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Abstract

Background: The Coronavirus pandemic has disrupted health systems across the world and led to major shifts in
individual behavior by forcing people into isolation in home settings. Its rapid spread has overwhelmed populations
in all corners of Latin-American countries resulting in individual psychological reactions that may aggravate the
health crisis. This study reports on demographics, self-reported psychological disturbances and associated coping
styles during the COVID-19 pandemic for the Peruvian population.

Methods: This cross-sectional study uses an online survey with snowball sampling that was conducted after the
state of emergency was declared in Perú (on April 2nd). The General Health Questionnaire (GHQ-28) was used to
identify somatic symptoms, incidence of anxiety/ insomnia, social dysfunction and depression and the Coping
Strategy Questionnaire (COPE-28) mapped personal strategies to address recent stress.

Results: 434 self-selected participants ranging in age from 18 to 68 years old (Mean age = 33.87) completed the
survey. The majority of participants were women (61.30%), aged between 18 and 28 (41.70%), well-educated (> =
85.00%), Peruvian (94.20%), employed (57.40%) and single (71.20%). 40.8% reported psychological distress,
expressing fear of coronavirus infection (71.43%). Regression analysis shows that men had lower somatic-related
symptom (β = − 1.87, 95%, CI: − 2.75 to −.99) and anxiety/insomnia symptom (β = − 1.91, 95% CI: − 2.98 to 0.84)
compared to women. The risk for depression and social dysfunction are less likely with increasing age. Educational
status was protective against developing psychological conditions (p < 0.05). While active responses (acceptance
and social support) are scarcely used by individuals with psychological distress; passive strategies (such as denial,
self-distraction, self-blame, disconnection, and venting) are more commonly reported.

Conclusion: This study provides a better understanding of the psychological health impact occurring during the
COVID-19 pandemic on the Peruvian population. About half of the respondents reported psychological distress and
poor coping responses. This evidence informs the need for broader promotional health policies focused on
strengthening individual’s active strategies aiming at improving emotional health and preventing psychiatric
conditions, during and after the COVID-19 pandemic.
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Background
To date (June 10th, 2020), more than 400,000 deaths
worldwide have been attributed to the coronavirus [1].
Despite the deployment of several public health strat-
egies to prevent continued transmission of the virus at
the global level [1–3], the subjective perception of risk
within the population represents a latent threat that may
potentially trigger a wide variety of individual behavioral
and emotional responses. Therefore, during this pan-
demic complex disturbances are highly likely to occur
[4–6] and recent research has found a significant associ-
ation between the current COVID-19 pandemic and the
emergence of mental disturbances [7–9].
Early reports from multiple studies during the epi-

demic phase in China confirm moderate to severe psy-
chological impact, described as severe states of distress
and deteriorated psychological health [10–13]. In a
cross-sectional nation-wide study, with nearly 52,730
participants, psychological distress was identified among
the one-third of the sample (35%) [11]. Another study,
performed in Australia, showed that, mental conditions
have worsened since the onset of quarantine. In this
study, 5070 randomly selected participants were taken
from the general population. About 78% of the respon-
dents self-reported that their mental health was ad-
versely compromised by symptoms of depression (62%),
anxiety (50%) and stress (64%). Mostly vulnerable groups
such as the unemployed, students, retired, and stay-at-
home parents stated those symptoms [14]. The emer-
gence of patterns of emotional distress [15], anxiety, de-
pression, sleep difficulties [8–10], and an increase in risk
behaviors, such as substance use and smoking [14, 16],
have now been suggested. As financial instability result-
ing from job loss and massive social isolation became
more prevalent, these clinical conditions might intensify
their status [16].
Considering that coping mechanisms are unpredict-

able during stressful life events [17], a strong link has
been demonstrated between physical health, psycho-
logical well-being, and the use of active coping styles
[18]. Many experts documented pandemics and its im-
pact on the psychological health [19, 20], those reports
essentially provide considerable reasons for assessing hu-
man behavior when it comes to cladding life-threatening
circumstances. For instance, Li et al. traced the emo-
tional and cognitive responses of Chinese population
during the COVID-19 outbreak through a social net-
work dubbed Weibo. This recent study revealed an in-
tensification of negative emotions (anxiety, depression
and indignation) and coping behaviors mostly related to
increased leisure activity and religion-based responses
[9]. In this context, the starting point of our research is
the conceptual analysis given by Lazarus, who explains
the stress mechanism suggesting two types of responses

[17]. While some individuals may proactively explore
options for assistance, others remain in the space of
their own loneliness, worsening the burden of their ill-
ness. Either passive or active behavior-related strategies
would predict the evolution of disease symptoms. Thus,
there is a critical demand to identify coping mechanisms
to reduce the risk of coronavirus spreading within the
population.
Global pandemics tend to create confusion, sense of

urgency, fear and perplexity, which may threaten emo-
tional stability of entire families [21–23]. What is worth
noting from prior reports is that, the behavioral mecha-
nisms remain unclear to prevent people from reaching
states of “collective hysteria” [24]. The unknown nature
of the coronavirus disease may lead to an increased in
perceived health vulnerability [25] and the possible
emergence of mental disturbances in general population,
along with unadjusted behaviors, as suggested from pre-
vious pandemics [26]. Few researchers have addressed
the individual perception during global crisis. Concerns
have arisen on how the ongoing pandemic may influence
psychological health in the general population. It is
worth mentioning the limited studies capturing the per-
spective directly from the affected population, mental
health-related research has been neglected particularly
in the Latin American context. Given the increased ex-
posure to develop disease [23, 27, 28] within the poorest
and most vulnerable groups in society [10], exploring
the coping mechanisms has become a central issue in
enforcing behavioral awareness and monitoring. Thus,
there is an urgent need to better understand mental
health disruptions caused by unexpected events such as
the COVID-19 pandemic in the Spanish-speaking
community.
Particularly, Peru has been considerably affected by

the COVID-19 pandemic, causing significant national
alarm [29]. Although exposure to the virus outbreak has
already been shown to be related to adverse physical ef-
fects, personal coping mechanisms to manage stress and
identify psychological symptoms remain to be discussed
[17, 30]. Therefore, the aim of our research was to
broaden current knowledge about active or passive cop-
ing strategies and how they are linked to psychological
health in the general population exposed to the COVID-
19 pandemic in Peru.

Methods
Participants and procedures
Data from 434 individuals of the general population liv-
ing in Peru were used. Furthermore, to determine the
estimated sampling size, G-power statistic were used
with a confidence interval of 0.10 and error range of
15%. We selected a cross-sectional survey design to
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examine the population’s psychological responses during
the COVID-19 pandemic.

Procedure
Given the pandemic, public government restricted phys-
ical interaction, then anonymous online forms were dis-
seminated to likely participants through Peruvian,
health, and wellbeing- related social networks (“salud y
bienestar Peru”, “Ministerio de salud Peru”, “Comunidad
de salud”, Peru) using a snowball sampling strategy. Par-
ticipants completed the survey on a voluntary basis via
their smartphones or desktops during March–April.
Completing the survey took about 40 min. To recruit in-
dividuals, researchers considered only people living in
Peru, able to provide informed consent (≥18 years), no
monetary compensation was given for completing the
questionnaire. The study protocol was approved by the
ethics committee of “Catolica de Santa Maria” University
(ref. no. 167–2020). The instruments were considered
valid when fully completed; participants under 18 years
old and those whose responses were biased by acquies-
cence or social desirability were excluded based on the
questionnaire’s protocol.

General health questionnaire
The survey comprised the General Health Question-
naire (GHQ-28), a population-based, self-administered
tool for screening mental disorders. Participants were
asked about symptoms and/or discomfort they had expe-
rienced recently (in recent weeks) during the corona-
virus pandemic. Each item is scored based on a 4-point
scale containing 4 subscales of depression, anxiety, social
dysfunction, and physical symptoms, ranging from “bet-
ter/healthier than normal” option, through a “same as
usual” and a “worse/more than usual” to a “much worse/
more than usual” option [31].
The instrument has already been validated in spanish-

speaking countries with adaptations for Latin American
countries [32], alongside being reported in multiple
Spanish studies [33, 34]. Reliability analysis by internal
consistency was determined for this study by using the
Mc Donald’s Omega Coefficient [35] with acceptable
values for the depression subscale (ω = 0.83; IC95% =
0.81–0.85); anxiety/insomnia subscale (ω = 0.90; IC95% =
0.89–0.92); social dysfunction subscale (ω = 0.79;
IC95% = 0.76–0.82) and the physical symptoms subscale
(ω = 0.89; IC95% = 0.87–0.90). The presence of psycho-
logical disturbance was identified with a cut-off point
23/24 [36].

Coping strategies questionnaire
The survey also included the Coping strategies ques-
tionnaire (COPE-28), its brief version of 28 items mea-
sures behaviors and cognitive responses to stressors

related to COVID-19. We used the Spanish version [37],
which has 14 subscales (asking about self-distraction, ac-
tive coping, denial, substance use, use of emotional sup-
port, use of instrumental support, behavioural
disengagement, venting, positive reframing, planning,
humor, acceptance, religion, self-blame). The tool identi-
fied active and passive strategies asking 4-point values
(1: “I haven’t been doing this at all”; 4 “I’ve been doing
this a lot”) [38].
Greater values indicate higher strategies to deal with

stress. The COPE − 28 has been shown to have good val-
idity and reliability in many Spanish studies [13, 37] and
has been validated in Peru [39, 40]. In our sample, the
questionnaire had good reliability, it was determined by
using the Mc Donald Omega’s model ω = 0.858 (IC = 95%,
0.838–0.876) indicating high internal consistency for ac-
tive coping subscales (ω = 0.714; IC95% = 0.67–0.75 and
passive coping subscales (ω = 0.74; IC95% = 0.71–0.78).

Data analysis
Respondents were asked to identify categorically key
demographic information, which is subsequently ana-
lyzed using Stata Statistical Software 15.0 for Windows
[41] as proportions. Linear regression was used to calcu-
late whether there were univariate associations between
sociodemographic data, the GHQ scale and COPE-28
questionnaire.
To establish the relationship between psychological

health and both active and passive coping strategies,
structural equation models (SEM) were used. Path ana-
lysis [42] was done with comparative adjustment index
(CAI), with values ≥ .90 [43] the root mean square error
of approach (RMSEA), with values ≤ .80 [44] and the
goodness-of-fit Index (GFI > .8 or > .9) was used to
evaluate how well the models fit [45]. From the correla-
tions, the final model was elaborated with path analysis,
using data from participants scoring higher in psycho-
logical distress to determine the most used active and
passive coping strategies within this group.

Results
Participant characteristics (Table 1)
From the 450 respondents who completed the survey,
only 434 (38.70% males and 61.30% females) were re-
cruited into the study with a response rate of 100%
(Table 1). The mean age of participants was 33.87 ±
12.6, whose age range from 18 to 68 years old coming
from 16 departments of Perú. The majority were well-
educated (> = 85.00%), Peruvian (94.20%), employed
(57.40%) and single (71.20%). Regarding social factors, a
great number were afraid of contracting coronavirus
(71.40%), 47.70% were worried about limited access to
cleaning products, and 38.90% about social distancing,
followed by 27.80% worried about not being able to
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work. Regarding employment, 42,60% were unemployed
at the quarantine period, and 40.09% were university
students.

General health status based on socio-economic profile
(Table 1)
The sample adjusts to a normal distribution (±1.5
threshold) [46] where 40.80% (n = 177) of respondents
reported psychological distress in contrast to non-cases
(59.20%), with a cut-off point of 23/24 [36]. Men re-
ported lower somatic and anxiety/insomnia symptom
scores than women (β = − 1.87; β = − 1.91) respectively.
The 59–68 age group has fewer somatic symptoms than
younger age groups (β = − 2.09). Likewise, the 29–38-
year-old group scored less in anxiety / insomnia (β = −
1.46) over the rest of the age groups. It is also observed
that the groups from 49 to 58 years old (β = − 1.35) and
59 to 68 years old (β = − 3.11) score lower in social dys-
function than the younger age groups. With respect to
severe depression, the 29–68 year-old group present
lower scores (β = − 1.26 to − 2.36), with respect to the
18–28 year-old group (β = − 1.32). When observing edu-
cational levels, participants who have graduate (β =
13.16), undergraduate (β = 7.32) and university (β = 3.02)
degrees present higher somatic symptoms than those
who have high school. Similar tendency is presented in
the anxiety / insomnia scales; graduate (β = 13.18),
undergraduate (β = 6.45) and college (β = 1.61); in the so-
cial dysfunction scale: graduate (β = 6.98), undergraduate
(β = 4.94) and college (β = 2.01); Also, in severe depres-
sion: graduate (β = 4.84), undergraduate (β = 3.02) and
college (β = 0.16). Likewise, there are lower somatic
symptoms (β = − 0.89), in participants who have

moderate concern for the absence of hygiene products
(protection, antibacterial gel, chinstraps and others) than
those who do not worry about them.

Association between sociodemographic variables and
subscales of active and passive coping strategies toward
the COVID-19 (Tables 2, 3 and 4)
Men are less likely than women to use positive refram-
ing coping strategies (β = − 0.33). The 59–68 age group
is identified as using less of the planning (β = − 0.81),
positive reframing (β = − 1.14), and acceptance (β = −
0.96) coping strategies than the younger age group, simi-
larly in the 39–48 age group (β = − 0.58) and the 49–58
age group (β = − 0.99), who are also less likely to use
positive reframing strategy (β = − 0.66) and acceptance
strategies (β = − 0.57). Looking at the level of study, par-
ticipants with postgraduate degrees (β = − 0.53) and
bachelor’s degrees (β = − 0.65) use the planning strategy
less than participants with high school education, while
participants with college education use positive refram-
ing (β = 0.62) compared to those with high school educa-
tion. We found that married participants use the
planning coping strategy (β = − 0.79) and positive re-
framing (β = − 0.87) less than singles and cohabitants. It
is evident that those who score moderate concern for
the absence of hygiene products (protection, antibacter-
ial gel, chinstraps, and others), are those most unlikely
to use the positive reframing strategies (β = − 0.41) (see
Tables 2 and 3).
Further statistical test regarding passive coping strat-

egies (Table 4) revealed that, men are less likely to use
religion (β = − 0.84), self-distraction (β = − 0.33), and
venting (β = − 0.35) compared to women in the studied

Table 2 Descriptive analysis of the subscales of the Active and Passive Coping strategies

Active coping M Mdn Mo DE Min Max Q1 Q3 CI(95%)

Active 3.77 4.00 4 1.45 0 6 3 5 (3.63, 3.91)

Planning 3.75 4.00 4 1.54 0 6 3 5 (3.61, 3.90)

Emotional support 2.66 2.50 2 1.63 0 6 2 4 (2.50, 2.82)

Social support 2.63 3.00 2 1.56 0 6 2 4 (2.48, 2.77)

Positive reframing 3.62 4.00 4 1.53 0 6 3 5 (3.48, 3.76)

Acceptance 4.18 4.00 4 1.39 0 6 3 5 (4.05, 4.31)

Humor 2.50 2.00 2 1.81 0 6 1 2 (2.32, 2.67)

Pasive coping

Religion 2.83 3.00 2 1.87 0 6 1 4 (2.65, 3.01)

Denial 1.36 1.00 0 1.49 0 6 0 2 (1.22, 1.50)

Self-distraction 3.39 4.00 4 1.61 0 6 2 5 (3.24, 3.54)

Self-blame 1.93 2.00 2 1.43 0 6 1 3 (1.79, 2.08)

Disconnection 1.29 1.00 0 1.28 0 6 0 2 (1.17, 1.41)

Venting 2.01 2.00 2 1.34 0 6 1 3 (1.88, 2.13)

Substance use .66 0.00 0 1.21 0 6 0 1 (0.55, 0.78)
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population. The 39–48 age group employs more
religion-base responses (β = 0.74) than younger age
groups. Regarding self-distraction behavior, it occurs to
a lesser extent as age increases, i.e., for those in the age
group 29 to 38 years (β = − 0.54); 39 to 48 years (β = −
0.64); 49 to 58 years (β = − 1.09) and 59 to 68 years (β =
− 1.42). Similarly, is the case for the self-blaming strategy
in all age categories: 29–38 age group (β = − 0.37), 39–48
age group (β = − 0.50), 49–58 age group (β = − 0.80). The
older group (59–68 years old) uses the venting strategy
to a lesser extent compared to the younger age groups.
It should be noted that, while college students use more
religion-based (β = 0.61) and venting (β = 0.50) strategies,
bachelor’s degree students use self-blaming behaviors
(β = 0.64); In contrast to professionals with graduate de-
grees who more likely use self-distraction (β = 0.76), self-
blame (β = 1.07), and venting (β = 0.88) as passive coping
strategies compared to high-school going participants in
the studied population. As shown in Table 5.

Pearson’s correlations between psychological health and
coping strategies (Table 6)
Table 6 depicts health indicators. The positive correl-
ation suggests an increase in somatic symptoms (r =
0.20**), anxiety (r = 0.13**) and social dysfunction (r =
0.15**) among those with better strategy of emotional
support. Moreover, greater anxiety/insomnia (r = 0.16**)
and social dysfunction (r = 0.13**) among those with
higher social support. The planning strategy correlates
inversely with severe depression (r = − 0.19**). The
higher is the situation-acceptance strategy, the lower the

indicators of somatic symptoms (r = − 0.10*), anxiety/in-
somnia (r = − 0.10*), and severe depression (r = − 0.11*)
(*p < 0.05) among the respondents. Finally, active strat-
egies of positive reframing and humor do not correlate
with any indicator measured by the General Health Scale
(GHQ).

Path analysis results related to active and passive coping
strategies (Figs. 1 and 2)
Results derived from standardized path analysis coeffi-
cients shows active and passive responses (Figs. 1 and 2).
As such, social acceptance and support-seeking behav-
iors are active strategies, which are more likely to be
used by individuals who rated with psychological dis-
tress. The model retrieved acceptable goodness-of-fit in-
dexes (X2/gl = 3.09; GFI = 0.880; IFC = 0.85 and RMSE
A = 0.10 (IC90% 0.08, 0. 12). Although it is a model that
does not strictly meet the expected parameters, the
values are close and indicate that the active strategies
used by participants with psychological distress are ac-
ceptance (negative), social support (positive); the passive
strategies such as denial (positive way), self-distraction
(positive), self-blaming (positive), disconnection (posi-
tive) and venting (negative). Except humor (active strat-
egy) and substance use (passive strategy) that do not
support the explanation. The model explains 19% of the
variance (R2 = 0.19) on the impact of the active and pas-
sive coping strategies among patients with psychological
distress, with adequate adjustment index. The strategies
that do not support the model are humor (active strat-
egy) and substance use (passive strategy). (Fig. 1).

Table 5 Assessment Indicators Active and Passive Coping Strategies
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Table 6 Pearson’s correlations for General Health indicators (GHQ)and active and passive coping strategies (COPE)

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

1. Somatic symptoms 1

2. Anxiety/insomnia .69** 1

3. Social dysfunction .55** .56** 1

4. Severe depression .49** .54** .50** 1

5. Active .03 .03 .02 −.12* 1

6. Planning −.08 −.06 −.02 −.19** .66** 1

7. Emotional support .20** .13** .15** .01 .32** .28** 1

8. Social support .12* .16** .13** .02 .34** .38** .54** 1

9. Positive reframing −.02 .01 .05 −.10 .54** .51** .33** .29** 1

10. Acceptance −.10* −.10* .02 −.11* .52** .53** .15** .28** .56** 1

11. Humor .05 −.01 .09 .04 .27** .36** .17** .29** .34** .38** 1

12. Religion .04 .05 .03 −.10 .35** .34** .39** .32** .34** .29** 0 1

13. Denial .21** .23** .17** .18** −.07 .04 .16** .26** −.14** −.10* .10* .12* 1

14. Self-distraction .15** .27** .26** .15** .43** .48** .29** .39** .50** .45** .34** .31** .04 1

15. Self-blame .23** .26** .29** .41** .21** .18** .17** .24** .16** .10* .35** .02 .22** .32** 1

16. Disengagement .23** .23** .36** .36** −.05 −.04 .18** .09 .05 −.04 .16** .05 .23** .12* .33** 1

17. Venting .16** .15** .20** .19** .32** .29** .32** .32** .25** .20** .28** .19** .14** .34** .38** .22** 1

18. Substance use .20** .15** .20** .21** −.07 −.11* .09 .06 −.15** −.08 .12* .01 .32** .01 .22** .19** .15** 1

* p < 0.05; ** p < 0.01

Fig. 1 Report of the path analysis. Standardized coefficients of active and passive coping strategies in participants with psychological problems
(N = 177; *p < .05)

Ames-Guerrero et al. BMC Psychiatry          (2021) 21:351 Page 12 of 17



On the contrary Fig. 2 describes coefficients for active
and passive strategies for participants who reported ab-
sence of psychological distress. For one hand, the model
has acceptable goodness-of-fit indices (X2/gl = 5.73;
GFI = 0.86; CAI = 0.75 and RMSEA = 0.11 / IC90% 0.09,
0. 139), with close values to the expected parameters,
indicating that active strategies among participants with-
out psychological distress are: emotional support (posi-
tive) and planning (positive). For the other hand, the
passive strategies people without mental illness reported
are self-distraction (positive), self-blame (positive), and
disconnection (positive). Particularly, the active strat-
egies that do not support the model are humor and so-
cial support. This model (R2 = 0. 21) explain 21% of the
variance, that is that 21% of the participants who do not
present psychological distress use the aforementioned
coping strategies, with adequate adjustment indexes.

Discussion
As expected, our findings suggest that throughout the
period of COVID-19 social isolation (April–May), during
which this survey was conducted, respondents experi-
enced psychosomatic symptoms, anxiety, social dysfunc-
tion, and severe depression as assessed by the self-
reported GHQ-28 questionnaire. Gender, age, education
level, and having moderate concerns about access to

sanitization products were associated with mental health
distress. Other factors that include nationality, employ-
ment, marital status, and whether one is afraid of the
coronavirus disease were not significantly associated
with the presence of psychological symptoms. Similar to
previous research performed at the beginning of the
pandemic in China, marital and parental status were not
associated with mental health excepting employment
which was linked with lower stress and anxiety [12].
One of the most striking results to emerge from this

study is that age and gender are associated to psycho-
logical distress. Regarding psychological manifestations,
it was observed that people are less likely to suffer from
major depression as age increases. Men scored lower
levels of somatic symptoms, and anxiety/insomnia com-
pared to women. Moreover, the regression model dem-
onstrated participants with higher education scored
greater in somatic symptoms (R2=0.87) during the
COVID-19 lockdown. We firstly hypothesized that som-
atic symptom and higher education association may be
explained as an interactive effect related to gender
(R2=0.03) given that our sample is unintentionally mostly
composed by women (61.30%), and being this point sup-
ported by prior studies which had consistently noted
worse somatic symptoms [47], anxiety, and depression
amongst women population [48]. Another possible

Fig. 2 Report of the path analysis. Standardized coefficients of active and passive coping strategies in participants without psychological
problems (N = 257; *p < .05)
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explanation might be related to subjective mindset and
beliefs, where perceived risk of stress triggers increased
physiological disfunction [20]. Education level alone,
without attention to local practices and beliefs is insuffi-
cient to understand the mental health impact of a pan-
demic [49]. Therefore, how people make appraisal of
external situations should not be ignored.
Particularly, the shift in working conditions and its vir-

tual infrastructure encouraged varied industries in Peru
to implement teleworking for the first time [50]. Edu-
cated individuals might highly likely experience greater
cognitive demand in the face of tremendous adversity, it
is reasonable thereof higher somatic symptoms also as-
sociated to economic and social conditions [51] in edu-
cated participants. However, this result may reflect a
temporary somatic reaction to the onset of the
pandemic.
Peruvians have experienced a loss or disruption of em-

ployment, financial hardships, as well as experiencing
scarcity of basic provisions which may affect their health
status. The studied population reported concern about
social isolation (38.94%), not being able to work
(27.88%), changes in circumstances including working
without family (3.69%), doing domestic work (4.15%),
caring for children and family (10.14%). In contrast to
earlier studies which had suggested higher rates of anx-
iety associated to sense of concern for themselves and
their families [52]. It could be argued that results might
be partly related to the high number of young, employed
respondents in our study. Acknowledging that the Peru-
vian population is largely nuclear households (53.9%) in-
cluding couple with or without children, followed by
extended families (20.6%) and single person households
(16.8%) [53]. Concerns in the majority of single respon-
dents (71.2%) were less likely to include others. Finally,
shortage of basic provisions and increased spending on
sanitizers was ranked as a cause of distresses linked to
moderate somatic symptoms in nearly half of respondent
(47.70%), use of tonics and medicines to not get sick or
prevent physical discomfort also reported on similar
studies [7].
On studying the association between socio-demographic

characteristics and coping strategies we identified signifi-
cant relationship between being women, younger groups
(< 39-year-old), college students, and being single respon-
dents tend to use more active coping strategies. Active
coping recounted as planning, positive reframing, and ac-
ceptance. On the other hand, passive coping strategies
such as self-distraction and self-incrimination are less
likely to be used as the age increases.

Psychological problems and use of coping strategies
Contrary to expectations, we did not find a significant
difference between people using active and passive

coping strategies. Initially, we thought that active coping
was typically used among people experiencing absence
of mental distress. Surprisingly, both passive and active
had been identified, regardless of psychological status
among the studied population.
Controversy remains regarding stress-coping behavior

when responding to unknown stressors [30]. Although,
on the one hand, people with psychological distress are
found to be more likely to use passive mechanisms to
reduce emotional stress (i.e., through behaviors such as
denial, self-distraction, self-blaming and behavioral dis-
engagement), they also score high on active behavioral
coping, (i.e., that they actively confront to emotional ten-
sion, through low acceptance of the situation, and high
social support seeking). On the other hand, those partic-
ipants without psychological distress were more likely to
use active coping that included social support, followed
by passive forms such as self-distraction, disconnection
from activities, and planning. Further, studies made by
Petzold’s indicate that acceptance of anxiety and nega-
tive emotions seems to be supportive passive strategies
[54] to maintain psychological equilibrium. In this re-
gard, people scoring high only in emotion-based re-
sponse are more likely to report psychiatric symptoms,
in contrast to those using both active problem-
resolution and emotion management [9].
In our findings, the use of coping strategies is corre-

lated with gender. We found that men use positive re-
framing strategies to a lesser extent than women.
Students-based research described opposite results,
where young men are more likely to use positive man-
agement responses (positive reframing and planning in
stressful situations) [55]. The reason for this is not clear
but it may have something to do with the ongoing pan-
demic, participants responded to the questionnaire
under an unusual circumstance that may had influenced
or distorted their self-perception in the face of the un-
certainty [25, 56] and their ability to analyze and solve
the problems [57]. Contrastingly, Asian-based studies re-
ported the deployment of active styles focusing on active
problem solving (active, social support and planning),
which may significantly predict responses of anxiety
(3.40%), anger (2.20%) and sadness (0.90%). Particularly,
first-liner women workers may be more likely to use
proactive, problem-centered coping in the face of the
pandemic and less likely to use passive strategies than
men [13]. This has some minor fluctuations in North
America, where women are more likely to report strat-
egies that focus on passive behaviors such as distraction,
religion, and less humor [58].
Interestingly, there seems to be a relationship between

religion-related coping beliefs and gender. The great deal
of female respondent in our study (61.30%) informed
using religion-based strategies probably to mitigate
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stress, being this explained by the Peruvian population
identified as Catholic (nearly 76%) [53], compared to
progressive countries. Also in line with recent Chinese
studies in social networks, where most of women used
belief-based responses during the pandemic [9].
Another passive coping style is related to self-

distraction, which is less likely to occur as age increases
(> 28 years old). It is noteworthy mentioning that whilst
passive coping contributes on lessening powerlessness in
the face of stress, it may also operate as a maladaptive
strategy leading to psychological distress [5]. We found
that the use of passive responses (denial, self-distraction,
self-incrimination, venting, and religion) may reflect the
unprecedented impact of the COVID-19 pandemic; that
metaphorically it is understood as a chain of misadjusted
responses that begins by rejecting the deadly conse-
quences of the disease, not accepting reality, resorting
then to activities to avoid thinking about the crisis and
confronting the problem. Evidently, this study captures
the nature of human perceptions in contexts of uncer-
tainty. Individual variance in analyzing an addressing de-
manding life situations serves a moderating agent [30],
particularly for mental health outcomes. These findings
are of critical importance for developing and/or
strengthening active and passive coping modalities to
educate by gender, age, and level of education in the
general population.
Although our survey was conducted two weeks after

emergency was declared by the Peruvian government
and being our study one of the first to investigate the
impact of COVID-19 on mental health and coping strat-
egies in the face of the crisis in Peru. Additional research
is urged to monitor participants in the aftermath of the
pandemic. Particularly, given the long-term need for se-
vere restrictions and the impact on economic activity,
and to examine the evolution of psychological distress
after the state of emergency. Other studies on low-
income populations with poor internet connection and
restricted health access may provide further insight into
coping strategies and the effects on mental health.

Conclusions
As the pandemic is now persisting into a second year,
there is still a compelling need to minimize the impact
of the epidemic until vaccines become predominant and
this includes a greater response to the mental health
needs of the population. This report found moderate
levels of psychological distress, greater issues regarding
mental distress were associated to women, those with
higher education, across all age groups, except the youn-
gest (18 to 28 years). Peruvians would still benefit from
appropriate interventions to address the mental health
disturbances that have arisen during the pandemic. Pol-
icies are urged to support awareness and education

toward active coping strategies. Our findings on the use
of coping strategies also inform development of timely
intervention programs to address long-term disorders
arising during quarantine.
The authors acknowledge some limitations. First, there

may be some selection bias, considering that only people
with Internet access and/or knowledge of social net-
works, where the research was advertised, participated in
the study. Second, although, the Internet-based survey
method prevented possible coronavirus from spreading
to researchers, the procedure excluded participants with-
out computer or a cell phone. Our sample, thus, under-
represents those with low incomes and who did not use
information technologies during the COVID-19
pandemic.
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