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ABSTRACT

In 2020, the COVID-19 pandemic evoked a variety of research into the virus and its effects on mental
health. A variety of mental health and psychological problems have been reported: stress, anxiety, depressive
symptoms, insomnia, denial, stigma, anger and fear.

To assess the level of anxiety, depression and distress in the general population during the lockdown
in Russia and to reveal factors associated with distress.

An online survey was carried out from 22-27 April 2020 (the fourth week of lockdown) among the general
population (mostly Moscow residents). The survey questions covered general information about people’s social and
demographic characteristics, experience of COVID-19, health condition (physical and mental), attitudes and views on
the pandemic, and the need for psychological support. The survey included the Hospital Anxiety and Depression Scale
(HADS) and evaluation of the preceding week's subjective distress level using a visual numeric scale (from 0 to 10). We
also asked respondents to specify the causes of distress, adopted from the WHO information sheet relating to the
major psychological challenges of the COVID-19 pandemic.

In total, 352 responses were collected (men = 74, women = 278; age (M + SD) = 36.81 + 11.36 y.0.).
Most respondents (n = 225, 63.92%) did not have any personal experience of the coronavirus infection. Normal
levels of anxiety and depression scores were prevalent in the sample. Higher than normal levels of HADS anxiety/
depression (> 7 scores) were observed in 105 (29.83%) and 59 (16.76%) respondents, respectively; mean (95% Cl)
scores for HADS anxiety/depression were 6.23 [5.77, 6.68] /4.65 [4.22, 5.08] (women) and 4.20 [3.32, 5.09] /3.46
[2.63, 4.29] (men), respectively.
The leading causes of distress were: 1) the risk of financial problems in the future (n = 267, 76.3%); 2) violation
of plans and the disruption to normal life (n = 235, 67.1%; and n = 240, 68.6%, respectively); 3) the health of elderly
or chronically diseased relatives (n = 205, 58.6%) and 4) being in self-isolation (n = 186, 53.1%).
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The level of anxiety and depression during the COVID-19 pandemic in the study sample did not exceed the
norm for the population in non-pandemic conditions. Our assessment of distress levels captured existing emotional
problems, and distress levels were found to be connected with the reported need for psychological support.

AHHOTAL WA

B 2020 rogy naHaemusa COVID-19 cnpoBouypoBana pasHoobpasHble nccieoBaHms, B Gokyce KOTOPbIX
0Ka3a/icsa 1 cam BUPYC, Y BAVSHME NaHAeMNN Ha NCUXMYeCKoe 340PpoBbe. B pe3ynbTaTte 6b1M BbliBNeHbl pa3HO0bpasHble
ncMxmaTpuyeckme HapyLLeHMs 1 NCUXO0A0rnyecke peakumm: cTtpece, TpeBora, genpeccus, 6eccoHHMLA, OTpULLaHNe,
CTUrMaTmsauns, rHes 1 cTpax.

3MepUTb YpOoBEHb TPEBOTY, AEMPECCUN 1 ANCTPECCA Y HACENEHNS B NMEPUOA CAMOM30/IALMMN B POCCUW, BLISBUTL
baKTopbl, CBSI3aHHbIE C ANCTPECCOM.

C22no 27 anpens 2020 roaa (YeTBepTas HeZens Neproja N3onsaumm) bbin NpoBeseH OHNANH-
OMpoC HaceneHus (B OCHOBHOM XuTenen MockBbl). B xoge onpoca cobupannce coymanbHble U gemorpaduyeckme
AaHHble O pecrnoHgeHTax, onbiTe ¢ COVID-19, coCTOAHNM 340p0BbSA (PUINUECKOrO N MCUXMHECKOr0), OTHOLLEHNM
K MaHAEMUN N MHEHUIO O Hel, MOTPeBbHOCTU B MCUXON0rMYeckor noasepxke. OnNpoc BkAOYaN rocrnmTanbHYyH
wkany Tpesoru n genpeccuun (HADS), a Takxxe OLleHKY YPOBHS Cy6beKTMBHOrO AMCTpecca 3a NpeblayLLyto Hejento
C MCMONb30BaHMeM BU3yaibHOM Yc1oBol Lwkasnbl (0T 0 4o 10). Kpome Toro, pecnoHAeHTOB MPOCUAN yKa3aTb NMPUYNHBI
AncTpecca 13 CnmMcka, CoOCTaBNeHHOrO0 Ha OCHOBe MHGOPMAaLMOHHOro AnucTka BO3 0 rnaBHbIX MCUXOIOrMYECKNX
npob6aemax, Bbl3BaHHbIX NaHAemuen COVID-19.

B 06LLiei coXHOCTM 6b110 CO6paHOo 352 0TBETa (0T MY>XXUUH - 74, OT XXeHLUMH - 278; Bo3pacT (cpesHee
+SD) - 36.81 + 11.36 roga). bonbLUMHCTBO pecnoHAeHTOB (n = 225, 63.92%) He nmenn Kakoro-1mbo ANYHOro onbITa,
CBA3aHHOMo C KOPOHaBMPYCHOW MHbekuen. B rpynne npeobnagany HopManbHbIe YPOBHW TPEBOTM U fenpeccuu.
YpoBeHb TpeBoru/genpeccun no wkane HADS Bbille HOPManbHOro (> 7 6anno.) 6bi1 oTMeyeH y 105 (29.83%)
1 59 (16.76%) pecnoHAEHTOB COOTBETCTBEHHO; cpeaHni (95% [AW) ypoBeHb TpeBoru/genpeccim no wkane HADS
coctaBun 6,23 [5.77,6.68]/ 4,65 [4.22, 5.08] (keHLMHbI) 1 4.20 [3.32, 5.09] / 3.46 [2.63, 4.29] (My>XHUNHbI) COOTBETCTBEHHO.

OCHOBHbIMU MPUYNHaMUM gucTpecca bbinn: 1) puck drHaHCOBbLIX Npobnem B byayLem (n = 267, 76.3%); 2) HapyLLeHue
NAaHOB M MPUBBLIYHOM XW3HM (N = 235, 67.1% 1 n = 240, 68.6% COOTBETCTBEHHO); 3) 340POBbE NOXWbIX AN XPOHNYECKN
60/1bHbIX POACTBEHHMKOB (N = 205, 58.6%); 4) HaxoxaeHne B camomsonaumm (n = 186, 53.1%).

B nonynsaumnm y4acTHUKOB NCCef0BaHNs YpOBEHb TPeBOr 1 Jenpeccum Bo BpeMsa naHgemum COVID-19
He NpeBbICUA HOPMasbHble 3HaYeHWS, XapaKTepHbIe /15 HaceneHns B yc1oBusax 6e3 naHageMuu. MposeAeHHbIn aHanu3
YPOBHS ANCTPecca BbIBU/ CyLLEECTBYIOLLME SMOLIMOHaNbHbIE MPOo6aeMbl, bbl1a 06HapyXXeHa CBS3b MexXJy YPOBHEM
AncTpecca 1 NOTPebHOCTLI, MO MHEHWIO YYaCTHUMKA, B MCUXON0MMYeCcKon nojaepxke.

INTRODUCTION Organization on 11 March. Unprecedented government-
Since the beginning of 2020, the world has faced level measures have been deployed on a massive scale,
a major threat due to the global transmission of the including the introduction of quarantine restrictions and
new coronavirus disease COVID-19, a situation that was prohibitions that minimize direct social contact and the
officially declared to be a pandemic by the World Health  spread of infection. Many countries have started studying



COVID-19 and the impact of lockdown measures on the
mental health and psychological well-being of the general
population and various vulnerable groups.

Key factors associated with the COVID-19 pandemic
have been identified: social isolation and distancing,
quarantine, unemployment, caregiving, facing death
or experiencing illness [1, 2]. Systematic reviews have
reported expected psychological and mental health
problems due to the outbreak of COVID-19, such as stress,
anxiety, depressive symptoms, insomnia, denial, stigma,
anger and fear [3]. According to findings in different
countries around the globe, the COVID-19 pandemic
increases negative emotionality, fear of infection or death,
frustration, anger and feelings of guilt, loneliness and
despair [4]. A nationwide survey of more than 50,000
Chinese people, carried out during the COVID-19 epidemic,
showed that almost 35% of respondents had experienced
psychological distress. This was associated with gender,
age, education level, occupation and region. Males and
young people demonstrated lower rates, while highly
educated individuals and migrant workers experienced
the highest level of distress. Availability of local medical
resources, efficiency of the regional public health system
and prevention and control measures taken in response
to the epidemic also influenced the level of distress [5].

A high level of anxiety was detected at the initial stage
of the COVID-19 epidemic in China [6, 7], Hong Kong [8]
and Saudi Arabia [9]. More than half of the respondents
rated the psychological impact as moderate, and about
a third reported moderate anxiety [6]. A follow-up study
conducted four weeks after the initial survey did not show
a significant reduction in levels of distress, anxiety and
depression [7]. Almost all respondents were alert to the
progression of the coronavirus disease (99.5%) [8].

A German study has revealed the association between
behavioural and emotional responses to stress factors
and gender and age. When asked to rate the risk
of developing COVID-19, older people reported a lower
figure than younger people, and women were more
concerned about COVID-19 than men [10]. Psychological
distress levels have been found to positively correlate with
the female gender and pre-existing somatic symptoms;
lower stress levels are associated with hygiene and
precautionary measures, and trust in clinicians [7]. WHO
data revealed a threefold increase in the prevalence
of symptoms of depression in Ethiopia in April 2020,
compared to figures obtained before the outbreak [11].

High levels of anxiety and depression have been
identified in patients with COVID-19 [12]. In addition
to these people, particular attention should be paid
to at-risk groups: elderly people and people with
chronic diseases, children and adolescents, caregivers,
unemployed persons, socially disadvantaged people
and individuals with mental disorders [4]. Some social
groups (people on a low income, retired or divorced
people and students) have been found to be at a higher
risk of depression, while unemployment is associated
with the risk of anxiety [9]. The parents of children
hospitalized due to the pandemic have also been found
to show increased levels of anxiety and depression [13].

Medical personnel who are on the front line in the
fight against coronavirus, providing direct assistance
to patients, are also of great concern. One study [14]
focused on 1257 healthcare professionals working
in hospitals or wards for Covid-19 patients in China.
Assessment of their mental health showed high rates
of depression (50.4%), anxiety (44.6%), insomnia (34.0%)
and distress (71.5%), particularly among nurses, women,
frontline healthcare workers and those working in the
epidemic "hot zone" [15].

The results of a study investigating the psychological
impact of COVID-19 among medical college students
in China (n = 7143) indicated that 0.9% of respondents
were experiencing severe anxiety; 2.7% moderate
anxiety and 21.3% mild anxiety. Moreover, having
personal experience of COVID-19 was a risk factor
for increased anxiety, while living in urban areas,
a stable family income and living with parents were
found to be protective factors. Economic effects and
the effects on daily life are directly associated with
anxiety symptoms [16].

According to another study prognosis, levels
of anxiety increase even further in due course, both
through direct causes (including fear of contamination,
stress, grief and depression triggered by exposure
to the virus) and the influence of social and

economic consequences on an individual and
societal level [17].

Our study aimed to assess the level of anxiety,
depression and distress among the general population
during lockdown in Russia and to reveal the main causes
of distress. This information could be helpfulin developing
strategies aimed at maintaining the psychological well-

being of people and prevention of mental health problems.



The study hypothesis was that amid the COVID-19
pandemic, and during a month of lockdown, people will
have abnormal levels of anxiety and depression, while
people’s levels of distress will increase due to concerns
about their own health and the health of loved ones, the
threat to life from the pandemic and everyday difficulties
due to lockdown.

MATERIALS AND METHODS

In Russia, the pandemic situation began to gradually
deteriorate in March 2020. Ever since the first case on
2 March, the capital city, Moscow, has been the centre
of the epidemic in this country. At the same time, it also
has the most modern, comprehensive and well-organized
healthcare service in the country. On 25 March, the
president declared a holiday from 30 March to 12 April,
with salaries continuing to be paid. Employers were
obliged to shift work to a remote regimen so that staff
could carry on working if remote work was possible and
get paid, regardless of their work involvement. The initial
“holiday” period was prolonged until the end of April.
All public events were cancelled. Shops were closed,
except for food shops, pet shops and pharmacies, and
all education processes shifted to a remote format.
A pass control measure was introduced in Moscow and
certain other regions. At the end of March, the transport
cards of people over 65 years old who needed to stay
at home for their own safety were suspended, as were
those of school children and students. An even stricter
regimen was introduced in Moscow on 15 April, according
to which people were only allowed to leave their home
to go to the nearest shop. Travelling longer distances
was limited to twice a week, with a special pass. Violation
of the restrictions resulted in penalties of 4000 roubles
(US$57) for each case. When we commenced our survey,
the number of infected cases in Russia was about 58,000
(about 32,000 by 22 April in Moscow alone), and the
numbers rose steadily by 5000-6000 every day, though
the number of deaths was relatively low, with about 513
in total (261 in Moscow) and daily growth of about 50
cases [18]. Information about current events and the
latest news relating to the pandemic were presented
continuously on all TV channels and other media.
A general sense of uncertainty arose due to the stepwise
decisions of authorities regarding the lockdown regimen
and very approximate deadlines set.

The survey, developed by the authors of this study,
was performed online among the general population
(mostly Moscow residents) from 22-27 April 2020 (the
fourth week of lockdown). The researchers distributed
links to the survey via social networks. People were
asked to answer questions about their personal well-
being during the COVID-19 pandemic by filling in the
survey in Google forms, and the results were collected
once respondents pushed the “submit” button. It was
made clear that answering all the questions and
pushing the “submit” button would be taken as a sign
of voluntary consent to share answers. The survey was
completely anonymous; no identifiable personal data
or IP addresses were collected. Ethical approval was not
obligatory due to the non-interventional online survey
research design.

There were no special inclusion criteria for participants,
except a minimum age requirement of 18.

The survey questions covered general information
about people’s social and demographic characteristics,
with an emphasis on occupation, living conditions,
experience of COVID-19, health condition (physical and
mental), attitudes and views on the pandemic and the
need for psychological support. Respondents were then
asked to fill in the Hospital Anxiety and Depression Scale
(HADS) [19]. The HADS results were interpreted using
recommended cut-offs for the scale (normal level: a score
of 0-7; borderline abnormal: a score of 8-10; abnormal:
a score of > 10). Participants were asked to evaluate
what their level of subjective distress had been during
the preceding week using a visual numeric scale and
to assess their level of distress using the 10-point scale
(from 0 to 10, where 0 is no distress, and 10 is maximal
distress). Participants were also asked to specify the
cause of distress by answering yes/no to a list of distress
causes. Causes of distress were adopted from the
WHO information sheet about the major psychological
challenges of the COVID-19 pandemic [20], including
the following: fear of getting infected; concerns about
the health of loved ones; problems in interaction with
children and a partner; distress due to the lockdown;
a total change of plans and lifestyle; stigmatization
due to COVID-19 and financial problems. The full
version of the survey is shown in Appendix A in the
supplementary materials.



A. Primary endpoint
The primary endpoint of the study was an evaluation
of the frequency distribution of normal, borderline
abnormal and abnormal levels of anxiety and
depression HADS scores and mean HADS anxiety/
depression scores (HADS-A and HADS-D).

B. Secondary endpoints of the study were evaluation

of the following:
1. demographic characteristics and factors connected
with personal experience of COVID-19 and attitude
towards COVID-19 information, and their association
with levels of HADS-A and HADS-D;
2. the level of subjective distress;

3. major sources of distress among the general
population during the fourth week of lockdown.
Categorical variables are presented as frequencies (%
and 95% ClI limits for relative frequencies). To determine
demographic factors associated with anxiety/depression
levels, contingency tables were generated and then
tested with the chi-square test. Continuous data are
presented as means and 95% margins of confidence
intervals. Between-group comparisons of continuous
variables were performed using ANOVA. The importance
of demographic predictors, attitude towards COVID-19
information and sources of distress were estimated
using general
models, where the distress score was the dependent
variable. Variables with an importance of more than

classification and regression tree

0.25 were then selected for the final model, and
after the cross-validation process, the regression tree
model was generated. All tests were performed at
a two-tailed significance level of p < 0.05.
Statistical analysis was performed using XLSTAT
2019.3.2 (Addinsoft (2020), XLSTAT statistical and
data analysis solution, New York, USA; htvtps://

www.xIstat.com.).

RESULTS

In total, 352 responses were collected (men = 74,
women = 278; age (M £ SD) = 36.81 = 11.36 y.0.).
Most respondents (n = 282, 80.11%) had a high level
of education, and about a quarter (n = 73, 20.74%)
of those with a high level of education were medical
doctors. Overall, 246 (69.89%) people were working; 49
(13.92%) were studying and the other 57 (16.19%) were

not working due to various reasons, including being
retired, on maternity leave or for other reasons. At
the time of the survey during lockdown, 133 (37.78%)
respondents had begun working remotely; 70 (19.89%)
were not working; 26 (7.39%) had stopped working
and were not getting paid; 17 (4.83%) had stopped
working but were being paid; 24 (6.82%) were
continuing to work from home as they had before the
pandemic; 65 (18.47%) were continuing to go to their
usual workplace; 2 (0.57%) had been fired during the
pandemic and 4 (1.14%) and 11 (3.12%) were business
owners whose businesses had continued to operate
or had stopped operating respectively.

Most respondents lived in Moscow or its suburbs (n
=288, 81.82%), in an apartment 300 (85.23%), and were
satisfied with their living space (n = 251, 71.31%). Only
around half (n = 196, 55.68%) had a partner; others
were single; 52 (14.77%) lived only with their partner; 49
(13.92%) lived alone; 31 (8.81%) had several generations
under one roof (children and elderly relatives) and others
lived with either children or elderly relatives. Full details
of the demographic characteristics are given in Appendix
B in the supplementary materials.

In their responses to general questions about the
pandemic situation, 197 (55.9%) people said that they
considered the COVID-19 pandemic to be really serious
and a great danger to health; 53 (15.1%) thought that
it was not true and 102 (28.9%) chose the “difficult
to answer” option; 288 (81.6%) were prepared to wait
out the quarantine and had made all the recommended
preparations; 321 (91.1%) worried about their health
and the health of their loved ones; 167 (47.6%)
carefully monitored the information about COVID-19;
157 (44.6%) did so from time to time and only 27
(7.8%) did not monitor the situation.

Most respondents (n = 225, 63.92%) did not have any
personal experience of the coronavirus infection. Of
the 127 respondents who did have some experience,
63 (17.9%) said that they or someone they knew had
been infected by COVID-19; 37 (10.51%) answered that
they or someone they knew had been hospitalized due
to COVID-19; only 12 (3.41%) people knew someone who
had died from COVID-19 and 15 (4.26%) were medical
professionals who worked with COVID-19 patients.



Of the 352 participants, only 49 (13.92%) had abnormal
levels of anxiety (HADS-A score > 10); 56 (15.91%) people
had borderline abnormal levels of anxiety (HADS-A score
of 8-10) (Figure 1). Abnormal levels of depression (HADS-D
score > 10) were revealed in 30 (8.52%) participants,
and borderline levels (a score of 8-10) were indicated
in 29 (8.24%) people. Higher than normal levels of HADS
anxiety/depression were observed in 105 (29.83%) and
59 (16.76%) respondents, respectively; mean (95% Cl)
scores for HADS anxiety/depression were 6.23 [5.77,
6.68] /4.65 [4.22, 5.08] (women) and 4.20 [3.32, 5.09]
/3.46 [2.63, 4.29] (men), respectively. Abnormal scores
were recorded by 42 (11.93%) participants for both the
anxiety and depression scale. Normal levels of anxiety
and depression were prevalent in our sample (HADS-A:
X?=221.4,df =2, p<0.0001; HADS-D: x2 = 395.5, df = 2,
p <0.0001) (Table 1).

Abnormal levels of anxiety were significantly more
frequent in women than in men (x> = 8.21, df = 2,
p = 0.017; Table 1). Another variable besides gender,
which had a significant influence on the level of anxiety,
was present or past history of mental health problems
(as reported by respondents) (x> = 111.29, df = 10,
p < 0.001). Moreover, of those who had had psychiatric
problemsin the past(n=52), 11 reported abnormal levels
of anxiety and 15 were borderline abnormal, whereas
of the 300 people who reported not having previously had
psychiatric problems (including those who had problems
at the time of the survey), only 38 and 41 reported
abnormal or borderline abnormal anxiety, respectively
(x?=12.25,df =2, p=0.002).

Personal experience of COVID-19 of any kind (being
infected or hospitalized, knowing someone who was
infected, hospitalized or had died due to COVID-19) was
found to be associated with increased HADS-A scores,
although mean scores did not reach even borderline
levels of anxiety (mean HADS-A scores of people who
had experience of COVID-19: 6.724 [6.046; 7.403]; mean
HADS-A scores of people with no experience of COVID-19:
5.280[4.770; 5.790]; post-hoc test for contrast: t =-3.347,
p < 0.001). Other variables (level of education, living
conditions, marital status, occupation, medical education,
etc.) were not found to have any significant influence on
the level of anxiety in respondents.

Unlike the HADS-A results, levels of HADS-D scores
did not differ significantly between men and women.
The only variables found to influence depression scores
were living conditions and past or present mental health
problems (as reported by respondents): people who lived
in a shared apartment (rooms) had significantly higher
HADS-D scores (x2 = 23.57, df = 6, p < 0.001), and those
who had experienced mental health problems had higher
HADS-D scores (x2 = 56.6, df = 10, p < 0.0001).

Most respondents (n = 208, 59.4%) estimated their level
of distress to be < 5 on the 10-point scale (Figure 2).

All respondents were asked to identify causes of distress
ifthey had any. The leading causes of distress were (in the
order of incidence) as follows: 1) the risk of financial
problemsinthe future (n=267,76.3%); 2) violation of plans
andthe collapse of normallife (n=235,67.1%; and n =240,
68.6%, respectively); 3) the health of elderly or chronically
diseased relatives (n = 205, 58.6%) and 4) being in self-
isolation (n = 186, 53.1%). Less than 30% of respondents
reported having problems in terms of relationships with
family members (children, a partner or elderly relatives).
Being stigmatized due to COVID-19, having work overload
or being at risk of losing a job were also among the less
common reasons for distress (Figure 3).

Estimation of demographic variables associated with
distress levels, attitude towards COVID-19 and sources
of distress found to have an importance of 0.25 or higher
in the regression model were as follows: the need for
psychological support; changes in psychological condition;
worries about the family’s financial situation; worries
about the current situation; mental health; present
or future financial risks and other health problems.
When these variables were entered into the regression
tree model (Figure 4), the best fit model included the
following: the need for psychological support; changes
in psychological condition; worries about the family's
financial situation and mental health.

Our research sample was split according to the need for
psychological support reported by respondents. Those
who did not feel the need for psychological support had
alower mean score for distress (group size, mean distress
level and variance: n =210, M =3.00, D = 5.84), while those
who felt this need had a mean score of 6.57 (n =49, M =
6.57, D = 3.83). Those who chose the “difficult to answer”
option also had a higher level of distress (n =93, M = 4.78,



Gender

Women

HADS-Anxiety Score
Mean [Cl 95%] HADS 6.23
anxiety score [5.77, 6.68]
Normal (score < 8) N 187

% 75.71%
Borderline abnormal
(score 8-10) N 4

% 80.36%
Abnormal (score > 10) N 46

% 93.88%

X2 =8.21,df =2,

HADS-Depression Score
Mean [Cl 95%] HADS 4.65[4.22, 5.08]
depression score ) B
Normal (score < 8) N 225

% 76.79%
Borderline abnormal
(score 8-10) N 26

% 89.66%
Abnormal
(score > 10) N 27

% 90.00%

X2 =5.03, df = 2,

Total N 278

% 78.98%

D = 4.66). People in this group also had worries about
family finances. Those who felt that they did not need
psychological support could be split into two groups
according to changes in their psychological condition
(“yes” or “no” answers). Those who mentioned a change
in psychological condition during the pandemic had higher
levels of distress (n =67, M =4.16, D = 6.52). Among these
respondents, we also identified a group of people who
had some concerns about family finances (n =41, M =5.02,
D =6.85) but who were not overly worried about this issue
(n=26,M =2.8, D=3.00).

DISCUSSION

The survey was performed during the fourth week
of lockdown, which officially started from 30 March
(about two weeks later than in most European countries).

Men Total
4.20 5.80 df =1,55=239.4, F=16.04,
[3.32, 5.09] [5.39, 6.22] p < 0.0001
60 247
24.29% 100.00%
11 56
X2 =221.4,df =2, p<0.0001
19.64% 100.00%
3 49
6.12% 100.00%
p=0.017
4.40 df=1,SS =82.49, F=6.26,
3.46 (2,63, 4.29] [4.01,4.78] p=0.013
68 293
23.21% 100.00%
3 29
X2 =395.5, df = 2, p < 0.0001
10.34% 100.00%
3 30
10.00% 100.00%
p =0.081
74 352
21.02% 100.00%

This enabled us to obtain information about the realities
of lockdown and people’s experiences in neighbouring
countries. Information about coronavirus started
to appear in the mass media and on the internet
in January and became the main media topic at the
beginning of March. The total number of infected
cases in Russia rose during the course of our
survey, from 57,999 at the start (22 April) to 87,147
people by the end (27 April) [21].

In line with data from countries that had already
experienced a coronavirus outbreak and lockdown,
we expected to see a higher prevalence of anxiety and
depression than usual among the general population in the
midst of the epidemic in Russia. In our sample, we did
not find a great prevalence of subclinical or clinical levels
of depression or anxiety in the sample using the HADS
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Figure 3. Causes of distress

scale. In our sample, abnormal levels (> 10) of anxiety
and depression were observed in 13.9% (4.1% in men
and 16.5% in women) and 8.5% (4.1% in men and 9.7%
in women) of respondents, respectively and we found
higher than normal levels (> 7) in 29.8% (18.9% in men
and 32.7% in women) and 17.0% (8.1% in men and 19.4%
in women) of respondents, respectively. This is lower than
was estimated for both abnormal anxiety/depression
(18.1% in total, 10.9% in men and 22.7% in women for
anxiety; 8.8% in total, 6.7% in men and 10.0% in women
for depression), and it constitutes a higher than average
level of anxiety/depression (46.3% in total, 35.5% in men
and 54.9% in women for anxiety; 25.6% in total, 20.6%
in men and 28.6% in women for depression) in terms
of the Russian general population (N = 16,877) [22].
It is also similar to estimates based on a sample
of the German general population (N = 4410). In men
and women, abnormal anxiety is 5.2% and 8.1%,
respectively; abnormal depression is 9.6% and 9.3%,

respectively; higher than normal anxiety is 18.1% and
23.2% respectively and higher than average depression
is 23.9% and 23.5%, respectively [23]. In our study,
higher levels of anxiety and depression were found
to be associated with a self-reported history of mental
health problems and the female gender, while higher
depression levels were more frequent among people
with disadvantaged living conditions.

Although the mean scores for anxiety/depression
in our study were lower (6.23/4.65 for women
and 4.20/3.46 for men), they are within the limits
of known population norms published by Shal'nova
S.A. et al. for the Russian Federation (8.1/5.4 for
women and 6.7/4.5 for men) [22], and they are
closer to other known norms that were estimated
in Germany (N = 4410): anxiety/depression 5.0/4.7
(females) and 4.4/4.8 (males) [23].

Our results differ from the results of similar surveys
carried out during the pandemic, where excessive levels
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YES/NO
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of depression and anxiety were found either by using the
HADS [24] or the Depression, Anxiety and Stress Scale
(DASS-21)[6-8]. Moreover, our results cannot be explained
by the careless attitude of people towards the pandemic
among the examined sample (with most respondents
sharing the view that the pandemic is a serious threat
and most being ready to wait out the quarantine); nor can
they be explained by a lack of information because 92.2%
reported receiving it. Our findings relating to normal
levels of HADS-A and HADS-D may partly be explained
by the fact that only 14% of respondents had personal
experience of severe consequences of the COVID-19
infection, such as hospitalization or the death of people
close to them. Furthermore, the strict countermeasures
aimed at curtailing the spread of COVID-19 were
implemented in the context of a consistently low
estimated mortality rate and possibly led to a waning
of the initial psychological reaction. Another reason
is the biased sample in terms of social and demographic
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n=141,M=2.40,D=4.31

characteristics, with a prevalence of women and high
levels of education among respondents, along with
an absence of people with lower levels of education,
elderly people and migrants, i.e., people from the most
vulnerable social groups, who have been proven to suffer
emotional problems during the pandemic [4, 9, 12, 13].

In our study, an additional instrument was used for
self-assessment of subjective distress levels and the
causes of distress, along with questions about the need
for psychological support and changes in psychological
well-being. It is interesting to note that in our sample,
people showed high levels of awareness regarding
whether they had any psychological problems: higher
levels of perceived distress were associated with the need
for psychological support and awareness of changes
in psychological well-being (Figure 4). It seems that
subjective evaluation of distress levels in our survey was
more informative in terms of detecting problems with
mental well-being, compared with the HADS, which was



originally designed for depression and anxiety screening
in general medical settings.

The leading causes of distress were found to be
associated with financial concerns and self-isolation,
and the health of elderly or chronically ill relatives.
The risk of being infected with COVID-19 or concerns
about the threat to life were not the main reasons for
distress, nor was the fear of being stigmatized due
to COVID-19. Difficulties associated with dealing with
family members (children, a partner or elderly relatives)
had even less impact on distress. These results do
not correspond with assumptions made by the WHO
about possible causes of distress (reflected in its
information sheets) [25] or with the results of another
survey carried out during the first week of the COVID-19
pandemic in Russia [26].

The leading sources of distress captured in our study
may differ from the sources of distress at various
stages of lockdown. In the study mentioned above
(carried out at the beginning of April), the top concerns
(in descending order) were the risk to the lives and
health of relatives (77.2%), possible financial difficulties
(57.0%) and severe social consequences (49.5%) [26],
whereas in our study (conducted at the end of April),
the leading cause was the risk of financial problems
in the future (76.3%), followed by violation of plans
and the collapse of normal life (67.1%), the health
of elderly or chronically diseased relatives (58.6%) and
being in self-isolation (53.1%).

LIMITATIONS
The main limitation of our survey is the unknown
selection bias [27]. The link to the survey was
disseminated via the social environment of the authors
(via chat platforms, social internet networks and emails).
People were encouraged to continue sharing the link
with their contacts. Therefore, we do not know the
sampling frame. The Google forms platform does not
provide information on the number of survey entries, the
number of partial responses or the number of people
who do not respond at all. Therefore, the limitations
of our study are comparable with other online mental
health surveys carried outduring the pandemic [28].
The respondents in the sample used for the analysis
have specific demographic and social characteristics,
with a prevalence of women and high levels of education.
Furthermore, although the study sample was large

enough for a statistical analysis, it was far smaller than
the samples used in other studies, which comprised
thousands of participants. Another limitation is the fact
that most respondents were from Moscow. On the other
hand, the fact that most of our respondents were from
the capital city allows us to make comparisons with other
international studies carried outin megacities all over the
world known to be the epicentre of the epidemic in their
respective countries.

CONCLUSIONS

The level of anxiety and depression reported during the
COVID-19 pandemic in the study sample did not exceed
the population norm that was assessed in the usual
(non-pandemic) situation. The specific demographic
and social characteristics of the sample (a prevalence
of high levels of education among respondents, less
personal experience of coronavirus and relatively high
levels of social well-being) could explain the low levels
of depression and anxiety found, and the low incidence
of severe distress. Notwithstanding this, we did find
the female gender and a history of mental health
problems to be associated with higher levels of anxiety
and depression.

It seems that self-reports of psychological well-being
and subjective distress assessments are informative
screening tools for detection of people who have
distressing emotional reactions. Such screening tools
may be more useful for the general population during
periods of crisis, rather than as tools designed to measure
clinical levels of emotional disturbance, such as anxiety
or depression. In our survey, the HADS scale turned
out to be less sensitive in capturing existing emotional
problems, while use of the subjective distress scale
revealed individuals in need of psychological support
and a change in their psychological well-being.

Mental health professionals should focus on the
causes of distress when developing psychological
support interventions, and the relevant authorities
should do likewise when media strategies are being
developed to manage (reduce) the impact of “infodemic”
[29] on the public and when social support programmes
are being devised.
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