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Symptoms of ADHD Predict Lower
Adaptation to the COVID-19 Outbreak:
Financial Decline, Low Adherence to
Preventive Measures, Psychological Distress,
and lliness-Related Negative Perceptions
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Abstract

Objective: The COVID-19 outbreak created numerous multidimensional stressors, to which people show different
levels of vulnerability. The current paper examines whether symptoms of ADHD are associated with poorer adaptation.
Method: After the first quarantine in Israel, 2,055 adults participated in an online survey. Participants completed scales
probing adaptation indicators: financial status, adherence to preventive measures, mental health, and COVID-19 related
perceptions. Background measures, including the level of symptoms of ADHD, were collected. Results: Adaptation
indicators negatively correlated with the level of symptoms of ADHD. Financial decline explained a small portion of the
link between ADHD and decreased mental health. Background risk-taking, anti-social, and pro-social behavior partially
explained the link between ADHD and non-adherence to preventive measures. COVID-19 related perceptions also partially
explained that link. Conclusion: This study suggests that people with ADHD are more vulnerable to the challenges
created by the COVID-19 pandemic and therefore deserve special attention and care. (J. of Att. Dis. 2022; 26(5) 735-746)
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The novel coronavirus 2019 (COVID-19) pandemic is a
public health and global economy breakdown affecting
every facet of society. At the individual level, the pandemic
has created a myriad of long-term and multidimensional
psychosocial stressors such as lockdown and social distanc-
ing, unemployment, as well as decreased family and social
support that are important for financial security and emo-
tion regulation (Gruber et al., 2021). As a result, harmful
effects on physical and mental health and life satisfaction
are likely. International organizations advocate integration
of mental health and psychosocial support into the COVID-
19 response (Moreno et al., 2020).

Different people will respond to the challenges of the
pandemic by various behaviors and perceptions, thus dem-
onstrating variable degree of adaptation. Vulnerable people
might be at increased risk and are expected to show lower
levels of adaptation. Indeed, a recent study demonstrated
substantial increases in distress during the emergence of the
COVID-19 crisis. Importantly, those with preexisting men-
tal health conditions were more likely to show a rise in dis-
tress (Daly & Robinson, 2020).

Attention deficit’/hyperactivity disorder (ADHD) is a
neurodevelopmental condition characterized by inattention,
hyperactivity, and impulsivity leading to functional impair-
ment (American Psychiatric Association [APA], 2013).
ADHD is one of the earliest reliable predictors of long-term
poor health outcomes, including various psychiatric and
physical disorders, smoking and substance use, risky behav-
ior, and accidental injury (Nigg, 2013). The current paper
examines whether ADHD also predicts increased vulnera-
bility to the significant life transitions and challenges that
have been recently presented by the COVID-19 pandemic.

Life transitions are common and experienced by most if
not all people. Such transitions challenge people’s
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perceptions and beliefs, behavioral habits, and emotional
well-being and demand adaptation to a new reality. For
instance, the onset of a serious health condition, transition
to college life or to military service, grief after a loss of a
beloved person, etc., all demand adaptation of cognitive and
behavioral functions.

Research has shown that adaptability, the capacity to
constructively adapt to new or changing situations, relates
to behavioral, cognitive, and emotional regulation (Martin
et al., 2012). Therefore, individuals who are deficient in
behavioral, cognitive, and emotional regulatory functions
might show lower adaptability and greater vulnerability to
higher stress in times of change. Indeed, ADHD that has
long been linked to lower behavioral, cognitive, and emo-
tional regulatory functions (Barkley, 1997), has also been
associated with more difficulties in managing increased
stress levels (Hirvikoski et al., 2011; Lackschewitz et al.,
2008). The following are several instances: Faced with
stressful episodes, individuals with ADHD more frequently
use maladaptive coping strategies such as escape-avoidance
(wishful thinking and behavioral efforts to escape or avoid
the situation), confrontational (aggressive efforts to alter the
situation), and unplanned problem-solving (lack of deliber-
ate problem-focused efforts to alter the situation) (Hampel
et al., 2008; Oster et al., 2020; Young, 2005). Individuals
with ADHD reported greater stress in transition to college,
demonstrating unhealthy coping skills and lower adaptabil-
ity (Martin & Burns, 2014). In transition to military service
in countries such as Korea, Singapore, and the US, indi-
viduals with ADHD experience higher emotional distress,
more alcohol and caffeine use, and reduced quality of life
(Cipollone et al., 2020; Noh et al., 2018). Finally, the high
prevalence of ADHD among patients with post-traumatic
stress disorder (PTSD) suggests that ADHD is a vulnerabil-
ity factor for developing PTSD following exposure to stress
(Adler et al., 2004). All these instances suggest that ADHD
is a vulnerability factor for poor adaptation to life transi-
tions and stressors.

In line with the suggestion that ADHD is a vulnerability
factor to adaptation, the present study aimed to examine the
links between ADHD and adaptation indicators during the
COVID-19 outbreak. Specifically, the links between symp-
toms of ADHD and financial decline, adherence to preven-
tive measures, psychological distress and life satisfaction,
as well as to COVID-19 related perceptions, were exam-
ined. We hypothesized that a higher level of symptoms of
ADHD will correlate with greater financial decline and psy-
chological distress, and with lower life satisfaction and
adherence to preventive measures.

Methods

Data from a study that detected risk factors for non-adher-
ence to preventive measures were re-analyzed for the

purpose of the current research. The methods of the study
have been described extensively in the manuscript summa-
rizing the primary findings of the study (Pollak et al., 2020).
Below is a full description of all methods that were used for
the current paper.

The study was approved by the ethics committee of the
Seymour Fox School of Education at the Hebrew University
of Jerusalem. From May 13 to 23, 2020, a sample of 2,055
online panel respondents was recruited. The respondents
have been registered in the Pancl4All system (https:/www.
panel4all.co.il) and paid for completing surveys. The sam-
ple represented both the typicality and the variety of the
adult Israeli population. The average age of the sample was
39.8 = 15.1, 55.4% of the respondents were women, 89.7%
identified as Jewish, 73.7% identified as religious, 63.8%
were married or in a relationship, 51.7% had higher educa-
tion, 83.4% lived in cities and towns, and 87.3% were born
in Isracl. Concerning economic pre-outbreak position,
51.9% reported having below or much below average
income, and 54.6% reported having full-time jobs.

Measures

For the current study, the main outcome variables were
financial decline, low adherence to preventive measures,
psychological distress, and illness-related perceptions.

Financial decline was measured by a one-item five-point
question concerning the level of decrease in income since
the onset of the outbreak (1=no decrease at all, 5=a sharp
decrease). In addition, participants reported their pre-out-
break and current full/part time position on a five-point
scale (0%, 25%, 50%, 75%, 100%) and a difference (cur-
rent - pre-outbreak) score was computed. The difference
score was further categorized into a binary variable (0=no
decrease, for a positive or null difference score, and
1 =decrease, for a negative difference score).

Low adherence to preventive measures was probed by a
13-item questionnaire. Participants rated the extent to which
they adhered to each of the 13 preventive measures that
were released by the Israeli Ministry of Health at the cor-
responding period (focusing on social distancing, personal
hygiene practicing, facemask wearing). A five-point Likert
scale was wused: 1=“Not at all,” 2=“Somewhat,’
3=“Moderately,” 4=“Strictly,” and 5=“Very strictly.”
Individual mean response scores were calculated. In this
sample, the scale had excellent internal consistency
(Cronbach’s aa=.91).

An adapted version of the Kessler Screening Scale for
Psychological Distress (K6) was used to probe for non-spe-
cific psychological distress (Kessler et al., 2002). For the
purpose of the current study, only the first part of the scale
was used, in which respondents rated on a five-level Likert
scale (1="All the time,” 5="None of the time”) the level of
six psychiatric common symptoms during the COVID-19



Pollak et al.

737

crisis. The questionnaire is sensitive to high levels of men-
tal distress (Kessler et al., 2002, 2010) and is used in the
annual US National Health Interview Survey (Kessler et al.,
2010). Life satisfaction was probed by two questions con-
cerning the current level of happiness and satisfaction from
life. A four-point Likert scale was used: 1="“Not at all,”
2="“Somewhat,” 3=“Moderately,” 4=“Very much.”
Individual mean response scores were calculated.

COVID-19-related perception factors: Perceptions
regarding the COVID-19 and the preventive measures were
assessed using several five-point Likert scales: Perceived
risk of COVID-19 was assessed by a nine-item self-report
questionnaire that was designed for this study based on the
risk perception literature (Sjoberg, 2000). For example,
“How likely are you to get COVID-19?.” In this sample, the
scale had good internal consistency (Cronbach’s a=.80).
Perceived efficacy of the preventive measures was mea-
sured by a self-report questionnaire designed for this study.
The scale consisted of five items and was composed for
measuring participants’ perceived efficacy of the preventive
measures. For example, “To what extent do you think that
adhering to the preventive measures will reduce the chances
that you or your loved ones will get COVID-19?.” In this
sample, the scale had good internal consistency (Cronbach’s
a.=.83). Another scale composed for this study, consisted of
seven items probing for the perceived costs of adherence to
preventive measures, including the perceived cost on differ-
ent domains of well-being (e.g., financial, social, spiritual).
For example, “To what extent adhering to the preventive
measures will impair your interpersonal relationships?.” In
this sample, the scale had good internal consistency
(Cronbach’s a.=.84). Perceived norms regarding adherence
to preventive measures were measured by four questions
regarding the descriptive (i.e., the prevalence of non-adher-
ence) and the injunctive (i.c., the tolerance toward non-
adherence) norms of family/friends and community/
workplace they are embedded in.

The independent variable, the level of symptoms of
ADHD, was measured by the Hebrew version of the Adult
ADHD Self-Report Scale (Kessler et al., 2005). A total
score of ASRS was created by averaging the responses to all
18 items. The original scale has high internal consistency
(Cronbach’s a.=.88) assessing ADHD in adults. Its sensitiv-
ity is 68.4% and specificity 99.6% (Adler et al., 2006). The
Hebrew version of the scale has shown good reliability
(Cronbach’s a=.89) and reasonable sensitivity (62.7%),
and specificity (68%) (Zohar & Konfortes, 2010).

Other background measures consisted of sociodemo-
graphic and behavioral characteristics.

Sociodemographic factors: Respondents completed a
questionnaire consisting of items regarding age, gender,
marital status, number of children, ethnicity, religious affili-
ation and level of observance, the type of education, place
of living (country region, and type of community), and

background migration. In addition, respondents reported
their pre-outbreak level of income (much above average,
above average, average, below average, much below
average).

Behavioral factors: The pro-social subscale of the young
adult Strengths and Difficulties Questionnaire (SDQ)
(Brann et al., 2018; Goodman & Scott, 1999) was used for
measuring pro-sociality. The scale’s inter-scale correla-
tions, internal consistency, and inter-rater agreement were
confirmed (Brann et al., 2018). Respondents rated the extent
to which a series of six attributes described them during a
6-month reference period on a three-level response scale
(0="not true,” 1 ="“somewhat true,” or 2="certainly true”).
In this sample, the scale had acceptable internal consistency
(Cronbach’s au=.71).

A short form of the Adult Risk-Taking Inventory (ARTI)
was used to measure past engagement in risky behavior.
The tool was validated in previous studies (Shoham et al.,
2020, 2021). The short form consisted of 14 items probing
for the frequency of engagement in relatively frequent
activities (e.g., sunbathing without sunscreen, smoking
marijuana) with respect to their frequency during the pre-
ceding year on a rating scale, ranging from 1=“Not at all”
to 7=“On a daily basis.” Previous work has shown that the
ARTI has good reliability and validity. In this sample, the
scale had acceptable internal consistency (Cronbach’s
a=.75).

Past anti-social behavior was assessed using a 15-item
4-point frequency scale, ranging from 1=“Not at all” to
4="“More than five times,” adapted from Cho et al. (2010).
In this sample, the scale had good internal consistency
(Cronbach’s a.=.80).

Other health-related variables were measured but were
not analyzed for the current study. These include daily hours
of sleep, frequency of physical activity, smoking habits,
background chronic health conditions that are considered
risk factors for COVID-19 (Jordan et al., 2020), whether
they were confirmed COVID-19 cases, and general subjec-
tive health.

Statistical Analysis

Descriptive statistics included mean, standard deviations,
medians, and ranges of the continuous variables and fre-
quency and percentage of categorical variables. Spearman
correlations were used to measure the links between the
ASRS score and the different adaptation indicators. Linear
regression analyses were used to covariate for demographic
variables (gender, age, religiousness, marital status) and
for examining the specific contributions of symptoms of
ADHD clusters (inattention, hyperactivity/impulsivity) to
the prediction of the continuous outcome measures. The
direct and indirect effects of symptoms of ADHD on the
outcome measures through financial decline, behavioral
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characteristics, and COVID-19-related perceptions were
calculated using the multiple mediation approach and
SPSS macro (PROCESS, Model 4) provided by Hayes
(2017). Though collinearity testing revealed small VIF
score (<3), the significance of the regression and media-
tion analyses’ effects was tested via a commonly performed
bootstrap analysis (bias-corrected and accelerated, 5,000
samples), which allows for greater statistical power in mul-
tiple mediator analyses and does not have distributional
assumptions (e.g., lack of multicollinearity). All analyses
were conducted using SPSS 25.0, including an SPSS macro
designed for assessing multiple mediation models (Preacher
& Hayes, 2008).

Results

Descriptive Statistics

Table 1 presents the sociodemographic, clinical, and behav-
ioral characteristics and COVID-19-related perceptions of
the sample.

We hypothesized that a higher level of symptoms of
ADHD will be associated with greater financial decline and
psychological distress, and with lower life satisfaction and
adherence to preventive measures. All these hypotheses
were confirmed. Table 2 presents the Spearman’s correla-
tions between the level of symptoms of ADHD and each of
the adaptation indicators. Small size correlation was found
between symptoms of ADHD and greater financial decline
measures (7=.110—.135) and with higher perceived risk of
COVID-19 (r=.101), small-to-moderate correlation with
lower adherence to preventive measures (r=-—226) and
with perceptions about the efficacy, cost, and norms con-
cerning the preventive measures (—.203, .279, and —.212,
respectively), and moderate and large size correlations with
lower life satisfaction and higher psychological distress
(—.309 and .535, respectively).

A set of regression analyses included all demographic
variables in the first block and the intention and hyperactiv-
ity/impulsivity subscales scores of ASRS in the second
block. Symptoms of ADHD remained a significant predic-
tor of all outcome variables above and beyond the demo-
graphic variables (see Table 3). Inattention symptoms
predicted decrease in income above and beyond hyperactiv-
ity symptoms, but not vice versa. Hyperactivity/impulsivity
symptoms predicted increase in perceived risk and decrease
in perceived efficacy above and beyond inattention symp-
toms, but not vice versa. Both inattention and hyperactivity
predicted mental health outcome (K6 and life satisfaction
scores), adherence to preventive measures, and perceived
norms and costs of adherence to preventive measures above
and beyond each other (see Table 3).

Notably, some sociodemographic variables, especially
the age, gender, religiousness, and pre-outbreak level of

income, were also significant predictors of several adapta-
tion indices. Older age was associated with lower financial
decline, higher adherence to preventive measures, and
lower psychological distress. Female gender predicted
higher adherence to preventive measures and higher psy-
chological distress; and religiousness and pre-outbreak
level of income predicted lower financial decline and lower
psychological distress (see Table 3).

In an additional set of analyses, indirect pathways
between symptoms of ADHD and different outcome vari-
ables were examined. The first two mediation models
examined whether the link between symptoms of ADHD
(ASRS score) and decrease in income explains the increase
in psychological distress (K6 score) and decrease in life sat-
isfaction. The first model demonstrated that the ASRS score
predicted greater decrease in income and that the level of
decrease in income predicted higher psychological distress
(K6 scores) (see Figure 1(a) for the standardized regression
coefficients). The standardized indirect pathway between
symptoms of ADHD (ASRS score) and psychological dis-
tress (K6 scores) through the level of decrease in income
was small but significant (see Table 4). In a similar vein, the
second model revealed that the level of decrease in income
predicted lower life satisfaction scores (see Figure 1(b) for
the standardized regression coefficients). The standardized
indirect pathway between symptoms of ADHD (ASRS
score) and life satisfaction scores through the level of
decrease in income was small but significant (see Table 4).

The next models examined indirect pathways between
symptoms of ADHD and lower adherence to preventive
measures. The third model revealed that the symptoms of
ADHD (ASRS score) predicted higher risk-taking behavior
and anti-social behavior scores and lower pro-social behav-
ior scores. Risk-taking behavior and anti-social behavior
scores predicted lower adherence to preventive measures,
whereas pro-social behavior predicted higher adherence (see
Figure 1(c) for the standardized regression coefficients). The
standardized indirect pathways between the ASRS and lower
adherence to preventive measures through increased risk-
taking behavior and antisocial behavior and decreased pro-
social behavior were significant (see Table 4).

The fourth model revealed that the ASRS score predicted
increased perceived risk of the COVID-19 illness, increased
perceived cost of the preventive measures, decreased per-
ceived efficacy of the preventive measures, and decreased
adherence norms. Perceived risk of the COVID-19 illness,
perceived efficacy of the preventive measures, and per-
ceived adherence norms predicted adherence to the preven-
tive measures, whereas perceived cost of the preventive
measures predicted non-adherence (see Figure 1(d) for the
standardized regression coefficients). The standardized sig-
nificant indirect pathways between the ASRS and lower
adherence to preventive measures through increased per-
ceived cost of the preventive measures, decreased perceived
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Table |I. Demographic and Clinical Characteristics.

Categorical variables n %
Gender
Females 1,128 55.4
Males 909 44.6
Religiousness
Non-religious 1,501 73.7
Religious 535 26.3
Marital status
Not married 740 36.2
Married 1,302 63.8
Having children
No 582 31.7
Yes 1,253 68.3
Higher education
No 983 483
Yes 1,054 51.7
Pre-outbreak level of income
Much more than average 78 3.8
More than average 292 14.3
Average 611 30.0
Less than average 498 244
Much less than average 561 27.5
Decrease in percent of position
No 1,231 62.8
Yes 729 372
Continuous variables Mdn (25%—75%) Mean SD
Age 37.0 (27.0-52.0) 39.81 15.13
Decline in income (1-5 scale) 2.00 (1.00-4.00) 2.49 1.51
Adherence to preventive measures (1-5 scale) 4.15 (3.62-4.62) 4.04 0.75
Mental health measures
Life satisfaction 3.00 (2.00-3.00) 2.82 0.72
Psychological distress (Ké) 1.83 (1.50-2.50) 2.07 0.82
Behavioral and personality
ARTI 1.57 (1.29-2.00) 1.74 0.64
Antisocial 1.13 (1.07-1.33) 1.25 0.30
Prosocial 2.80 (2.40-3.00) 2.67 0.35
COVID-9-related perception measures
Efficacy 4.00 (3.40-4.50) 3.85 0.85
Norm 4.00 (3.25-4.50) 3.78 0.83
Cost 2.71 (2.14-3.43) 2.78 0.92
Risk 3.00 (2.64-3.45) 3.03 0.62
ADHD symptoms—mean ASRS score (1-5 scale)
Total 2.17 (1.78-2.56) 2.20 0.61
Inattention 222 (1.78-2.67) 2.22 0.67
Hyperactivity 2.11 (1.67-2.56) 2.17 0.66

Note. ADHD =attention deficit/hyperactive disorder; Antisocial = past anti-social behavior; ARTI=a short form of the Adult Risk-Taking Inventory;
ASRS =the Hebrew version of the Adult ADHD Self-Report Scale; Cost=the perceived costs of adherence to preventive measures; Efficacy =the per-
ceived efficacy of the preventive measures; Norm =the perceived norms regarding adherence to preventive measures; Prosocial = pro-social subscale
of the young adult Strengths and Difficulties Questionnaire (SDQ); Psychological Distress (K6) = Kessler Screening Scale for Psychological Distress,
Risk = perceived risk of COVID-19.
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Figure |. (a) Path analyses predicting psychological distress (K6) score from ADHD with the covariates of age, gender, marital
status, child, religious, higher education, and income, (b) path analyses predicting life satisfaction score from ADHD, (c) path analyses
predicting adherence to preventive measures score from ADHD, (d) path analyses predicting adherence to preventive measures
score from ADHD, and (e) path analyses predicting adherence to preventive measures score from ADHD with additional covariate of
psychological distress (Ké).

Note. Final mediation path analysis predicting three different variables: psychological distress, life satisfaction, and adherence to preventive measures.
The values shown are the standardized regression coefficients of the indirect and direct effects (taking into account other mediators) of ADHD symp-
toms upon (a) psychological distress, (b) life satisfaction, and (c and d) adherence to preventive measures. The covariates of age, gender, marital status,
child, religious, higher education, and income for all figures and the covariate psychological distress (K6) for Figure |(e) are not shown in the table for
the sake of brevity. ADHD =attention deficit/hyperactive disorder; ARTI=a short form of the Adult Risk-Taking Inventory; Cost =the perceived costs
of adherence to preventive measures; Decrease in income =decrease in income since the onset of the outbreak; Efficacy =the perceived efficacy of the
preventive measures; Norm =the perceived norms regarding adherence to preventive measures; Psychological Distress = Kessler Screening Scale for
Psychological Distress (K6) score; Risk=perceived risk of COVID-19.

*p<.05. ¥¥p<.0l.

efficacy of the preventive measures, and decreased per-
ceived adherence norms to the preventive measures were
significant. However, an indirect pathway through increased
perceived risk of the COVID-19 illness diminished the

negative link between ADHD and adherence. Interestingly,
adding psychological distress (K6 score) as a covariate to
the model reduced the indirect pathway through the per-
ceived risk (see Table 4).
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Table 4. Mediation Coefficients and Confidence Intervals (Cls).

Dependent variable Model R? Indirect effect Direct effect
Decrease in income
Ké 29.49 0.015 0.469
95% CI1[0.007, 0.024] 95% CI [0.428, 0.509]
Decrease in income
Life satisfaction 14.70 -0.013 -0.301
95% CI1[0.06, 0.022] 95% CI1 [0.257, 0.346]
Behavioral and personality
ARTI Antisocial Prosocial
Adherence to 833 -0.036 -0.057 -0.007 -0.088
preventive measures 95% CI [-0.054, -0.021] 95% CI [-0.075, -0.038] 95% CI [-0.014, -0.001] 95% CI [-0.134, -0.041]
COVID-19-related perception
measures
Norm Cost Risk Efficacy
Adherence to 833 -0.030 =0.017 0.035 =0.037 -0.140
preventive measures 95% CI [-0.045, -0.018] 95% CI [-0.031, -0.004] 95% CI[0.021, 0.050] 95% CI [-0.053, -0.022] 95% CI [-0.184, —0.096]
COVID-19-related perception
measures with Psychological
Distress (Ké) covariated
Norm Cost Risk Efficacy
Adherence to 8.19 -0.026 -0.010 0.014 =0.031 -0.141

preventive measures 95% CI [-0.085, -0.022]

95% CI [-0.019, -0.002]

95% CI [-0.000, 0.015] 95% CI [-0.048, -0.015] 95% CI [-0.189, —0.093]

Note. Final mediation path analysis predicting adherence to preventive measures. The values shown are the standardized regression coefficients of the indirect and direct
effects (considering other mediators) of ADHD symptoms upon adherence to preventive measures. Bold faced values indicate statistical significance (the respective 95%
bias-corrected confidence intervals did not contain zero in bootstrap analyses). The covariates of age, gender, marital status, child, religious, higher education, and income

are not shown in the table for the sake of brevity.

Discussion

The current paper examined the link between symptoms of
ADHD and adaptation to the COVID-19 pandemic indica-
tors in several domains. It was found that higher levels of
symptoms of ADHD predicted lower economic outcome,
mental health indices, and adherence to preventive mea-
sures. In addition, symptoms of ADHD correlated with
higher perceived risk of COVID-19 but also with percep-
tions that encourage non-adherence to preventive measures.
These findings suggest that high symptoms of ADHD are
associated with poor adaptation reflected by less optimal
behavioral, emotional, and perceptual responses.

Symptoms of ADHD Predict Financial Decline

The level of symptoms of ADHD correlated with a decrease
in percent of position and in income. Furthermore, this cor-
relation explained a small but significant proportion of the
variance in the link between ADHD and psychological dis-
tress. Inattention rather than hyperactivity/impulsivity
symptoms predicted financial decline, in line with a study
reporting that persisting high levels of ADHD inattention
symptoms in adulthood predicted occupational outcome
(Fredriksen et al., 2014; Gjervan et al., 2012). Interestingly,
economic decline correlated with COVID-19 related per-
ceptions, such that participants who experienced greater
financial problems perceived the illness as more severe and
the preventive measures as more costly and less effective.

Symptoms of ADHD Predict Lower Adherence
to Preventive Measures

The level of symptoms of ADHD correlated with lower
level of adherence to preventive measures, in line with a

previous study (Pollak et al., 2020). Non-adherence to pre-
ventive measures reflects risk-taking behavior as it increases
the likelihood of infection. Indeed, ADHD was found to be
a risk factor for COVID-19 infection (Merzon et al., 2020).
Also, as the preventive measures were mandatory in Israel
at the time of the study, non-adherence may also be consid-
ered as anti-social behavior. Importantly, both risk-taking
and anti-social behavior are closely related to ADHD
(Pollak et al., 2019; Retz et al., 2021). Accordingly, the link
between ADHD and non-adherence was partially explained
by high levels of risk-taking and anti-social behavior.

Non-adherence to preventive measures correlated with
illness-related perceptions, namely, with lower perceived
severity of the illness, lower perceived efficacy of and lower
perceived norms of adhering to the preventive measures,
and higher perceived cost of adherence. In our sample, level
of symptoms of ADHD correlated with lower perceived
efficacy and norms and with higher perceived cost of adher-
ence to the preventive measures, explaining part of the link
between ADHD and non-adherence. On the other hand, lev-
els of symptoms of ADHD also correlated with higher per-
ceived illness severity, tempering the tendency toward
non-adherence. Interestingly, the link between ADHD and
perceived illness severity was fully nullified by controlling
for psychological distress, suggesting a common source for
ADHD-related increase in perceived illness severity and
psychological distress.

Symptoms of ADHD Predict Higher
Psychological Distress
Level of symptoms of ADHD also predicted higher psycho-

logical distress and lower life satisfaction. Notably, these
links are not unique to the COVID-19 outbreak era (APA,
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2013). Therefore, the findings may indicate that during the
period of the study people with high levels of symptoms of
ADHD were more likely to experience distress, but not nec-
essarily that these people experienced more distress than
they had experienced before the outbreak. Importantly, part
of the link between ADHD and psychological distress was
accounted for by financial decline, suggesting that at least
some of the negative consequences of the pandemic aggra-
vated pre-outbreak levels of distress of people with high
levels of symptoms of ADHD.

Other Predictors of Adaptation

Several sociodemographic variables were also significant
predictors of adaptation. Older age was associated with
lower financial decline and higher adherence to preventive
measures, as well as lower psychological distress. This pro-
file is in line with the low rate of employment among the
elderly and the recognized fact that age is a major risk factor
for COVID-19 illness and mortality (Bonanad et al., 2020).
Female gender predicted higher adherence to preventive
measures and higher psychological distress, consistent with
other studies demonstrating that women showed higher lev-
els of stress and negative health outcomes during the
COVID-19 outbreak (Szabo et al., 2020; Valiente et al.,
2021) Religiousness and pre-outbreak level of income pre-
dicted lower financial decline and lower psychological dis-
tress. These findings are in line with studies reporting that
gross annual income and religiosity/spirituality are predic-
tors of better mental health during the pandemic (Lucchetti
et al., 2020; Valiente et al., 2021).

Limitations

The study has limitations. ADHD was dimensionally
defined and did not focus on a comparison between people
who meet the DSM-5 criteria of ADHD. All measures were
based on self-report and not on objective observations. The
study did not examine interactions between ADHD and
individual differences, such as age and gender. Financial
decline was measured on the basis of only one-item ques-
tion. The focus on the Israeli public and the timing of the
survey in a relatively early period of the pandemic might
limit the generalization of the findings to other places and
times. The respondents were paid for their survey comple-
tion, which might affect their response concerning financial
decline.

Clinical implications

The COVID-19 outbreak’s harmful effects on individual’s
financial security and health are well recognized, and inter-
national organizations advocate for integration of mental
health and psychosocial support into the COVID-19

response (Moreno et al., 2020). The current study suggests
that people with elevated symptoms of inattention and/or
hyperactivity-impulsivity are even more vulnerable to the
challenges created by the COVID-19 pandemic and there-
fore deserve special attention and care. Specifically, voca-
tional and mental counseling is important, as well as
fostering a healthy lifestyle that includes optimal adherence
to preventive measures.

The documented vulnerability among people with ele-
vated symptoms of ADHD to the challenges of the COVID-
19 pandemic is a matter of concern since it leads them to
undesirable consequences. This study highlights the diffi-
culty of people with elevated symptoms of ADHD to adopt
a new lifestyle of preventive measures and offers new
insights into this tendency. In treating people with elevated
symptoms of ADHD who show adaptation problems, clini-
cians should attend to the ways their patients view the posi-
tive outcomes of non-adherence and the perceived low
efficacy of the adherence, and not only on how they assess
the potential risks of the illness. Therapeutic discourse
could thus focus on the benefits attained from non-adher-
ence, in attempt to help patients develop more adaptive
decision-making skills.
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