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Abstract
Background
The “Iron Swords” War beginning in October 2023 led to unprecedented levels of shock and trauma across Israel, significantly impacting the Israeli population and medical personnel. This study aimed to evaluate and compare the perceived personal resilience and sense of danger among physicians in hospitals located in different conflict zone proximities in Israel during this period.

Methods
A quantitative, cross-sectional study was conducted from March to August 2024, during an active phase of the war, using a structured anonymous questionnaire. Participants were 161 physicians from three hospitals: one in southern Israel near the Gaza Strip, another in northern Israel near the borders with Lebanon, Syria, and Jordan, and a third in central Israel near Tel Aviv. The survey measured personal resilience using the Connor-Davidson Resilience Scale (CD-RISC-10) and sense of danger using the Solomon & Prager scale. Statistical analyses included Kruskal-Wallis H test, multiple linear regression, two-way analysis of variance (ANOVA), and Sobel test for mediation effects.

Results
The final sample included 161 physicians (54 southern, 56 central, 51 northern). The mean resilience score was 31.14 ± 5.77, and the mean sense of danger score was 8.36 ± 4.15 (scales 0–40 and 0–20, respectively). Physicians in the southern hospital reported significantly higher sense of danger scores (p = 0.005). A trend towards lower resilience scores was noted among southern hospital physicians (p = 0.068) (p = 0.068). Two-way ANOVA revealed significant main effects of hospital location and gender on resilience (p = 0.046 and p = 0.003, respectively) and sense of danger (p = 0.005 and p = 0.062, respectively). Multiple regression analysis identified hospital location (β = -0.178, p = 0.023) and gender (β = 0.229, p = 0.004) as significant predictors of resilience. Mediation analysis indicated that personal resilience partially mediated the relationship between hospital location and sense of danger (indirect effect = 0.2896, p < 0.001).

Conclusions
Physicians working near conflict zones report higher levels of perceived danger, though their resilience is comparable to peers in less threatened regions. Enhancing personal resilience is crucial to mitigate the heightened sense of danger. This could include regular resilience training, psychological support, and specific programs for single and childless physicians to improve safety perceptions. Additionally, fostering a supportive community with clear communication and robust emergency protocols is essential for enhancing staff resilience and safety in hospitals.
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Background
Throughout its history, Israel faced a series of significant security challenges, often requiring swift transitions between states of normalcy and emergency. However, the “Iron Swords” War that erupted in October 2023 marked an unprecedented level of shock and trauma within the Israeli population. The profound impact of this tragedy permeated all segments of society, transcending traditional political divisions. Several research studies have documented sharp increases in anxiety-related symptoms, including uncontrolled fear, physiological hyper-arousal, and insomnia since the beginning of the “Iron Swords” war [1, 2].
During periods of heightened tensions and warfare, medical facilities located near active conflict zones face formidable challenges [3, 4]. In addition to their primary responsibility of providing immediate medical care to the injured, these facilities must navigate between significant security threats, including rocket attacks, terrorist infiltrations, and other hazards associated with conflict zones [5, 6]. The effective performance of medical personnel under such conditions necessitates robust leadership, active management involvement and clear emergency guidelines to ensure optimal functioning of healthcare services under extreme conditions [7, 8]. Beyond treating physical injuries and managing psychological trauma, such as shell shock, medical personnel are tasked with the immense responsibility of ensuring their own safety while addressing the overwhelming needs of their patients. Hospitals situated on the front lines became battlefields, often overwhelmed by a surge of wounded individuals. In these scenarios, various factors can severely impact the ability of medical teams to attend work [9–11]. Research conducted in Israel indicated that health care workers are less inclined to report for duty during times of terrorist threats [12]. Globally, attendance among healthcare workers tends to be higher following natural disasters and epidemics exceeding 45% but drops significantly in response to events such as mass shootings, terrorist threats and biological warfare falling below 37%, largely due to diminished confidence and concerns over personal and family safety [11].
During emergencies, the reluctance of medical staff, particularly physicians, to report for duty or their challenges in performing effectively can often be attributed to family responsibilities, such as caring for children and the older adult, as well as the stress and burnout associated with prolonged and intensive work periods [13]. Personal and family security has consistently been highlighted as a fundamental need, often taking precedence over professional obligations [14, 15]. As the level of danger increases, ensuring the safety of oneself and one’s family becomes paramount for medical personnel. Consequently, healthcare institutions must prioritize addressing these security concerns to maintain staff commitment and effectiveness during emergencies [16, 17]. Previous research has demonstrated that an increased sense of danger and concerns about potential threats are associated with low mental resilience, inadequate coping skills, and elevated stress levels [5, 18]. Moreover, studies conducted in Israel have identified a significantly heightened sense of danger among residents in the southern region, particularly within 40 km from the Gaza Strip [19].
Resilience is understood both as process and as an outcome of successfully adapting to difficult or challenging life experiences, primarily facilitated by mental, emotional, and behavioral flexibility in response to external and internal demands [20–23]. Community resilience, in turn, refers to the collective capacity of a community to recover from a challenging event and rapidly return to a state of normality. In contrast, national resilience encompasses society’s overall vitality and adaptability across various domains when facing challenges [5, 19, 23, 24]. Personal resilience is an individual’s capacity to effectively navigate challenging events, such as disasters or wars, and restore their previous functioning level in the shortest possible time [25, 26]. Therefore, the ability to perform effectively in stressful work situations is directly and significantly influenced by workers’ personal resilience [27]. Previous studies have consistently demonstrated a positive correlation between resilience at the national, community, and personal levels [28, 29]. Despite the State of Israel frequently encountering numerous emergency situations, the resilience of its medical teams remains notably lower compared to their counterparts in the United States [30, 31]. Potential factors contributing to this include reduced personal security, inadequate support systems for children during danger, and the perceived risks associated with hospital commutes [5, 30, 31]. The observed results contradict the expected enhancement in mental resilience among medical teams with experience handling emergency situations, which is noteworthy given Israel’s substantial experience in dealing with sudden emergencies [32, 33].
The attack on October 7th, 2024, on Israel marked one of most challenging and traumatic events, leading to the onset of the “Iron Swords” war. This war has significantly affected the overall sense of security in various regions and required intensive efforts from healthcare professionals across the entire healthcare system [34]. The impact, however, was asymmetrical. Hospitals in the southern region bore the brunt of the patient influx and prolonged missile danger [35, 36], whereas those in the northern region faced threats to a lesser extent and received fewer wounded patients. In contrast, medical centers in the central region served as a second line for treating combat zone casualties, experiencing an increased workload and remaining vulnerable to missile attacks [37]. This study aimed to evaluate and compare the perceived personal resilience and sense of danger among physicians in hospitals located in different conflict zone proximities in Israel during this period. It placed particular emphasis on examining how levels of personal security differ with the hospital’s proximity to conflict zones, and on assessing how personal resilience and sense of danger are influenced by demographic factors, such as age, marital status, and the presence and ages of children.

Materials and methods
Study design
This study employed a quantitative, retrospective, cross-sectional design, utilizing a structured and anonymous questionnaire. Data were collected between March and August 2024 from three public hospitals in Israel, comprising a total of 161 physicians (54, 56 and 51 physicians from the 3 hospitals). The first hospital, located in southern Israel, approximately 25 km from the Gaza Strip, is in close proximity to conflict zones and under near-constant aerial threat. The second hospital, situated in northern Israel, 30–40 km from the borders with Lebanon, Syria, and Jordan, while not in direct proximity to active combat zones, is subject to some degree of aerial threat. The third hospital is centrally positioned near Tel Aviv’s international airport in central Israel, an area that has experienced relatively few past aerial threat alarms.
The study was conducted during an active phase of the “Iron Swords” war, reflecting the physicians’ reported perceptions during that time. All medical centers had specialized fortified wards, including operating rooms, that remained fully operational during the period.

Ethical considerations
The study received ethical approval from the Ariel University ethical committee (ref AU-HEA-AZ-20240317). Written informed consent was obtained from all participants prior to completing the questionnaire. Questionnaires were coded for anonymous data analysis.

Participants
The study included participants 161 physicians from three public hospitals in Israel, strategically chosen based on their geographical contexts. a southern hospital near the Gaza Strip (54 participants), a central hospital near Tel Aviv (56 participants), and a northern hospital near the borders with Lebanon, Syria, and Jordan (51 participants). The target population comprised physicians who met the following criteria: hospital staff during October 2023 who were actively participating in patient treatment. Exclusion criteria were non-physicians, outsourced physicians, and refusal to complete the questionnaire. Participant recruitment utilized a dual approach. Firstly, the researchers personally reached out to potential participants, extending invitations to take part in the study. Additionally, the existing participants were asked to recommend other eligible individuals from their professional networks, who were then approached and invited to participate as well. The survey was sent via email or personal phone messages, and respondents were asked to voluntarily complete an online survey.

Measures
The online questionnaires examined perceived personal resilience and reported sense of danger. All participants provided comprehensive socio-demographic and professional information. This included their age, gender, and marital status (categorized as single, married/partnered, or divorced/widowed). Information about family structure was collected, including whether the participant had children and, if so, the ages of their children (grouped into categories of under 2 years, 2–10 years, 10–18 years, and over 18 years). Participants also reported their religious affiliation, choosing from options including Jewish, Muslim, Christian, Druze, or other.
Professional information gathered included the participant’s status (intern, resident, or senior physician), their specific medical specialty, and years of professional experience. The location of their hospital (southern, central, or northern) was also recorded.
Individual Resilience was measured using the abridged Hebrew version of the Connor-Davidson Resilience Scale (CD-RISC-10), validated by Campbell & Stein [38]. The CD-RISC-10 consists of 10 statements describing different resilience aspects (flexibility, self-efficacy, ability to regulate emotion, optimism, and maintaining attention under stress), rated on a 5-point scale from 0 (not at all true) to 4 (true nearly all the time). The total score ranges from 0 to 40, with higher scores suggesting greater resilience and lower scores indicating less resilience or difficulty bouncing back from adversity [39]. In the original validation study, the CD-RISC-10 demonstrated good internal consistency with a Cronbach’s alpha of 0.85 [38]. In the current study, the Cronbach’s alpha was found to be α = 0.869, indicating high reliability.
Sense of Danger was evaluated using the Solomon & Prager Sense of Danger scale, measuring personal, family, workplace, and homeland aspects of danger [24, 40]. The items were rated on a scale from 0 (not true at all) to 4 (almost always true). The total score ranges from 0 to 20, with higher scores suggesting higher sense of danger. In previous studies, the Sense of Danger scale demonstrated good internal consistency with Cronbach’s alpha values ranging from 0.80 to 0.85 [24, 40]. In the current study, the Cronbach’s alpha was found to be α = 0.859, indicating high reliability.

Data analysis
Statistical analyses were conducted using GraphPad Software Inc. (La Jolla, CA) and IBM SPSS Statistics (Version 27, Armonk, NY). Continuous variables are presented as the mean ± standard deviation (SD), while dichotomous and categorical variables are presented as frequencies and percentages. Parametric tests were employed for normally distributed continuous variables, including the independent t-test for comparing means between two groups and one-way Analysis of Variance (ANOVA) for comparisons across more than two groups. Two-way ANOVA was used to examine the effects of two independent variables and their interaction on continuous outcomes. Simple linear regression was used to examine relationships between continuous predictors and outcomes, while multiple linear regression was employed to assess the combined effects of multiple predictors on outcomes. Non-parametric tests were utilized for non-normally distributed variables or ordinal data. The Kruskal-Wallis H test was used to compare medians across multiple groups, and the Mann-Whitney U test was applied for comparisons between two groups. The Chi-square test was used for analyzing relationships between categorical variables. For the analysis of mediation effects, multiple linear regression was performed to evaluate the direct and indirect effects, with a Sobel test to assess the significance of the indirect effect through the proposed mediator. All statistical tests were two-tailed, and statistical significance was defined as p < 0.05, with trends noted for p < 0.10.


Results
Data were collected from March to August 2024 across three public hospitals in Israel. The final sample consisted of 161 physicians, with 54 from the Southern Hospital, 56 from the Central Hospital, and 51 from the Northern Hospital.
Participants ranged in age from 25 to 65 years, with a mean age of 41.85 ± 9.37 years. Among the participants, 96 (59.6%) were male, 115 (71.4%) were married or lived with a partner, and 123 (76.4%) had children. Of those with children, 90 (55.9%) had children under 10 years old. The majority (98, 60.9%) were senior physicians, including managers and chairs. Religious affiliation data shows that 121 (75.2%) belonged to the Jewish community, with the remainder distributed among Muslim, Christian, Druze, and other affiliations. Table 1 presents the detailed demographic characteristics.
Overall, there were no significant differences between the respondent groups in the 3 hospitals in terms of age (p = 0.501), gender (p = 0.743), marital status (p = 0.188), presence and ages of children (p = 0.116), and hospital position (p = 0.479).
Table 1Demographic characteristics of the respondents


	Variable
	 	South(n = 54) n (%)
	Center (n = 56) n (%)
	North (n = 51) n (%)
	p value ([image: $$\:{\varvec{\chi\:}}^{2}$$])
	Total (N = 104) n(%)

	Age (mean 41.85 ± 9.37)
	25–40
	27 (50.0)
	24 (42.9)
	28 (54.9)
	0.501 (1.378)
	79 (49.1)

	41–65
	27 (50.0)
	32 (57.1)
	23 (45.1)
	82 (50.9)

	Gender
	Male
	34 (63.0)
	33 (58.9)
	29 (56.9)
	0.743 (0.594)
	96 (59.6)

	Female
	20 (37.0)
	23 (41.1)
	22 (43.1)
	65 (40.4)

	Family Status
	Single
	11 (20.4)
	9 (16.1)
	9 (17.6)
	0.188 (6.150)
	29 (18.0)

	Married / Partner
	37 (68.5)
	43 (76.8)
	35 (68.6)
	115 (71.4)

	Divorced / Widowed
	6 (11.1)
	4 (7.1)
	7 (13.7)
	17 (10.6)

	Hospital Position
	Intern
	5 (9.3)
	6 (10.7)
	8 (15.7)
	0.479 (3.498)
	19 (11.8)

	Resident
	17 (31.5)
	15 (26.8)
	12 (23.5)
	44 (27.3)

	Senior
	32 (59.3)
	35 (62.5)
	31 (60.8)
	98 (60.9)

	Children’s age (yrs)
	None
	14 (25.9)
	12 (21.4)
	12 (23.5)
	0.116 (13.102)
	38 (23.6)

	< 2
	6 (11.1)
	7 (12.5)
	10 (19.6)
	23 (14.3)

	2–10
	24 (44.4)
	27 (48.2)
	16 (31.4)
	67 (41.6)

	10–18
	15 (27.8)
	17 (30.4)
	8 (15.7)
	40 (24.8)

	> 18
	10 (18.5)
	12 (21.4)
	11 (21.6)
	33 (20.5)

	Total
	69
	75
	57
	 	201




The analyzing of age as a continuous variable showed no significant difference in mean age between the hospitals (p = 0.223, ANOVA F-ratio = 1.514). The overall mean age was 41.85 ± 9.37 years.
The mean resilience score on the CD-RISC-10 was 31.14 ± 5.77. The tests showed that the CD-RISC-10 scores and the scores for the perception of danger were not normally distributed (Shapiro-Wilk test for CD-RISC-10 scores: W(161) = 0.97, p = 0.002, and for sense of danger score: W(161) = 0.97, p = 0.001 showed a significant deviation from the normal distribution). When analyzing the results between the three medical centers, there was a trend towards a significant difference in the Kruskal-Wallis H test for CD-RISC-10 scores (χ2(2) = 5.37, p = 0.068). The mean sense of danger score was 8.36 ± 4.15. Analyzing the results between the three medical centers revealed a significant difference in the Kruskal-Wallis H test for sense of danger scores (χ2(2) = 10.76, p = 0.005). Overall comparisons between medical centers in CD-RISC-10 and Sense of danger scores are shown in Table 2.
Table 2CD-RISC-10 and sense of danger questionnaire results (IQR – interquartile range)


	Variable
	 	South (n = 54)
	Center (n = 56)
	North (n = 51)
	p value (Kruskal Wallis H)

	CD-RISC-10 score
(mean 31.2 ± 5.88)
	Mean ± SD
	29.80 ± 6.29
	31.96 ± 5.11
	31.69 ± 5.70
	 
	Median
	31
	32
	32
	0.068 (5.371)

	IQR
	9
	7
	8

	Sense of danger score
(mean 7.83 ± 4.2)
	Mean ± SD
	9.13 ± 3.76
	7.18 ± 3.93
	8.84 ± 4.56
	 
	Median
	9
	7
	8
	0.005 (10.763)

	IQR
	5
	6
	7




Next, we checked whether the CD-RISC-10 score mediates the relationship between hospital location and sense of danger score. The results from the regression analyses and the Sobel test revealed a significant indirect effect, providing evidence for partial mediation. Specifically, the indirect effect of hospital location on sense of danger score through CD-RISC-10 score was statistically significant (indirect effect = 0.2896, 95% CI: 0.1843, 0.3949). Furthermore, the bootstrapping analysis confirmed these findings, with approximately 53% of the total effect of hospital location on sense of danger score being mediated by CD-RISC-10 score (PM = 0.5301). While the direct effect of hospital location on sense of danger score remained significant after accounting for the mediator (path c’ = 0.2566, p = 0.012), its magnitude was reduced compared to the total effect (path c = 0.5462), indicating partial mediation. These results suggest that an individual’s level of resilience partially explains the relationship between hospital location and perceived sense of danger. The mediation model results are presented in Fig. 1.
[image: ]
Fig. 1Mediation model showing the relationships among hospital location, CD-RISC-10 score (mediator), and Sense of Danger score. Path coefficients are provided for the direct effects (c’ and b), the total effect (c), and the indirect effect (a × b). The results indicate partial mediation, where CD-RISC-10 score partially explains the relationship between hospital location and Sense of Danger score


Analysis revealed a significantly higher resilience score among males (p = 0.002, Mann Whitney U test), while there was a trend towards a significant relation to gender on the sense of danger (p = 0.067, Mann Whitney U test), with females reporting higher levels. The results are presented in Table 3.
Table 3Distribution of CD-RISC-10 and sense of danger mean scores by gender


	Variable
	 	Male (= 63)
	Female (n = 41)
	p value (Mann Whitney U test Z score)

	CD-RISC-10 score
	Mean
	32.24
	29.55
	0.002 (3.073)

	SD
	5.78
	5.57

	Sense of danger score
	Mean
	7.88
	9.06
	0.067 (-1.832)

	SD
	3.97
	4.34




A two-way ANOVA was conducted to examine the effects of hospital location and gender on CD-RISC-10 and Sense of Danger scores. For CD-RISC-10 scores, significant main effects were found for both hospital location (F(2, 155) = 3.15, p = 0.046) and gender (F(1, 155) = 9.24, p = 0.003), but no significant interaction effect was observed (F(2, 155) = 0.78, p = 0.460). For Sense of Danger scores, a significant main effect was found for hospital location (F(2, 155) = 5.42, p = 0.005), a trend towards significance for gender (F(1, 155) = 3.52, p = 0.062), and no significant interaction effect (F(2, 155) = 0.34, p = 0.713). These results suggest that both hospital location and gender independently influence resilience and sense of danger, but their effects do not significantly interact.
Analysis of marital status showed no significant influence on resilience score (p = 0.539, Mann Whitney U test), and no significant difference in the sense of danger, although single/divorced/widowed participants reported slightly higher levels (p = 0.183, Mann Whitney U test). The results are presented in Table 4.
Table 4Marital status on CD-RISC-10 and sense of danger scores


	Variable
	 	Married / Partner (N = 77)
	Single / Divorced / Widowed (N = 27)
	p value (Mann Whitney U test Z score)

	CD-RISC-10 score
	Mean
	31.30
	30.74
	0.539 (-0.614)

	SD
	5.62
	6.17

	Sense of danger score
	Mean
	8.10
	9.00
	0.183 (-1.332)

	SD
	4.07
	4.30




The presence of children had no significant effect on the resilience score (p = 0.418, Mann Whitney U test) or sense of danger (p = 0.912, Mann Whitney U test) in the overall sample. A specific analysis at the southern hospital revealed a significantly higher sense of danger for the childless group (p = 0.038, Mann Whitney U test), while no significant results were found for the north (p = 0.917) or center (p = 0.650). No significant differences were found in resilience scores between those with and without children at any of the hospitals (South: p = 0.779, Center: p = 0.368, North: p = 0.683).
Multiple regression analyses were conducted to examine the relative influence of various factors on CD-RISC-10 and Sense of Danger scores. For CD-RISC-10 scores (Table 5), the model explained 12.4% of the variance (R² = 0.124, F(5, 155) = 4.38, p < 0.001). Hospital location (β = -0.178, p = 0.023) and gender (β = 0.229, p = 0.004) were significant predictors, with males and those in hospitals further from conflict zones showing higher resilience. For Sense of Danger scores (Table 6), the model explained 10.8% of the variance (R² = 0.108, F(5, 155) = 3.75, p = 0.003). While the overall model was significant, no individual predictor reached statistical significance, although gender showed a trend (β = -0.140, p = 0.073), with females tending to report higher sense of danger.
Table 5Multiple regression analysis for factors predicting CD-RISC-10 scores


	Predictor
	B
	SE
	β
	t
	p

	Hospital Location
	-1.081
	0.472
	-0.178
	-2.291
	0.023

	Gender (Male)
	2.691
	0.912
	0.229
	2.951
	0.004

	Age
	0.052
	0.049
	0.084
	1.061
	0.290

	Marital Status (Married)
	0.556
	1.059
	0.044
	0.525
	0.600

	Having Children
	-0.173
	1.123
	-0.013
	-0.154
	0.878


Note: B = unstandardized regression coefficient; SE = standard error; β = standardized regression coefficient; t = t-statistic; p = p-value. R² = 0.124, F(5, 155) = 4.38, p < 0.001



Table 6Multiple regression analysis for factors predicting sense of danger scores


	Predictor
	B
	SE
	β
	t
	p

	Hospital Location
	0.546
	0.338
	0.126
	1.616
	0.108

	Gender (Male)
	-1.180
	0.653
	-0.140
	-1.807
	0.073

	Age
	-0.033
	0.035
	-0.075
	-0.943
	0.347

	Marital Status (Married)
	-0.890
	0.758
	-0.098
	-1.174
	0.242

	Having Children
	0.205
	0.804
	0.022
	0.255
	0.799


Note: B = unstandardized regression coefficient; SE = standard error; β = standardized regression coefficient; t = t-statistic; p = p-value. R² = 0.108, F(5, 155) = 3.75, p = 0.003




Discussion
This study aimed to evaluate and compare the perceived personal resilience and sense of danger among physicians in hospitals located in different conflict zone proximities in Israel during this period. Our findings paint a vivid picture of the psychological landscape faced by healthcare professionals in a nation at war, revealing both expected patterns and surprising resilience in the face of unprecedented challenges. They also reveal significant regional differences in the sense of danger experienced by medical staff, with physicians at the Southern Hospital, situated near the Gaza Strip, reporting the highest levels of perceived danger. Conversely, physicians at the hospital in central Israel reported the lowest sense of danger. This gradient of perceived threat highlights the relationship between conflict proximity and the psychological well-being of healthcare workers [5, 41].
The elevated sense of danger observed among physicians at the southern hospital aligns with previous research findings that documented a higher sense of danger in southern regions of Israel, particularly within a 40 km radius of the Gaza Strip [2, 19]. The heightened sense of danger is linked to the hospital’s closeness to conflict zones and the risk of missile attacks or other threats [5, 12]. However, it’s important to note that hospitals in the northern region are also exposed to potential threats due to their proximity to borders with Lebanon, Syria, and Jordan. The stark contrast in perceived danger between these regions illuminates the multifaceted nature of threat perception, which extends beyond mere geographical proximity to conflict zones. The difference in perceived danger between these regions may be attributed to various factors beyond mere proximity to borders. These could include the nature and frequency of past security incidents, the intensity of the current conflict in each area, media coverage of threats, and public perception of risk. For instance, the southern region’s experience with frequent rocket attacks and the recent unprecedented ground incursion may contribute to a heightened sense of danger compared to other areas, despite the presence of potential threats in the north as well [42, 43].
The implications of these regional disparities in perceived danger are far-reaching and multifaceted, touching every aspect of healthcare delivery and workforce management. In areas with higher perceived danger, such as the southern region, healthcare systems may face challenges in staff retention and recruitment [44]. This could lead to understaffing or higher turnover rates, potentially compromising the quality and continuity of care. Moreover, the heightened sense of danger might affect decision-making processes and risk assessments made by healthcare professionals, potentially influencing treatment plans and resource allocation [3]. Healthcare managers in these high-risk areas may need to implement more robust support systems, including enhanced security measures, regular psychological support, and clear emergency protocols, to mitigate the impact of perceived danger on staff performance and wellbeing [36, 45, 46].
One of the most intriguing findings of our study is the lack of significant difference in resilience scores across hospitals, which challenges our initial hypotheses and reveals the complex nature of psychological resilience in high-stress environments. This unexpected result may reflect the multifaceted nature of resilience itself, which is influenced by various personal, professional, and environmental factors [47]. The “Iron Swords” war presented unprecedented challenges across all regions of Israel, potentially affecting healthcare workers’ resilience regardless of their specific location. This widespread impact might have led to a more uniform resilience response across different areas, suggesting that the human capacity for adaptation may be more flexible and robust than previously thought [5, 41, 48].
Additionally, the professional nature of our sample - all participants being physicians - may have played a role. Physicians, as a group, often demonstrate high baseline levels of resilience due to their training and regular exposure to high-stress situations [49]. This inherent resilience, honed through years of medical training and practice, may serve as a psychological buffer against the acute stresses of conflict, creating a “ceiling effect” that makes it more challenging to detect location-based differences in resilience [50, 51].
It’s also worth considering that the relationship between proximity to conflict and resilience may not be linear, but rather follow a more complex, even counterintuitive pattern. While closer proximity to conflict zones might intuitively seem to decrease resilience, it could also foster adaptive coping mechanisms and strengthen resilience over time [52]. This phenomenon, sometimes called “stress inoculation” or “adversity-activated development,” suggests controlled exposure to stress can enhance one’s ability to cope with future challenges [25, 26, 52]. This complex interaction between adversity and resilience development may have contributed to the observed non-significant differences.
Healthcare managers in these high-risk areas may need to implement more robust support systems, including enhanced security measures, regular psychological support, and clear emergency protocols, to mitigate the impact of perceived danger on staff performance and wellbeing [32, 33]. The observed differences can be attributed to the specific adversities presented by the “Iron Swords” conflict, which stands apart from earlier skirmishes due to its heightened severity, extended timeframe, and the broad-scale peril of missile barrages throughout the nation, amid persistent security issues.
Our mediation analysis revealed that personal resilience partially mediated the relationship between hospital location and sense of danger. This finding aligns with previous studies highlighting the protective role of resilience in mitigating the impact of adverse or stressful circumstances on psychological well-being [53–55]. Partial mediation suggests that while resilience plays a crucial role in buffering the effects of location-based stressors, other factors related to hospital location also contribute to an individual’s perceived sense of danger. This complex interplay between resilience, location, and perceived danger underscores the need for multifaceted interventions to support healthcare workers in high-risk areas.
The analysis of demographic factors provided additional insights into the dynamics of resilience and perceived danger among physicians. Single, divorced, or widowed physicians reported a borderline significantly higher sense of danger compared to their married or partnered counterparts. This finding aligns with Maslow’s hierarchy of needs theory, emphasizing the fundamental nature of personal and family security [14, 15]. The absence of an immediate family support system may create a psychological vacuum that amplifies perceived threats, underscoring the importance of social support networks in maintaining psychological well-being during times of crisis [56].
One of the most surprising findings of our study was the localized effect of childlessness on perceived danger, particularly in the southern hospital. While the presence of children did not significantly impact resilience scores or the sense of danger among physicians overall, childless physicians in the southern hospital reported a significantly higher sense of danger compared to those with children. This localized effect presents a fascinating paradox: in the area of highest objective danger, having children appears to serve as a psychological buffer rather than an additional source of worry. This counterintuitive finding might be explained by the additional perceived vulnerability and lack of immediate familial obligations among childless physicians, potentially shifting the focus more toward personal safety concerns in high-risk areas. Additionally, the protective effect of having children in high-risk areas may be related to increased resilience due to social connections and sense of purpose [57].
Gender differences in resilience scores, with male physicians exhibiting higher resilience compared to their female counterparts, align with previous research [58, 59]. This gender disparity in resilience scores opens up important questions about the interplay between societal expectations, professional roles, and psychological coping mechanisms in high-stress environments. This observation may be attributed to a combination of cultural, societal, and biological factors, including traditional gender roles, expectations, and differences in stress response mechanisms [45, 46]. The finding that women reported more anxiety symptoms during the acute phase of the “Iron Swords” war further supports this gender-based disparity in psychological responses to conflict situations [1].
The lack of significant correlation between age and resilience or sense of danger scores across the entire sample is consistent with previous CD-RISC-based research [38, 60, 61]. This age-independent resilience challenges common assumptions about the relationship between life experience and psychological hardiness, suggesting that the ability to withstand stress may be more related to individual traits and training than to years lived. However, this finding should be interpreted cautiously, considering the unique characteristics of the study population. Physicians, regardless of age, are often exposed to high-stress situations and may develop resilience early in their careers, potentially masking age-related differences that might be observed in the general population.
These findings underscore the importance of tailored interventions to support healthcare professionals in different regions based on the specific risks and challenges they face. Enhancing resilience among medical staff, particularly in high-threat areas like the southern region, is crucial [62]. Targeted strategies could include regular resilience training programs that address the unique stressors faced by healthcare workers in conflict zones, as well as psychological support services tailored to the needs of different demographic groups, including single and childless physicians. Implementing robust security measures and clear emergency protocols is essential to ensure a safer working environment and boost confidence among staff [2, 36, 63–65]. Creating supportive communities within hospitals, fostering open communication, and establishing peer support networks can further enhance resilience [65, 66]. Regular drills and simulations can reinforce emergency preparedness and build collective resilience [67]. These interventions should be designed with consideration for gender differences in resilience and coping mechanisms, as well as the unique challenges faced by physicians in different family situations and career stages [45, 46, 58, 59]. By implementing these strategies, can protect staff well-being while ensuring continuity and quality of care during challenging circumstances. The resilience demonstrated by physicians in this study serves as a testament to the human capacity for adaptation and perseverance in the face of adversity, offering valuable lessons for healthcare systems worldwide grappling with crises and conflicts.
Limitations
This study has several limitations that should be considered when interpreting its results. The relatively small sample size and focus on three hospitals restrict the generalizability of our findings. This limitation may explain the lack of statistically significant differences in resilience scores across hospital locations, despite observed trends. Despite efforts to mitigate potential biases associated with convenience sampling through measures such as diverse specialty representation, balanced recruitment, and statistical adjustments, the possibility of residual selection bias cannot be eliminated. This may limit the extrapolation of our findings to the broader population of physicians in Israel.


Conclusions
Physicians working near conflict zones report higher levels of perceived danger, though their resilience is comparable to peers in less threatened regions. To mitigate the heightened sense of danger, it is crucial to enhance personal resilience through targeted support strategies. This could include resilience training, psychological support, and targeted programs for single and childless physicians to enhance safety perceptions. Additionally, fostering a supportive community with clear communication and robust emergency protocols is essential for enhancing staff resilience and safety in hospitals.

Acknowledgements
We would like to acknowledge Prof. Imad Abu El-Naaj for his assistance in recruiting the study subjects.

Authors contributions
All authors contributed to the conception of the research idea. The original draft of the manuscript was written by MVJ and DAJ. Conceptualization was by MVJ, DAJ, LK, AZ; Methodology, investigation and validation was by MVJ, DAJ and AL; Formal analysis and data curation was by MVJ and DAJ; Writing review, editing and visualization was by and MVJ, DAJ, LK and AZ; LK, YS and AZ supervised the study.

Funding
This research did not receive any specific grant from funding agencies in the public, commercial, or non-profit sectors.

Data availability
The data used in this study is available from the authors. However, Ariel University’s research ethics committee’s and the School of Health Sciences’ approvals are required upon reasonable request.

Declarations
Ethics approval and consent to participate
Ariel University’s research ethics committee reviewed and approved all experimental protocols (ref AU-HEA-AZ-20240317). All methods were performed in accordance with the ethical standards as laid down in the Declaration of Helsinki and its later amendments or comparable ethical standards.

Consent for publication
Not applicable.

Informed consent
Written informed consent was obtained from all the participants prior to completing the questionnaire. Questionnaires were coded for anonymous data analysis.

Conflict of interest
The authors declare no conflict of interest.


References
	1.
Kaim A, Bodas M. The impact of 24/7 news coverage on the mental health of israelis in the ‘Iron swords’ War: a cross-sectional analysis among television audience. Stress Health. 2024. https://​doi.​org/​10.​1002/​smi.​3398.CrossrefPubMed


	2.
Kaim A, Tov MS, Kimhi S, Marciano H, Eshel Y, Adini B. A longitudinal study of societal resilience and its predictors during the Israel-Gaza war. Appl Psychol Health Well Being. 2024. https://​doi.​org/​10.​1111/​aphw.​12539.CrossrefPubMed


	3.
Bou-Karroum L, El-Harakeh A, Kassamany I, Ismail H, El Arnaout N, Charide R, et al. Health care workers in conflict and post-conflict settings: systematic mapping of the evidence. PLoS ONE. 2020;15:e0233757. https://​doi.​org/​10.​1371/​journal.​pone.​0233757.CrossrefPubMedPubMedCentral


	4.
Arage MW, Kumsa H, Asfaw MS, Kassaw AT, Dagnew EM, Tunta A et al. Exploring the health consequences of armed conflict: the perspective of Northeast Ethiopia, 2022: a qualitative study. BMC Public Health 2023;23:2078. https://​doi.​org/​10.​1186/​s12889-023-16983-z


	5.
Sberro-Cohen S, Amit I, Barenboim E, Roitman A. Resilience, sense of danger, and reporting in wartime: a cross-sectional study of healthcare personnel in a general hospital. Hum Resour Health. 2023;21. https://​doi.​org/​10.​1186/​s12960-023-00866-w.


	6.
Bar-El Y, Reisner S, Beyar R. Moral dilemmas faced by hospitals in time of war: the Rambam Medical Center during the second Lebanon War. Med Health Care Philos. 2014;17:155–60. https://​doi.​org/​10.​1007/​s11019-013-9517-x.CrossrefPubMed


	7.
Bar-El Y, Michaelson M, Hyames G, Skorecki K, Reisner SA, Beyar R. An academic medical center under prolonged rocket attack-organizational, medical, and financial considerations. Acad Med. 2009;84:1203–10. https://​doi.​org/​10.​1097/​ACM.​0b013e3181b18bd6​.CrossrefPubMed


	8.
Melnikov S, Blaer Y, Shaiman L, Levi H, Kagan I. To command is to serve: senior leadership and policy-making predict hospital ward functioning in emergency. J Nurs Manag. 2019;27:697–705. https://​doi.​org/​10.​1111/​jonm.​12734.CrossrefPubMed


	9.
Persoff J, Ornoff D, Little C. The role of hospital medicine in emergency preparedness: a framework for hospitalist leadership in disaster preparedness, response, and recovery. J Hosp Med. 2018;13:713–8. https://​doi.​org/​10.​12788/​jhm.​3073.CrossrefPubMed


	10.
Qureshi K, Gershon RRM, Sherman MF, Straub T, Gebbie E, McCollum M, et al. Health care workers’ ability and willingness to report to duty during catastrophic disasters. J Urb Health. 2005;82:378–88. https://​doi.​org/​10.​1093/​jurban/​jti086.Crossref


	11.
Sultan MAS, Sørensen JL, Carlström E, Mortelmans L, Khorram-Manesh A. Emergency healthcare providers’ perceptions of preparedness and willingness to work during disasters and public health emergencies. Healthc (Switzerland). 2020;8:442. https://​doi.​org/​10.​3390/​healthcare804044​2.Crossref


	12.
Ganz FD, Margalith I, Benbenishty J, Hirschfeld M, Wagner N, Toren O. A conflict of values: nurses’ willingness to work under threatening conditions. J Nurs Scholarsh. 2019;51:281–8. https://​doi.​org/​10.​1111/​jnu.​12466.CrossrefPubMed


	13.
Tujjar O, Simonelli M. Absenteeism of Frontline Healthcare workers during Covid-19: the need for a Framework of support. SN Compr Clin Med. 2020;2:2715–7. https://​doi.​org/​10.​1007/​s42399-020-00609-1.CrossrefPubMedPubMedCentral


	14.
Acquah A, Nsiah TK. Elizabeth Naa Akushia Antie, Benjamin Otoo. Literature Review on theories Motivation. EPRA Int J Economic Bus Rev 2021:25–9. https://​doi.​org/​10.​36713/​epra6848


	15.
Maslow AH. A theory of human motivation. Psychol Rev. 1943;50:370–96. https://​doi.​org/​10.​1037/​h0054346.Crossref


	16.
Nafar H, Tahmazi Aghdam E, Derakhshani N, Sani’ee N, Sharifian S, Goharinezhad S. A systematic mapping review of factors associated with willingness to work under emergency condition. Hum Resour Health. 2021;19:76. https://​doi.​org/​10.​1186/​s12960-021-00622-y.CrossrefPubMedPubMedCentral


	17.
Burke RV, Goodhue CJ, Chokshi NK, Upperman JS. Factors Associated with willingness to Respond to a disaster: a study of Healthcare Workers in a Tertiary setting. Prehosp Disaster Med. 2011;26:244–50. https://​doi.​org/​10.​1017/​S1049023X1100649​2.CrossrefPubMed


	18.
Bonanno GA, Brewin CR, Kaniasty K, Greca AML. Weighing the costs of disaster. Psychol Sci Public Interest. 2010;11:1–49. https://​doi.​org/​10.​1177/​1529100610387086​.CrossrefPubMed


	19.
Kimhi S, Marciano H, Eshel Y, Adini B. Community and national resilience and their predictors in face of terror. Int J Disaster Risk Reduct 2020;50. https://​doi.​org/​10.​1016/​j.​ijdrr.​2020.​101746


	20.
Shapira Y, Marganitt B, Roziner I, Shochet T, Bar Y, Shemer J. Willingness of staff to report to their hospital duties following an unconventional missile attack: a state-wide survey. Isr J Med Sci. 1991;27:704–11.PubMed


	21.
Windle G. What is resilience? A review and concept analysis. Rev Clin Gerontol. 2011;21:152–69. https://​doi.​org/​10.​1017/​S095925981000042​0.Crossref


	22.
Kimhi S. Levels of resilience: associations among individual, community, and national resilience. J Health Psychol. 2016;21:164–70. https://​doi.​org/​10.​1177/​1359105314524009​.CrossrefPubMed


	23.
Kimhi S, Eshel Y. Measuring national resilience: a new short version of the scale (NR-13). J Community Psychol. 2019;47:517–28. https://​doi.​org/​10.​1002/​jcop.​22135.CrossrefPubMed


	24.
Eshel Y, Kimhi S, Marciano H. Predictors of National and Community Resilience of Israeli Border inhabitants threatened by War and Terror. Community Ment Health J. 2020;56:1480–8. https://​doi.​org/​10.​1007/​s10597-020-00592-w.CrossrefPubMed


	25.
Masten AS. Pathways to Integrated Resilience Science. Psychol Inq. 2015;26:187–96. https://​doi.​org/​10.​1080/​1047840X.​2015.​1012041.Crossref


	26.
Masten AS. Multisystem resilience: pathways to an Integrated Framework. Res Hum Dev. 2021;18:153–63. https://​doi.​org/​10.​1080/​15427609.​2021.​1958604.Crossref


	27.
Cooper B, Wang J, Bartram T, Cooke FL. Well-being-oriented human resource management practices and employee performance in the Chinese banking sector: the role of social climate and resilience. Hum Resour Manage. 2019;58:85–97. https://​doi.​org/​10.​1002/​hrm.​21934.Crossref


	28.
Shanava I, Gergauli G. A study of the relationship between Locus of Control and Self-monitoring to Resilience in students. Eur Sci J ESJ. 2023;19:137. https://​doi.​org/​10.​19044/​esj.​2023.​v19n7p137.Crossref


	29.
Garcia EP, McNeill C, LCSW GW, Rohli RV, Garrison MEB. The relationship between Family and Community Resilience during the Developmental transition of emerging Adulthood. J SOCIAL Sci Res. 2023;19:48–58. https://​doi.​org/​10.​24297/​jssr.​v19i.​9395.Crossref


	30.
Warren AM, Jones AL, Shafi S, Roden-Foreman K, Bennett MM, Foreman ML. Does caring for trauma patients lead to psychological stress in surgeons? J Trauma Acute Care Surg. 2013;75:179–84. https://​doi.​org/​10.​1097/​TA.​0b013e3182984a7d​.CrossrefPubMed


	31.
Sabbah DrM. Business continuity during disasters in the Medical Health System in Israel. Int J Clin Sci Med Res. 2024;04. https://​doi.​org/​10.​55677/​IJCSMR/​V4I7-05/​2024.


	32.
Mendoza Bernal I, Sánchez-Teruel D, Robles-Bello MA, Sarhani-Robles A, Sarhani-Robles M. Predictors of resilience in healthcare workers during the COVID-19 pandemic: a longitudinal study comparing the first and second waves. BMC Psychol. 2023;11:143. https://​doi.​org/​10.​1186/​s40359-023-01077-7.CrossrefPubMedPubMedCentral


	33.
Borgohain B, Khonglah T. Developing and Organizing a Trauma System and Mass Casualty Management: some useful observations from the Israeli Trauma Model. Ann Med Health Sci Res. 2013;3:85. https://​doi.​org/​10.​4103/​2141-9248.​109455.CrossrefPubMedPubMedCentral


	34.
Zalsman G. [FROM NATIONAL TO INDIVIDUAL TRAUMA]. Harefuah 2023;162:552–3.


	35.
Kamin R, Reter A, Amital D. [WHERE IS THE FRONTLINE? IT IS HERE]. Harefuah. 2023;162:548–51.PubMed


	36.
Levi H, Givaty G, Ovadia YS, Alon Y, Saban M. Evaluating emergency response at a hospital near the Gaza border within 24 h of increased conflict. BMC Emerg Med 2024;24. https://​doi.​org/​10.​1186/​s12873-024-00964-5


	37.
Haik J, Shoham Y, Tepper C, Harats M. [PLASTICS DURING THE WAR OF IRON SWORDS - THE ROLE OF A SPECIALIST IN PLASTIC AESTHETIC AND RECONSTRUCTIVE SURGERY]. Harefuah. 2024;163:12–6.PubMed


	38.
Connor KM, Davidson JRT. Development of a new resilience scale: the Connor-Davidson Resilience scale (CD-RISC). Depress Anxiety. 2003;18:76–82. https://​doi.​org/​10.​1002/​da.​10113.CrossrefPubMed


	39.
Campbell-Sills L, Stein MB. Psychometric analysis and refinement of the Connor-Davidson Resilience Scale (CD-RISC): validation of a 10-item measure of resilience. J Trauma Stress. 2007;20:1019–28. https://​doi.​org/​10.​1002/​jts.​20271.CrossrefPubMed


	40.
Solomon Z, Prager E. Elderly Israeli Holocaust survivors during the Persian Gulf War: a study of psychological distress. Am J Psychiatry. 1992;149:1707–10. https://​doi.​org/​10.​1176/​ajp.​149.​12.​1707.CrossrefPubMed


	41.
Curtin M, Richards HL, Fortune DG. Resilience among health care workers while working during a pandemic: a systematic review and meta synthesis of qualitative studies. Clin Psychol Rev. 2022;95:102173. https://​doi.​org/​10.​1016/​j.​cpr.​2022.​102173.CrossrefPubMedPubMedCentral


	42.
Signorino G. Proximity and risk perception. Comparing risk perception ‘profiles’ in two petrochemical areas of Sicily (Augusta and Milazzo). J Risk Res. 2012;15:1223–43. https://​doi.​org/​10.​1080/​13669877.​2012.​670129.Crossref


	43.
He Z, Zhai G. Spatial effect on Public Risk Perception of Natural Disaster: a comparative study in East Asia. J Risk Anal Crisis Response. 2015;5:161. https://​doi.​org/​10.​2991/​jrarc.​2015.​5.​3.​3.Crossref


	44.
Ganz FDK, Margalith I, Benbenishty J, Hirschfeld M, Wagner N, Toren O. A conflict of values: nurses’ willingness to work under threatening conditions. J Nurs Scholarsh. 2019;51:281–8. https://​doi.​org/​10.​1111/​jnu.​12466.CrossrefPubMed


	45.
Gök A, Koğar EY. A meta-analysis study on gender differences in psychological resilience levels. Cyprus Turkish J Psychiatry Psychol. 2021;3:132–43. https://​doi.​org/​10.​35365/​ctjpp.​21.​2.​15.Crossref


	46.
Hirani S, Lasiuk G, Hegadoren K. The intersection of gender and resilience. J Psychiatr Ment Health Nurs. 2016;23:455–67. https://​doi.​org/​10.​1111/​jpm.​12313.CrossrefPubMed


	47.
Southwick SM, Sippel L, Krystal J, Charney D, Mayes L, Pietrzak R. Why are some individuals more resilient than others: the role of social support. World Psychiatry. 2016;15:77–9. https://​doi.​org/​10.​1002/​wps.​20282.CrossrefPubMedPubMedCentral


	48.
Cobus M. Nurses’ Deployment Risk and Resilience in Times of War conflicts: checking the Status, reporting the future. Am J Health Sci (AJHS). 2015;6:75–82. https://​doi.​org/​10.​19030/​ajhs.​v6i1.​9271.Crossref


	49.
Epstein RM, Krasner MS, Physician Resilience. Acad Med. 2013;88:301–3. https://​doi.​org/​10.​1097/​ACM.​0b013e318280cff0​.CrossrefPubMed


	50.
Bartlett-Pestell S. Improving doctors’ resilience: we need to do more. Clin Teach. 2019;16:415–6. https://​doi.​org/​10.​1111/​tct.​13000.CrossrefPubMed


	51.
Nituica C, Bota OA, Blebea J, Cheng C-I, Slotman GJ. Factors influencing resilience and burnout among resident physicians - a National Survey. BMC Med Educ. 2021;21:514. https://​doi.​org/​10.​1186/​s12909-021-02950-y.CrossrefPubMedPubMedCentral


	52.
Bonanno GA, Loss, Trauma, Resilience H. Have we underestimated the human capacity to Thrive after extremely aversive events? Am Psychol. 2004;59:20–8. https://​doi.​org/​10.​1037/​0003-066X.​59.​1.​20.CrossrefPubMed


	53.
Sayed T, Malan H, Fourie E. Exploring the associations between resilience and psychological well-being among South africans during COVID-19. Front Psychol. 2024;15. https://​doi.​org/​10.​3389/​fpsyg.​2024.​1323466.


	54.
Padmanabhanunni A, Pretorius TB, Khamisa N. The role of resilience in the relationship between role stress and psychological well-being during the COVID-19 pandemic: a cross-sectional study. BMC Psychol. 2023;11:45. https://​doi.​org/​10.​1186/​s40359-023-01082-w.CrossrefPubMedPubMedCentral


	55.
Akgül G, Ergin DA, Çok F. The resilience and coping strategies in immigrant and non-immigrant adolescents and identity development. Br J Guid Counc 2023:1–15. https://​doi.​org/​10.​1080/​03069885.​2023.​2224931


	56.
Kaufman J. Gingerbread: self-help for one-parent families. J R Soc Med. 1985;78(Suppl 8):32–3.PubMedPubMedCentral


	57.
Jakobsen IS, Madsen LMR, Mau M, Hjemdal O, Friborg O. The relationship between resilience and loneliness elucidated by a Danish version of the resilience scale for adults. BMC Psychol. 2020;8:131. https://​doi.​org/​10.​1186/​s40359-020-00493-3.CrossrefPubMedPubMedCentral


	58.
Aloba O, Olabisi O, Aloba T. The 10-Item Connor–Davidson Resilience Scale: Factorial structure, reliability, validity, and correlates among Student nurses in Southwestern Nigeria. J Am Psychiatr Nurses Assoc. 2016;22:43–51. https://​doi.​org/​10.​1177/​1078390316629971​.CrossrefPubMed


	59.
Houpy JC, Lee WW, Woodruff JN, Pincavage AT. Medical student resilience and stressful clinical events during clinical training. Med Educ Online. 2017;22:1320187. https://​doi.​org/​10.​1080/​10872981.​2017.​1320187.CrossrefPubMedPubMedCentral


	60.
Alduraidi H, Dardas LA, Price MM. Social determinants of resilience among Syrian refugees in Jordan. J Psychosoc Nurs Ment Health Serv. 2020;58:31–8. https://​doi.​org/​10.​3928/​00989134-20200624-04.CrossrefPubMed


	61.
Zapater-Fajarí M, Crespo-Sanmiguel I, Pulopulos MM, Hidalgo V, Salvador A. Resilience and psychobiological response to stress in older people: the mediating role of coping strategies. Front Aging Neurosci. 2021;13. https://​doi.​org/​10.​3389/​fnagi.​2021.​632141.


	62.
Saar-Ashkenazy R, Bergman YS, Ashkenazy O, Guez J. Traumatic stress, active engagement and resilience in first responders and civilians in the outbreak of war. Eur J Psychotraumatol. 2024;15:2328506. https://​doi.​org/​10.​1080/​20008066.​2024.​2328506.CrossrefPubMedPubMedCentral


	63.
Penadés MC, Núñez AG, Canós JH. From planning to resilience: the role (and value) of the emergency plan. Technol Forecast Soc Change. 2017;121:17–30. https://​doi.​org/​10.​1016/​j.​techfore.​2016.​12.​004.Crossref


	64.
Morrison S. How to Build Resilience in Healthcare Professionals. Human Focus. 2023. https://​humanfocus.​co.​uk/​blog/​how-to-build-resilience-in-healthcare-professionals/​ (accessed June 4, 2024).


	65.
Fox S, Lydon S, Byrne D, Madden C, Connolly F, O’Connor P. A systematic review of interventions to foster physician resilience. Postgrad Med J. 2018;94:162–70. https://​doi.​org/​10.​1136/​postgradmedj-2017-135212.CrossrefPubMed


	66.
Moorfield C, Cope V. Interventions to increase resilience in physicians: a structured literature review. Explore (NY). 2020;16:103–9. https://​doi.​org/​10.​1016/​j.​explore.​2019.​08.​005.CrossrefPubMed


	67.
Mahdi SS, Jafri HA, Allana R, Batteneni G, Khawaja M, Sakina S et al. Systematic review on the current state of disaster preparation Simulation exercises (SimEx). BMC Emerg Med 2023;23. https://​doi.​org/​10.​1186/​s12873-023-00824-8




Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/images/13584_2024_655_Fig1_HTML.png
CD-RISC-10 score

a=-1.0807 b=-0.268
c=0.546
Hospital location 5| Sense of Danger
J ¢'=0.266 L it

c-¢'=0.29
ab=0.29





OEBPS/navigation.xhtml

    
      Contents


      
        		Emotional resilience and sense of danger among doctors in hospitals during periods of heightened tensions and warfare in Israel


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/13584_2024_655_Article_TeX_IEq1.png





OEBPS/css/sidebar.gif





