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Response 

Dear Editors and Reviewers: 

 

Thank you for your letter and for the reviewers’ comments concerning our 

manuscript entitled “Associations between social support and anxiety during 

the COVID-19 Lockdown in young and middle-aged Israelis: a cross-sectional 

study” (NO: 76286). 

 

These comments are very constructive and helpful for revising our paper. We 

have discussed the comments carefully and have made revisions which we 

hope will be met with approval. They are all marked in red in the revised 

version. The main answers to the reviewer’s comments are as follow:  

 

Reviewer 1: 

Abstract  

Background:  

- Acronyms need to be written in full form the first time, and given short 

form in parenthesis, after that, you can use them consistently.  

- Line 23….  COVID-19 lockdown…correct as Coronavirus disease 

(COVID-19) 

Response： 

Thank you for your reminder! We've made corrections on line 24. All revisions 

are marked in red. 

 

-Line 28….” A total of 655 individuals aged 26–47 years took part in the present 

study”.  

Response：Thank you for your suggestion! we have changed it to "A total of 

655 individuals took part in the present study." All revisions are marked in red. 
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Introduction 

-Line 45” Coronavirus 19 (COVID-19) … correct like Coronavirus disease 2019 

(COVID-19) 

Response： 

Thank you for your reminder! We've made corrections on line 45. All revisions 

are marked in red. 

 

-Please include hypothesis to be tested  

Response：Thank you for your suggestion! We have added hypothesis to the 

introduction. For details, see line 71. 

 

Methods and material  

-Line 87…” The responses to the questionnaire were collected over an eight-

day period from April 19 to May 2, 2020, when….” The time frame “April 19 to 

May 2” exceeds 8 days please correctly specify exact time. 

Response： 

Thank you for your reminder! I'm very sorry that this is our mistake. We have 

made a correction on line 87. All revisions are marked in red. 

 

-Line 96… “A total of 655 participants aged 26-47 took part”.    

-Why author used age class of 26-47 only? As mentioned on the title, interest is 

those at young and middle age, hence author should correct this statement.  

I recommend this should be correct as “A total of 655 participants took part in 

current study”  

Response：Thank you for your wonderful comments! According to your 

suggestion, we have made changes on line 95. All revisions are marked in red. 

 

-Line 97-98…” Participants who failed to complete all the questionnaires were 
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excluded.” 

How many respondents declined to complete the survey or provided 

incomplete information? Please specify response rate. 

Response：Thank you for your excellent suggestion! We have added details on 

the response rate on lines 95-99. All revisions are marked in red. 

 

-Line 107-108….” with scores ranging from 0 to 21, where ≥5, ≥10 and ≥15 

represent mild, moderate and severe anxiety symptoms, respectively. Please 

specify categories and corresponding cut point correctly. I recommend to 

correct as “… with scores ranging from 0 to 21. These scores represent 0–4 

(minimal anxiety), 5–9(mild anxiety), 10–14 (moderate anxiety), and 15–21 

(severe anxiety).” 

Response：Thank you for your wonderful comments! According to your 

suggestion, we have made changes on lines 108-110. All revisions are marked 

in red. 

 

-Line 111-116 please provide categories and outpoint for social support 

Assessment tool of “Multidimensional Perceived Social Support Scale 

(MSPSS)”. 

Response：Thank you for your suggestion! We have provided categories and 

outpoint of MSPSS in Appendix 1. 

 

-Line 132-134… “The MSPSS scores were graded by quartile (quartile: ≥75th 

percentile, quartile: ≥50th to 75th percentile, quartile 2: ≥25th to 50th percentile, 

quartile 1: <25th percentile).” This sentence not clear. Please correctly write 

ranges for quartile.   

Response：Thank you for your pertinent comments! According to the opinion 

12 of reviewer 2, we have changed the statistical method of this study, so this 
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part has been deleted. 

 

Results  

-Line 151…title 3.2. “The MSPSS was associated with the GAD-7 score” should 

be re-written. Giving conclusion on title is not usual.  I recommend “3.2 

Association of MSPSS with the GAD-7 score”   

Response：Thank you for your suggestion! In accordance with your suggestion, 

we have changed title 3.2 to “3.2 Association of MSPSS with the GAD-7 

score”on line 141. All revisions are marked in red. 

 

-Line 161… “3.3. The MSPSS was associated with anxiety” correct similarly as 

previous one. 

Response：Thank you for your suggestion! In accordance with your suggestion, 

we have changed title 3.3 to “3.3 Association of MSPSS with anxiety”on line 

150. All revisions are marked in red. 

 

Discussion  

-Well written and organized.   

-Please discuss the following important related works, seems they are missing: 

https://doi.org/10.1186/s12991-022-00385-3 

https://doi.org/10.1080/19371918.2020.1808144 

Response：Thank you for your affirmation and pertinent suggestions! We have 

discussed these two articles in the discussion. For details, see lines 221-226. 

 

Additional comments 

-To make acronyms and/or abbreviations easier to understand for the reader, 

a list of acronyms and/or abbreviations should be mentioned.  

Response：Thank you for your pertinent suggestions! We provide a list of 

https://doi.org/10.1080/19371918.2020.1808144
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acronyms and/or abbreviations in Appendix 3. 

 

-Please provide questionnaire (implemented in this study) as supplementary 

material. 

Response ： Thank you for your pertinent suggestions! We provide 

questionnaire in Appendix 2. 

 

 

 

-------------------------------------------------------------------------------------------------------

------------ 

Reviewer 2: 

1. “Snow ball” is not the professional term for the manner of data collection 

described. It should state convenience sampling with additional limitations for 

generalization of results when using this method. A reference on convenience 

sampling compared to other methods is required. 

Response: Thank you for your comments! Snowball sampling is a kind of 

sampling method which expands step by step by virtue of the naturally formed 

interpersonal network like snowball. I am very sorry that we do not know a 

more standard word to replace "snowball". We have seen this expression in 

other articles and hope to get your understanding. We listed two articles that 

mentioned snowball sampling below. 

https://doi.org/10.1093/aje/kwab098 

https://doi.org/10.1016/j.drugalcdep.2013.11.020 

 

2. In the data analysis I missed the used of the correction for multiple 

comparisons. This is important since the use adjusted and non-adjusted models 

is not justified in the text and seems like trying to get significance anyway you 

can get it. 

https://doi.org/10.1093/aje/kwab098
https://doi.org/10.1016/j.drugalcdep.2013.11.020
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Response: Thank you for your pertinent suggestion! In order to avoid the 

suspicion of manipulating the data, we used univariate and multivariate 

logistic and linear regression comparative analysis to find that anxiety and 

social support are still negatively correlated, and replaced Table 2 and Table 3. 

The description of the results in the abstract(lines 28-36); the covariates(lines 

119-121), statistical analysis(lines 123-126) in the methods; the description of 

the results(lines 143-149; lines 152-157) in the main text; the description in the 

discussion(lines 170-172) have been changed accordingly. All revisions are 

marked in red. 

 

 

3. Line 56: I do not agree with the sentence. Social support is significantly 

important always not just for individuals with “heavy burden”. See works by 

Miculincer and Shaver. 

Response: Thank you for your pertinent suggestions! According to your 

suggestion, we have made changes on lines 56-57. All revisions are marked in 

red. 

 

4. Line 58: social support is not a simple source for many individuals and I fail 

to understand what is “simpler” about this social support which is a complex 

developmentally based and inherent in human evolution process. See works 

on loneliness during the COVID by Gil Zalsman.  

Response: Thank you for your suggestions! According to your suggestion, we 

have made changes on lines 59-60. All revisions are marked in red. 

 

5. Line 65: did the authors mean inverse correlation?  

Response: Thank you for your comment！It is indeed a negative correlation. 

We have made it clear on lines 65-67. All revisions are marked in red. 
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6. Line 70: this sentence should be one of the highlights of this study. 

Response: Thank you for your excellent comment！Indeed, we realized that 

this is the highlight of our study and revised it to the hypothesis in the 

introduction. For details, please see the red mark on lines 71-73. 

 

7. Line 74: not correct. Please conduct a literature search. 

Response: Thank you for your reminder! We have deleted this sentence and 

modified lines 74-76. All revisions are marked in red. 

 

8. Line 91: what do the authors mean in the term with the word shelter? Is it 

connected to the COVID or to a war situation in Israel? This is not a term I find 

in the immense COVID mental health literature. 

Response: Thank you for your pertinent comments! We have changed the 

statement on line 89. All revisions are marked in red. 

 

9. Limitations on generalization to younger and older ages should be included.  

Response: Thank you for your pertinent comment! This is indeed our 

deficiency, and we have added this to the limitation. For details, please see the 

red mark on line 239. 

 

10. Line 138: why two tailed if the hypothesis as it arises from- although not 

stated clearly in, the introduction, in one-tailed?  

Response: Thank you for your pertinent comments! As far as we know, the 

purpose of the study is to determine whether the mean values of the two data 

are different, which requires a double-tailed test. The purpose of the study is to 

know whether the average value of one data is higher (or lower) than another 

data, then one-tail test can be used. In our study, we compared whether the 

average value of anxious or non-anxious people is different, we refer to the 

following literature: 
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https://doi.org/10.1016/j.jad.2021.03.021 

 

11. Line 160: were questions on the COVID situation and being infected or 

exposed to infected individuals included in the survey? If not, this should be 

stated in the limitations. 

Response: Thank you for your comments! We are very sorry that the 655 

questionnaires we collected did not include participants who had been or are 

infected with COVID-19. According to your suggestion, we have stated in the 

limitations. For details, please see the red mark on lines 240-242. 

 

12. The paper requires careful editing and proof reading. There are many typos 

and extra spaces. 

Response: Thank you for your reminder! We checked it carefully. 

 

13. Line 187: not true. Please conduct a literature search.  

Response: Thank you for your reminder! We have deleted this sentence. 

 

14. 204: The meaning of this sentence is unclear. 

Response: Thank you for your reminder! We have changed the expression of 

the sentence. For details, please see the red mark on line 186. 

 

15. Line 208: the term protective is misleading as it implies causality which is 

not the case in this study.  

Response: Thank you for your comment! We have changed the expression of 

the sentence. For details, please see the red mark on line 191. 

 

16. Lines 210-229: how this paragraph relates to the results of the current study? 

Make a concluding statement following all these citations.  

Response: Thank you for your comments! We made a concluding statement at 

https://doi.org/10.1016/j.jad.2021.03.021
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the end of this paragraph. For details, please see the red mark on lines 209-211. 

 

17. Line 239: not true. Please conduct a reliable literature search.  

Response: Thank you for your comments! We changed the statement and 

discussed some literature accordingly. For details, please see the red mark on 

lines 220-225. 

 

18. Finally, line 247: not true. See Ferber et al, in Anxiety Stress and Coping, 

Ferber et al, in Frontiers in Psychiatry. 

Response: Thank you for your comments! We changed the statement. For 

details, please see the red mark on line 230. 

 

Re-reviewer: 

Comments: Since authors fully addressed all comments raised. I recommend 

the paper for publication. 

Response: Thanks for your comments. 

All of the revisions are shown here. We would like to express our great 

appreciation to you and reviewers for comments on our paper. 

Looking forward to hearing from you. 

 

Best regards, 

Zezhang Tao 
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Abstract 

Background: This study examined the associations between social support and 

anxiety during the Coronavirus disease 2019 (COVID-19) in an Israeli sample. 

Methods: Data for this cross-sectional study were retrieved from an online 

survey. Linear regression, logistic regression and restricted cubic spline models 

were conducted to test for associations between social support and anxiety. 

Results: A total of 655 individuals took part in the present study. In the 

univariate linear regression model, there is a negative correlation between the 

Generalized Anxiety Disorder-7 score (GAD-7) and the Multidimensional 
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Perceived Social Support Scale (MSPSS) score. For MSPSS score, the 

multivariable adjusted regression coefficient and 95% confidence interval (CI) 

of GAD-7 score were -0.779 (-1.063, -0.496). In the univariate logistic regression 

model, there was a negative correlation between anxiety (GAD-7≥9) and 

MSPSS score, and there was still a negative correlation in multivariate logical 

regression analysis. The odds ratios (OR) and 95%CI were 0.709 (0.563, 0.894). 

Conclusion: Social support was inversely correlated with anxiety during 

COVID-19 in an Israeli sample. 

Keywords: Cross-sectional study; Social support; Anxiety; COVID-19; 

Lockdown; Correlation. 

 

 

 

1 Introduction 

Coronavirus disease 2019 (COVID-19) is a worldwide pandemic caused 

by the severe acute respiratory syndrome coronavirus 2 (SARS-COV-2). 

COVID-19 was first reported in Wuhan, China, causing pneumonia and other 

respiratory complications. Due to the massive spread and high infectivity of 

the virus, most countries have adopted various lockdown measures to control 

the epidemic. Changes in social distance and daily life activities during the 

blockade can affect personal well-being, mental health, and increase the risk of 

mental illness[1]. Anxiety disorder is one of the most common mental disorders. 

Anxiety disorder is a common mental disorder with a global incidence of 

7.3%[2]. Patients with anxiety disorders often feel excessive fear, anxiety or aim 

to avoid threats in the environment and within themselves, which can lead to 

disability and places a heavy burden on individuals and society[3]. Adequate 

social support is always significantly important for an individual's mental 

health. There are no significant side effects associated with social support, as 

compared to typical drug therapy. In addition, social support is one of the 
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social resources to deal with stressful life events[4]. Social support is defined as 

allowing individuals to take advantage of the positive effects of social 

interactions to directly protect their mental health and directly resist stressful 

situations. Social support, as a function of interpersonal emotion regulation, 

can reduce the risk of mental illness[5]. In a trial of 947 colorectal cancer patients 

in Spain, patients with more social support were more likely to have better 

results in anxiety and depression one year after surgery[6]. In patients with 

multiple sclerosis, higher social support was associated with lower depression 

and anxiety[7]. In a cross-sectional study of young pregnant women, pregnant 

adolescents with anxiety disorders were found to have less social support in all 

areas[8]. Similarly, adolescents' exposure to negative life events was shown to 

be associated with social anxiety disorder, whereas changing social support can 

reduce anxiety symptoms in at-risk adolescents[4]. It is, thus, assumed that this 

inverse association exsits between the absence of social support and anxiety in 

different negative events and various populations. 

It is not clear whether social support is equally protective of anxiety 

disorders in the context of the unique features of the first wave of COVID-19 

pandemic in Israel in particular during lockdown. This study used data from 

an interim study on the lockdown enforced during the first wave of the COVID-

19 pandemic in Israel to clarify the potential associations between social 

support and anxiety disorders. 

2 Materials and methods 

2.1 Data collection 

The QualtricsXM platform (https://www.qualtrics.com/) digital 

questionnaire for data collection method was implemented in this study. It 

included a sociodemographic and personal questionnaire, the Generalized 

Anxiety Disorder-7 (GAD-7), the Multidimensional Perceived Social Support 

(MSPSS) and other measures and was administered using a snowball sampling 

method to recruit participants across Israel via email and mobile phone 
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applications. All responses were anonymous. The responses to the 

questionnaire were collected from April 19 to May 2, 2020, when Israel was 

experiencing the peak of the first wave of the COVID-19 epidemic. During that 

time, the government imposed three weeks of strict lockdown measures, 

banning social gatherings. The experimental procedure was approved by the 

Ethics Committee of The Academic College of Tel-Aviv Yafo, Israel (Approval 

No. 2020085), and all participants an signed electronic informed consent, 

allowing access to the full set of questionnaires[9]. 

2.2 Sample  

A total of 655 participants took part. 200 participants did not complete the 

questionnaire. Of these, 45% did not complete sociodemographic and personal 

questionnaire. Of the remaining 55% of participants, only 1.3% completed the 

GAD-7 questionnaire. Participants who failed to complete all the 

questionnaires were excluded. The inclusion criteria were over 18 years of age 

and fluent in Hebrew.  

2.3 Demographic Information 

The demographic information included the participants' age, gender, and 

socioeconomic status (based on questionson assessment of educational level, 

subjective perception of socioeconomic status, and financial resources for the 

next three months). 

2.4 Assessment of anxiety 

The GAD-7 is a self-reported anxiety questionnaire that can measure the 

anxiety level of the general population with sufficient validity and accuracy[10]. 

The Hebrew version was used, which contains 7 items, with scores ranging 

from 0 to 21. These scores represent 0–4 (minimal anxiety), 5–9 (mild anxiety), 

10–14 (moderate anxiety), and 15–21 (severe anxiety). In this study, anxiety was 

defined as an overall score ≥9[11]. The internal consistency of the current sample 

was α= 0.892. 

2.5 Assessment of social support 
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Social support was evaluated on the Hebrew version of the 

Multidimensional Perceived Social Support Scale (MSPSS), which assesses 

participants' subjective feelings about their degree of social support[12]. The 

scale consists of three sub-scales related tofamily, friends, and significant others, 

with a total of 12 items. The higher the participants' scores, the more social 

support they felt. 

2.6 Covariates 

Covariates includes demographic variables (age, gender) and other 

background factors, including number of children, education, socioeconomic 

status, occupation, exercise and use of antidepressants.  

2.7 Statistical analysis 

    SPSS 20.0 and R 3.5.1 were used for analysis. Linear regression was 

performed to analyze the association between social support and anxiety 

symptoms. Logistic regression was performed to examine the association 

between social support and anxiety disorders (GAD-7 score ≥9). To further 

investigate the relationship between social support and anxiety, a restricted 

cubic spline analysis was performed in the fully adjusted model. P values of 

less than 0.05 (two-tailed) were considered statistically significant. 

3 Results 

3.1. Sample characteristics according to GAD score  

Table 1 shows the characteristics of the 655 participants in terms of GAD-

7 scores. The sample was composed of 246 men and 409 women, with a median 

age of 30. There were significant differences in age, gender, number of children, 

education, socioeconomic status, occupation, history of depression, and use of 

antidepressants between those with and without anxiety disorders (GAD-7 

score ≥9). Those classified as exhibiting anxiety were younger than those who 

were classified as not exhibiting anxiety. Anxiety was also more common 

among women. Of the participants classified as anxious, 80% had no children, 

50% had a bachelor's degree, 41.1% had an average economic status and 54.2% 
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had a full-time or part-time job. 

3.2. Association of MSPSS with the GAD-7 score  

Table 2 uses linear regression to analyze the association between social support 

and anxiety symptoms. In the univariate linear regression model, GAD-7 score 

was negatively correlated with MSPSS score, and the regression coefficient and 

95% confidence interval (CI) were -0.692 (-0.990, -0.394). Further multivariate 

linear regression analysis showed that there was still a negative correlation 

between GAD-7 score and MSPSS score, and the regression coefficient and 

95%CI was -0.779 (-1.063, -0.496). This negative correlation was independent of 

age, sex, socio-economic status and the use of antidepressants. 

3.3. Association of MSPSS with anxiety 

Table 3 shows the odds ratios (OR) and the 95%CI for social support and 

anxiety disorders (GAD-7 score ≥ 9). In the univariate logistic regression model, 

the occurrence of anxiety was negatively correlated with MSPSS score. 

Multivariate logical regression analysis with backward method showed that 

the occurrence of anxiety was still negatively correlated with MSPSS score, and 

the OR and 95%CI were 0.709 (0.563, 0.894). This negative correlation is 

independent of gender, age, education level, socio-economic status and the use 

of antidepressants. 

3.4. Restricted cubic spline analyses 

    To further clarify the relationship, a restricted cubic spline analysis was 

used to analyze the association between social support and anxiety (Figure 1). 

The results showed that social support was inversely correlated with anxiety 

symptoms (GAD-7 score ≥9). Anxiety symptoms decreased with increasing 

social support scores. 

 

4 Discussion 

In this study, a cross-sectional analysis was conducted using data from 

an interim study conducted while Israel was in lockdown during the first wave 
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of the COVID-19 pandemic to assess the relationship between social support 

and anxiety symptoms. The data included 655 participants. The results showed 

that participants' social support scores were inversely correlated with GAD-7 

scores. Social support was inversely associated with anxiety (GAD-7 score ≥9) 

in logistic regression model, and this negative correlation is independent of 

gender, age, education level, socio-economic status and the use of 

antidepressants. 

During the COVID-19 pandemic, people in most countries were placed 

under tight lockdown measures due to the dangers of the rapid spread of the 

disease and the severe shortage of medical resources. In instances of insufficient 

supply and personnel, medical workers tend to give priority to serious physical 

diseases and ignore patients' mental symptoms[13]. At the same time, for 

quarantined individuals, the panic caused by the COVID-19 outbreak, as well 

as the economic losses caused by the lockdown, the lack of protective gear and 

other complications all exacerbated the psychological difficulties. In an 

epidemiological survey conducted in Hong Kong, 25.4% of the population's 

mental health was reported to have deteriorated since the outbreak of COVID-

19, and 14% of the population suffers from anxiety[14]. Anxiety is an emotion 

characterized by physical changes such as tension, anxious thoughts and 

elevated blood pressure, with a lifetime prevalence rate of more than 20%[15]. 

When severe Acute Respiratory Syndrome (SARS) broke out in Hong Kong in 

2013, 13% of the population developed anxiety disorders after discharge from 

hospital[16]. Anxiety disorders often occur at the same time as post-traumatic 

stress disorder (PTSD). Pre-existing anxiety has been proved to be a risk factor 

for the development of urban population into PTSD[17]. Studies have shown 

that participants with higher symptoms of depression and anxiety are more 

likely to develop more severe PTSD symptoms, and higher social support may 

be associated with lower PTSD[18]. 

Social support, as a way to foster a sense of belonging and love, is crucial 
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for the mental health of the population. Social support can promote mental 

health in several ways. First social support can enable people receive more 

information and care from others. Certain specific groups, such as pregnant 

and postpartum mothers and parents of young children with special medical 

needs can obtain social support from social media to relieve negative emotions 

such as psychological anxiety and glean useful suggestions[19, 20]. During the 

lockdown period, people mainly used social media to get social support from 

a range of sources to ease anxiety and fight the epidemic collectively. Second, 

social support can alleviate people's pain, and can encourage physical activity, 

including those who are physically limited by pain, and thus have a positive 

impact on people's health behaviors[21]. Finally, social support can improve 

individuals’ physical condition and promote mental health by directly 

influencing the body's pathophysiological mechanisms. Studies have found 

that people with higher social support and integration have lower mortality 

rates, and a comprehensive meta-analysis has shown that social support is 

inversely correlated with inflammation levels in vivo[22]. In addition, social 

support can significantly reduce the cardiovascular response of the population 

and lower cardiovascular recovery to its  pre-stress level[23]. All these studies 

thus suggest that social support not only provides information and care from 

the outside world, but also modulates the mental health of the population by 

reducing physical pain and improving inflammation levels. 

In a cross-sectional study of women who had undergone a therapeutic 

abortion, more than half reported symptoms of anxiety, and social support 

from these women's family and friends significantly reduced anxiety levels. 

Furthermore, social support from partners can also reduce women's anxiety 

symptoms[24]. Another longitudinal cohort study of caregivers of patients 

diagnosed with cancer showed that accurate information and social support 

from other members of the community, as well as physical activity reduced 

anxiety in partners in the first months after a cancer diagnosis[25]. These 
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epidemiological studies underscore the positive effects of social support on 

anxiety disorders. Similarly, during the special period of COVID-19 's outbreak, 

in a cross-sectional survey of 3500 Spanish adults, it was found that for those 

without pre-pandemic mental disorders, higher levels of social support 

decreased the odds of GAD-7[26]. During the COVID-19 pandemic in Turkey, it 

was also found that anxiety levels decreased significantly when perceived 

social support increased[4]. This study conducted a survey during Israel's first 

blockade in 2020, taking into account the effects of age, sex, number of children, 

education level, socio-economic status, occupation, exercise and antidepressant 

use, the results here show that social support is negatively correlated with post-

blockade anxiety. 

This study makes several contributions beyond its limitations. Using data 

collected during the first wave of COVID-19 lockdown in Israel, this study 

reports on relationship between social support and anxiety during COVID-19 

lockdown. In addition, we considered the impact of confounding factors such 

as age, gender, education, socioeconomic status and other potential influences. 

Note, however, that the cross-sectional design of this study is a major limitation 

because it is difficult to make causal inferences. Second, the results were 

adjusted for a variety of major potential confounding factors; however, the 

existence of unmeasured factors and some unknown factors cannot be ruled 

out. Third, randomly distributed questionnaires may lead to age selection bias 

of the study population, which may make the results not generalized. Fourth, 

this study does not include the limitations on generalization to younger and 

older ages. Fifth, this study does not include people who have been infected 

with COVID-19, whether infected with COVID-19 may have an impact on the 

correlation coefficient between social support and anxiety. 

Prolonged home confinement may be the main reason that affects people's 

mental health during the blockade of the COVID-19 pandemic, and it is very 

important to give proper physical and mental care and social support. In 
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addition, the long epidemic period of COVID-19 and the continuous mutation 

of virus strains undoubtedly bring new challenges to people's mental health. 

How to make rational use of multimedia or the Internet to improve the 

psychological state of the population during the COVID-19 blockade is a 

research direction worthy of attention for future researchers. 

Overall our findings suggest that social support was inversely associated 

with anxiety symptoms during COVID-19 pandemic lockdown. Thus 

providing social support may reduce the prevalence of anxiety in the 

population. 
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Table 1 

Characteristics of participants according to GAD-7 score, represented by 

Medians and Interquartile Range (IQR). 

Variable  
Total 

(n=655) 

GAD-7 score < 9  

(n=585) 

GAD-7 score ≥ 9 

(n=70) 

p 

value 

Age (year) 30 (26 – 47) 31 (26 – 49) 27 (23 – 33) <0.001 

Gender    0.007 

    male 246 (37.6%) 230 (39.3%) 16 (22.9%)  

    female 409 (62.4%) 355 (60.7%) 54 (77.1%)  

Number of children    0.008 

    zero 392 (59.8%) 336 (57.4%) 56 (80.0%)  

    one 37 (5.6%) 34 (5.8%) 3 (4.3%)  

    two 95 (14.5%) 91 (15.6%) 4 (5.7%)  
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    three 100 (15.3%) 94 (16.1%) 6 (8.6%)  

    four 31 (4.7%) 30 (5.1%) 1 (1.4%)  

Education    0.003 

    without diploma 23 (3.5%) 21 (3.6%) 2 (2.9%)  

    12 years or less 125 (19.1%) 102 (17.4%) 23 (32.9%)  

    B.A. 295 (45.0%) 260 (44.4%) 35 (50.0%)  

    M.A. (or higher) 187 (28.5%) 178 (30.4%) 9 (12.9%)  

    Other 25 (3.8%) 24 (4.1%) 1 (1.4%)  

Socio-economic status    <0.001 

    Low 21 (3.2%) 16 (2.7%) 5 (7.1%)  

    Low-average 79 (2.1%) 60 (10.3%) 19 (27.1%)  

    Average 281 (42.9%) 252 (43.1%) 29 (41.1%)  

    Average-high 224 (34.2%) 209 (35.7%) 15 (21.4%)  

    High 50 (7.6%) 48 (8.2%) 2 (2.9%)  

Occupation    0.029 

    Full-time job 280 (42.7%) 261 (44.6%) 19 (27.1%)  

    Partially 

employed 

109 (16.6%) 90 (15.4%) 
19 (27.1%)  

    Unpaid vacation 4 (0.6%) 4 (0.7%) 0 (0.0%)  

    Lost job 33 (5.0%) 31 (5.3%) 2 (2.9%)  

    Unemployed 55 (8.4%) 47 (8.0%) 8 (11.4%)  

    Retired 174 (26.6%) 152 (26.0%) 22 (31.4%)  

Exercise    0.112 

    Yes 190 (29.0%) 164 (28.0%) 26 (37.1%)  

    No 465 (71.0%) 421 (72.0%) 44 (62.9%)  

History of depression    <0.001 

    Yes 538 (82.1%) 494 (84.4%) 44 (62.9%)  

No 117 (17.9%) 91 (15.6%) 26 (37.1%)  

Use of    0.001 
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antidepressants 

Yes 563 (86.0%) 512 (87.5%) 51 (72.9%)  

No 92 (14.0%) 73 (12.5%) 19 (27.1%)  

MSPSS score 
6.08 (5.25 – 

6.67) 

6.08 (5.33 – 6.75) 
5.75 (4.67 – 6.50) 0.009 

GAD-7 score 3 (1 – 6) 3 (1 – 5) 13 (11 – 15) <0.001 

MSPSS, the Multidimensional Perceived Social Support; GAD-7, 7-item 

Generalized Anxiety Disorder Questionnaire 

 

Table 2 

Associations of GAD-7 score with MSPSS score (Regression coefficient and 95% 

confidence intervals). 

 Univariate Linear Regression  Multivariate Linear Regression 

Variable β (95%CI) P value  β (95%CI)  P value 

MSPSS -0.692(-0.990, -0.394) <0.001  
-0.779(-1.063, -

0.496) 
 <0.001 

Age -0.056(-0.077, -0.035) <0.001  
-0.048(-0.068, -

0.028) 
 <0.001 

Sex 1.888(1.246, 2.529) 0.316  1.641(1.021, 2.261)  <0.001 

Number of 

children 
-0.524(-0.760, -0.289) <0.001  -  - 

Education -0.399(-0.763, -0.034) 0.032  -  - 

Occupation 0.142(-0.006, 0.289) 0.059  -  - 

Socio-economic 

status 
-0.952(-1.300, -0.603) <0.001  

-0.514(-0.854, -

0.174)  
 0.003 

Exercise -0.460(-1.162, 0.241) 0.198  -  - 

Use of 

antidepressants 
2.589(1.781, 3.397) <0.001  2.046(1.279, 2.813)  <0.001 
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Table 3 

Odds ratios (95% confidence intervals) of anxiety (GAD-7 score ≥ 9) across 

MSPSS score. 

 Univariate Logistic Regression  
Multivariate Logistic 

Regression 

Variable OR (95%CI) P value  OR (95%CI)  P value 

MSPSS 0.747(0.605, 0.921) 0.006  0.709(0.563, 0.894)  0.004 

Age 0.965(0.944, 0.986) 0.001  0.976(0.953, 0.999)  0.041 

Sex 2.187(1.222, 3.913) 0.008  2.151(1.142, 4.053)  0.018 

Number of 

children 
0.658(0.514, 0.842) 0.001  -  - 

Education 0.617(0.464, 0.822) 0.001  0.615(0.445, 0.851)  0.003 

Occupation 1.096(0.980, 1.227) 0.109  -  - 

Socio-economic 

status 
0.539(0.409, 0.710) <0.001  0.628(0.465, 0.849)   0.003 

Exercise 0.659(0.393, 1.106) 0.114  -  - 

Use of 

antidepressants 
2.613(1.461, 4.672) 0.001  2.588(1.384, 4.841)  0.004 
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Figure 1. A restricted cubic spline model of the odds ratio between anxiety 

(GAD-7 score ≥ 9) and MSPSS score. The gray area represents a 95% confidence 

interval. Adjusted for age, gender, number of children, education, socio-

economic status, occupation, exercise, history of depression and use of 

antidepressants. 


