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Abstract
In addition to the implications that this pandemic has had on physical health, there are other circumstances that threaten the mental
health of the population, such as lockdown measures to prevent the spread of the virus, uncertainty, and the increase in infections
and deaths. For this reason, this study explored indicators of psychological distress in the Argentine population, as well as its
relationship with sociodemographic and health variables.
Cross-sectional observational study, with data collection from May to August 2020. A total of 1112 people over the age of 18 who

responded to various measurement instruments through an online questionnaire participated. A bivariate analysis and logistic
regression were carried out in order to determine predictive factors of psychological distress.
The data revealed that 60.9% of the sample presented psychological distress. A greater number with this condition was observed

in women, apart from younger people, with a greater number of symptoms associatedwith the disease andwith worse self-perceived
health. There was no evidence of association between psychological distress and contact with people infected with coronavirus
disease 2019 or with material suspicious of being infected.
This research provided an overview of the mental health status of a significant population sample in Argentina, months after the

onset of the coronavirus disease 2019 pandemic. These findings complement those found in other national and international studies,
allowing the accumulation of evidence that states the need to demand to draw attention to the mental health of the population,
especially the most vulnerable groups, on behalf of the public authorities.

Abbreviations: ASPO = preventive and mandatory social isolation; for its acronym in Spanish: Aislamiento Social, Preventivo y
Obligatorio, COVID-19 = coronavirus disease 2019, CI = confidence interval, M = mean, OR = odds ratio, WHO = World Health
Organization.
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1. Introduction

On January 30, 2020, the World Health Organization (WHO)
declared a public health emergency due to the outbreak of
coronavirus disease 2019 (COVID-19) internationally.[1] Al-
though the onset of the disease was reported at the end of 2020 in
Wuhan, China, by that date around 80 cases had been identified
in 18 different countries,[1,2] and by March 11, 2020 the number
of identified cases had exceeded 118,000, after which WHO
reported it as a pandemic disease.[3]

As a result, a state of health emergency was declared at the
international level, and each country implemented measures to
contain the virus and mitigate the health, economic, and social
impact. In Argentina, the government decreed a preventive and
mandatory social isolation (ASPO, for its acronym in Spanish),
which officially took effect on March 20, 2020. The decree
imposed restrictions such as the free movement of persons, the
closure of external and internal borders, the stoppage of services
and work and economic activities considered non-essential, and
the suspension of cultural, religious, sports, and recreational
meetings and events.[4]

Studies on the severe acute respiratory syndrome and Middle
East respiratory syndrome showed psychological consequences in
survivors, such as stress and distress, and the presence of anxiety
and feelings of anger in the general confined population.[5]

International studies conducted at the beginning of the COVID-19
outbreak highlighted that widespread anxiety, frustration,
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boredom, and loneliness, as well as fears related to infection, are
harmful psycho-emotional factors that affect quality of life and
personal well-being.[6–9] Similarly, the COVID-19 pandemic has
been related to psychological distress, with data showing ranges
from 24.6% to 56%[10]; among other factors, the frequent
exposure to social networks or news about the pandemic are
presented as predictors of these negative effects.[9,11]

In people with previously diagnosed psychiatric disorders, the
effects of COVID-19 isolation are unclear. For example, a higher
level of distress is reported as compared to that experienced by
healthy people due to the lack or alteration of stress coping
strategies, especially towards the pandemic, or less access to
medical care,[8] and, in addition, an increase in consumption of
substances such as alcohol, but with no increase in affective
experiences or in the symptomatology of such disorders.[12]

Having pre-existing medical conditions, such as diabetes or
hypertension, can become a risk factor for psychological distress
due to the perception of increased risk of mortality, difficulty
accessing medical services, and increased sensitivity to external
stressors such as mandatory isolation.[13–15]

In Argentina, some studies associated with the mental health
status of the population due to COVID-19 started early. An
example is a study conducted during the first week of the ASPO[16]

with the aim of measuring affective reactions in Argentine adults.
High rates of depressive and anxious emotional reaction were
observed even with very low infectious rates of COVID-19 in the
country and an early adaptive reaction. The youngest group (18–
25years) showed the highest prevalence of symptoms, while the
group of women presented more symptoms of depression and
anxiety. Also, after the first month of ASPO, an exploration of
psychological effects was carried out and the following were
detected as more relevant: fear of personal and/or close family
contagion, severe distress, sadness and feeling down and with
depressive mood, as well as an increase in the consumption of
alcoholic drinks. Being awoman, young, and unemployed appears
as a factor of greater psychological vulnerability.[17,18] A study
comparing 3 periods of lockdown detected a sustained and
significant increase in the number ofpeople at riskof suffering from
a mental disorder, which was higher in women and young people
who lived the region with the highest population density, Greater
Buenos Aires.[19,20] On an emotional level, 56.3% expressed
feeling more anxiety and 33.5% expressed greater difficulty
sleeping than before the pandemic.[20] In contrast, the research by
Eidman et al,[5] conducted in 20 Argentine provinces, reports
66.7% of participants with languishing mental health, with a
higher proportion in men and married people.
This disparity of results on certain sociodemographic variables

is also noticed at the international level. Thus, although being a
woman and a young person appear recurrently as predictors of
distress or psychological distress,[7,9,10,11] the heterogeneity of the
studies allows to understand that factors of vulnerability include
being male, being over 60years old, having a high level of
education, being unemployed, or being a student, as well as living
with many people in confined spaces or having a non-cohabiting
relationship.[8,15–18,21] These differences detected in the research
on psychological distress associated with COVID-19 suggest the
need for studies aimed at consolidating empirical evidence during
epidemics.[22,23] Therefore, the objective of the study was to
analyze the psychological distress in an Argentine population
sample during the COVID-19 pandemic, identifying the potential
predictive role of sociodemographic variables and factors related
to the general health of the participants.
2

2. Methods

2.1. Participants

For this study, an ideal sample size was estimated from 1068
participants onwards (95% confidence level and risk of bias of
3%), considering the total Argentine population that had internet
access in the second quarter of 2020.[24] In this way, a non-
probabilistic snowball sampling was used, disseminating the
study through social networks and invitations through institu-
tional emails. As inclusion criteria, the following were estab-
lished: being 18years of age or older; living in Argentina at the
time of participation in the study; and accepting the informed
consent. Thus, the initial sample consisted of 1592 participants,
but those who did not complete the questionnaire in its entirety
were eliminated, leaving a final sample of 1112 people.
2.2. Instruments

An ad hoc questionnaire composed of the following instruments
was designed:

Sociodemographic variables: information was collected regard-
ing sex, age, marital status, educational level, employment status,
and type of dwelling. In addition, information on whether the
participant lived with children or under-16 youngsters, or with
disabled people was also collected.
Physical symptoms related with COVID-19 in the past 14days:
using questions with dichotomous answer (yes/no), the preva-
lence of the most common symptoms of COVID-19 indicated by
theWHOwas recorded[25]: fever>38°C for at least 1day, cough,
headache, myalgia, dizziness, diarrhea, sore throat, coryza, chills,
and breathing difficulty.
Health-related variables: dichotomous answer questions were
included to assess the presence of chronic diseases, medication
intake of some kind, need for health care in a health center, clinic,
or hospital in the past 14days, quarantine for presenting
symptoms, as well as testing for COVID-19. To assess self-
perceived health in the 14days prior to the participation in the
study, an item with 5 response options (lousy, bad, mediocre,
good, and very good) was used.
Contact history in the past 14days: 3 questions with categorical
answers (no, yes, or does not know) were included to assess the
presence of close or casual contact with a confirmed case of
COVID-19. The presence of contact with any person or material
suspicious of being infected with COVID-19 was also assessed.
Psychological distress: the General Health Questionnaire[26] was
used to assess the presence of psychological distress. This self-
administered questionnaire consists of 12 items for which the
participant must indicate how they have felt regarding their
health in recent weeks. It is answered using a Likert-type scale of 4
answer options (1–4), which are transformed into a dichotomous
score (0-0-1-1) for correction, so that the total score on the scale
ranges from 0 to 12 points. The Cronbach alpha obtained for this
study was 0.88.

2.3. Procedure

Cross-sectional observational study. This research followed the
STROBE guidelines. Data were collected between May 12 and
August 30, 2020 through the Qualtrics survey platform. At all
times, the ethical criteria set out in the Declaration of Helsinki[27]

and Argentine Law 25326 on the protection of personal data[28]



Table 1

Participants’ responses to the General Health Questionnaire -
GHQ-12 (N=1112).

Items M (SD)

1. Have you been able to concentrate well on what you were doing? 2.48 (0.76)
2. Have your worries made you lose a lot of sleep? 2.43 (1.00)
3. Have you felt that you are playing a useful role in life? 2.18 (0.84)
4. Have you felt capable of making decisions? 2.10 (0.68)
5. Have you felt constantly overwhelmed and stressed? 2.66 (0.95)
6. Have you had the feeling that you cannot overcome your difficulties? 2.20 (0.93)
7. Have you been able to enjoy your normal daily activities? 2.52 (0.88)
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were complied with. This meant that participants received
information about the study and then agreed on the participation
through an informed written consent before accessing the survey.
Data were collected anonymously, and the voluntariness of
participation was respected. This study is part of an international
macro research whose objective is to evaluate the impact of the
COVID-19 pandemic on the emotional well-being and psycho-
logical adjustment of health professionals and the general
population, and whose project was approved by the Research
Ethics Committee of Huelva (Spain), belonging to the Regional
Ministry of Health of Andalusia (PI 036/20).
8. Have you been able to adequately cope with problems? 2.21 (0.66)
9. Have you felt unhappy or depressed? 2.34 (0.99)
10. Have you lost confidence in yourself? 1.74 (0.90)
11. Have you thought that you are a worthless person? 1.37 (0.76)
12. Do you feel reasonably happy considering all the circumstances? 2.13 (0.75)
Scale total (over 12 points) 4.23 (3.47)
Presence of psychological distress (cut point ≥3) (%)
Yes 60.9
No 39.1

M (SD)=mean (standard deviation).
2.4. Data analysis

All statistical analyses were carried out using the SPSS 26.0
statistical software (IBM, Armonk, NY). First, an exploratory
analysis was conducted to study the presence of anomalous
values or outliers. Next, a descriptive analysis was carried out
using statistics such as frequency, mean, and standard deviation
depending on the type of variable (categorical or quantitative).
To address the relationship of categorical variables between
participants who presented psychological distress and those who
did not, the chi-squared test was used. For all continuous
variables, a Student t test was applied. Cramer V and Cohen d
(<0.19 negligible; 0.20–0.49 small; 0.50–0.79 medium; >0.80
high) were calculated as effect size indices. Finally, to predict the
presence of psychological distress, a binary logistic regression
model including variables with P value <.05 was applied to
identify those with greater predictive capacity. The dependent
variable was coded with “0” for participants who did not present
psychological distress and with “1” for participants who did
present psychological distress. The Hosmer-Lemeshow test was
used to check the goodness of fit of each model. The predictive
capacity of variables was calculated using Nagelkerke R2. Odds
ratios (ORs) were calculated with a 95% confidence interval (CI).

3. Results

3.1. Sociodemographic characteristics

Most of the participants were women (71.9%; n=800) and
28.1% (n=312) were men. The mean age was 42.55years (SD=
16.13). The most reported marital status was married or living as
a couple (49.9%; n=555), followed by single (36.2%; n=402).
In relation to the educational level, 40.7% (n=453) of the sample
had higher degree studies, while 31.3% (n=348) reported
postgraduate studies. Considering the employment situation at
the time of the study, 48.8% (n=543) of the participants were
working from home, while 32% (n=356) exercised their
professional work outside the home, and 19.3% (n=215) did
not work.
3.2. Psychological distress

Description of mean and standard deviations of the participants’
responses to each of the General Health Questionnaire questions
are presented in the Table 1. The highest scores were those
corresponding to items 5, “Have you felt constantly over-
whelmed and stressed?” (mean [M]=2.66; SD=0.95), and 7,
“Have you been able to enjoy your normal daily activities?” (M=
2.52; SD=0.88); the lowest scores were obtained in items 11,
“Have you thought that you are a worthless person?” (M=1.37;
SD=0.76) and 10, “Have you lost confidence in yourself?” (M=
3

1.74; SD=0.90). The mean score on the total scale was 4.23
points out of 12 (SD=3.47). Establishing a cut-off point of 3 or
more points on the total scale to assess the presence of
psychological distress, the results showed that 60.9% of the
participants had this morbidity at the time of their participation
in the study.
Considering the relationship between the different sociodemo-

graphic variables collected and the presence of psychological
distress (Table 2), the results showed significant relationships
with sex, age, and marital status (P< .05 in all cases). Thus, a
greater presence of psychological distress was observed in the
group of women (76.7% vs 23.3% in men) and in people with
younger mean age (M=40.67; SD=12.72) as compared to the
group that did not present this psychic morbidity (M=45.49;
SD=13.32). For the rest of the variables (educational level,
employment status, type of dwelling, living with children or
under-16 youngsters, living with disabled people), no statistically
significant relationships were found (P< .05 in all cases).
3.3. Physical symptoms in the past 14days and
psychological distress

The variables related to the presence of COVID-19 symptoms in
the 14days prior to the participation in the study are presented in
Table 3. The most commonly reported symptoms by participants
were headache (39.8%), myalgia (25.6%), and coryza (16.6%).
To a lesser extent, sore throat (11.1%), cough (10.6%), diarrhea
(8%), dizziness (6.7%), breathing difficulty (3.4%), chills
(2.5%), and fever (0.9%). In relation to the number of symptoms
presented, 24.9% of the participants stated that they had
presented only 1 symptom, while 17.6% reported the presence of
2 symptoms and 17.4% of 3 or more. For all symptoms except
fever, chills, and breathing difficulty, significant relationships
were found with the presence of psychological distress (Table 3).
Similarly, significant differences were found in the mean number
of manifested symptoms (t=–7,952; P< .001; d=0.472), with
higher values in the group of participants who presented this
psychic morbidity (M=1.50; SD=1.48) as compared to those
who did not (M=0.85; SD=1.20).
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Table 2

Association between sociodemographic variables and psychological distress during the COVID-19 pandemic (N=1112).

Psychological distress

N (%) No (n=435) Yes (n=677) x2/t P Effect size

Sex
Male 312 (28.1) 35.4 23.3 19.095 <.001 0.131
Female 800 (71.9) 64.6 76.7

Age [mean (SD)] 42.55 (13.16) 45.49 (13.32) 40.67 (12.72) 6.060 <.001 0.372
Marital status
Single 403 (36.2) 29.9 40.3 12.859 .002 0.108
Married or living as a couple 555 (49.9) 55.6 46.2
Separated/divorced/widowed 154 (13.8) 14.5 13.4

Educational level
Secondary education or lower 147 (13.2) 13.8 12.9 1.914 .590 0.041
Technical/non-university higher level 164 (14.7) 16.3 13.7
University 453 (40.7) 39.1 41.8
Postgrade, Master, or Doctorate 348 (31.3) 30.8 31.6

Employment status
Working away from home 355 (32.0) 33.8 30.8 1.287 .525 0.034
Working from home 542 (48.8) 48.0 49.3
Not working 214 (19.3) 18.2 20.0

Type of dwelling
Flat or apartment 432 (38.9) 35.4 41.1 3.647 .056 0.057
House 679 (61.1) 64.6 58.9

Living with children or under-16 youngsters
No 634 (57.0) 58.4 56.1 0.552 .457 0.022
Yes 478 (43.0) 41.6 43.9

Living with disabled people
No 1039 (93.4) 93.6 93.4 0.019 .890 0.004
Yes 73 (6.6) 6.4 6.6

x2/t=chi-squared test/Student t test.
COVID-19 = coronavirus disease 2019.
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3.4. Health-related variables and psychological distress

According to health-related variables (Table 4), 30.3% of the
sample reported suffering from some type of chronic disease,
among which the most frequently reported ones were: arterial
hypertension (36.2%), chronic respiratory disease (19.58%),
diabetes (10.38%), metabolic syndrome (6.52%), disease or
immunosuppression situation (5.04%), and chronic cardiovas-
cular disease (4.45%). 37.4% of the participants reported taking
some type of medication and 7.5% stated having received health
care in a health center, clinic, or hospital. 0.9% of the sample said
they had been quarantined for the presence of symptoms in the
14days prior to their participation in the study, and 2.1% had
been performed the diagnostic test. None of these variables
showed a significant relationship with the presence of psycho-
logical distress. Finally, when participants were asked about how
they had perceived their health in the last 14days, the results
showed significantly worse ratings (t=8.594; P< .001; d=
0.514) in the group of people with psychological distress (M=
4.23, SD=0.72) as compared to the group without psychological
distress (M=4.57, SD=0.56).
3.5. Variables related to contact history in the past 14days
and psychological distress

Regarding contact history in the last 14days, 28.3% of the
sample claimed to have had or were unaware of having had
contact with a person or material suspicious of being infected
with COVID-19. 20% reported having had casual contact with
an individual with confirmed COVID-19 infection, and 14.2%
4

having had close contact. None of these variables showed a
relationship with the presence of psychological distress (P> .05 in
all cases).
96.9% said they did not have any family member infected with

the virus at the time of participating in the study. This variable did
not either show a relationship with the presence of psychological
distress (P= .645) (Table 5).

3.6. Prediction of psychological distress

The logistic regression model, controlled by sex and age, is
displayed in Table 6. The results of the Hosmer-Lemeshow test
showed a good goodness of fit of the model (X2=10.318,
P= .243). The percentage of variance explainedwas 14.3% (X2=
123.479, P< .001), correctly classifying 65.8% of participants
(82.1% sensitivity and 40.5% specificity). The variables that
showed a predictive character about the presence of psychologi-
cal distress were sex, specifically being a woman (OR=1.575;
P= .002; 95% CI= [1.186, 2.092]), being of younger age (OR=
0.979; P< .001; 95% CI= [0.968, 0.989]), presenting a higher
number of symptoms related to COVID-19 (OR=1.224;
P< .001; 95% CI= [1.095, 1.368]), and a lower score in self-
perceived health (OR=0.573; P<0.001; 95% CI= [0.429,
0.671]).

4. Discussion

The present study has aimed to determine the presence of
symptoms of psychological distress during the ASPO decreed by
the Argentine Government in the framework of the health



Table 3

Association between physical symptoms in the past 14days and psychological distress during the COVID-19 pandemic (N=1112).

Psychological distress

N (%) No (n=435) Yes (n=677) x2/t P Effect size

Fever (>38°C for at least 1 day)
No 1102 (99.1) 99.5 98.8 1.549 .213 0.037
Yes 10 (0.9) 0.5 1.2

Cough
No 994 (89.4) 92.6 87.3 7.982 .005 0.085
Yes 118 (10.6) 7.4 12.7

Headache
No 669 (60.2) 70.1 53.8 29.532 <.001 0.163
Yes 443 (39.8) 29.9 46.2

Myalgia
No 827 (74.4) 84.1 68.1 35.762 <.001 0.179
Yes 285 (25.6) 15.9 31.9

Dizziness
No 1037 (93.3) 95.4 91.9 5.236 .022 0.069
Yes 75 (6.7) 4.6 8.1

Diarrhea
No 1023 (92.0) 94.7 90.3 7.160 .007 0.080
Yes 89 (8.0) 5.3 9.7

Sore throat
No 989 (88.9) 93.8 85.8 17.114 <.001 0.124
Yes 123 (11.1) 6.2 14.2

Coryza
No 927 (83.4) 87.4 80.8 8.214 .004 0.086
Yes 185 (16.6) 12.6 19.2

Chills
No 1084 (97.5) 98.6 96.8 3.774 .052 0.058
Yes 28 (2.5) 1.4 3.2

Breathing difficulty
No 1074 (96.6) 97.7 95.9 2.708 .100 0.049
Yes 38 (3.4) 2.3 4.1

Number of symptoms [mean (SD)] 1.25 (1.41) 0.85 (1.20) 1.50 (1.48) –7.952 <.001 0.472

COVID-19 = coronavirus disease 2019.

Table 4

Association between health-related variables and psychological distress during the COVID-19 pandemic (N=1112).

Psychological distress

N (%) No (n=435) Yes (n=677) x2/t P Effect size

Chronic diseases
No 775 (69.7) 70.1 69.4 0.060 .807 0.007
Yes 337 (30.3) 29.9 30.6

Currently taking any medication
No 696 (62.6) 60.2 64.1 1.700 .192 0.039
Yes 416 (37.4) 39.8 35.9

Health care in a health center, clinic or hospital in the past 14 days
No 1029 (92.5) 93.3 92.0 0.658 .417 0.024
Yes 83 (7.5) 6.7 8.0

Self-rated health in the past 14 days
∗

4.37 (0.68) 4.57 (0.56) 4.23 (0.72) 8.594 <.001 0.514
Recent quarantine in the past 14 days for having symptoms
No 1102 (99.1) 99.3 99.0 † .748 0.018
Yes 10 (0.9) 0.7 1.0

Recent testing for COVID-19 in the past 14 days
No 1089 (97.9) 97.7 98.1 0.187 .665 0.013
Yes 23 (2.1) 2.3 1.9

x2/t= chi-squared test/Student t test.
COVID-19 = coronavirus disease 2019.
∗
Likert-type scale from 1 (very bad) to 5 (very good).

† Fisher exact test.
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Table 5

Association between contact history variables in the past 14days and psychological distress during the COVID-19 pandemic (N=1112).

Psychological distress

N (%) No (n=435) Yes (n=677) x2 P Effect size

Close contact with an individual with confirmed infection with COVID-19
No 954 (85.8) 86.9 85.1 0.716 .397 0.025
Yes or does not know 158 (14.2) 13.1 14.9

Casual contact with an individual with confirmed infection with COVID-19
No 890 (80.0) 81.6 79.0 1.107 .293 0.032
Yes or does not know 222 (20.0) 18.4 21.0

Contact with any person or material suspicious of being infected with COVID-19
No 797 (71.7) 73.3 70.6 0.971 .325 0.030
Yes or does not know 315 (28.3) 26.7 29.4

Any infected family member
No 1077 (96.9) 96.6 97.9 0.212 .645 0.014
Yes or does not know 35 (3.1) 3.4 3.0

x2=chi-squared test.
COVID-19 = coronavirus disease 2019.
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emergency due to COVID-19 during a period of 8t consecutive
months in 2020. Likewise, its association with sociodemographic
variables and health conditions in the general population has
been identified.
Local studies[16–19] conducted during the first weeks of

lockdown identified psychological distress in the Argentine
population, with rates above 70%, higher than those reported
prior to the COVID-19 health emergency.[29] It is noteworthy
that these rates occurred despite a low number of confirmed cases
and deaths, which could be due to an emotional reaction to the
sudden and forced interruption of normal daily life.[16,30,31] The
literature does not only point to the direct effect of the pandemic
on mental health, but also to its indirect effect caused by the
measures taken to contain the virus. The efficacy of lockdown as
a containment and safety measure in previous epidemics has been
studied.[32–34] However, Rubin andWessely[30] point out that the
potential benefits of a quarantine can be mitigated by the impact
on the mental health of the population, regardless of whether or
not the evolution of a disease can be controlled. This impact is
most significant when isolation measures are official and
imposed, and this includes anxiety and fear of stigmatization
of those who have gone through the disease. However, evidence
suggests that people under lockdown are more likely to develop
various psychological symptoms such as insomnia, emotional
fatigue, fears, and depression.[13,14,32] In addition, these
symptoms are intensified in developing countries, with a high
number of self-employed, independent workers, or low-wage
workers.[32]

In the case of this study, conducted between May and August
2020, it was identified that 60.9% of the participants had
psychological distress. Thus, when considering that various
studies on the impact of lockdown by epidemics place the
prevalence of distress between 20% and 57%,[8,10] it is observed
that, in the present study sample, there was greater psychological
vulnerability, being the results consistent with what was reported
in different national[5,17–19] and international stud-
ies.[6,7,11,12,15,23] In addition, the reported percentage shows
that levels of psychological distress during the COVID-19
pandemic remained above prevalence rates for symptoms and use
of mental health services in Argentina.[16] Likewise, the evidence
reported by researchers from the Observatory of Comparative
Social Psychology of the University of Buenos Aires[19] shows a
6

sustained and significant increase in the number of people at risk
of suffering from a mental disorder over 3 time periods of the
pandemic (7–11days; 50–55days; and 115–124days), being
higher in the region with the highest population density, possibly
due to the implementation of more strict measures. All these
results would be related to the permanent uncertainty about the
completion of the ASPO and to the sustained expectations about
the return to face-to-face work and educational activities, as well
as about the reopening of leisure activities and gatherings.
In relation to the assessed sociodemographic variables,

statistically significant relationships with sex, age, and marital
status were detected. Regarding the first 2 variables, a greater
presence of psychological distress was observed in women and in
the younger age group, which is consistent with the reports of
national[16–19] and international studies.[6,7,12,15] In the case of
sex, being awoman is considered a personal/individual risk factor
for psychological distress, and mood disorders in gener-
al,[8,9,16,18] which could have been magnified during the ASPO.
It can be assumed that the increase in symptomatology among
women is associated, in a high percentage of cases, with the
reduction or total loss of family income that may lead to the
consequent alteration of the family economy, as well as with the
transfer of education to the heart of the home, the lack of
equitable division of domestic responsibilities, and the increase in
situations of domestic violence.[7,20,31]

The inverse relationship between levels of psychological
distress and the age of the participants could be understood in
different ways. Some studies suggest that the increase in
psychiatric symptoms or more negative emotional reactions in
the younger group may be due to the fact that this group has less
flexible coping styles in the face of adverse situations,[5,9,23] or to
the limitation of social life and physical, work, and educational
activities, with a more negative perception of the cost-benefit
ratio of lockdownmeasures.[16,31] On the other hand, it should be
considered that this study, like others, has been carried out
through online questionnaires, which could have biased the
group of older adults participating,[8,11] not being properly
reflected the reality of those who have remained isolated from
their support networks and did not have access to information
and communication technologies during the studied period of
time. At the same time, it is considered that young people could
have presented more indicators of psychological distress due to



Table 6

Prediction of psychological distress.

OR (95% CI)

b SE Wald df P OR LL UL

Sex (ref. male) 0.454 0.145 9.864 1 .002 1.575 1.186 2.092
Age –0.021 0.005 15.094 1 <.001 0.979 0.968 0.989
Marital status (ref. single) 0.606 2 .739
Married or living as a couple –0.092 0.151 0.368 1 .544 0.912 0.678 1.228
Separated/divorced/widowed 0.030 0.221 0.018 1 .893 1.030 0.667 1.590
Number of symptoms 0.202 0.057 12.593 1 <.001 1.224 1.095 1.368
Self-rated health in the past 14 days –0.622 0.114 29.786 1 <.001 0.537 0.429 0.671
Constant 2.603 0.592 37.042 1 <.001 36.721

OR (95% CI)= odds ratio (confidence interval at the 95% level).
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information overload through virtual social networks and
difficulties in differentiating fake and truthful information in
relation to COVID-19.[15,23]

Regarding marital status, it was detected that single people
presented mental morbidity, which could be due to the difficulties
in balancing work and daily life as the new situation brought
about, as well as to the limitation of social life and the perception
of loneliness and lack of support networks in case of contracting
the disease. This can be understood in the light of other
studies[7,8,10,17,18] which showed that having children and living
with a partner or family member operate as factors of well-being
or perception of less discomfort, while living alone or having a
non-cohabiting partner would become factors of psychological
distress. The differences with the study by Eidman et al[5] could be
due both to the difference in the methodological approach and in
the conceptualization of psychological variables.
In the present study, it has been observed that the presence of

symptoms of COVID-19 in the 14days prior to the participation
in the study was related to the levels of psychological distress,
considering the mean number of symptoms. In this sense, the
results coincide with some international studies[6,8,10,33] that
identified an association between symptoms of COVID-19, such
as sore throat and myalgia, and higher levels of anxiety and
depression, and with the perception of vulnerability to the
infection.
Conversely to what was expected and evidenced in interna-

tional studies,[8,9,12,15] suffering from chronic diseases such as
arterial hypertension or diabetes, the consumption of medication,
and the need for some type of health care in the 14days prior to
the participation in the study showed no statistically significant
relationship with the presence of psychological distress. This
could be due to the early support and emotional containment
networks provided by mental health professionals in Argentina
for certain risk groups.
Regarding the perception of health in the last 14days, the data

indicate that this was worse in the group with psychological
distress, which could be due to the fact that the perception of
health is subjective and personal, and as such, exerts effects on
variables such as adequate stress management and emotional self-
regulation.[35–37] Unlike other studies,[10,32] this relationship is
not explained by the history of close contact with people with
COVID-19 as a generator of anxiety or stress, being a variable
that, here, does not appear as relevant in terms of the detected
levels of psychological distress.
Among the limitations of the study, we must highlight the

observational and cross-sectional design that was developed,
since it is aimed at informing about the ways in which the
7

COVID-19 pandemic is experienced or perceived, without
delving into causal relationships or multivariate interactions.
The selection of the sample has not been probabilistic and,
therefore, the groups by age, sex, marital status, and origin
are asymmetrical. Repeating the study at the present time may
make it possible to offer a solution for some of the above
limitations. In addition, future studies could go deeper into the
psychological consequences of the pandemic in those groups that
the literature considers most vulnerable, such as women and the
youngest.
In sum, the variables identified as predictors of psychological

distress in relation to the COVID-19 pandemic for the adult
population in Argentina were sex, specifically being a woman, the
number of symptoms related to COVID-19, being younger, and
self-perceived health. These results contribute to the accumula-
tion of empirical evidence on the psychological repercussions of
this pandemic in Argentine society, findings that represent a
wake-up call to adapt the country’s public policies to the real
needs of the population in terms of mental health.
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