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The COVID-19 pandemic caught the entire world off guard. Israel, similar to all other nations, was forced to cope with the unknown. “Flattening the curve” of infections has become a common term among specialists and decision makers, while explaining restricting measurements taken toward the population. Israelis, who had previously learned to deal with life under constant security threat, are now facing a new reality. The purpose of the study was to check how Israelis are psychologically affected by and coping with the COVID-19 pandemic. The study included 925 Israelis divided into three groups: ages 18–29, 30–59, and 60–88. The data were collected between March 31 and April 8, 2020, when it was already clear that this is a global plague, the country's borders were closed, and the government's directive for citizens was to remain at home while imposing limitations on the public and private sectors. The current study examined psychological distress among the three age groups as well as the associations between levels of distress, resilience, and coping strategies. Levels of distress were measured via the BSI-18 that measures anxiety, depression, and somatization. Resilience was measured using the Connor-Davidson CD-RISC scale. Coping was measured by the short version of the COPE. Psychological distress was associated with being in a younger age group, being a woman, having economic concerns, use of emotion and problem focused coping, and lower resilience. The study also found that concern for the health of family members was the strongest concern among all age groups but was highest among the younger age group. It was also found that those in the younger age group suffered from higher levels of depression, anxiety, and somatization compared to the older age group. The middle age group suffered from elevated levels of anxiety and somatization compared to the older age group. Although the older age group was the most vulnerable to the coronavirus, in this study age was found to be a protective factor from psychological distress. The results of the study suggest the need to consider the younger age group as a risk group, which hence needs to be addressed as the focus of intervention programs. It appears that the concern for their loved ones takes a heavy toll on the younger generation, and this should be considered a major source of stress.
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INTRODUCTION

The 2019 Coronavirus (COVID-19) pandemic caught the whole world “off guard.” It first emerged in late December 2019 in Wuhan, China, and spread nationwide between December 2019 and early 2020 (1). On January 30, 2020, the World Health Organization (WHO) declared the COVID-19 outbreak a public health emergency of international concern. Israel was not spared. On January 30, Israel banned all flights from China, expanding this 2 weeks later to include more Asian countries. On March 12 all universities, schools, and kindergartens were closed, switching to remote study methods. On March 19, Israeli Prime Minister Benjamin Netanyahu declared a national emergency. Israelis were not allowed to leave their homes, unless absolutely necessary. Excluding essential services (food shops, pharmacies, and banks), which remained open, everything was closed. The restrictions were toughened during the days leading up to the closure, which was a prohibition on leaving one's house for a distance of more than 100 m, meetings with others who do not live in the same household, and so on. The national unemployment rate rose from 3.4 to 27% in April. Mandatory face masks outside the home was introduced on April 12, and the restrictions were gradually lifted from April 19 until the Israeli economy resumed its routine.

The current study was conducted during the peak of the closure, from March 30 to April 8. At this time there was a real concern that the pandemic would get out of hand and Prime Minister Benjamin Netanyahu, together with the Ministry of Health and its Director General appeared on television almost every evening in order to explain the severity of the pandemic and warned of a forecast of thousands of casualties and tens of thousands inflicted if the closure would not be maintained. The concern that it would not be possible to provide a medical response and that the crisis was threatening to overwhelm the Israeli healthcare system was reiterated. The rate of those diagnosed with Coronavirus rose from 4,695 cases on March 30 to 9,404 by April 8, and the number of deaths rose from 12 on March 30 to 73 on April 8.

Israeli society is used to coping with crisis situations that include war and security threats, but Israel last coped with a pandemic event of global dimensions in the 1950s, in the case of the polio pandemic.

Research on how Israelis cope with security threats indicates processes of habituation after periods of tension and anxiety (2, 3). These processes were observed both in mental and physical contexts. For example, Levav et al. (4) examined health service use among the general population in response to terrorism. They found that, with few exceptions, the residents did not seek increased help from psychiatric services during the study period. In another study, Ponizovsky et al. (5) looked at the association between psychological distress and mortality. Supporting their assumption that Israelis are conditioned to adjust to these life stresses, they found that exposure to security threats (i.e., war, combat, and terror) had no association with overall mortality or cause-specific mortality.

Nonetheless, the coping of Israeli society with a non-security threat with features of a pandemic, such as the situation formed following exposure to COVID-19, has hardly been studied [e.g., (6, 7)]. Hence, the purpose of the current study is to examine psychological distress, coping processes, and resilience of Israeli society at the height of the pandemic and of the period of social restrictions.

A review of 24 studies documenting the psychological impact of quarantine (“the separation and restriction of movement of people who have potentially been exposed to a contagious disease,” p. 912) was carried out by Brooks et al. (8). The studies were conducted across 10 countries and included people with SARS (11 studies), Ebola (five), the 2009 and 2010 H1N1 influenza pandemic (three), Middle East respiratory syndrome (two), and equine influenza (one). One of these studies related to both H1N1 and SARS. Most studies reviewed reported negative psychological effects, including symptoms of psychological stress, anxiety, insomnia, anger, irritability, emotional exhaustion, depression, and post-trauma. Stressors also included longer quarantine duration, infection fears, frustration, boredom, inadequate supplies, inadequate information, financial loss, and stigma.

Research-based evidence on the mental health effects of the current pandemic began to arrive particularly from several studies conducted in China, where the pandemic began, as stated (1, 9). The first nationwide survey of psychological distress among Chinese people in the COVID-19 epidemic was conducted by Qiu et al. (1). They found that almost 35% (N = 52,730) of the respondents experienced psychological distress, with significantly higher psychological distress among women and among individuals between 18 and 30 years of age or above 60. Going forward, a systematic review conducted by Xiong et al. (10) shows that although early studies from China documented higher distress among older adults, later studies from Western countries usually found lower rates of distress among older adults relative to other age groups. Similar findings were also found among Israeli older adults (7).

However, studies suggest that exposure to stressful life events retains a stable equilibrium without reactive psychopathology. A consistent body of research suggests that a majority of those who were exposed to stressful and traumatic events retain a stable equilibrium without reactive psychopathology (11, 12). The growing focus on health promotion and well-being, shifting emphasis away from pathogenic to salutogenic factors provides an opportunity to examine the role of resilience and the coping strategies in health.

Different operational definitions and corresponding methodology for measuring resilience have been offered (13). Connor and Davidson (14) define resilience as a personality trait that embodies the personal qualities that enable one to thrive in the face of adversity. In other words, it is a set of protective factors (e.g., close relationships with family and community, optimistic outlook, embracing challenges) allows an individual to have a positive response to adverse events (14). Reference to resilience as a personality trait is expressed in the questionnaire authored by them, named The Connor–Davidson Resilience Scale (14) that is used in this study, as well as in others [e.g., (15)]. Research findings note that trait resilience is a relatively stable personality feature (16), that was found to be associated with lower levels of distress (e.g., depression, anxiety, sleep disorders, and PTSD) and better physical and mental health (12, 14, 16, 17).

Resilience has been associated with coping strategies, in the context of adverse events (18). In the current study, we use the notion proposed by Lazarus and Folkman (19, 20) that coping strategies are cognitive and behavioral efforts to manage specific external and/or internal demands appraised as taxing or exceeding the resources of the person dealing with stressful situations and events. Coping strategies may yield either positive or negative results. They were found to be an important feature, which moderates the association between exposure to stress and mental health in various contexts (21, 22). Lazarus and Folkman (19) suggested two major forms of coping: problem-focused (dealing with stress sources and taking proactive steps to change them) or emotion-focused (serving to reduce the emotional stress resulting from such situations) [See also: (23)].

Use of problem-focused strategies usually shows more negative correlations with distress, and indicates good mental health (24, 25) and higher levels of resilience (22, 26). In contrast, greater use of emotion-focused coping is highly correlated with high levels of psychological distress [e.g., (24, 27–29)].

However, the distribution of coping strategies is not so dichotomous (30). Several studies have shown that both coping strategies were positively correlated with pathogenic (e.g., PTS symptoms) as well as with salutogenic factors (e.g., resilience, post traumatic growth) (3, 22). It was also found that emotion-focused strategies may also be beneficial in situations perceived as uncontrollable or in the absence of a viable solution (e.g., terrorism exposure and security threats) (31–34). In these cases, it even might be better to use emotion-focused coping, since this strategy may reduce the negative psychological effects of the scenario/event without confronting it directly (30).

The Coronavirus revealed different risk levels for different age groups, with a higher risk for people aged 60 or older. Studies on nation-wide populations indicate that age is a major factor in addressing mental health outcomes (35). Therefore, in the current study we aim to examine the levels of psychological distress and concern about health and financial situation during this special period among different age groups, as well as the relations to resilience and coping strategies across ages and for specific age groups. Three age groups were examined: older adults (60+), middle group (59–30), and younger (22–33). The age groups were selected based on former studies that utilized similar age group examinations of mental health outcomes (1, 35).

We hypothesized that participants would report high concerns for their own and their families' health regarding the COVID-19 pandemic, as well as high concerns for the financial implications of the COVID-19 pandemic. Furthermore, we hypothesized that a higher level of health concerns and psychological distress would be reported by the older adults age group compared with the other age groups, since this age group was at the highest risk of dying after contracting the virus. Finally, negative correlations were hypothesized between the level of psychological distress, and resilience and problem-focused coping, and a positive correlation between level of distress and emotion-focused coping.



METHOD


Participants

Nine hundred and twenty-five participants took part in the study. They were divided into three groups: younger, aged 18–29, N = 189 (20.4%); middle, aged 30–59, N = 473 (51.1%), and older adults, aged 60–88, N = 263 (28.4). Most of the respondents in the middle aged and older adults groups had children (90.3 and 97%, respectively). Only 13.8% of the younger group had children. Among those with children, they had up to 11 children, with a greater number of children in the older adults group (M = 3.05, SD = 1.18) than in the middle aged group (M = 2.73, SD = 1.42), with the younger group having the fewest children (M = 0.35, SD = 0.082) (F (2,854) = 223.70, η2 = 0.344, p < 0.001).

As seen in Table 1, there were 71% females, with no meaningful gender differences by age group. Most participants in the middle age and older adults groups were married or in a steady relationship (about 80%), while most participants in the younger group were single (61%), a significant difference. Most respondents had an academic education, yet to a higher extent in the middle aged group (75%) than in the younger (60%) or older groups (57%).


Table 1. Distribution of background variables by age group (N = 925).
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Measurements
 
Personal Data

Data were gathered regarding gender, age, religiosity, level of education, number of children, age of youngest child, type of residential town, residential region.



Coronavirus Objective and Subjective Exposure

This measure was devised for the current study. Questions were asked regarding the current time—during closure due to COVID-19. Did you contract the Coronaivrus? Were you admited to a hospital or quarantined at home becuase you were ill with the virus? Did someone from your family contract the Coronavirus? Did you continue working during the closure? Who is currently at home with you?

Three additional questions related to respondents' degree of concern during this period. Participants were asked to rate on a 5-point scale (1 = not at all to 5 = very much): How concerned are they that their health will be affected due to contracting the Coronavirus? How concerned are they that their family members will be affected by contracting the Coronavirus? And how concerned are they about their financial situation due to the Coronavirus crisis?



Coping Strategies: Measured by the COPE Scale (36)

The scale assesses two major coping strategies: problem-focused (15 items) and emotion-focused (15 items). The scale has been used extensively in Hebrew [e.g., (27, 37)]. Participants were asked to rate the extent to which they used each coping option to deal with the stressful situations caused by the COVID-19 pandemic, on a 4-point scale (0 = not at all; 3 = a great deal) (data were transformed into a 1–4 scale). In the current study, internal consistency was 0.78 for problem-focused and 0.73 for emotion-focused coping.



Resilience

This measure was examined by the Connor-Davidson Resilience Scale (CD-RISC; 10), which consists of 25 statements (e.g., able to adapt when changes occur; have close and secure relationships; belief one can deal with whatever comes and having control of one's life). Each statement is rated by respondents in terms of the extent of their agreement with it over the previous month (0 = not at all to 4 = true nearly all the time). This scale has been used among the Israeli population and has shown good predictive validity and internal consistency (15, 22). Total CD-RISC scores representative of resilience were utilized for this study (α = 0.89).



Psychological Symptoms

Psychological symptoms were assessed using the BSI-18 (38), which is a self-report symptom checklist measure consisting of 18 items taken from the 53-item Brief Symptom Inventory [BSI; (39)]. Each BSI-18 item describes a symptom to be rated by respondents on a five-point scale according to how much they were bothered by the symptom in the previous week. Scores on the 18 items are summarized on the Global Severity Index (GSI) (α = 0.92) and regarding three symptom scales: Somatization (α = 0.82), Depression (α = 0.82), and Anxiety (α = 0.86), each comprising six items.




Procedure

For collecting the data, we used a cross-sectional anonymous online questionnaire. The data was collected between March 31 and April 8, 2020, a time when the Israeli government had issued a directive for citizens to isolate themselves at home and minimize face-to-face interaction. Thus, potential respondents were electronically invited by existing research respondents. The participants completed the questionnaires through an online survey platform. Then the raw data was transferred into a database. The online questionnaire offered the necessary assurances of anonymity to allow respondents to give accurate data surrounding sensitive issues, which is particularly relevant in the field of mental health. All respondents provided informed consent. The study was approved by the ethical standards of the Institutional Review Board (IRB) of the University.



Data Analysis

Data were analyzed with SPSS v. 26. Internal consistencies were calculated for the research variables, and the research variables were computed with item means or sums. As BSI scores were positively skewed they were log transformed. Background characteristics of the respondents were described with means and standard deviations for continuous variables and frequencies and percentages for categorical variables. The three age groups were compared through analyses of variance and chi-squares, respectively. Means, standard deviations, and intercorrelations for the research variables were described. Analyses of variance with post-hoc estimated marginal means with the Bonferroni correction for multiple comparisons were calculated to compare the research variables across the three age groups. A multiple hierarchical regression for the total BSI score with the research variables was calculated. The first step included gender (1-males, 0-females) and the age groups (entered as two dichotomous variables: younger vs. others, and older adults vs. others). The second step included the variables of concerns, coping strategies, and the total score for resiliency. The Bonferroni correction for multiple comparisons was applied in all tables.




RESULTS


Coronavirus Objective and Subjective Exposure

Only one participant had contracted the virus and remained at home. Only 10 family members of the respondents (1.1%) had contracted COVID-19. Table 2 presents the differences between the groups in objective and subjective exposure.


Table 2. Distribution of objective and subjective exposure by age group (N = 925).
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Participants in the three groups were mainly living with family or with their spouse during the COVID-19 epidemic. Of those who had been employed, about 43% had to stop working. Their rate was highest in the older adults group (58%), lower in the younger group (49%), and lowest in the middle aged group (35%). Most respondents had an academic education, yet to a higher extent in the middle aged group (75%) than in younger (60%) and older groups (57%).

Examination of levels of concern showed that participants were moderately concerned about their own health (M = 2.70) with no significant group difference. They were more concerned about their family's health (M = 3.56) than about their own health (t (923) = 26.62, p < 0.001). Concern for the family's health was highest among the younger participants (M = 4.08), and lower among both middle aged (M = 3.49) and older adult (M = 3.32) participants. Further, the participants were moderately concerned about their financial state (M = 2.73), with no significant age group differences. Concern about family members' health was the highest, compared to both concerns about own health and about participants' financial status (F (2,1840) = 295.40, p < 0.001, η2 = 0.243). Further, the interaction between the type of concern and age group was significant (F (4,1840) = 19.81, p < 0.001, η2 = 0.041). Interpretation revealed that for the younger group concern about the family's health was highest, then financial concerns (p < 0.001), and lowest was the concern about their own health (p = 0.034). In the middle aged group, concern about the family's health was higher than both financial concerns and the concern for their own health (p < 0.001). In the older adults group, concern about the family's health was highest, followed by concerns about their own health (p < 0.001), and lowest was financial concerns (p < 0.001).



Intercorrelations for the Research Variables

Table 3 presents means, standard deviations, and intercorrelations for the research variables. Problem focused coping was moderate low, and emotion focused coping was lower (t (923) = 21.38, p < 0.001). Resiliency was moderate high, and all BSI mean scores were low.


Table 3. Means, standard deviations, and intercorrelations for the research variables (N = 925).
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Significant correlations were found among the research variables. Problem focused coping was positively related with emotion focused coping, resiliency, and all BSI scores. Emotion focused coping was positively related with all BSI scores as well. Resiliency was negatively related with the BSI scores.

Table 4 presents group differences in the research variables, controlling for gender (1-male, 0-female) and education level (1-academic, 0-less than academic). Family status was not controlled for, as it had too low a variance in two of the three groups and was thus group specific.


Table 4. Distribution of the research variables by age group (N = 925).
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Problem focused coping was generally moderate low and was higher among the middle aged group than among the older adults group. Emotion focused coping was generally low and did not differ by group. Problem focused coping was generally higher than emotion focused coping (F (1,921) = 364.40, p < 0.001, η2 = 0.283). Further, the interaction between coping style and age group was significant (F (2,921) = 9.41, p < 0.001, η2 = 0.020). Interpretation revealed that in all age groups problem focused coping was higher than emotion focused coping, yet to a greater extent in the middle aged group (η2 = 0.264), than in the younger (η2 = 0.088) and older (η2 = 0.067) groups.

Resiliency was moderate-high and did not differ by age group. BSI mean scores were low. The total score, somatization, and anxiety were highest among the younger group, lower among the middle aged group, and lowest among the older adults group. Depression was higher among the younger group than among the middle aged and older adults groups.



Regression

In order to assess the relationship between distress (total BSI score) and the research variables, we conducted a multiple hierarchical regression. Table 5 presents a multiple hierarchical regression for the total BSI score. The first step included gender (1-males, 0-females) and the age groups (entered as two dichotomous variables: younger group vs. others, and older adults group vs. others) (education level was not entered as it was unrelated to distress- r = −0.01, p = 0.796). The second step included the research variables of concerns, coping strategies, and the total score for resiliency.


Table 5. Multiple hierarchical regression for the total BSI score (N = 925).
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The regression model was found to be significant, with 38% of the variance explained by the total BSI score. Gender and age group were found significant, showing higher levels of psychological distress among women than men, and among the younger age group than the other groups. Higher levels of concern about the financial status was related to higher psychological distress. Greater use of emotion focused coping, as well as greater use of problem focused coping, were related to higher psychological distress. Finally, lower levels of resiliency were related to higher psychological distress as well.




DISCUSSION

The study was conducted at the peak of the lockdown, at a time when there was a real concern that the pandemic would get out of hand. The COVID-19 crisis had received unprecedented levels of documentation and publicity around the world. For weeks, almost every media source (newspapers, television, radio, internet) had back-to-back coverage of the coronavirus pandemic, reporting the numbers of those infected and dead and presenting frightening statistics about the hundreds and thousands of people who had died daily. Our aims were to examine psychological distress and concerns about health and about the financial implications during this unique period among different age groups. Another aim was to explore the relationship between resilience and coping on one hand and psychological distress on the other.

The research findings indicate differences between and within the groups with regard to the three types of concern explored: concern of contracting the virus, concern that a family member would contract the virus, and concern of the financial implications. Most of the respondents expressed concern particularly with regard to their family and less regarding the financial situation. The former concern was particularly high (4.08 on a scale of 1 to 5) among the younger group, consisting of those under 30. Although this was the main concern, the regression findings indicate that it was the financial concern that was found to be associated with the respondents' level of distress.

The fact that financial concerns and not concern for the family's health was associated with psychological distress can be explained by the Israeli reality at the time the study was conducted. Most of the participants in the three groups were living with family or with their spouse at the time of this study. Israeli citizens were asked to remain at home and were in fact in a state of lockdown that protected them from contracting the virus. Indeed, as evident from the participants' reports, only one participant had contracted the virus and remained at home and only 10 family members of the participants (1.1%) had contracted COVID-19. The most significant effect of the coronavirus was the need to stop working and to remain at home during the lockdown, with no knowledge of when and even whether they would return to their jobs. Most of the government efforts were directed at preventing the pandemic from spreading and, at least in the first stage when the study was conducted, less government attention was given to the financial implications.

In our estimate the high unemployment rates following the crisis, side by side with the focus on health-related means of protection, explain how considering the lockdown and the government focus on obtaining hospital equipment the citizens felt relatively protected from a health perspective and that the government was making efforts to protect them from contracting and dying from the virus. In contrast, it was the lockdown and cessation of work, as well as the lack of government clarifications regarding the financial steps that would be taken, that led to increasing concern of the financial implications. The post-study Israeli reality, evident at the time these lines are being written (mid-May 2020), reinforces this assumption. Despite the easing of the lockdown and the approval given to return to work, many citizens have lost their jobs and the unemployment rate is high, indicating distress that is currently manifested in protests and demonstrations against the government, in a request for massive financial assistance for those whose source of subsistence was affected by the pandemic. The association found between psychological distress and financial concerns certainly appears to indicate real distress. A similar association was found by Qiu et al. (1) who explained the high psychological distress found among Chinese citizens by concerns about delays in work time and subsequent deprivation of their anticipated income, possibly explaining the high stress level.

In contrast to the hypothesis whereby adults over 60 would report higher psychological distress than others, the current findings show that they displayed the lowest levels of distress while the younger group displayed the highest levels. Consistent with these results, previous studies have found lower reactivity to stress in older adults due to the COVID-19 pandemic [e.g., (7, 40)].

We assumed that the information publicized whereby the older adults group have the highest risk and the younger group, even if contracting the virus, are not at risk of death, as well as the reports of the very high death rates among older adults, would lead to higher distress among the older adults group compared to the younger group. Similar assumptions led to different findings in a study held in China also during the peak of the lockdown (1), where high levels of distress were found among both the older adult and younger groups. The Chinese researchers explained the high level of distress among the older adults group as due to the fact that the highest mortality rate during the epidemic occurred among older adults, adding that psychological distress levels were also influenced by the availability of local medical resources, the efficiency of the regional public health system, and prevention and control measures taken against the epidemic situation.

These explanations do not seem to have been compatible with the Israeli circumstances during the crisis. While particularly high death rates were reported in China, in Israel the death rate was very low, as was the rate of those infected. In Israel, the health system dealt with the cases discovered very successfully and managed to prevent an outbreak of the pandemic.

Another possible explanation is related to the attention and high level of care directed at older adults, both by the media and various aid organizations and by their families. Caring for older adults was emphasized in all possible media, side by side with warnings and instructions to protect mainly older adults who constitute a risk group, where the sentence “Protect grandpa and grandma—Keep a distance” became a popular motto. The media was flooded with photographic evidence showing that despite the physical isolation and the prohibition of contact between older adults and their family members, strong daily contact was maintained between them by digital means (Zoom, WhatsApp, etc.). The considerable social support provided to this age group might have moderated their sense of distress and loneliness. The association between social and family support has been found to be a moderator of distress and a factor that helps cope with crisis situations (22, 41). Family and personal resources seem to be relevant for explaining loneliness and psychological well-being during a critical stressful period (40). Therefore, it may be that although the oldest age group had the highest risk to their physical health, they were more capable of dealing with the psychological distress that accompanied the coronavirus.

Returning to the younger group, as mentioned above younger participants were found to have the highest levels of psychological distress compared to the other age groups. Similar findings regarding young participants were found among the Chinese during the pandemic (1). The researchers explain this finding by the fact that this age group is highly interested in the media and therefore obtain more information that may result in their higher susceptibility. Other explanations may be related to the respondents' age and not necessarily to exposure to the media, as the latter was true of all ages. The higher levels of distress and concern among this age group may be due to their younger age, which meant that they had limited previous exposure to new stressors. Thus, while in the older adults age group their long life experience granted them the ability to manage new stressors, this was not so among the younger group. Support for this assumption came from other findings showing that mental health disorders are more frequent and apparent in younger age groups, and unlike physical disorders they tend to decrease as the individual matures (35). For example, in a study conducted in Singapore following the acute respiratory syndrome (SARS) epidemic (42), greater anxiety was associated with younger age. The researchers' assumption was that this is related to differences in coping styles among younger individuals.

Examination of the differences in resilience between the age groups revealed no difference in the use of resilience and that resilience was moderate high and negatively associated with psychological distress. The fact that resilience had similar distribution across age group is in line with Connor and Davidson (14) perception of resilience as a personality trait and not the result of confronting previous life experiences. The negative association between resilience and psychological distress is in line with studies indicating that resilience protects individuals from the deleterious effects of exposure to stress and trauma (13, 16).

With respect to the findings regarding coping strategies, we found more use of problem-focused coping than of emotion-focused coping, unrelated to age. This finding is indicative of a healthy coping style. The greater use of problem-focused coping in the middle age group specifically is also understandable. This age group has a greater need to cope with the reality of being at home with young children, compared to the younger group (most of whom have no children) and the older adults group.

The positive association between use of problem-focused coping and resilience supports these explanations. Resilient individuals have been found to employ greater amounts of active coping such as problem-focused coping (26). While resilience allows an individual to respond positively to adverse events (14), coping strategies may yield either positive or negative results. As hypothesized and in line with the literature, greater use of emotion-focused coping was related to higher psychological distress (24, 28). However, the positive association between problem focused coping and psychological distress needs to be addressed. This finding contradicts research findings that indicate a reverse association between distress and problem focused coping (24, 25). However, several studies have shown that both coping strategies were positively correlated with pathogenic (e.g., PTS symptoms) as well as with salutogenic factors (e.g., resilience, post traumatic growth) (3, 22).

It was also found that emotion-focused strategies may be beneficial in situations perceived as uncontrollable or in the absence of a viable solution (e.g., exposure to terrorism and security threats) (31–34). In these cases, it may even be better to use emotion-focused coping, since this strategy may reduce the negative psychological effects of the scenario/event without confronting it directly (30). The pandemic studied here certainly fits the definition of an event perceived as uncontrollable or lacking a viable solution. It is logical for participants to use emotional (e.g., concerns about health as well as about one's financial situation) in conjunction with practical coping strategies (e.g., attempts to protect themselves as well as their family).

Finally, although at the time the study was conducted there was no indication that the coronavirus acted differently among men and women, the findings show that women had higher levels of psychological distress compared to men. This is in line with previous findings showing that women appear to be more vulnerable to internalizing symptoms, both in studies on the coronavirus (1) as well as in national studies on psychological distress levels (35, 43, 44). This tendency is well-documented and has been attributed to physiological differences (45), differences in cognitive appraisal and coping (46), socialization, and social factors (47).

To sum, due to the unusual nature of the research subject, the current study can be seen as exploratory. Psychological and coping responses following infectious disease outbreaks are relatively understudied. Thus, the findings should be approached with appropriate caution. In addition, our online survey sampling method has its befits and drawbacks. As for the former, online surveys allow for faster data collection and access to a potentially more diverse pool of participants. However, for the latter, some degree of potential sample bias should be taken into account. This strategy was not based on a random selection of the sample, and the study population did not reflect the actual pattern of the general population. In addition, there was no measurement of prepandemic of the variables we measured in the current study. Thus, It is possible that differences reflect pre-pandemic patterns.

Online surveys can reach only those who are online and those who agree to be part of the panel, and not all those who are invited to respond. In addition, our results rely on self-report questionnaires. Self-reported levels of psychological impact may not always be aligned with assessment by mental health professionals (48). Although this type of research design is generally a reliable source for gathering information about people's experiences, including regarding exposure to stressful events (1, 3), a multi-informant paradigm could enhance the data. Finally, only a single participant had contracted the virus. Thus, the findings could not be generalized to confirmed or suspected cases of COVID-19. However, in a time of crisis such as the current COVID-19 pandemic, there is a need to rapidly develop ways to better detect and classify those at greatest risk (49).

Overall, the research results indicate that although the coronavirus posed a higher psychological risk for older adults, it seems that this age group was better able to cope with its psychological effects, at least in Israel where the number of those infected was low. Qiu et al. (1) indicate that in regions where there seem to be better medical resources and control measures were taken against the pandemic, psychological distress was lower. We assume that knowledge that medical staff and resources in Israel are known to be on a high standard and about the drastic steps that were taken almost from the beginning of the coronavirus spread, resulted in the low psychological distress levels found among all age groups in the current study and especially among older adults. However, in the current study we have examined age as an objective variable. it may be that age should also be considered as a subjective perceived factor, which was found to be related to the mental health of older adults during the COVID-19 pandemic (50). Finally, the results of the study suggest the need to consider the younger age group as a risk group, and this needs to be addressed as the focus of an intervention program.

In 1919, following the influenza pandemic, Soper (51) wrote a paper that was published in Science, describing the feelings aroused by the flu:

“The pandemic which has just swept round the earth has been without precedent… never before has there been a catastrophe at once so sudden, so devastating and so universal. The most astonishing thing about the pandemic was the complete mystery which surrounded it… Nobody seemed to know what the disease was, where it came from or how to stop it. Anxious minds are inquiring to-day whether another wave of it will come again… Nobody can now speak authoritatively upon this subject… (p. 501)”.

Although a century has passed, the description also fits the COVID-19 crisis. Despite the relatively low rates of distress found among participants in Israel, findings from other countries (such as China) indicate extreme rates of distress and many are still in a state of uncertainty.

Any major epidemic outbreak has negative effects on individuals and on society. No country alone can prevent a global risk such as COVID-19. This shows the importance of pre-establishing community coalitions to mobilize resources efficiently and effectively and to respond successfully to the disaster-related mental health needs of affected individuals and raises the need for developing practical community mental health programs for future infectious disease outbreaks.
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