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Mental health impacts of quarantine and self-isolation
Focus:
This report focuses on actions to address mental health issues and/or suicide risk associated
with severe restrictions on movement and social interaction imposed by quarantine and
self-isolation measures. Quarantine refers to mandated isolation by authorities or on
medical advice and is often carried out in hotels or other government identified living
arrangements. Data are not routinely released publicly on the number of people in ‘hotel’
style quarantine. In the current period, there are probably around 5000 or so people in
quarantine around Australia on any particular day. As jurisdictional border restrictions are
eased and international travel resumes the number of people in quarantine could be
expected to fluctuate.
Self-isolation can include ‘staying at home’ following public health order advice or medical or
other authority advice. Both quarantine and self-isolation impose more severe restrictions
on movement and social interaction than physical distancing and are required for people
who have returned from overseas, and in some cases across jurisdictional borders, or been
in contact with someone with COVID-19 disease, or have themselves got COVID-19. People
at high risk due to existing health and mental health conditions may also choose to
self-isolate. The general mandated period of quarantine is 14 days, although this period is
extended if the person isolating develops symptoms and/or tests positive for COVID-19.
CONFID ENTIAL

This report is point in time and may need further review as more evidence is available.

Conclusions:
NCHRAC conclusion 1: Social isolation and quarantine have an impact on the mental health
of the whole population with a disproportionate impact on some groups.
NCHRAC conclusion 2: Responses to address the mental health impacts of the pandemic
should be co-designed with communities to ensure they support self-determination and are
appropriate, feasible, safe and group specific.
People’s experiences of self-isolation and quarantine are likely to differ depending on
environmental, demographic, social, cultural and individual factors.
NHMRC is providing secretariat and project support for the Committee, which was established to provide
advice to the Commonwealth Chief Medical Officer on Australia’s health response to the COVID-19 pandemic.
The Committee is not established under the NHMRC Act and does not advise the NHMRC CEO.
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There are specific vulnerable and priority populations within the community who will need
tailored, collaboratively built solutions, including:
• people with pre-existing mental health conditions and/or with a history of self-harm,
suicidal behaviour or suicide attempts
• Aboriginal and Torres Strait Islander peoples/communities
• LGBTIQ+ people/communities
• health care workers
• people who live in institutional settings (e.g. residential aged care, prisons, detention)
• migrants and refugees
• culturally and linguistically diverse groups
• older people
• children and young people
• people with complex/chronic illness
• people who are supported in the home (e.g. older people, those with disability) who may
not be able to safely achieve self-isolation
• people subject to family violence
• people with comorbid drug and/or alcohol dependency
• people in rural and remote communities.
Responses may also need to address increasing levels of stress to restrictions being eased,
particularly in people with disabilities, chronic health conditions and some health workers.
NCHRAC conclusion 3: More assertive and proactive service responses, consistent across all
jurisdictions, are needed to support people in quarantine as jurisdictional and national
border restrictions are eased.
Support for those in quarantine should involve screening to identify vulnerable people and
assertive outreach from day one, and coordination between state/territory services and
national digital support services. Key measures include personal connection, regular checkins and proactive support. Follow up after release from quarantine should be undertaken for
people who have found the experience distressing.
NCHRAC conclusion 4: Environmental factors intersect with mental health and wellbeing and
should be addressed for those experiencing self-isolation and quarantine.
Physical isolation and its immediate impact on individuals’ mental health and wellbeing will
be exacerbated where the person is in quarantine with the additional constraints and lack of
individual choice such circumstances entail. Choice of venue particularly for quarantine,
should take into account its physical structure, so that people have safe access to open
space and green space. Being able to breathe outdoor air and having windows to be able to
see outside can help reduce a feeling of being trapped in a small space. Venues should also
ensure access to safe places for escape from stress or abuse when quarantine involves more
than one person or a family group.
NCHRAC conclusion 5: Service delivery for mental health via effective and accessible
telehealth and digital services should be extended and enhanced, with support for the
mental health workforce to provide these services effectively, equitably and consistently
across all jurisdictions.
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NCHRAC conclusion 6: Service delivery via telehealth and digital services should be
integrated with multidisciplinary care and face-to-face care into the future.
Isolation driven by the COVID-19 pandemic has shifted much service provision online.
Greater investment in low and high intensity telehealth services could be a cost-effective
means of expanding choice and access to health/mental health services, with particular
benefits for rural and remote locations where people might otherwise be unable to access
support.
The pandemic and the response to it could exacerbate existing social and economic
inequities including digital inequity in terms of both access and affordability. Enhancement
of telehealth and digital services must be done carefully so as not to embed and increase
existing inequities. There should be support for those who cannot, or do not, access digital
services.
Guidelines and resources should be developed for mental health workers to ensure that
telehealth and digital mental health services are delivered effectively, equitably and
consistently across all jurisdictions.
NCHRAC conclusion 7: There should be rapid investment and active support for the
collection and analysis of real-time data about mental health and suicidal behaviour with
rapid translation to service delivery.
Solutions include the collection and use of existing population-wide data sets in identifying
needs, determining actions and evaluating outcomes of interventions. Real time data
collection will dynamically inform policy responses and ensure we are well equipped for
future pandemics and other disasters.
While quarantine/social isolation associated with Australia’s policy responses to the
pandemic are similar to other countries, international data and research may not be directly
applicable to the Australian situation. Similarly, applying research based on short term
disasters with rapid response and recovery (e.g. cyclones, bushfires) to this situation is not
always appropriate. Local research is needed, including that which anticipates possible new
outbreaks of the virus.
NCHRAC conclusion 8: Positive lessons from the recent experience should be identified and
analysed to inform future policy reform in the medium to long-term.
History shows that major disruptions can cause fundamental shifts in social attitudes, beliefs
and behaviours. They can also transform policy and practice. There are some indications that
the physically distancing has led to increasing social solidarity which is expressed as care for
neighbours and positive connection within neighbourhoods.
The community’s adherence to official advice and rules will continue to be critical to future
success. Behavioural science indicates people will be influenced and persuaded by a range of
voices and methods. The reach and impact of official advice and information should be
enhanced using community champions, real-world coping tips and various media channels.
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Background
The public health response to the COVID-19 pandemic, including physical distancing and
isolation to prevent the possible spread of the virus to other people, is likely to affect the
mental health and wellbeing of the whole population, regardless of whether people are
directly impacted by COVID-19 infection.i Furthermore, there is strong evidence from
previous pandemics and other disasters that mental ill health and suicide increases during
both the crisis and recovery phases. ii Almost all people affected by emergencies will
experience some level of psychological distress. This will be mild and transient for most,
while others will experience escalation of acuity or short term mental distress. Some may
suffer a long-term decline in mental health and wellbeing. iii
Quarantine and self-isolation impose more severe restrictions on movement and social
interaction than physical distancing and will have specific impacts for people affected. Some
of the experiences and impacts for people in quarantine or self-isolation are shared with the
general population, such as experiences of isolation and disruptions to usual activities,
although they are likely to be more severe in scale, intensity and duration. Specific distress
feelings may include feelings of loneliness, fear, sadness, grief, loss, helplessness, boredom,
anger and disconnections from social networks. iv,v,vi The interactions between these various
forms and intensity of isolation are discussed in the broader issues paper at Attachment 1.

Other considerations
In the course of developing this report, NCHRAC identified the following considerations that
were out of scope, but are important and related considerations:
•
•
•
•

short, medium and long term mental health impacts of physical distancing and other
public health measures on the community, which are likely to be wide spread
the essential role of mental health and wellbeing to Australia’s recovery from the
pandemic
assisting people to adjust to changing conditions as public health measures change, and
options to address the social determinants of mental illness as part of whole of nation
recovery to build resilience, mental health and wellbeing for the future.

Attachments
Attachment 1:

Issues Paper: Mental health impacts of quarantine and self-isolation

Attachment 2:

NCHRAC Mental Health Working Group
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Attachment 1

Issues Paper: Mental Health Impacts of
Quarantine and Isolation
1 Purpose

This issues paper sets out key issues relating to the topic: mental health impacts of
quarantine and isolation in the context of the COVID-19 pandemic.

2 Background
There is strong evidence from previous pandemics/disasters and broader research that
there are risks of increasing mental ill health and suicide during the crisis and recovery
phase. Almost all people affected by emergencies will experience some level of
psychological distress.i While for many this will be mild and transient, for others, this will
manifest in acute short term mental distress and for others this experience may result in a
long-term decline in mental health and wellbeing.
While previous epidemics have impacted greatly on the mental health and wellbeing of
specific communities (e.g. HIV’s impact on the LGBTI community), what makes the COVID-19
pandemic different is, not only the speed and spread of the disease, but the scale of the
mental health and wellbeing impacts, potentially at the whole of population level. This
means the impacts on mental health and suicidality may be deeper and long-term, both for
those already living with mental health challenges and mental health issues emerging in
people with no prior history. ii
It is also important to note that COVID-19 impacts are occurring in the context of a system
where many or even most people cannot or do not access the services they need to achieve
their best possible mental health. Prior to the introduction of social distancing and
quarantine measures, around 10 million Australians were already experiencing poor mental
health, with young people disproportionately impacted by mental health issues.

Broadly, quarantine (enforced by authorities/medical advice) and physical
distancing/isolation (including by ‘staying at home’ and following public health order advice)
can be associated with varying degrees of isolation, anger and fear iii, and potential
disenfranchisement and resentment as measures continue with little evidence of infection
in the community. iv They are also likely to result in significant effects on time use for
individuals, ranging from a decrease in productivity and the associated feelings of boredom
and loneliness through to significant increases in demands and unpaid labour particularly for
working parents, with the associated feelings of family stress and personal exhaustion. All of
these experiences increase the risk of negative mental health outcomes in the short and
long term.v However, there is also a need to balance the possible benefits of quarantine and
social distancing, including the sense of safety and security they can provide for the
community, with any call for relaxing measures.
The situation for Australia is further complicated with a drain on resilience for many in the
Australian population following layers of trauma from multiple events within a relatively
short period of time (3–5 years). These include a very significant and widespread drought,
severe bushfires across multiple states, floods and now the global pandemic. For young
people in particular, climate change in general may also be weighing on their minds. Each
event in Australia has required individual responses and the integration and implementation
of these different approaches within the current pandemic is complex.
The circumstances created by responses to the pandemic will be likely to significantly
increase risk factors and decrease protective factors in mental ill health and suicide in both
the short and long term vi, including the realities of economic recession bringing the threat of
economic insecurity, significant increases to unemployment and business stress, more social
isolation, more homelessness, decreased educational engagement, poorer family
relationships, decreased exercise and access to green space, increased alcohol and drug use
and gambling, and experiences of trauma, loss and grief. viiviiiix
We can become myopic and insular when under threat. But crises often mark strategic
inflection points and a necessary focus on the present should not crowd out considerations
for the future. History shows that major disruptions can cause fundamental shifts in social
attitudes and beliefs, and policy and practice transformation. One positive from this crisis is
that it has forced us to find rapidly more flexible, more creative, and more effective ways of
working, connecting socially, and delivering mental health services and support We may see
at a population level the phenomenon of peri- and post-traumatic growth; a greater focus
on social solidarity, looking after neighbours and our health and wellbeing.
Acknowledging that while some communities may emerge strongly, some others
communities may need to be ‘re-built’ as a result of the pandemic is an important first step
to developing policy responses. Mental wellbeing is a foundation to rebuilding communities
after the pandemic.
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3 Key Issues
3.1 Immediate to short term
Physical isolation can have an immediate impact on individuals’ mental health and
wellbeing. This will be exacerbated where the person is in quarantine with the additional
constraints and lack of individual choice such circumstances entail. The following issues
identify key risks and likely experiences of the community in the short term.
3.1.1 Psychosocial
In the immediate response phase of the pandemic, there are significant risks to mental
health relating to the interplay of environment and social factors and individual thoughts
and behaviours. Risk factors include:
• Heightened feelings of loneliness, fear, sadness, grief, loss, boredom and disconnection
from social networks. x,xi,xii
• Impacts of lack of physical touch on physical and mental wellbeing, which may be
greater for people living alone.xiii
• Exhaustion and family distress in managing increased and conflicting time demands,
particularly for those expected to fulfil multiple roles and undertake increased unpaid
labour.
o Some households can become a crowded space with unrealistic demands on
levels of productivity – across the domains of caring for/supervising children;
increased housework due to everyone being at home; and expectations that paid
work can be transferred into the home and completed to the same level and
intensity as before. The rapid nature of this change and increase in work adds to
the stress.
o In addition, more emotional labour is required to maintain or develop positive
relationships within and outside the household (such as supporting members of
extended families and supporting friends).
• Increased incidence of family violence.
• Increased child abuse and lack of opportunity for children to signal their distress to
others, with many at risk children no longer ‘visible’ to school, day care, etc. Many have
predicted an increase in reports of child abuse post pandemic as children cannot escape
abusive parents and if rates of drug and alcohol use increase, this will create greater risk.
For those children already in the child protection system, the isolation measures may
also disrupt the contact with family or reunification. xiv
• For LGBTI people who already experience issues in the home, these will be exacerbated.
For example, for young LGBTI people who are living in unsafe homes, school may have
been the only safe place for them. Without this support there is increased risk of mental
illness. xv With social spaces closed connection and validation may be harder to access
and experience.
• Potential for triggering the re-emergence of past trauma.
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Feelings of grief and loss caused by disruption of social and religious ceremonies and
rites (e.g. Easter, Ramadan, funerals and christening/naming ceremonies), as well as lack
of access to social inclusion and community aid programs that usually offered by cultural
and religious groups. There is cultural and personal diversity in response to grief and
loss.
• Disruption to grief and loss processes, including not being able to grieve the loss of a
family member ‘appropriately’ due to restrictions caused by health conditions, as well as
restrictions on social and religious rites associated with loss (e.g. funerals).
• Anxiety regarding travel and the circumstances of family members in different
communities, states or countries.
• Anxiety over privacy and data security, including in the context of working from home
(sharing home spaces) and potential or risks of hacking or a misinterpretation of
information due to the medium used (e.g. consumer unable to get information across
effectively in a telephone conversation; communication error, including medical error).
• Concerns of returning home and transporting the virus to vulnerable communities for
people from rural, regional and remote areas and Aboriginal and Torres Strait Islander
peoples living away from their community.
• Specific issues associated with mandated quarantine confinement; and sense of rights
being withheld, confined spaces and isolation (overseas travellers quarantined in
hotels).
• People’s experiences of self-isolation are likely to differ depending on cultural factors as
well as individual factors such as role, role pressures, family relationships, employment
status, job security and workplace expectations around productivity while working from
home.
• Increased fear of experiencing racism, which may cause people already experiencing or
fearing racism to isolate further than required, or be on high alert for each time they
leave their home on top of virus avoidance.
• A common feeling across different situations and family / household members is ‘I want
to get out of here but I can’t!’.
• Residents in aged care facilities are experiencing isolation where visits have been
stopped or restricted and this situation creates stress for relatives especially in light of
the issues being raised in the Royal Commission.
• People living with severe disability are unable to completely self-isolate because they
rely on carers and are concerned about their greater likelihood of exposure.
• Health workers (including GPs, emergency workers, allied health, etc.) may experience
mental distress through concerns about shortage of PPE and threats to their own and
families’ health.
In specific age cohorts:
• Children: May have problems with anxiety and depression during isolation and/or
experience separation anxiety with difficulty returning to school later. Anxiety in
children (under 12) and youth (12 and over) is quite different in presentation and
treatment. xvi,xvii.
•
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•

Young people: As young people already experience high rates of mental ill health, it is
likely they will be seriously impacted in the both short and long term. Social networks
can be critical coping mechanisms for young people with mental health challenges.
Prevention and early intervention is critical.
Older people: May suffer significant anxiety and depression related to the isolation and
fear of dying. As they will be far less amenable to usual counselling methods, some of
the telehealth programs may not meet the need. Often in the elderly there is less
psychological responsiveness and medication is often used to treat these disorders but
older people may feel less capable to attend clinics due to the fear of infection or not be
able to use a telehealth service without assistance. People with early dementia but still
at home will be very vulnerable. Ageism is also an emerging issue, especially in the form
of lack of self-determination where older people may not be consulted or involved in
decision-making about their activities by well-intentioned family members or carers.

3.1.2 Economic/financial
• Significant increases in job and business insecurity, underemployment and
unemployment and threat of redundancies.
• Disparities in time use whereby some workers are being expected to work longer hours
(e.g. healthcare workers), some workers have significantly greater unpaid work (e.g.
parents with students learning at home), and some workers have lost all or part of their
paid employment.
• In the immediate response, those unemployed prior to the pandemic will have mutual
obligation requirements removed from some income support payments (i.e. job seeker)
and income effectively doubled through increases to income support payments with the
economic stimulus packages. This however will be removed and some income support
payment recipients may experience a ‘cliff’ effect as they return to normal conditions.
• A psychosocial/financial issue to consider is tenants having to negotiate with their
landlords for rental reduction. This process is not easy for anyone but new migrants and
those who are targets of racism will face additional challenges. xviii
• Financial stress issues may be exacerbated for older Australians planning for retirement.
The immediate effect of the economic downturn has seen as much as 25% wiped from
superannuation balances. This will increase anxiety for those affected, have workforce
implications for older people who need to remain employed for longer than planned.
This is also particularly true for mental health carers, the majority of whom are older
women and who experience greater disparity in income and retirement savings. xix
3.1.3 Education
• Pressure within households to provide educational opportunities within the home
including supervision of online schooling in a model that has not been tested before and
is likely to increase educational inequities given the different capacities of families to
support students with digital hardware and connectivity, physical space within
households and educational support for learning tasks (different to remote learning).
• Added difficulty for people who are new to Australia, particularly parents who come
from a non-English speaking background and the expectations on them to ensure their
5
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•
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children are receiving equal education opportunities. This puts enormous pressure on
these parents and their children.
Potential decrease in access to education supports for those children and young people
with additional special needs.
Concern for final year students in not completing their studies and sitting for final
examinations as they have been preparing to do so for a number of years.
Anxiety over whether sustained period of home schooling creates risks for all students
falling behind, particularly in families and communities with the fewest resources, and
among students seeking to transition from primary to secondary school.
Experiencing a loss of ‘rite of passage’ for students at major transition stages (such as
entering year 7 or exiting at year 12).
Pressure on international students, such as guilt around the cost of the degree and
missing contact hours and lacking emotional support while in Australia.

3.1.4 General health
• People with severe, complex and acute mental illness or chronic illness seem to be less
likely to access regular or emergency health care during the pandemic, due to lack of
availability, levels of anxiety around presenting to a hospital or medical ‘place’. This will
not only place their mental and physical health at greater risk but also increases the risk
of acute episodes spiking/peaking at a later point in time.
• COVID-19 driven isolation has led to a shift of a significant amount of service provision
online. There are both risks and opportunities in this shift. The risks will be greater for
people in lower socio-economic groups. Consideration should be given to further
assessing the risks, as well as the opportunity to maintain a more flexible, effective
health system long term. Greater investment in telehealth could be a cost-effective
means of expanding choice and access over the longer term, with particular benefits for
rural and remote locations where people might otherwise be unable to access support.
• Remote communities face challenges to access services and the internet is patchy. Some
Indigenous remote communities have expressed anxieties about being ‘left to die’ as
they will not be prioritised for treatment due to co-morbidities, disadvantage,
remoteness and racism.
3.1.5 Mental illness and suicide
• There is an increased likelihood of mental health issues emerging in those who have
never had them previously (with some estimates saying there can be a 20% rise in new
presentations of serious illness including PTSD within 3-6 months of the significant
event). We should be anticipating these presentations from the drought and bushfires in
the short to medium term during the pandemic and then later presentations as a
consequences of the pandemic and the multiplier effect of the three catastrophic events
converge. Levels of anxiety have already been shown to have increased (SA study).
• People find it hard to ask for help and overcome the stigma in relation to seeking help
for mental health issues, noting people may be seeking help for the first time.
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There may be an exacerbation of existing mental health issues due to loss of social
structures/networks and support (including lack of progress in recovery) and people’s
worsening economic situations.
COVID-19 specific impact on psychosis: Some people with established psychosis may
develop delusions around COVID-19 or infection and may have difficulty separating out
the COVID-19 responses from illness.
Suicide behaviour and suicide prevention will need to be addressed discretely and not
just as a flow on or sub-set of mental health– especially as in a time of crisis the risk
factors for suicide may be as much around circumstance and coping difficulties with
distress, as the onset of mental ill health (refer: Crisis Theory). Advancing the social
connection and support elements of wellbeing are highly relevant to suicide prevention
– and are being critically challenged through the COVID-19 period (actions to address
will need to be broader than a health response).
Reinforce the importance of maintaining and ideally increasing existing mental health
facilities and programs in hospitals, acute and sub-acute psychiatric services, community
mental health services. There is a risk – as has happened in some other countries – that
mental health services will be diminished to address the disease control for COVID-19.

3.2 Medium to long term
Physical isolation and distancing measures are likely to have significant mental health
impacts in the medium to long term, particularly for those who were already vulnerable. It is
this period that social and economic determinants of health can either support whole of
population mental health or detract from it. Consequently responses to support mental
health need to consider employment, education, housing, community infrastructure, and
income and wealth distribution as much as the provision of services. The following issues
identify key risks and likely experiences of the community in the medium to long term.
3.2.1 Psychosocial
• There are likely to be long-term impacts on family and personal relationships because of
their experiences during isolation or quarantine – which can be severe for households
with pre-existing or emerging issues from poor relationships to family violence.
• People with psychosocial disability may experience an increase in their presentations or
exacerbation of their mental illness because of additional anxiety or periods when
access to usual supports has been decreased or removed.
• There may be increased instances of racism as we come out of the quarantine/isolation
stage.
• Demoralisation because of change or fear of future outbreaks is a significant danger.
• Some people may experience survivor guilt, or the guilt someone might feel if they are
responsible for carrying the virus into a residential aged care home, for example.
• People who were infected with COVID-19 may experience stigma (both internalised and
directed from the community).
• There may be widespread experience of burnout, particularly of healthcare workers and
first responders.
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3.2.2 Economic/financial
• High levels of underemployment and unemployment are likely to remain for some time
during the recovery phase with associated prolonged financial distress. People may be
experiencing chronic housing insecurity and risk of homelessness. xx
• The longer-term impact of carrying debt (possibly a generational issue) particularly for
young people who are already feeling anxious about long-term global issues such as
climate change.
Increased anxiety for people who cannot meet existing debt and may lose their homes
and or businesses.
• For those receiving income support, the impact of concerns about the ‘return to normal’
(with income reducing) as the situation eases.
• Concern in many industries about the future of the sector given the changes brought by
the pandemic (including food and wine industries and universities as well as arts and
cultural industries).
3.2.3 Education
• There may be an increased number of young people disengaged from education across
all levels – including tertiary.
• Universities are facing multiple problems raising mental health issues for staff
(especially the large number of casually employed) and students and there are
significant fears for the long-term prospects of the sector.
• Child development – extended periods of isolation potentially mean less social
interaction and play with others, and the laying down of the foundations for positive
behaviours and resiliency that last into adulthood.
3.2.4 General health
• Reduced exercise and increase in unhealthy or reactive habits while in isolation (food
intake, alcohol consumption) can result in short and long term negative mental and
physical health outcomes. Increased alcohol consumption and use of other drugs, and
on-line gambling can also negatively impact on levels of family violence.
• Demoralisation leads to poor physical health by all the mechanisms above.
3.2.5 Mental illness and suicide
• Mental health issues may not emerge for some time after the initial onset of the
pandemic.
• There is a well document escalation of suicide risk after the initial onset of the
pandemic. For example, SARS saw a 30% increased risk in people over 60 years in some
countries. Following the GFC (global financial crisis), internationally, there was a 4–18%
increase in suicides in middle age men who were unemployed.
• Anxiety levels may remain high due to uncertainty.
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3.2.7 Birthing Practices (particularly for Aboriginal and Torres Strait Islander communities)
• Inability for women to have the usual number of support people accompanying them at
birth – reduced now to only one. This has a negative impact on the woman giving birth
and on those who would normally support her feeling rejected at a time of great
psychological importance.
• Difficulties with bonding of parents especially mothers to new infants.
• Social isolation for new mothers at a time when they are most needing support and
encouragement.
• Lack of engagement with aging mothers / aunts / grandmothers due to infection fears
and inability to travel to be with family.
• Late presentations to local health services (non-maternity) to avoid hospital.
• Risk of increased rates of ante and post-natal depression.

4 Priority Populations
There are specific vulnerable and priority populations within the community who will need
tailored, collaboratively built solutions. Including:
• people living in poverty, including homeless
• Aboriginal and Torres Strait Islander peoples/communities
• LGBTIQ+ people/communities
• unpaid family/friend carers
• parents
• health care workers
• school communities, teachers and families
• people with pre-existing mental health conditions
• people who have had COVID-19
• people who live in institutional settings
• migrants and refugees
• culturally and linguistically diverse groups, particularly with respect to messages and
accessible communications
• older people
• young people (who often show mild or no symptoms yet can still be spreading the virus,
and who are also likely to suffer from the economic impacts of the pandemic)
• people with complex/chronic illness
• people with psychosocial disability
• people with disability – both physical disability and cognitive disability (with fears of
increased risk of fatality due to the virus causing anxiety and stress and a reluctance to
access health services for fear of catching the virus; and a decline in service usage due to
closures of various community services)
• people subject to family violence, and
• people bereaved by COVID-19 (including loved ones who have passed away both in
Australia and overseas).
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5 Considerations
5.1 Equity issues
•

The pandemic and response to it could exacerbate existing social and economic
inequities including digital inequity in terms of both access and affordability.

5.2 System deficiencies
•

•
•

To address mental health issues and increased risk of suicide it will be important to
consider an outreach approach but the current system is not well equipped for such an
approach, particularly for those who have disengaged with treatment during the
pandemic.
In addition, parts of the mental health services system which were already stretched
prior to the pandemic may experience a surge in usage as we come out of the pandemic.
Not everything can be dealt with by a professional or health response and so social
networks, volunteerism need to be strengthened.

5.3 Solutions

Any proposed actions will need to include but also move beyond a health response and
consider:
•

•
•
•
•
•
•
•

•
•
•

Equipping the NGO sector to scale up operations to respond to an increasing need for
services in terms of services to Aboriginal and Torres Strait Islander people Aboriginal
community controlled services should be preferred provider of services.
Research to increase the body of evidence on the impact of pandemics on mental
health.
Developing more effective and accessible digital solutions to providing mental health
care.
Developing capacity in remote communities to undertake mental health work, with back
up from specialist services.
Support for parents, such as training to deal with anxiety and more knowledgeable
about how to build a child's resilience would be a positive outcome.
Strengthening long-term mental health, social welfare structures.
Implementing mental health screening, data collection and follow up for people who
have been hospitalised with COVID-19.
Working with local government to strengthen community facilities such as
neighbourhood houses and community centres to be active in community development
activities.
Co-design with community as the key stakeholder including people with lived
experience; engaging with other Australians and the concept of social solidarity.
Nation building employment; focusing employment programs on activities that rebuild
and enhance society and prepare Australia for the future.
A focus on sophisticated, clear communication that is consistent across response and
recovery phases and that uses community channels and influencers in addition to
traditional official channels.
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•

•
•

•

Integrated models of care across a federated system, with a focus on family and
community-recovery oriented practice and a range of delivery mechanism including oneto-one consultations and therapeutic and other support groups.
Increasing the opportunities for GPs as the first port of call, to e-learning education
around mental health issues.
Collection and use of existing population wide data sets in identifying needs,
determining actions and evaluating outcomes of interventions. There is also an
opportunity now to commence a highly valuable data collection exercise in real time
which will inform policy responses and ensure we are well equipped for future
pandemics/disasters.
Short, medium and long term planning to identify specific actions and recommendations
across each phase of the pandemic and those forecast for the future.

5.4 Cautions
•

There are limitations to the transposition of international data to the Australian
context; while Australia is feeling the full effects of quarantine/social isolation
associated with policy responses to the pandemic, we are not (to date) experiencing the
same morbidity and mortality impact of the virus as some other countries. Australia is
currently doing well in the response to COVID-19 and international data and research
may not be directly applicable to the Australian situation. Similarly, applying research
based on short term disasters with rapid response and recovery e.g. cyclones or even
bushfires to this situation is not always appropriate. Local research is needed, including
that which anticipates possible second waves of the virus as is currently being seen in
Japan.
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