activities, which
can be used to identify barriers to productive activities. CIQ includes three sub-categories: 1-Home
integration with 5 items with 10 points (including shopping items, food preparation, daily chores,
childcare, and social program coordination), 2- Community integration with 6 items -12 points- including
Personal finances, number of times to leave the house to do shopping, leisure activities, meeting friends,
doing leisure activities with family or friends and having a close friend, 3-Integration in purposeful and
productive activities with 4 items -7 points- including the number of getting out of the house per week,
work status, educational status, participation in volunteer activities. The full CIQ score is 29. 12 items out
of 15 items of CIQ questionnaire are scored between 0-2. A higher score indicates more independence
and better interaction. The validity and reliability of this questionnaire was proved in 1994 for adults (33,
34). Also the validity and reliability of the Persian version of this questionnaire were proved in 2013 (35).
The questionnaire items were also adjusted to show the individual's social interaction before and after
the COVID epidemic. Therefore, two sets of data have been collected: before the outbreak of COVID-19
and after the outbreak of COVID-19.

2-2 Scoring and analysis data

ltems related to interaction at home and in the community are rated between 0-2. Item 4 "Who usually
takes care of the children at home?" has 4 options, which include "myself alone, me and another person,
another person alone and this question is not suitable for me". 3 and 5 are calculated using average of
items 1, 2, 3, and 5. To rate items 13 through 15, we used the instructions provided by Dr. Barry Wheeler
(WWW.rehabmeasures.Org). Demographic information including age, sex, marital status, occupation,
level of education, and disability were also recorded. Data were analyzed using SPSS software version
22. Differences between test scores before and after COVID-19 were analyzed using paired t-test.

3. Results

A total of 461 subjects answered the questionnaire and their demographics are presented in table 1.

Table 1: Demographics for the total Sample
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Gender

Male

Female
Undefined
Marital Status

Single

Married Divorced/Separated

Education

Bellow diploma
Diploma

Bachelor's Degree
Master Degree or higher
Current Employment
Unemployed
Competitive

Labor

Staff

Retired

Volunteer

University Student
School student
Otherwise

Living Status

Alone

With Spouse

With spouse and children
With Parents
Disability
Un-Disabled
Disabled
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N=177 (38.4%)

N=283
N=1

N=146
N=305
N=10

N=19
N=82
N=190
N=170

N=62
N=102
N=18
N=106
N=27

N=80
N=4
N=53

N=53
N=84
N=222
N=102

N=447

(61.4%)
(0.2%)

(31.7%)
(66.3%)
(1.9%)

(4.1%)

(17.8%)
(41.2%)
(36.9%)

(13.5%)
(22.1%)
(3.8%)
(23.1%)
(5.8%)
(1.9%)
(17.3%t)
(1.0%)
(11.5%)

(11.5%)
(18.3%)
(48.1%)
(22.1%)

(97%)




N=14 (3%)

The participant’s scores in CIQ are summarized in table 2.

Table 2. Comparing the participants score in the Community Integration Questionnaire before and after
the COVID-19 pandemic

Sample Size=461 Mean+SD t df Sig. (2-tailed)
Home Integration Total Pre-Test 4.690912.84 11.151 460 .000

Home Integration Total Post-Test 3.5938+2.80

Social Integration Total Pre-Test 8.6529+1.98 25.440 460 .000

Social Integration Total Post-Test 6.1150+2.10

Integration Into Product Activities Pre-Test 5.3145+1.70 23.226 460 .000
Integration Into Product Activities Post-Test  3.509812.02

Total CIQ Pre-Test 18.6584+4.02 28.022 460 .000

Total CIQ Post-Test 13.2185+4.56

The table illustrates how all three domains of the CIQ and its total score decreased significantly after
COVID-19. The trend of decrease in three domains of CIQ is presented in diagrams 1-4.

According to the recent results, about 25 percent of respondents said that before the COVID-19 outbreak,
someone else had bought food or other necessities at home, which increased to 37 percent after the
COVID-19 outbreak. Nevertheless, despite the relative increase in respondents' shopping alone (from 24%
to 28%), their participation in shopping with someone else decreased from 49% to 32%.

Forty-one percent of respondents reported that before the COVID-19 someone else had prepared food for
them at home, which has risen to 38% since the COVID-19 outbreak. While participation in home cooking
has increased (from 21% to 24%), the percentage of those who cook at home alone has decreased
slightly (from 36% to 35%).

About 27% of respondents said that someone else did the housework before COVID-19,, which dropped to
25% after the outbreak of COVID-19. While the rate of personal participation in daily household chores
was approximately equal before and after the COVID-19 outbreak (40%), people doing daily household
chores alone increased (from 31% to 32%).

The percentage of those who cared for children at home was 14% before the COVID-19 outbreak and
decreased to 8% after the outbreak of COVID-19. The participation rate in childcare increased from 18% to
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24% and the percentage of those alone caring for children increased from 16% to 18%. Half of the study
participants (48%) had no children under 17 years at home.

About 10 percent of respondents stated that they did not participate in any social get together programs
with friends and family before the COVID-19 outbreak, which increased to 61 percent after the outbreak of
COVID-19. In addition, the number of people who coordinated periodic social programs decreased from
15% to 7%, and the percentage of respondents who coordinated these programs with others decreased
from 56% to 20%. It should also be noted that the percentage of people who coordinated these programs
alone has decreased from 15% to 9%. This indicates a sharp decline in social communication and
planning of such communities.

Before COVID-19, the number of people whose personal finances were managed by someone else was
16%, which increased to 29% after the outbreak of COVID-19. Also, the level of participation of individuals
in performing their personal affairs have decreased from 56% to 52%, and participation with another
person in managing personal finances decreased from 25% to 17%.

Before COVID-19, only 2% of respondents did not leave home for shopping in a month, which has
increased to 20% since the COVID-19 outbreak. While the percentage of people who went out shopping
four times a month increased from 35% to 62%, the percentage of people who went out of home five or
more times a month decreased (from 61% to 15%).

Ninety-two percent of respondents reported that they went out for recreational activities at least once a
month, before COVID-19, which dropped to 18%. Also, the number of people getting out of home four
times a month to participate in leisure activities decreased from 48% (before) to 12% (after the COVID-
19). In addition, the number of people who went out 5 or more times a month dropped from 41% to 3%.
The level of participation in recreational activities has decreased significantly.

Prior to the COVID-19 outbreak, only 4% of respondents did not leave home for a month to visit friends
and family, which increased to 41% after the COVID-19 outbreak. Despite this, the number of people get
out of home four times a month to visit friends and family decreased slightly (from 50% before the
COVID-19 to 49% after the COVID-19), the number of people leaving home 5 or more times a month for
meeting friends and family has dropped from 43% to 7%.

Seven percent of respondents were involved in recreational activities alone before the COVID-19 outbreak,
which increased to 27 percent after the COVID-19 outbreak. Although participation in such activities with
family increased from 32% before the COVID-19 outbreak to 70% after the COVID-19 outbreak,
participation in these activities with friends decreased from 57% to approximately 0%.

There was no difference between having a close friend before and after COVID-19. Prior to COVID-19 only
3% of respondents reported leaving home rarely / never (or less than once a week), which increased to
43% after COVID-19. Also, the number of people leaving home every day to engage in various activities
decreased from 76% (before the COVID-19 outbreak) to 22% after it.
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People who did not participate in school/work and productive activities were 6% before the COVID-19
outbreak, which then increased to 7%. Although the percentage of people who participated in part-time
activities increased from 51% before the COVID-19 outbreak to 61% thereafter, the percentage of people
who participated in full-time activities decreased from 32% to 10%.

4. Discussion

The aim of this study was to provide an insight into the impact of quarantine and social distance on
participation in activities of daily living and social interaction, based on data extracted from the
responses of 461 people in Iran. In fact, the preliminary results of 461 participants showed that restrictive
measures during the outbreak of COVID-19 have negative effects on the areas of the home integration,
community integration, and productive and purposeful activities. The total score in the social
participation questionnaire of the participants in the study has decreased by 47% compared to "before"
the COVID-19 outbreak and restrictions. During similar epidemics (SARS prevalence between 2002 and
2004), previous research has shown several negative effects of quarantine measures on social
participation that have been associated with reduced individual well-being {Hawryluck, 2004 #247}
{Reynolds, 2008 #248}. These negative cases have also been reported in a recent series of COVID-19
reports, highlighting the fact that people in quarantine report more symptoms of mental distress. In
addition, some of these symptoms appear to persist long after the end of quarantine{Lima, 2020 #249}.
With previous negative results from the COVID-19 pandemic in the field of social participation, the present
findings, supported by previous reports, highlight the risk of socio-psychological stress in the period of
quarantine and social distancing.

In particular, the decrease in the total score recorded in the Social Participation Questionnaire in all three
areas of integration at home, integration in the community and integration in productive and purposeful
activities compared to before the outbreak of COVID-19, means that participants after the outbreak of
COVID-19 They were rarely involved in social activities and were therefore at greater risk for social
isolation. This can be explained by social constraints, reduced engagement, quarantine, and distancing
measures taken by government agencies to curb the spread of the virus {Pancani, 2020 #250}. The
findings of this study show that the decrease in the total score of social participation was mainly due to
the decrease in social participation through recreational activities (71% decrease). Continuous and daily
leaving the house also shows the second-largest decrease (54% decrease). The widespread social
isolation imposed on society by COVID-19 is detrimental to mental health. Indeed, a study of 1,006
quarantined ltalians following the outbreak of COVID-19 found that quarantine increased depression,
social isolation, and feelings of helplessness among individuals {Pancani, 2020 #250}. In addition,
people who stopped and quarantined for 1 month in China reported poor mental health and distress after
1 month {Zhang, 2020 #251}.

COVID-19 has a profound effect on all aspects of society, including mental and physical health. Although
concerns and ambiguities about epidemics are common, some of them cause unwanted disturbances in
social and occupational functions {Lima, 2020 #249}. In addition to the damage that the disease does to
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its sufferers, the fear of being infected, the loss of loved ones, the loss of a job, the loss of educational
opportunities, recreation, freedom, and support, have profound psychological effects. Not only getting it
but also the fear of getting it has led to a lack of access to resources that can improve people's resistance
to this pandemic. The direct and indirect psychological and social effects of COVID-19 are widespread
and can affect mental health {Rajkumar, 2020 #252}.

A general population study conducted in this study shows the broad effects of this disease on social
interactions and its consequences on lifestyle and social participation. Social participation is a tool for
empowerment through which individuals learn to take responsibility for their own health problems and
work to develop their communities {Hyyppa, 2003 #39Myroniuk, 2015 #142}. One of the effective
factors in social growth and achieving optimal health is presence in social fields and active participation
in society. People with high social participation have fewer physical and mental problems. There is a
direct relationship between people's social participation and health-related quality of life. Also, social
participation and social resources are strong presuppositions of health {Lindstrom, 2001 #147}Sirven,
2008 #146}.

The direct and indirect psychological and social effects of COVID-19 are widespread and can affect
mental health. A general study of the population, conducted in this study, showed the widespread effects
of the disease on social integration and its consequences on lifestyle and social participation. Social
participation is a means of empowerment through which people learn to take responsibility for solving
their health and wellness problems and strive to develop their communities{Hyyppa, 2003 #141}
{Myroniuk, 2015 #142}. One of the effective factors in social development and achieving optimal health
is being in social fields and active social participation. People with high social participation had fewer
physical and mental problems. There is a direct relationship between people's social participation and the
life-quality associated with health. Social participation and social sources are strong predicting of health
(36, 37). People with higher social participation have more ability and skill in managing their own and
other people's emotions while facing problems and issues of occupational and life environment, and
therefore face hardships, problems in daily life, and psychological tensions (38, 39). As a result, they are
more likely to respond to adversity, daily life difficulties, and psychological problems and pressures, which
in turn increase their resistance to mental disorders and their symptoms, and on the other hand
increasing their success, satisfaction, and optimism, and thus increasing their happiness and health (37,
39, 40).

People with higher social participation, due to awareness of their emotions and feelings, strong and
healthy management, control and monitoring, stronger social networks, empathy, social skills, and greater
social associations, can better resist various sources of permanent job stress, family, or social
communication problems (38, 41). They can effectively resolve issues and problems. Therefore, these
people can better communicate with their peers compared to people with lower levels of social
participation. Besides, better manage their responsibilities, perform better and have an effective, fresh,
and healthier presence in the workplace and other areas of their lives by spreading and gaining positive
emotions about themselves(38, 41, 42). Because mental fatigue and mental pain are the sources of many

Page 10/18



physical diseases, they will mutually affect a person's mental health and well-being. A person with mental
and physical problems will be fragile in the face of environmental and occupational stress (38, 41, 42).
Long-time stressful stimuli result in the occurrence of depression, the first manifestation of which is
extremely emotional and psychological fatigue, and lead to a decrease in public health and community
productivity.

People who are more socially involved have more mental abilities to understand the situation temporarily
and to respond to the pressures and tensions of the internal and external environment. Such capabilities
usually empower the people for resistance against the symptoms of anxiety, stress, mental disorder,
severe depression, stress, and social functioning(39, 40).

Fear of infecting by the disease associates with increased anxiety, depression, stress, and other negative
emotions, and concerns about the practical consequences of the epidemic. It has a profound effect on
the mental health of family members. Further, the disease affects psychological processes such as
cognition, emotions, and behavior, as well as lifestyle and social communication, which ultimately affects
mental health.

One of the social consequences of this disease is widespread anxiety disorders and depression. These
include suicide and self-injury, alcohol and drug abuse, gambling, child abuse, and psychosocial
disorders (such as interrupting social communication, being caught on the Internet, cyberspace addiction,
feeling of stress, unemployment, homelessness, and losing social relationships). The consequences of
the COVID-19 epidemic are likely exacerbated by isolation and social loneliness. Isolation and social
disintegration are distinct problems and may show different risk pathways.

These data are critical in determining the causal mechanisms associated with poor mental health,
including loneliness. In the face of the consequences of this disease, the available social and personal
resources (e.g., meeting family and relatives), are among the resilience associated factors to resolve
mental health problems in certain stressful situations, while the disease has attacked the resilience
sources and destroyed them.

Conclusions

These findings show the impact of COVID-19 on various aspects of social life. These destructive effects
disrupt the lives and health of individuals and their active participation in the areas of activity at home,
social activities and productive activities. Among these, disruption of socially related activities has been
most affected by the outbreak of COVID-19. In general, the outbreak of Covid-19 has affected all areas
related to daily life activities. Social participation through contact with family and friends is reduced due
to restrictions.
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Figure 1

The trend of “home integration” activities before (line) and after (dotted line) COVID-19 in Iranian people.
After COVID-19 the home integration scores decreased significantly in the participants.
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Figure 2

The trend of “social integration” activities before (line) and after (dotted line) COVID-19 in Iranian people.
The peopl€ score in social activities decreased significantly after the COVID-19 pandemic in the studied
subjects.
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Figure 3

The trend of “integration into productive activities” before (line) and after (dotted line) COVID-19 in Iranian
people. The diagram illustrates a significant decrease in productive activities after COVID-19 Pandemic.
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Figure 4

The trend of community integration (total CIQ) before (line) and after (dotted line) COVID-19 in Iranian
people.
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