
Received: 23 June 2022 - Revised: 14 March 2023 - Accepted: 17 April 2023

DOI: 10.1002/smi.3254

R E S E A RCH AR T I C L E

Trauma history predicts depression and posttraumatic stress
symptoms better than a psychiatric diagnosis: Comparing
wartime, routine time, and early COVID‐19 in Israel

Marc Gelkopf1 | Rony Berger2,3 | Sheila Daniela Dicker‐Oren1 |

Liron Lapid Pickman1 | Talya Greene1,4

1Department of Community Mental Health,

Faculty of Social Welfare and Health Sciences,

University of Haifa, Haifa, Israel

2Bob Shapell School of Social Work, Tel Aviv

University, Tel Aviv‐Yafo, Israel
3Center for Compassionate and Mindful

Education, Tel Aviv University, Tel Aviv‐Yafo,
Israel

4Clinical, Educational and Health Psychology,

University College London, London, UK

Correspondence

Sheila Daniela Dicker‐Oren.
Email: sddicker3@gmail.com

Funding information

Israel Science Foundation, Grant/Award

Number: 1244/16; Narsad Young Investigator

Award to TG, Grant/Award Number: 23524;

NATAL: Israel Trauma Center for Victims of

Terror and War; The Moshe Hess Foundation

Abstract

Individuals with a psychiatric diagnosis and those with a history of trauma are at

high risk for depression and posttraumatic stress symptoms (PTSS) following

exposure to new traumatic events. Nevertheless, research is scarce on how having

both a psychiatric diagnosis and a trauma history affect reactions to new traumatic

events, and how different trauma types may affect individuals with a psychiatric

diagnosis. We thus examined whether different stressful contexts (War and COVID‐
19) affected individuals with and without a psychiatric diagnosis differentially and

whether results might be explained by prior trauma exposure. In the same cohort,

we assessed depression and PTSS during wartime (2014), routine time (2016), and

during the COVID‐19 pandemic (2020) in a sample with (n = 89) and without

(n = 104) a self‐reported psychiatric diagnosis. This cohort was recruited during the
2014 Israel‐Gaza War using social media, snowballing and outreach to mental

health rehabilitation centres. We used a linear mixed modelling approach on data

from the entire sample, as well as on the two study groups separately. We found

that trauma history predicted PTSS and depression whereas a history of psychiatric

diagnosis did not. Regarding trauma types, we found that individuals in the psy-

chiatric diagnosis group relative to themselves had more symptoms during COVID‐
19 compared to war and routine time, while those without diagnosis had more PTSS

and depression symptoms during wartime compared to routine time and COVID‐19.
In conclusion, a traumatic past may have an important influence on reactions to

different types of traumatic events. Distinct traumatic events may affect individuals

with or without a psychiatric diagnosis differentially.
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1 | INTRODUCTION

Two particularly important risk factors in predicting PTSS and

depression are having a psychiatric diagnosis and a history of trauma.

Indeed having a psychiatric diagnosis has been observed to be

strongly related to the development of PTSS and depression symp-

toms following exposure to subsequent traumatic events (Gelkopf

et al., 2017; Mauritz et al., 2013; Mueser et al., 1998, 2002). In

parallel, studies have shown trauma exposure to be a major risk

factor for the development PTSD and depression (Copeland

et al., 2018; Mueser et al., 1998). In line with this finding, trauma

history is one of the most significant factors in predicting the

development of PTSS and depression after exposure to a new trau-

matic event (Brewin et al., 2000; Ozer et al., 2003). Additionally, it

has also been observed that having any mental disorder puts in-

dividuals at risk of experiencing traumatic events (Kessler, Berglund,

et al., 2005; Kessler, Chiu, et al., 2005; Mueser et al., 2001; Neria

et al., 2002), as well as suffering serious psychiatric symptomatology,

including PTSS and depression following a stressful encounter (Gru-

baugh et al., 2011).

The literature is thus replete with very rich and unequivocal

empirical data suggesting that a majority of individuals with a psy-

chiatric diagnosis have experienced major traumatic events (Cope-

land et al., 2018), far more than the general population (Mauritz

et al., 2013). Furthermore, as suggested in a major review of the

impact of September 11 on psychiatric patients, new traumatic ex-

periences impact individuals with a psychiatric diagnosis more

severely than individuals without (Franz et al., 2009). Moreover,

susceptibility to develop PTSS (Grubaugh et al., 2011; Hardy &

Mueser, 2017; Mauritz et al., 2013) and depression (Eckart

et al., 2004) subsequent to a traumatic incident is also much higher in

psychiatric populations than in the general population. Therefore,

ample empirical evidence suggests that trauma and having a psy-

chiatric diagnosis are strongly overlapping factors both predicting

PTSS and depression in reaction to subsequent traumas.

On a theoretical level, the diathesis–stress approach suggests

that a predisposition to a mental disorder combined with stressful

conditions may play a precipitating or facilitating role in the devel-

opment of further mental health problems. This approach also sug-

gests that new stressors or traumatic events can contribute to

additional mental health issues in those with previous traumatic

exposure and who developed similar problems in the past (Ingram &

Luxton, 2005).

In addition, not all traumas are created equal. Studies have

suggested that distinct trauma types, for example, interpersonal

trauma, sexual abuse, and natural or man‐made disasters, could

affect the development of mental health problems differentially

(Hyland et al., 2017; McMillan & Asmundson, 2016; Wanklyn

et al., 2016). Furthermore these trauma types may affect individuals

differentially depending upon available psychological, social and fa-

milial resources, and individuals living with a psychiatric disorder may

have both different and weakened resources. Indeed, armed conflicts

and disease epidemics are very dissimilar events, with potentially

different implications for the general population and for individuals

with a psychiatric diagnosis.

Data regarding the susceptibility of individuals with severe

mental health problems in wartime are relatively scarce and incon-

sistent. During the first Gulf War several Israeli studies suggested

that adverse reactions for psychiatric patients were negligible

(Bendor et al., 1993, 1994; Gelkopf et al., 1995; Melamed et al., 1996;

Sternik et al., 1999). However, Strous et al. (2004) found that psy-

chiatric inpatients experienced more anxiety than staff, as well as

compared to 2 months before the war. In a study on of the 1991–

1995 Balkan war, Croatian civilians with a psychiatric diagnosis suf-

fered from higher levels of psychopathological distress than matched

German individuals with a psychiatric diagnosis who were not

exposed to war (Jovanovic et al., 2010). In an experience sampling

methodology study of the same cohort as in the current study, during

the 2014 Israel–Gaza war, participants with a psychiatric diagnosis

had higher levels of three out of four PTSD symptom clusters,

including negative cognitions (Gelkopf et al., 2017), but similar

emotional and threat reactivity to rocket warning sirens compared to

participants without a psychiatric diagnosis (Gelkopf et al., 2017;

Lapid Pickman et al., 2021). Regarding service use and help seeking,

one large study observed no change and even a reduction in psy-

chiatric outpatient visits and hospitalizations during the 2000–2002

Intifada in Jerusalem (Levav, 2006). Another study found less help

seeking by individuals with a diagnosis of psychiatric disorder from a

central trauma centre in Israel compared to those without during two

of the Israel–Gaza wars (Halperin et al., 2017).

Regarding the combined impact of previous maltreatment and

war, a study of parents and adolescents in northern Uganda (Olema

et al., 2014) suggested that child abuse alone accounted for the level

of posttraumatic pathology in war‐exposed adults, while depression

in parents and adolescents was predicted by both child maltreatment

and level of war exposure. These results may imply the possibility

that the effect of conflict, such as war, is exacerbated by the impact of

past traumatic experiences. Furthermore, it is possible that a history

of psychiatric diagnosis and previous traumatisation are highly

concomitant phenomena. It would be helpful to differentiate their

impact on mental health, which can be significant, especially following

exposure to new potentially traumatic events in the present.

Regarding the COVID‐19 pandemic, many researchers (see,

for example, Druss, 2020; Kozloff et al., 2020; Sheridan Rains

et al., 2021; Zhand & Joober, 2021) warned of the potential danger to

this vulnerable population. Indeed, individuals with severe mental

health problems tend to have fewer material and social resources

(Cohen, 1993) and more COVID‐related health risk factors (Firth

et al., 2019) and may be more susceptible to stress in general

(Zubin & Spring 1977) and possibly to COVID‐related stress than the
general population. The majority of cross‐sectional studies that

empirically investigated levels of distress in people with psychiatric

diagnoses arrived at the common conclusion that they were vulner-

able to COVID‐19‐related distress (Czaplicki et al., 2022; Hao

et al., 2020; Iasevoli et al., 2021; Tang et al., 2020; Van Rheenen

et al., 2020; Vissink et al., 2021). However, the aforementioned
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studies either lacked a longitudinal perspective, healthy controls or

did not include a history of trauma as a potentially confounding

factor. Thus, the question remains unanswered as to whether in-

dividuals with a psychiatric past—who tend to be symptomatic in

routine times—are also more reactive to the pandemic than those

without. It is also unclear whether this is due to a prior trauma

exposure, which is highly prevalent in individuals diagnosed with a

psychiatric illness.

Nevertheless, at least one large‐scale longitudinal matched study
(pre‐ and during COVID‐19) of different cohorts (Pan et al., 2021)

suggested that although individuals with a psychiatric diagnosis

(n = 1181) had elevated levels of depressive symptoms, anxiety, and

loneliness, they did not report a greater increase in those symptoms

during COVID‐19 than the general population (n = 336). Moreover,

they also observed a decrease in depressive symptoms during the

pandemic among those with the greatest chronicity and mental

health disorder burden. Relatedly, Lahav (2020), found, in a general

population sample, that a prior history of exposure to trauma pre-

dicted anxiety, depression, and symptomatic reactivity during the

pandemic.

In conclusion, cross‐sectional and clinical studies have been

inconsistent regarding whether individuals with a psychiatric diag-

nosis have greater trauma‐related reactivity to both wars and pan-

demics compared with individuals without a prior psychiatric

diagnosis. Research indicates that while they have more baseline

symptomatology than the general population, they are not actually

more reactive to these specific stressful contexts. In addition, studies

suggested that a history of trauma, which is highly prevalent in in-

dividuals with a psychiatric diagnosis, might be a central factor that

increases this population's vulnerability during exposure.

In the current study, we asked two central research questions:

(1) Do individuals with a psychiatric diagnosis react differentially to

major environmental stressors, such as a war and a pandemic,

compared to individuals without a psychiatric diagnosis, and might a

potential difference be explained by prior trauma exposure? (2)

Could war and COVID‐19 reactivity be differentiated from routine

time for both populations?

2 | METHODS

The current study was part of a larger study aimed at observing the

development of psychiatric symptoms during exposure to different

traumatic events. The assessments included both intensive daily as-

sessments for 30 days at each wave and standardized traditional

questionnaires at the onset of each wave. Only the traditional

questionnaires were used in the current study.

2.1 | Recruitment and participants

The sample was obtained for the first study wave during the Israel‐
Gaza war in July 2014 and remained our basic cohort for future

recruitment in the subsequent waves. Our original sample comprised

214 civilians residing in the south or central regions of Israel, who

were living in regions exposed to rocket fire. Participants entered the

study gradually, over a 4‐week period that began the eighth day of

war. The general population sample was recruited via reaching out to

colleges, universities and local communities (villages, kibbutzim,

towns) in the southern and central districts (the major areas under

rocket fire) by advertisement in social media and snowballing

methods. The psychiatric population sample was recruited through

the Ministry of Health psychiatric vocational, housing and social

services rehabilitation services noticeboards in the same districts, as

well as through social networks, Internet sites and billboards affili-

ated to rehabilitation settings as well as snowballing. Participants

directly contacted the research team, and recruitment and consent

procedures were conducted by telephone.

Informed consent (as well as the request to be re‐contacted in a
future wave) was requested for all participants at each wave. Par-

ticipants were 18 or older at the time of the first wave. We recruited

at baseline 114 (53.3%) individuals from the general population and

100 (46.7%) with a pre‐war psychiatric diagnosis. Of those, 210

participants (98.1%) fully completed the first wave baseline ques-

tionnaire that contained demographic questions. These were then

followed by posttraumatic stress symptoms (PTSS) and depression

(182 participants [86.4% inclusion rate]) assessments. The same

cohort was reassessed in March 2016 during a routine period of no

war or pandemic (137 participants [64.0% inclusion rate]), and in May

2020 following the first wave of the COVID‐19 pandemic (149 par-

ticipants [69.6% inclusion rate]).

Included in the current study were all participants who

completed the baseline demographic questionnaire in addition to at

least one out of three PTSS and depression questionnaires adminis-

tered during the three waves. In total, the current sample comprised

193 individuals (90.19% inclusion rate), 104 of them from the general

population (53.8%) and 89 (46.2%) with a psychiatric diagnosis of

mental disorder.

2.2 | The different waves and their timing

The first assessment wave was conducted in July–August during the

2014 Israel–Gaza war (see for example Gelkopf et al., 2019; Greene

et al., 2020; Lapid Pickman et al., 2021). All participants were present

in Israel and exposed to the war, when more than 4500 rockets and

mortar shells were fired from Gaza on Israeli communities, and Israel

conducted air and ground operations in Gaza. The second wave was

in March 2016 during a routine peaceful period. The third wave was

carried out in May 2020. By end of data collection in May 2020,

23,109 people in Israel had been infected with COVID‐19, 15,432
had recovered, and 321 had died (State of Israel Ministry of Health, n.

d.). In March 2020, Israel had enforced social distancing rules,

restricted group gatherings, declared a national state of emergency,

and introduced a very restrictive lockdown (COVID‐19 pandemic in

Israel, 2021).
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2.3 | Questionnaire administration

During all three waves, participants were sent questionnaires via a

personalised email link and were remunerated $120 for each wave

(which also included a period of intensive daily data collection). The

ethics committee of the University of Haifa approved the studies.

The demographic distribution of the final sample is presented in

Table 1. Individuals with a psychiatric diagnosis were older, more

often single and childless, and had less education and employment

and lower economic status. They also had more exposure to different

trauma types.

3 | MEASURES

Demographics included gender, age, country of birth, marital status,

religion (Jewish, Muslim, Christian, other), self‐defined religiosity

(Secular, traditional, religious), education, employment (full time, part

time, temporary, student, unemployed, other) and financial status

(below average, about average, above average). We also queried

whether the individual had tested positive for COVID‐19.
Having a psychiatric diagnosis information was obtained on the

participants' own declaration of having a prior severe mental health

disorder diagnosis. In addition, we queried last medically received

psychiatric diagnosis, previous hospitalizations, use of psychiatric

medication and use of rehabilitation services to validate the original

classification. No inconsistencies were found on these parameters

(see Gelkopf et al., 2019).

History of traumatic events. We used the Trauma History Screen

(Carlson et al., 2011), a brief self‐report measure that assesses pre-
vious exposure to 13 types of high magnitude stressors. Participants

indicated whether or not they had experienced each item (yes or no).

We present the type, mean, and sum number of events experienced

in Table 1. For the analyses we used the sum score. The questionnaire

possesses sound psychometric properties; its temporal stability was

fair‐to‐good, with median kappa coefficients of agreement ranging

from 0.61 to 0.77 (Carlson et al., 2011).

Depression symptoms were measured by the Patient Health

Questionnaire (PHQ‐9; Kroenke et al., 2001), a widely‐used 9‐item
questionnaire which assesses DSM‐5 depression symptoms. In this

survey, participants were asked how often they had experienced

symptoms over the past month. Items were rated on a Likert scale

ranging from 0 (not at all) to 3 (almost every day). Total scores ranged

from 0 to 27. The internal reliability for the three waves ranged from

0.89 to 0.93.

Posttraumatic stress symptoms were assessed using the PTSD

checklist for DSM‐5 (PCL‐5; Weathers et al., 2013); that assesses the

20 PTSD symptoms outlined in the Diagnostic and Statistical Manual

for Mental Disorders (DSM‐5) over the past 30 days. To permit com-

parison with intensive daily assessment data of the larger study, the

scale was modified from a 5‐point scale to a 4‐point Likert scale
ranging from 0 (not at all) to 3 (very much). Internal reliability ranged

from 0.94 to 0.96 for the three waves.

3.1 | Data analysis

We aimed to compare the levels of depression and posttraumatic

symptom severity across the conditions (wartime, routine time,

COVID‐19) and between groups (psychiatric diagnosis vs. no psy-

chiatric diagnosis), subject to controlling for possible confounding

effects of gender, age, education, income, and traumatic history.

These have all been observed empirically to be major factors

affecting reactions to traumatic exposure (Ozer et al., 2003). First, we

performed simple univariate analyses on all the demographics for the

purpose of presenting our samples and the differences between in-

dividuals with and without a psychiatric diagnosis.

To assess differences and similarities, we applied a linear mixed

modelling (LMM; SPSS V.25.0) approach, which allows for the inte-

gration of within‐and‐between‐participant sources of variation (Heck
et al., 2013). In mixed models, effects vary across subjects as opposed

to fixed effects. In each LMM, we first analysed the partial models that

included only the differences between conditions and the difference

between groups. Thereafter, the full model was obtained after

entering the covariates (gender, age, education, income, and traumatic

history). We then repeated these analyses within the psychiatric

diagnosis and the non‐psychiatric diagnosis groups separately. The

likelihood‐based approach (Full Information Maximum Likelihood;

Schminkey et al., 2016) allowed us to incorporate all information for

those participants who responded to any of the three waves even if

information was missing for some of the waves.

Depression and PTSS scores at waves 1, 2, and 3 were missing

for 13.7%, 35.1%, and 29.4% respectively. Therefore, we tested for

missing at random as a preliminary requirement to justify our deci-

sion criterion and received Chi‐Square = 15.66, df = 12, p = 0.207;

using Little's Missing Completely at Random test (Little, 1988), the

missing at random hypothesis was not rejected. There were no

missing values within the waves as all questionnaire questions were

required.

As we present the result of the separate analyses of both those

with and without a psychiatric diagnosis groups for depression and

PTSS in Tables 2–5, we also present the mixed models and mean

rankings of both groups together for depression and PTSS in Appen-

dices A, B, C, and D.

4 | RESULTS

We first present the mixed model results for depression and PTSS for

both the psychiatric diagnosis and the no psychiatric diagnosis group

together (tables are presented in the supplementary analyses) fol-

lowed by a separate analysis of both groups presented thereunder.

4.1 | Depression

Appendix A presents the mixed model results for depression. The

intraclass correlation coefficient (ICC) was 0.52, indicating that

4 - GELKOPF ET AL.
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TAB L E 1 Demographic characteristics, clinical status, and trauma history (n = 193) of participants with and without a history of diagnosis
of mental disorder (DMD).

Categories

Has No psychiatric diagnosis (n = 104) Has a psychiatric diagnosis (n = 89)

t/χ2/FisherN (M) % (SD) N (M) % (SD)

Gender Female 71 68.3 52 58.4 2.01

Male 33 31.7 37 41.6

Age (29.83) (9.01) (36.62) (9.98) −4.97***

Country of birth Israel 89 85.6 73 82.0 0.45

Outside of Israel 15 14.4 16 18.0

Marital status Single 32 30.8 45 50.6 23.57***

Partnered 29 27.9 20 22.5

Married 41 39.4 13 14.6

Divorced/separated 2 1.9 11 12.3

Children 42 40.4 23 25.8 4.54*

Religion Jewish 102 98.1 84 94.4 3.02

Christian/Muslim, other 2 1.9 5 5.6

Self‐defined
religiosity

Secular 62 59.6 62 69.7 3.28

Traditional 24 23.1 19 21.3

Religious 18 17.3 8 9.0

Education Primary education only 0 0 1 1.1 7.33*

High school

(with/without

diploma)

45 43.3 54 60.7

Higher education

(academic and

certificate)

59 56.7 34 38.2

Years of education (14.12) (2.63) (13.59) (2.35) 1.46

Employment Full‐time 35 33.6 12 13.5 37.62***

Part‐time 14 13.5 23 25.8

Temporary jobs 12 11.5 9 10.1

Student 24 23.1 4 4.5

Unemployed 5 4.8 20 22.5

Other 14 13.5 21 23.6

Economic status Below average 38 36.5 56 62.9 13.45**

About average 48 46.1 25 28.1

Above average 18 17.4 8 9.0

COVID‐19 Status Did not have COVID‐19 84 100.0 65 100.0 No analysis

Had COVID‐19 0 0 0 0

Main psychiatrica

diagnosis

Schizophrenia and

Psychotic disorders

30 33.7

Affective disorders 29 32.5

Personality disorders 8 9.0

Anxiety disorders 7 7.9

PTSD 3 3.4

Don't know/refused to reply 12 13.5

(Continues)
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between‐person and within‐person sources of variance were roughly
the same. The model included the group effects (with vs. without a

psychiatric diagnosis). In the partial model (without gender, age, ed-

ucation, income, and traumatic history), individuals with a psychiatric

disorder had higher depression scores. In the full model, however,

this main effect was not present when other variables were entered.

Only trauma history predicted the depression levels (b = 1.15,

p < 0.001), suggesting that trauma history and psychiatric status

could be highly related. Thus, group affiliation (psychiatric diagnosis

vs. no psychiatric diagnosis) was not found to be associated with

depression levels when taking trauma history into account.

In addition, we found that during wartime and COVID‐19, as-
sessments for the entire sample did not significantly differ one from

another, while for routine time, depression levels were lower

compared to assessments taken during COVID‐19 (b = −2.17,
p < 0.001), but not in comparison to wartime. The counter‐intuitive
non‐significant group effect (psychiatric diagnosis vs. no psychiatric

diagnosis) was explained by the interaction (F(2,457) = 5.88,

p < 0.01), suggesting that during crisis times (i.e., war/pandemic),

individuals with and without a psychiatric diagnosis experienced

similar depression levels on average, while depression levels during

non‐crisis times among the no‐psychiatric diagnosis group were

lower than in the group with a psychiatric diagnosis.

Appendix B presents marginal mean ranking for depression for

the three time‐periods. Specifically, in the group without a psychiatric
diagnosis, the war assessment of depression (“b”) was significantly

higher than during routine time (“a”) and the COVID‐19 assessment

(“ab”) did not differ from either wartime or the routine time'd‐period.
In the psychiatric diagnosis group, the three depression assessments

(“a”) did not differ from one another. These results also suggest that

the different assessment periods affected those with and without a

psychiatric diagnosis differentially (F(2,457) = 3.24, p = 0.040).

4.2 | Posttraumatic stress symptoms

Appendix C presents the mixed model results for PTSS. As before, a

modelling approach similar to that used with depression was applied

to the PTSS outcomes. The intraclass correlation coefficient (ICC)

was 0.63. In the partial model, the group (psychiatric diagnosis vs. no‐
psychiatric diagnosis) main effect was found to be significant

(b = −7.52, p < 0.001). Individuals with a psychiatric diagnosis

T A B L E 1 (Continued)

Categories

Has No psychiatric diagnosis (n = 104) Has a psychiatric diagnosis (n = 89)

t/χ2/FisherN (M) % (SD) N (M) % (SD)

Trauma history Severe accident 20 19.2 35 39.3 9.50**

Natural disaster 0 0.0 8 9.0 9.75**

Child physical assault 11 10.6 35 39.3 21.84***

Adult physical assault 3 2.9 25 28.1 24.56***

Child sexual assault 8 7.7 24 27.0 12.88***

Adult sexual assault 4 3.8 19 21.3 13.99***

Weapon assault 4 3.8 15 16.9 9.14**

Military service trauma 24 23.1 21 23.6 0.01

Sudden death of relative/friend 54 51.9 58 65.2 3.45

Witnessing death or serious injury 13 12.5 23 25.8 5.63*

Loss of property 10 9.6 26 29.2 12.14***

Sudden abandonment 15 14.4 35 39.3 15.49***

Other 43 41.3 60 67.4 13.10***

Total trauma events (2.01) (1.44) (4.31) (2.89) −6.82***

No traumatic events 17 15.0 7 7.2

1 event 33 29.2 8 8.2

2 events 23 20.4 14 14.4

3 events 23 20.4 8 8.2

4 events 12 10.6 22 22.7

5–13 events 5 1.4 38 39.2 56.23***

aAll data in the current table refer to the entire sample (N = 193), except for main psychiatric diagnosis, which refers to the psychiatric diagnosis group

only (n = 89), and COVID‐19 status which refers to the participants enroled in May 2020 following the first wave of the COVID‐19 pandemic (n = 149).

***p < 0.001 **p < 0.01 *p < 0.05.
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experienced significantly higher PTSS levels on average. In the partial

model, the PTSS levels across the three time points (wartime–routine

time–COVID‐19) also differed one from another. However, (as in the

depression analysis) these main effects were not present when de-

mographics and trauma history were entered in the full model. In the

final full model for the entire population, only trauma history affected

the PTSS levels (b = 2.59, p < 0.001).

Furthermore, participants reported PTSS symptoms to be higher

during the COVID‐19 period compared to routine time. By breaking

up the follow‐up index � group interaction (see Appendix D for

marginal mean ranking), we found that PTSS levels among partici-

pants without a psychiatric diagnosis were significantly higher dur-

ing wartime (“b”) than during routine time (“a”). The COVID‐19 PTSS
measurement did not differ significantly from either of them (“ab”).

In contrast, the PTSS assessments remained, on average, undiffer-

entiated over the three time‐periods for the psychiatric diagnosis

group (“a”). These results also suggest that the different periods

affected those with and without a psychiatric diagnosis differentially

(F(2,457) = 3.24, p = .040).

4.3 | Analysis of depression and posttraumatic
symptoms for the psychiatric diagnosis and the No‐
Psychiatric diagnosis groups separately

Since our previously presented results (see Appendices A–D) sug-

gested differential outcomes for individuals with and without a psy-

chiatric diagnosis, the next procedure was to test these same

TAB L E 2 Mixed model results for
depression divided by with or without

psychiatric diagnosis.

Effects Coeff SE F(df1,df2) p‐Value 95% CI

Psychiatric diagnosis = 0

Null model

Intercept 7.56 0.44 F(1103.31) = 291.55 <0.001 [6.68, 8.44]

ICC 0.35

Full model

Intercept 7.78 4.16 F(1,256) = 3.50 0.063 [‐0.41, 15.98]

Waves index F(2,256) = 24.82 <0.001

War versus COVID‐19 1.91 0.64 F(1,256) = 8.90 0.003 [‐3.41, −0.59]

Routine time versus COVID‐19 −2.00 0.72 F(1,256) = 7.78 0.006 [‐3.41, −0.59]

Gender (0 = female) 3.08 0.81 F(1,256) = 14.56 <0.001 [1.49, 4.67]

Age −0.05 0.04 F(1,256) = 1.32 0.252 [‐0.30, 0.03]

Education −0.60 0.36 F(1,256) = 2.83 0.094 [‐1.30,0.10]

Economic status −0.49 0.43 F(1,256) = 1.28 0.260 [‐1.34, 0.36]

Trauma history 1.39 0.27 F(1,256) = 27.46 <0.001 [0.87, 1.91]

Psychiatric diagnosis = 1

Null model

Intercept 11.32 0.70 F(1,86.64) = 259.13 <0.001 [9.92, 12.72]

ICC 0.58

Full model

Intercept 10.32 5.95 F(1,196) = 3.01 0.085 [‐1.42, 22.05]

Waves index F(2,196) = 2.83 0.061

War versus COVID‐19 −0.93 0.81 F(1,196) = 1.30 0.255 [‐2.52, 0.67]

Routine time versus COVID‐19 −2.24 0.94 F(1,196) = 5.64 0.019 [‐4.09, −0.38]

Gender (0 = female) −1.03 1.31 F(1,196) = 0.62 0.433 [‐3.61, 1.55]

Age −0.05 0.07 F(1,196) = 0.61 0.434 [‐0.19, 0.08]

Education 0.08 0.62 F(1,196) = 0.02 0.894 [‐1.14, 1.30]

Economic status −0.44 0.66 F(1,196) = 0.44 0.509 [‐1.75, 0.87]

Trauma history 1.18 0.24 F(1,196) = 24.29 <0.001 [0.71, 1.65]

Abbreviations: COVID‐19, COVID‐19 pandemic 2020; Routine, 2016; War, Israel‐Gaza 2014 war.
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outcomes in two separate models. We ran the models in two steps. In

the first step, the unconditional models for depression and post-

traumatic symptomatology showed that ICCs for the no‐psychiatric
diagnosis respondents were relatively high, but lower than the

diagnosis group (Depression: ICCno‐psychiatric diagnosis = 0.35, ICC-

psychiatric diagnosis = 0.58; PTSS: ICCno‐psychiatric diagnosis = 0.46, ICCpsychiatric

diagnosis = 0.68), suggesting that those with a psychiatric diagnosis

were more homogeneous for all three conditions (wartime, routine

time, COVID‐19), compared to those without a psychiatric diagnosis,
for both depression and posttraumatic symptoms.

Results show that in the non‐diagnosis group, female gender,

trauma history, wartime versus COVID‐19 and COVID‐19 versus

routine time predicted depression. Among those without a diagnosis,

mean predicted depression was significantly higher in wartime

compared to COVID‐19, as well as compared to routine time,

(b = 1.91, p = 0.003; b = −2.00, p = 0.006; respectively). In contrast,

among those with a psychiatric diagnosis, depression levels differed

only when comparing COVID‐19 to routine time (b = −2.24,
p = 0.019). Table 2 shows the mixed model results and Table 3 shows

the ranking of the scores for PTSS.

Results show that for those with a psychiatric diagnosis, trauma

history, being female and younger, as well as COVID‐19 versus

routine time, predicted depression. Among those with no psychiatric

diagnosis, posttraumatic stress symptom levels were highest during

wartime and significantly higher than in routine time. Among those

with a diagnosis, assessments were higher during COVID‐19 than in

routine time but did not significantly differ from wartime. Table 4

shows the mixed model results and Table 5 shows the ranking of the

scores.

Regarding demographics, women without a psychiatric diagnosis

showed higher depression and PTSS levels, on average, compared to

men without a psychiatric diagnosis (b = 3.08, p < 0.001; b = 5.97,

p = 0.001; respectively) and young age predicted higher PTSS

(b = −0.25, p = 0.007). However, these differences were non‐
significant for those with a psychiatric diagnosis. The number of

previously experienced traumatic events remained a significant pre-

dictor of depression and posttraumatic stress in individuals with

(b = 2.51; p < 0.001) and without a psychiatric diagnosis (b = 3.15;

p < 0.001).

5 | DISCUSSION

In the current study, we examined whether individuals with a

psychiatric diagnosis reacted differently to major environmental

stressors, such as war and a pandemic, compared to those without

a psychiatric diagnosis. We found that once trauma history was

considered as an explanatory factor predicting the development of

depression and PTSS in times of turmoil, no differences were found

between individuals with and those without a psychiatric diagnosis.

In other words, the variability observed on these outcomes was

not explained by either having or not having a diagnosis of mental

disorder, but by prior trauma exposure. In addition, in the current

study, trauma history was the only significant predictor of

depression and PTSS in individuals with a psychiatric diagnosis.

Third, and not surprisingly, participants with a psychiatric diagnosis

had experienced significantly more traumatic events than those

without a psychiatric diagnosis (Lahav, 2020; Read et al., 2005).

Together, these results strongly suggest that polytrauma is an

important differentiator between individuals with and those

without a psychiatric diagnosis (Liu et al., 2020; Pan et al., 2021).

Finally, in support of previous studies, the influence of a trau-

matic past during subsequent hardships was relevant for the

entire population (Brewin et al., 2000), as demonstrated by the

significant association between traumatic exposure and symptom-

atology in the non‐psychiatric diagnosis group as well. These re-

sults add to the assumption that trauma exposure is a major

transdiagnostic factor that is associated with elevated risk for

many psychopathologies.

Another complementary way to conceptualise our results is

within the diathesis or vulnerability‐stress approach. This theory

suggests that kindling influences of trauma, stress, and life difficulties

may increase vulnerability, thereby significantly worsening psycho-

pathological reactions to traumatic events (Ingram & Luxton, 2005).

In brief, the results of the current study suggest that a history of

trauma may worsen the impact of traumatic events on PTSS and

depression, and not the presence of a mental diagnosis per se.

Furthermore, this increase may affect the course of any mental dis-

order, as well as functioning. Although not assessed in this study, it

also supports findings regarding the possible causal impact of trauma

TAB L E 3 Predicted marginal means for depression.

Main effects Coeff SE 95% CI

Psychiatric diagnosis = 0

Index 1

War 9.42c 3.50 [2.52, 16.31]

Routine time 5.51a 3.50 [‐1.39, 12.40]

COVID‐19 7.51b 3.51 [0.59, 14.42]

Psychiatric diagnosis = 1

Index 1

War 11.57a 4.86 [1.99, 21.15]

Routine time 10.26a 4.88 [0.63, 19.89]

COVID‐19 12.50a 4.88 [2.87, 22.12]

Note: Latin letters for sub‐group mean ranking from the lowest mean

(“a”) and so on, based on multiple pairwise comparisons with the

Bonferroni correction. In squared brackets 95% confidence interval

(95% CI).

Abbreviations: COVID‐19, COVID‐19 pandemic 2020; Routine, 2016;

War, Israel‐Gaza 2014 war.
a,b,cIn the no psychiatric diagnosis group “a” denotes the lowest

significant score compared to “b” the middle score and “c” the highest. In

the Psychiatric diagnosis group no difference is observed between any

of the contexts.
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in the development, triggering or maintenance of a mental disorder

(Copeland et al., 2018).

For the group without psychiatric diagnoses, we found that being

female and younger also predicted depression and PTSS. Support for

these findings can be found in studies that assessed the impact of

trauma in the case of civilians during wartime (Schlenger et al., 2002)

and the COVID‐19 pandemic (Breslau et al., 2021; Elbay et al., 2020;
Rossi et al., 2020). The higher levels of pathology in the younger age

group may be due to economic challenges and concerns about the

vocational future of this more precarious workforce (Salari

et al., 2020). The fact that these results were not replicated for in-

dividuals with psychiatric diagnosis may suggest either a statistical

artefact due to the larger variance in this population or a differential

impact of economic measures on the psychiatric diagnosis group

during crisis periods.

Our second question related to whether early reactivity to war

or to COVID‐19 could be differentiated from each other and from

routine time within both the study groups. For the group without a

psychiatric diagnosis, wartime was associated with higher depression

symptoms and PTSS than routine time; wartime was also associated

with higher depression symptoms than reported during COVID‐19.
There were no differences in PTSS during routine time and COVID‐
19. One reason that COVID‐19 was less stress‐evoking than war

might be that the Israeli health system was not overwhelmed during

the pandemic. It is also possible that due to the recurrence of war in

Israeli society, it is associated with more depression and stress than

TAB L E 4 Mixed model results for PTSS for those with and without a psychiatric diagnosis.

Effects Coeff SE F/t p‐Value 95% CI

Psychiatric diagnosis = 0

Null model

Intercept 14.99 0.96 F(1103.15) = 242.61 <0.001 [13.08, 16.90]

ICC 0.46

Full model

Intercept 15.68 8.92 F(1,256) = 3.09 0.080 [‐1.89, 33.25]

Waves index F(2,256) = 6.88 0.001

War versus COVID‐19 2.38 1.43 F(1,256) = 2.75 0.098 [‐0.45, 5.20]

Routine time versus COVID‐19 −1.65 1.38 F(1,256) = 1.42 0.234 [‐4.38, 1.07]

Gender (0 = female) 5.97 1.76 F(1,256) = 11.50 0.001 [2.50, 9.44]

Age −0.25 0.09 F(1,256) = 7.28 0.007 [‐0.43, −0.07]

Education −0.77 0.78 F(1,256) = 0.97 0.325 [‐2.31, 0.77]

Economic status −0.37 0.94 F(1,256) = 0.15 0.696 [‐2.23, 1.49]

Trauma history 3.15 0.58 F(1,256) = 29.76 <0.001 [2.01, 4.28]

Psychiatric diagnosis = 1

Null model

Intercept 22.95 1.52 F(1,89.23) = 227.67 <0.001 [19.93, 25.98]

ICC 0.68

Full model

Intercept 10.63 12.05 F(1,196) = 0.78 0.379 [‐13.14, 34.39]

Waves index F(2,196) = 4.07 0.019

War versus COVID‐19 −2.71 1.58 F(1,196) = 2.94 0.088 [‐5.83, 0.41]

Routine time versus COVID‐19 −3.75 1.36 F(1,196) = 7.58 0.006 [‐6.43, −1.06]

Gender (0 = female) −2.82 2.65 F(1,196) = 1.13 0.290 [‐8.05, 2.42]

Age 0.19 0.14 F(1,196) = 1.88 0.172 [‐0.08, 0.47]

Education −0.13 1.25 F(1,196) = 0.01 0.916 [‐2.60, 2.33]

Economic status −0.67 1.35 F(1,196) = 0.25 0.617 [‐3.33, 1.98]

Trauma history 2.51 0.49 F(1,196) = 26.74 <0.001 [1.55, 3.47]

Abbreviations: COVID‐19, COVID‐19 pandemic 2020; Routine, 2016; War, Israel‐Gaza 2014 war.
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the COVID‐19 crisis. These findings are consistent with studies

(Gilbar et al., 2022) and meta‐analyses (Hyland et al., 2020) sug-

gesting that anxiety and depression changes did not reach clinical

significance in the vast majority of individuals during COVID‐19.
Nonetheless, it is important to note that during wartime, assessments

were performed close to the onset of the war, whereas for COVID‐
19, they were performed a few months into the pandemic. Several

studies have suggested adaptation to high‐level stressors in wartime
(Bleich et al., 2006) as well as during the COVID‐19 crisis (Hyland

et al., 2020), and it may be that the participants had already under-

gone some process of adaptation to the COVID‐19 pandemic by the

time they were assessed.

Individuals with a psychiatric diagnosis did not develop more

depressive symptomatology during wartime or the pandemic

compared to routine time, although in this group, there were higher

PTSS during the COVID‐19 context compared with routine time.

These results highlight that for individuals with a psychiatric diag-

nosis, the COVID‐19 pandemic in our sample was more stressful than
wartime, whereas for those without a psychiatric diagnosis, wartime

was more stressful. Individuals with a psychiatric diagnosis who are

more in touch with health professionals might have been cued more

often as to the immediate threats of COVID‐19 compared to the

threats of war. In addition, enforced quarantine might have brought

about more traumatic stress than war or routine times, as many in-

dividuals with a diagnosis were cut off from their regular sources of

social and in‐person psychological support and were considered a

high‐risk group for COVID‐19 illness (Sheridan Rains et al., 2021) due
to them having more health problems and having less resources to

cope with these stresses. The major clinical implication of the current

study is for prevention policy to focus on individuals who have been

traumatised previously. Indeed although a psychiatric past is not

what might worsen symptomatology many of those with a psychiatric

past will be especially vulnerable to traumatic stress; second, there is

a requirement to assess the needs of individuals with a psychiatric

diagnosis exposed to large‐scale traumatic events as their past often
include traumatic events.

Although the current study has several strengths, namely the

comparison of three different periods—one of which being a

peaceful/non‐pandemic control period—to assess both those with

and without a psychiatric diagnosis, some limitations must be

mentioned. First, since participants were recruited through conve-

nience sampling, they are not representative of the population from

which they were drawn, and there is thus a potential for selection

and other biases. Second, the data were based on self‐report
measures; the use of clinical interviews may be more accurate,

especially in the assessment of the phase of the disorder and is

recommended for future studies. Third, our small sample limits our

ability to assess differences between different types of psychiatric

diagnoses. Larger samples including larger groups of individuals

with specific diagnoses could be assessed in the future and

furthermore more general measures of active psychopathology

(such as the presence of anxiety, OCD or psychosis), the phase of

pathology or the continued psychotropic use or/and whether in-

dividuals were in therapy might be helpful in delineating the psy-

chiatric diagnosis group. Fourth, emotional reactions to wars and

pandemics are ongoing, dynamic and fluctuating. An assessment at

the beginning of a war might not be comparable to an assessment

three months into the COVID‐19 crisis. Fifth, we used the common

approach to sum up the number of types of traumas the re-

spondents experienced but did not touch upon frequency and age

at which these were experienced. Finally, although we used well‐
established statistical procedures to ascertain the validity of the

within‐ and between analyses comparing responses during the

three waves of this study, not all participated filled in all the

questionnaires.

In conclusion, the current study shows the influence of past

trauma severity on reactions to large‐scale community adversity. It

suggests specifically that having a psychiatric diagnosis in itself might

be less central to how one reacts to highly stressful events than

having a history of trauma. The results also strongly point to the fact

that individuals with a psychiatric diagnosis are a vulnerable group

because of their high rate of past traumatisation. These un-

derstandings are important, as they suggest the need to apply

Trauma Informed Care approaches for individuals with mental health

issues living in the community (Mihelicova et al., 2018), especially in

times of crisis. Such an approach may reduce the risk of retraumati-

sation or symptom worsening in individuals with past trauma. Finally,

we also suggest that compared to routine times individuals within the

diagnosis group were more affected by the COVID‐19 context, whilst
the general population in Israel was more affected by wartime. This

illustrates the importance of understanding the context of potentially

highly stressful situations and their differential effect on individuals

TAB L E 5 Predicted marginal means for PTSS.

Main effects Coeff SE 95% CI

Psychiatric diagnosis = 0

Index 1

War 16.96b 7.42 [2.35, 31.57]

Routine time 12.93a 7.42 [‐1.69, 27.54]

COVID‐19 14.58ab 7.46 [‐0.12, 29.28]

Psychiatric diagnosis = 1

Index 1

War 22.97ab 9.84 [3.56, 42.39]

Routine time 21.94a 9.87 [2.47, 41.40]

COVID‐19 25.68b 9.89 [6.17, 45.20]

Note: Latin letters for sub‐group mean ranking from the lowest mean

(“a”) and so on, based on multiple pairwise comparisons with the

Bonferroni correction. In squared brackets 95% confidence interval

(95% CI).

Abbreviations: COVID‐19, COVID‐19 pandemic 2020; Routine, 2016;

War, Israel‐Gaza 2014 war.
a,bIn both the psychiatric and no‐psychiatric diagnosis group “ab”

denotes no significant difference with neither “a” nor “b”, while “b”

denotes a significant difference compared to “a”.
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with mental health problems. Indeed, it is important for therapists to

understand the specific meaning and context of these events for in-

dividuals living with a mental health condition.
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